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Appendices 

 
 
 
 

Appendix 1: Glossary 

 
Glossary of medical terminology1 
 
Assisted reproductive technologies (ARTs): All treatments that include the handling 

of eggs and/or embryos, such as in vitro fertilization (IVF).  

Azoospermia: Absence of sperm cells in the semen. 

Danazol: An androgen similar to testosterone, danazol is used for the treatment 

of endometriosis and fibrocystic breast disease. It works by decreasing 

hormone production in the ovaries.  

Dead ovary: The result of untreated ovarian torsion, which leads to necrosis and 

death of the ovarian tissue.   

Ectopic pregnancy: Pregnancy in which the fertilized egg implants outside the 

uterine cavity in the fallopian tube or the abdominal cavity. In some situations, 

this may require immediate surgery to avoid the risk of rupture.  

Egg (ova) retrieval: A procedure used to obtain eggs from the ovarian follicles. The 

procedure is performed using a needle and ultrasound to locate the follicle in 

the ovary.  

Embryo: A fertilized egg that has begun cell division. 

Embryo transfer: Placing one or more embryos into a woman’s uterus. 

Endometriosis: The presence of endometrial tissue in abnormal locations, such as the 

fallopian tubes, ovaries and abdominal cavity. The condition frequently causes 

pain and discomfort during menstruation, or even chronic pelvic pain, and 

may also cause infertility. 

Epididymis: Coiled tubing that carries sperm from the testicles to the ductus 

deferens, which leads to the ejaculatory duct. 
																																																								
1	Definitions	 are	 adapted	 from	 WebMD	 (last	 accessed	 02.03.2016)	 and	 from	 http://www.ivf-
infertility.com/help/glossary/index.php	(last	accessed	02.03.2016).	



	

	 238	

Fibroids: Uterine fibroids (leiomyomata) are non-cancerous growths that develop in 

or just outside of a woman’s uterus (womb). Uterine fibroids develop from 

normal uterus muscle cells that start to grow abnormally. As the cells grow, 

they form a benign tumour. 

Gamete: The male sperm or the female egg. 

Gamete donation: A process whereby a woman/man donates eggs/semen to another 

woman/man for use in IVF. 

hCG (human Chorionic Gonadotropin): A hormone produced in early pregnancy to 

stimulate the corpus luteum to produce the hormones progesterone and 

oestrogen. It is excreted in the urine (and is the substance detected in 

pregnancy tests). hCG may also be given by injection to induce ovulation and 

to support the luteal phase (the latter phase of the menstrual cycle) in females. 

It stimulates the production of the male hormone testosterone in males. 

Hormonal stimulation / ovulation induction: The administering of hormone 

medications (ovulation drugs) that stimulate the ovaries to produce multiple 

eggs. 

Hysteroscopy: A diagnostic procedure in which a lighted scope (hysteroscope) is 

inserted through the cervix into the uterus to enable the physician to view the 

inside of the uterus. 

Intra Cytoplasmic Sperm Injection (ICSI): A micromanipulation procedure in 

which a single sperm is injected directly into an egg to attempt fertilization, 

used in cases of male infertility or couples with prior unsuccessful IVF 

fertilization.  

Intra Uterine Insemination (IUI): Placement of washed sperm into the uterus. 

In vitro fertilization (IVF): A process whereby an egg and sperm are combined in a 

laboratory dish (in vitro) to facilitate fertilization. If fertilized, the resulting 

embryo is transferred to the woman’s uterus.  

In vitro fertilization (IVF) cycle: The whole process preceding and following IVF 

until success or failure – determined through a pregnancy test.  

Known female infertility causes: Female infertility may have hormonal causes, such 

as problems with ovulation and endometrial tissues or fibroids. It may also be 
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due to mechanical causes such as damage to the fallopian tubes, caused by 

endometriosis leading to scarring of the uterine tissues. Cervical causes may 

also be a possible reason for female infertility, since they imply that sperm 

cannot pass through the cervix into the uterus, and therefore cannot reach the 

egg. For a more detailed description of known female infertility causes, see: 

http://www.webmd.com/infertility-and-reproduction/guide/female-

infertility#2 (last accessed 02.03.2016). 

Known male infertility causes: Regarding semen production and quality, male 

infertility can be caused by azoospermia, oligospermia, and problems with the 

motility and morphology of the sperm. It may also be related to genetic 

conditions, (unhealthy) lifestyle factors and physical aspects such as problems 

with erection and ejaculation. For a complete list of known male infertility 

factors, see: http://www.webmd.com/infertility-and-reproduction/male-

fertility-test?page=2#1 (last accessed 02.03.2016). 

Laparoscopy: Direct visualization of the ovaries and exterior of the fallopian tubes 

and uterus using a surgical instrument inserted through a small incision below 

the navel. 

Obstructed tubes:  The fertilization of an egg occurs in the fallopian tubes. These are 

fragile and can be blocked or damaged by reproductive problems such as 

endometriosis, pelvic inflammatory disease, infections and sexually 

transmitted infections.  

Oligospermia: Decreased number of spermatozoa in the semen. 

Oocyte (egg, ovum): The female reproductive cell. 

Ovarian cysts: A fluid-filled sac inside the ovary. An ovarian cyst may be found in 

conjunction with ovulation disorders, tumours of the ovary, and 

endometriosis. 

Ovulation induction: See Hormonal stimulation. 

Polycystic Ovarian Syndrome (PCOS): Development of multiple cysts in the 

ovaries due to arrested follicular growth because of lack of ovulation. 

Progesterone: A hormone secreted by the corpus luteum in the second half of the 

menstrual cycle to stimulate the endometrium and prepare it for implantation; 
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should pregnancy occur, progesterone is produced in large quantities by the 

placenta. 

Semen: The sperm and seminal secretions ejaculated during orgasm. 

Semen/sperm donation: A process whereby semen is obtained from a donor bank. 

Sperm: The male gamete or sex cell that contains the genetic information to be 

transmitted by the male, also known as spermatozoon (plural spermatozoa). 

Sperm morphology: Form and structure of spermatozoa. 

Sperm motility: The percentage of all moving sperm in a semen sample. 

Surrogacy: A woman bears a child for another woman, either through artificial in-

semination using the sperm of the other woman’s husband or partner, or by 

carrying until birth the other woman’s surgically implanted fertilized egg. 

Ultrasound/scan: Ultrasound imaging of the female reproductive system using an 

ultrasound device.  

Vaginal ultrasound/scan: Ultrasound imaging of the female reproductive system 

through an ultrasound device inserted into the vagina.  

 

Glossary of Changana and Portuguese words 
 
Capulana: (Portuguese/Changana) Sarong, a piece of cloth worn by women around 

the waist. 

Curandeiro: (Portuguese) Traditional healer. 

Família: (Portuguese) Birth family.  

Lobolo: (Changana) Brideprice, the socio-cultural/spiritual practice of passing the 

rights over the future offspring of a married couple from the bride’s (mother’s) 

to the husband’s (father’s) lineage.  

Mungoma/Nymusoro: (Changana) Spiritual healer in southern Mozambique. 

Nyangarhuma: (Changana) Herbalist healer in southern Mozambique. 

Panelinhas: (Portuguese) Homemade concoctions to treat maladies. Also used for 

infertility treatment.  

Sogros: (Portuguese) Marriage or in-law family 
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Appendix 2: List of acronyms 

 
AMETRAMO Association of Traditional Healing of Mozambique 
ART Assisted Reproductive Technology 
CDC Centres for Disease Control 
CHC Community Health Centre 
CNBS/MISAU National Bioethics Committee of the Mozambican Ministry of 

Health (Comité Nacional de Bioética para a Saúde/Ministério da 
Saúde)  

DHS Demographic Health Survey 
FCT Portuguese Foundation for Science and Technology (Fundação 

para a Ciência e a Tecnologia) 
FRELIMO Liberation Front of Mozambique (Frente de Libertação de 

Moçambique) 
hCG human Chorionic Gonadtrofin 
HIV/AIDS Human Immunodeficiency Virus/Acquired Immunodeficiency 

Syndrome 
ICPD International Conference on Population and Development 
ICSI Intra Cytoplasmatic Sperm Injection 
IF Inês Faria (Author) 
IUI Intra Uterine Insemination 
IVF In Vitro Fertilization 
MISAU Mozambican National Ministry of Health (Ministério da Saúde) 
MZM Mozambican Metical (national currency) 
NGO Non-Governmental Organization 
PESA Percutaneous Epididymal Sperm Aspiration 
RENAMO Mozambican National Resistance (Resistência Nacional 

Moçambicana) 
STI Sexually Transmitted Infection 
TB Tuberculosis 
TESE Testicular Sperm Extraction 
WHO World Health Organization 
WLSA Women and Law in Sub-Saharan Africa 
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Appendix 3: Map of the southern African region under study 

 

  
From Worldbank 
http://maps.worldbank.org/p2e/mcmap/map.html?code=AFR&level=region&indicato
rcode=0553&title=Africa&org=ibrd [last access 12/04/2016]. 
 
 
Appendix 4: Map of the Maputo conurbation 

 

 
From University of Texas 
http://www.lib.utexas.edu/maps/africa/txu-oclc-212047827-maputo-1995.jpg . [last 
access 12/04/2016] Edited by the author. 
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Appendix 5: Demographic and historical information about Mozambique  

 

5.1 General Information about Mozambique (World Bank 2016) 

	
Population: 
Population (2014): 27216276 
Annual Population Growth (2014): 2,790970183% 
Rural Population (2014): 18525030 
Urban Population (2014): 8691246 
 
Economy: 
GDP (2014): 29,323,452,600 (international $) 
GNI per capita, per year (2014): 600 (current US$) 
Imports of Goods and Services (2014): 11608973636 (Balance of Payments (BoP), 
current US$) 
Exports of Goods and Services (2014): 4641229394  (BoP, current US$) 
Foreign Direct investment (2014): 97009245,01 (BoP, current US$) 
Net bilateral aid flows from DAC donors, Total (2014): 1507430000 (current US$) 
 
Literacy and employment: 
Youth Literacy Rate 14-24 years old (2009): 67,14964% 
Adult Literacy Rate 15+ years old (2009): 50,58381% 
Employment to Population Ratio 15-24 years old (2012): 39,90000153% 
Employment to Population Ratio 15+ (2012): 82,09999847% 
Unemployment (2012): 22,60000038% 
International Migrant Stock (2010): 1,850300334% 
 
Reproduction and Health:  
Birth Rate 2014 (crude 1000 people): 39,256 
Death Rate 2014 (crude 1000 people): 11,452 
Contraceptive Prevalence, any methods for women aged 15-49 years old 
(2011):11,6% 
Contraceptive Prevalence, modern methods for women aged 15-49 years old 
(2011):11,3% 
Life Expectancy at Birth (2014): 55,02595122 
Fertility Rate 2014 (births per woman): 5,359 
Wanted Fertility Rate 2014 (births per woman): 5,2 
Maternal Mortality Rate per 100000 births (2014): 489 
Child Mortality Rate, under 5 years old per 1000 (2014): 79 
Pregnant Women Receiving pre-natal Care who were attended at least once by a 
skilled personnel (2011): 91% 
HIV+ rate in people aged 15-49 years old (2014): 10.6% 
Out-of-pocket Health Expenditure (2014): 21.8% 
Risk of catastrophic expenditure for surgical care, % of people at risk (2014): 27% 
Risk of impoverishing expenditure for surgical care, % of people at risk (2014): 81% 
Unmet need for Contraception* (2011): 24%  
*No data on infertility rates or infertility care 
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5.2 Mozambique and the birth and growth of Maputo: dynamics during colonial 

domination and after independence (appendix to chapter 3) 

 

Trade relations and colonization influencing contemporary southern Mozambique 

Although the first known human settlements in southern Mozambique date back to 

the first century BC (Jenkins 2000), the first mention of the area dates from the tenth 

century, as part of a description of commercial activity between the local people from 

the central region (Sofala) and the Arabs from the Persian Gulf. When the Portuguese 

reached Mozambique in 1497, there were already trading posts and a large part of the 

population had converted to Islam under the Monomutapa Empire (the future Swahili-

speaking population) in the central and northern coastal areas of the country. As 

research about other urban African settings has shown, historical events related to past 

colonization experiences continue to have an influence on the contemporary socio-

cultural state of affairs (Feierman 1985; Ferguson 1999; Therborn 2003; Arnfred 

2011; Spronk 2012). 

Catholic and later Protestant 1  missions, in addition to the Portuguese 

colonizers’ attempts to regulate and reconstruct local practices in Mozambique and 

elsewhere, affected gender and family relational dynamics, while introducing 

European values of patriarchy and family life. These introduced values did not 

annihilate pre-existing trends, however, but rather transformed them in different ways 

(Faris 2014; Mariano 2014). Protestant churches in Mozambique, seen by the 

colonizers as subversive religious orders, were kept under control at all costs.2 These 

Protestant churches invested in education and were frequently seen as offering an 

alternative identity for African people while under Portuguese rule, especially during 

the dictatorship period, and thus had a part to play in the unfolding of events that led 

to the independence of Mozambique from Portuguese rule in 1975. Among other 

factors (Faris 2014), some of the principal leaders of the liberation movement 

FRELIMO (Frente de Libertação de Moçambique – Mozambique Liberation Front) 

were ‘raised’ and educated in Protestant missions (mainly the Presbyterian church). It 

was after the independence of the country that these institutions gained power and 

affiliates, leaving its marginal status behind.  

Beyond religion, the process of establishing a Portuguese colonial empire 

faced numerous challenges and was generally unstable and slow. Portuguese 
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navigators and colonizers made several, more or less hostile, attempts to dominate the 

region that corresponds to what is known today as Mozambique, both economically 

and culturally. They began with Mozambique Island (the first colonial capital) and the 

northern coastal areas. This process took a long time, and colonial dominance was 

only reached by the 19th century. 

 

Delagoa Bay and Lourenço Marques: Settlers, colonial tensions and negotiations 

Meanwhile, the area that we call Maputo today, which was originally baptized 

Delagoa Bay, was also reached by the Portuguese navigator Lourenço Marques in 

1544. Marques’ fleet and the overseas government decided not to create any 

settlements in the bay, turning it instead into a strategic trade point, dedicated 

primarily to ivory. The bay has long since been the backdrop for encounters between 

people from very different regions and backgrounds; even before the establishment of 

a village or city in the bay, it was the stage for manifold interactions, negotiations and 

tensions between different local communities, as well as Arab traders and Europeans.  

During the years that followed 1544, various other strong states were 

established in the surrounding areas of Delagoa Bay, including the Boer states, which 

ranged from the commercial Dutch settlement in the Cape of Good Hope up to the 

north (in today’s Orange State, Mpumalanga and Gauteng regions),  and several states 

of Nguni origin that were based in the southern area of the bay and later extended to 

the west and north. For the colonizers, the country was fragmented and diverse, and 

maintaining control over such a heterogeneous population was complicated. Since 

their arrival, the Portuguese were unable to unify Mozambique as a political region in 

practice. Different parts of the country were semi-independently ruled by different 

previous settlements and communities. Despite attempts in the 17th century to 

delineate state controlled production areas (prazos) and in the 19th century to 

implement regional chartered companies (companhias), these supposedly colonial 

production units remained fragmented and acted as independent units (Newitt 1995; 

Jenkins 2012).  

Although challenged, the Portuguese expanded their territory, and Delagoa 

Bay, as an increasingly important stop along the colonial trade routes, was baptized 

the city of Lourenço Marques in 1887. Its promotion as such and its nomination as the 

capital of Mozambique were driven by the prevailing tensions between various 

colonizing powers, especially the British and the Portuguese, over control of the 
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strategically positioned harbour city (based on both railway and maritime commercial 

routes). 

Despite their interest in the area, the British never managed to gain full official 

rights over it. Even when the case went for international arbitration, the rights over 

the region and its harbour remained in the hands of the Portuguese.3 As a follow-up of 

the Berlin Conference (1884-85) and the partitioning of Africa among European 

colonial powers, in 1891 an Anglo-Portuguese treaty was signed in order to reduce 

regional tensions, defining the borders of the Portuguese and British territories.  

Soon after these endeavours, however, new tensions and negotiations arose 

between the two colonial powers. In the years that followed 1928, Portugal 

institutionalized racial segregationist statutes distinguishing between indígenas 

(indigenous), assimilados (indigenous people who embraced Portuguese culture and 

practices allowing for social mobility) and foreign (Portuguese) settlers. As occurred 

in the previous decades, the indígenas were unable to find (fairly paid) jobs in 

Mozambique and this led to waves of migration from central and southern 

Mozambique to South Africa, and from northern Mozambique to South Rhodesia 

(today Zimbabwe). The statutes and consequent migrations led to an increase in the 

economic subordination of Mozambique to South Africa, partly owed to the 

development of (still existing) farming and mining migration routes. These waves of 

migration have been partly regulated since the 19th century, but the practical 

maintenance of these regulations was detached from the states involved: on the one 

hand, people could avoid the relevant taxes by using illegal migrant routes to specific 

mines, and on the other hand, the instability caused by the tensions (and war) between 

the Boers and the British involving, among others, the Transvaal mining area 

disrupted both the migrant routes and their regulation for a long period of time 

(Newitt 1995). Nevertheless, in 1928 these phenomena were dealt with in a 

diplomatic way through the signing of agreements (among which was the Modus 

Vivendi, a regulation about international relations between Mozambique and South 

Africa, that included commercial activity and labour migration routes and modalities 

related to the Portuguese Estatuto do Indigenato, a discriminatory document 

determining the status of colonizers and natives in Mozambique – Portuguese 

colonos, native indígenas and native assimilados. as well as their rights and duties) 

between the British and Portuguese governments. These agreements regulated 

interests on both sides: they addressed migration routes from Mozambique to South 
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Africa, as the British needed low paid human resources to work as miners; and they 

(re)established free trade relations between the two colonial powers, including the 

confirmation of the Lourenço Marques harbour as a key focal point for commerce and 

transportation (Newitt 1995). 

All of the abovementioned movements of endogenous and foreign peoples 

occurred under conditions of tension between colonial governments and in a climate 

of ethnic segregation and diplomatic negotiations for commercial, geographical and 

workforce interests.  

 

The decadence of the colonial regime, migration and independence 

Prior to 1928 and the modus vivendi and Estatuto do Indigenato, changes in the 

relationship between Portugal and Mozambique were already in motion. This was 

mainly due to the establishment of a dictatorship regime in Portugal in 1926. It started 

with a revolution in the same year that led to the definitive establishment of the 

Estado Novo in 1933. Mozambique was under this fascist regime from 1933 almost 

until its independence in 1975, in what was a critical period for the region. With the 

implementation of the Estado Novo in 1933, the indigenous statutes (Estatuto do 

Indigenato) were maintained and the private companies (companhias) in the centre 

and north were shut down. The production focus shifted to agriculture and the country 

was closed to non-Portuguese foreign businesses. The improvements in agriculture 

triggered general economic growth for the region, but the lives of its inhabitants 

worsened significantly. There was no investment in the indígenas, not even for 

education or health care; the existing health centres and hospitals were situated close 

to the cities and were reserved exclusively for Portuguese and assimilados.  

Meanwhile, some of the Indian Portuguese territories (Goa, Daman and Diu), 

which had long been under the same section of colonial governance as Mozambique, 

were struggling for liberation from colonial rule. This period triggered an increase in 

migration from these areas to Mozambique. Despite having been in contact for many 

decades due to the mobility and migration of people and commerce, the collapse of 

the Portuguese colonial provinces in India increased the flow of people towards 

Mozambique in the 20th century. As occurred previously, these routes were made via 

the Indian Ocean, and through them many people from the eastern regions, especially 

Goa, migrated to Mozambique, and consequently Maputo, in the 1960s – after the 

independence of the Indian territories in 1961. This was not only due to the situation 
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of liberation, but also due to changes in Portuguese colonial policies of 

industrialization in Mozambique, made in order to avoid decolonization (Jenkins 

2012).  

Also during the 1960s, and taking into account the difficult situation 

experienced in the country during the Estado Novo dictatorship, members of the 

Mozambican intellectual elite and Mozambican exiles started a movement against 

Portuguese fascist rule. Encouraged by the independence of French and British 

colonies, and motivated by the state of affairs in Mozambique and other Portuguese 

overseas provinces, different power contestation and liberation movements were born, 

among them FRELIMO. FRELIMO, which was officially founded in Dar es Salam, 

Tanzania, in 1962 with the support of Julius Nyerere and other socialist leaders, 

gradually grew in terms of supporters and participants. The first FRELIMO leader 

was the anthropologist Eduardo Mondlane, trained in South Africa, the United States 

and Portugal (funded by the University of Lisbon), where he met Amílcar Cabral, the 

future leader of the independence movement of Guinea-Bissau and Cape Verde, and 

Agostinho Neto, the future leader of the independence movement in Angola.. It was 

on the 25th of September of 1964 that Mondlane, as head of the FRELIMO 

movement, declared the beginning of the independence war. This war was felt 

violently throughout the country, but mainly in the northern provinces. Thousands of 

relocated people and refugees moved to the south, and many established themselves 

in the city of Maputo, a number that grew during the posterior civil war (c.f. Quembo 

2015). 

It was finally in 1975, after an excruciating colonial war, that Mozambique 

was granted independence. Partly due to the ongoing colonial wars in the African 

regions under Portuguese rule, the Portuguese army conspired and rebelled against the 

dictatorship, which ended in the military coup of 25th April 1974. This created the 

necessary conditions for the establishment of a transition government and the signing 

of independence treaties. This process gave way to the foundation of Maputo city, and 

the establishment of an independent socialist government presided over by Samora 

Machel, the head of the FRELIMO movement who succeeded Mondlane following 

his assassination in 1969.4  
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Urban dynamics: FRELIMO, tradition and modernity  

After a short period of peace and recovery, the country suffered an appalling civil war 

between two political forces: the socialist FRELIMO and the anti-socialist RENAMO 

(Resistência Nacional Moçambicana – Mozambican National Resistance),5 the latter 

of which was supported by Southern Rhodesia and South Africa as a means to 

weaken the ‘inconvenient’ influence of the socialist FRELIMO. These were very 

difficult years, especially in the northern provinces of the country where the war hit 

hardest. The conflict lasted from 1977 until 1992, when the opponents finally signed a 

peace accord.6  

After independence from Portugal and before the outbreak of the civil war, 

Samora Machel started the socialist policy of the Homem Novo (New Man), 

considered the basic unit for rebuilding a truly modern nation (cf. Therborn 2003). 

Despite the fact that a very limited number of people spoke Portuguese, it was 

maintained as the official language, as a common denominator for national unity in a 

country where people spoke a large variety of dialects. FRELIMO implemented a 

socialist policy defending modernity and the construction of a new Mozambican 

identity.  

Today, even though the concepts of tradition and modernity are commonly 

used as rhetorical tools to strengthen certain positions or as descriptive identity 

discourses, Maputo’s transforming urban society and family dynamics transcend the 

dichotomy of tradition/modernity. In the city, ideas of tradition and modernity became 

fluid and only one part of a complex matrix of related influences that people navigate. 

The concepts of tradition and modernity can be seen as a piece of a complex urban 

(and national) human fabric where history, religion, ethnicity, capitalism and 

globalization also have an influence, and where people construct their identities in 

fluid and hybridized ways, choosing from the pieces that compose their background 

what is most convenient for them in different periods (Therborn 2003; Vigh 2009). 

Despite the attempts to create a socialist modern country, the civil war tore apart the 

socialist project for Mozambique.  

As a result of the two wars – the independence war from 1964 to 1975 and the 

civil war between RENAMO and FRELIMO between 1977 and 1992 – Mozambique 

was left with a devastated rural base and debilitated urban centres that had to recover 

from violent times and abandonment. The armed conflicts caused serious damage to 

the rural areas and inhabitants of the northern part of the country, and shortly before 
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the civil war most of the Portuguese fled the country, leaving the urban areas empty. 

Most of the empty houses belonging to former colonial institutions or Portuguese 

individuals were nationalized. By 1975, the empty houses in Maputo were occupied 

by FRELIMO government offices, government officers and civilians.  

Meanwhile, the suburbs of Maputo were growing, with the largest number of 

people settling in the so-called ‘reed neighbourhoods’ (today characterized by cement 

buildings with zinc roofs) in the inner belt of the city. Those living in these 

surrounding areas were war refugees and members of a previously established urban 

lower class, or indígenas. These suburban households functioned to a certain extent as 

rural households, until eventually the areas grew and became overcrowded, creating 

problems of neighbourhood sustainability. Those who had come as refugees stayed, 

and the migration continued, with a rural exodus of people coming to the capital to 

work or look for better opportunities.7 

After the failed social project of the first FRELIMO, the idea of modernity 

prevailed in a transformed way. This transformation involved the process of 

appropriation of sets of ideas, practices and values that, though influenced by the 

modernizing policies of the party, went far beyond its definition of a modern identity 

in unpredictable ways. These dynamics fit into Therborn’s (2003) formulation of 

entangled modernities that emphasizes the diversity and complexity of relations, local 

ideologies and socio-cultural practices shaping the different vectors that, while 

interconnected, compose localized modernity. 
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Appendix 6: Table of interviewed women with diagnosis, treatments and 

observations 

 

Woman Age Clinical site Infertility cause Treatment 
(Number/type

) 

Observations 

Ester 35 South Africa 
Clinic (SAC) 

Nelspruit 

Mechanical 
(tubal) 

1 IVF First marriage. 1 
IVF child from 
her husband. 

Husband 
collaborated in 

treatment. 

Milena 49 SAC 
Nelspruit, 
Pretoria, 

Johannesburg 

Hormonal/Male 2 IVF,  
1 IVF with 
surrogate 

Had previous 
partner. One 

child from her 
previous 

marriage, 2 step-
children from 

her present 
husband, 1 foster 
child (nephew). 
No children in 

current marriage. 
Last IVF 

treatment at the 
age of 42. Tried 
surrogacy as a 

last resort. 
Husband 

collaborated in 
treatment. 

Teresa 36 SAC 
Johannesburg 

Male 1 IVF First marriage. 
Twins from IVF 
treatment with 

husband. 
Naturally 

pregnant (with 
the same 

husband) at the 
time of 

interview. 
Husband 

collaborated in 
treatment. 

Júlia 
 
 
 
 

30 SAC Nelspruit Starting - Married. Very 
anxious about 
future ART 

treatment and 
pregnancy. 



	

	 252	

Mariana 43 SAC 
Nelspruit, 

Johannesburg 

Mechanical 
(various 

problems) 

2 IVF, 1 
ICSI 

First marriage. 
No children. 

Clinical history 
includes unsafe 

abortions/ectopic 
pregnancies. 

Husband does 
not collaborate 

in treatment 
(except with 

gametes). 
Undergoing 

divorce. 

Calada 28 Hospital Endometriosis Medication, 
laparoscopy 

Second 
marriage, no 

previous 
children. 

Husband not 
attending 

consultations. 

Luana - Hospital Diagnosis yet to 
come 

First medical 
appointment 

Supportive and 
cooperative 
husband, no 

children. 

Genoveva 30 Hospital Fibroids; 
endometriosis 

Hormonal 
medication, 
laparoscopy 

1 daughter, 
fostering 2 
nephews. 

Husband not 
attending 

consultations 
and having 

extra-marital 
relationships 
(producing 1 

son). Trying for 
a baby for 10 

years. 

Candida 36 Hospital Mechanical 
(tubal) 

Medication 
and 

laparoscopy 

1 daughter. 
Husband not 

attending 
consultations. 

Tired of 
medication. 

Husband knows, 
gets sad. 

Wilma 30 Hospital Endometriosis   Medication Husband does 
not know about 

consultations. He 
has extra-marital 
relationships and 

has children 
from them.  
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Ofélia 24 Hospital Cysts (likely 
hormonal) 

Medication 
and 

laparoscopy 

Wants to have 
children with 

boyfriend. 
Scared of 

anaesthesia. 

Malaia 33 Hospital No problem: no 
mechanical or 

hormonal 
infertility factor 

detected 

Diagnostic 
laparoscopy 

2 previous 
children. 

Humiliated by 
her husband who 
refuses to go to 
consultations 

because he has 
children from 
extra-marital 
relationships. 

Andreia 35 Hospital Cysts (likely 
hormonal) 

Medication 
and 

laparoscopy 

Husband has 
previous 

children. Was 
pregnant once 

but had a 
miscarriage. 

Corália 27 Hospital Diagnosis yet to 
come 

Exams 
prescribed 

Humiliated by 
the husband, that 
denies going to 

consultation 
because he has 
children from 
extra marital 
relationships 

Ermelinda 25 Hospital Diagnosis yet to 
come 

Exams 
prescribed 

2 children. 
Husband knows 
and is willing to 
go to the hospital 

if needed. 

Anastácia 33 Hospital Fibroids Medication 1 child. Husband 
knows about 

treatment 
seeking. 

Petra 28 Hospital Diagnosis 
unavailable 

Medication Husband lives in 
another 

province. 
Divorced from 

first wedding for 
being unable to 

conceive. 

Florinda 29 Hospital Endometriosis Medication Husband has 
previous 

children so 
denies going to 
consultation and 

tells her to go 
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alone if she 
wants to. 

Otília 25 Hospital Diagnosis yet to 
come 

Exams 
prescribed 

Husband attends 
consultation and 
is supportive. No 

previous 
children. 

Clara 32 Clinic Maputo 
(C) 

Diagnosis yet to 
come 

First time in 
the clinic. 

Tried three 
biomedical 
infertility 

treatments, and 
traditional 

herbalists. None 
worked. Family 

pressure. 
Supportive 

husband 

Camila 30 C Hormonal, heavy 
bleeding 

Medication Did laparoscopy 
but tubes were 
not obstructed. 

Husband is 
supportive. 

Alice 34 C Fibroids and 
swelling 

Medication Two daughters. 
Wants to have 

another baby (try 
to have a boy). 
Did one failed 

IVF cycle. 

Vanda 41 C Cysts / Male Insemination  
Already did 

cycles (IVF) in 
Nelspruit and 
Johannesburg. 

Luísa 33 C Fibroids/vaginal 
TB 

Medication, 
2 

laparoscopies 

Husband is 
supportive. Went 
to South Africa 
for one Cycle. 

Joana 39 C Fibroids 
(solved)/Male 

Medication. 
Insemination

. 

2 IVF cycles in 
South Africa and 
one consultation 
in Lisbon. Now 
wants to stay at 
home and try. 
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Appendix 7: Clinics and hospitals  

 
Fertility clinics Johannesburg, Pretoria and Nelspruit 
 
Clinic Region City Services 

Vitalab Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Bio Art Fertility Centre Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Medfem Clinic Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Gynomed Clinic Gauteng Roodepoort IVF/ICSI/Donor 
gametes/surrogacy 

Sandton Fetility Clinic Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

LIFE Centre 
Johannesburg 

Gauteng Sandton IVF/ICSI/Donor 
gametes/surrogacy 

Pretoria East Fertility 
Clinic 

Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Genesis Reproductive 
Centre 

Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Parklane Clinic Gauteng Johannesburg IVF/ICSI/Donor 
gametes/surrogacy 

Femina Clinic Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Wilgers Clinic Gauteng Pretoria IVF/ICSI/Donor 
gametes/surrogacy 

Mediclinic Mpumalanga Nelspruit IVF/ICSI/Donor 
gametes/surrogacy 
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Clinics in Maputo Province indicating infertility care and ART providers 
 
Clinic City Known infertility care 

Acácia Clínica Mulher Maputo x 

African Medical Investments Maputo  

Centro Médico da Lac Maputo  

Clínica 222 Maputo  

Clínica Coopmed Maputo  

Clínica Cruz Azul Maputo X (ARTs) 

Clínica da Matola Matola X 

Clínica da Sommerschield Maputo  

Clínica Elim Maputo  

Clínica Especial do Hospital 
Central 

Maputo  

Clínica Médica Fleming Maputo  

Clínica Shifaa Maputo  

ICOR Maputo  

Mbilo Maputo  

Phenix Clinic Maputo  

Polana Health Maputo  

Vida Maputo  

Clinicare Maputo  

Hospital Privado de Maputo Maputo  
 
 
Hospitals in Maputo providing infertility consultation 
 
Hospital Area 

Maputo Central Hospital Maputo – Polana Cimento 

General Hospital José Macamo Maputo – Malanga/Chamanculo 
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Appendix	8:	Average	costs	of	assisted	reproduction	in	the	private	sector	in	
southern	Africa	-	South	Africa	and	Mozambique	(Maputo)	
 
 

Investigation/treatment Cost in South African Rand (R) Mozambican New 
Metical (MZN) and Euro* 

South Africa  
 

Mozambique 
 

Consultation  1,000 R/68 Euro 
 

1500MZN/25,20 Euro 

Exams (blood)  2,800 R /189 Euro 
 

- 

Sperm analysis 700 R /47 Euro 
 

- 

IUI (no donor) 3,400 to 6,000 R/229 to 
405 Euro 

- 

IVF 35,000/2,364 Euro 
 

60000 MZN/1007,89 Euro 
(Price includes all the procedures 
except consultation, medication 

and exams made outside the 
clinic) 

ICSI 45,000 R/3,040 Euro - 

Donor eggs through gamete bank ca. 15,960 R / 1,000 Euro 
 

- 

Donor sperm through gamete bank 100 to 200 R / 10 to 19 
Euro 

- 

Surrogate (South Africa) Costs are variable. Although surrogacy needs to be 
‘altruistic’ according to the South African national 
regulations, the couple (commissioning parents) has to 
cover the costs of the legal and medical procedures 
involved in the IVF treatments and pregnancy, plus any 
kind of psychological support the surrogate may need. 

	

* Costs are variable according to each specific case and were gathered in 2013, the values may have 

changed. Prices for Mozambique are indicated according to the information given by the clinic, which 

was for IVF treatment total costs except consultations. I did not have access to official pricing lists of 

exam laboratories or of the clinic itself, so the values given are indicative and calculated according to 

patients’ and doctors’ information about average costs. Prices for laboratory exams may vary according 

to each institution and to the health care insurance/protocols of the patient/customers. Again values 

may vary, and fertility treatment costs vary greatly according to each patient’s diagnosis and treatment 

options. These prices should be taken into account bearing in mind the GNI (per year) per capita in 

Mozambique: 31716.73 MZN/532.78Euro (World Bank 2016). 
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Appendix 9: Interview scripts  

 
Interview Script: Users 
 
Personal information 
 

• Age, occupation and neighbourhood? 
• Family situation? 
• Household: Number of people, who? 
• Martial situation: Married, first marriage, previous children? If previous 

children, how many, from whom, and where are they are staying? 
• Fostering? 

 
Sexual and reproductive health 
 

• Reproductive situation? 
• Previous/other therapeutic options (biomedical, traditional spiritual, traditional 

herbalist)? 
• Current biomedical diagnosis and past diagnoses? 
• Biomedical treatment: How many? What kind(s) of treatment? Where?  
• Information about infertility treatment (biomedical, traditional)? 
• Information about specific health facility? 
• Access modality? 
• Received medical advice and opinion about it? 
• Preference for any kind of treatment? 

 
Social aspects 
 

• Disclosure: Does the husband know? Who else knows? Why? 
• External reactions to the couple’s infertility situation? 
• Coping with infertility: How to deal with reactions?  
• Opinion about health facilities, and previous health facilities attended? 
• Motivation for the clinic/health facility choice? 
• Possible treatments within reach? 

 
Medical travel 
 

• How did you know about ARTs? About ARTs in South Africa and about the 
chosen clinic? 

• Reasons for resorting to treatment abroad? 
• How did you look for the clinic? 
• Funding? 
• Collective funding and help? 
• Disclosure management about the use of ARTs and reproductive travel? 
• Previous treatments? 
• Current diagnosis and treatment? 
• Networks: Medical and social? 
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• Before treatment: Expectations, uncertainties about ARTs, how will the 
follow-up of treatment be done? Logistical aspects (accommodation, travel, 
eating, people accompanying)? Emotional aspects? 

• During treatment: Emotional, psychological and physical aspects of going 
through ARTs? Couple life and marital stability? Networks and logistics? 
Everyday life changes? Clinical accompaniment? Expectations about clinical 
site and reality? Options, choices, repetition? 

• After treatment: Returning home? Emotional, psychological and physical 
aspects of past treatment? Changes? How to follow up treatment? At home? 
Support networks? Everyday life changes? Dealing with failure? Ups and 
downs of treatment? 

• Marital situation during infertility and infertility treatment? 
• Thoughts about infertility in Mozambique, infertility treatments and their local 

access and provision? 
• Third party help: Funding, logistics, support? 
• Support: Formal/informal? 

 
General aspects 
 

• Health services in Mozambique/specific health facility? 
• Policy/economy infertility care and ARTs? 
• ARTs as unmet need or non-priority elective treatment? 

 
 
 
Interview Script Providers: Practitioners 
 
Personal data 
 

• Age? 
• Medical specialty and study location(s)? 

 
Professional data 
 

• Why the choice of study locations?  
• Information about studies, funding, vocational or pragmatic choice? 
• Pathway to the current job/place? 
• Relationship with medical teams? 
• Medical equipment and origin? 
• How is it bought and who funds what? 
• Regulations of medical procedures? 

 
Institutional 
 

• What kind of infertility treatments are provided? 
• Are there (other) places providing ARTs? Which? What do they provide? 
• Networks between practitioners working in infertility care/ARTs? South 

Africa? 
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Mobility 
 

• If a certain treatment is not available here, do you recommend somewhere else? 
• How? 
• Other place in Mozambique or abroad? 
• How do you relate with other doctors, maybe South African, regarding 

infertility care and ARTs? 
 

Treating mobile patients 
 

• How do you prepare for the ART cycle? 
• Role in the preparation, organization and treatment in host country? 
• Communication between local and foreign doctors doing ARTs, South Africa 

specifically? 
• Do you follow up ART couples after pregnancy? If so, how is it done? 
• Common destinations for Mozambican ART patients? 
• Financial support for medical travel? 
• Cooperation between Mozambique and South Africa in health care provision? 

 
General aspects 

 
• Biomedicine and traditional medicine relationship in general, and regarding 

reproductive health and infertility specifically? 
• Interaction of medical procedures coming from the two healing sources? 
• Possible measures for improvement of infertility health care provision? 
• Policy and economic context and how it affects treatment provision and 

infertility care specifically? 
• Public and private health care? 
• Access to biomedical treatments in Mozambique at large? 
• Inequalities and how to improve? 
 
 

Interview Script Providers: Health Staff 
 
Personal data 
 

• Age? 
• Profession? 
• Study location(s)? 

 
Professional data 
 

• What do you do? What does your job involve? 
• Why the choice of study locations?  
• Information about studies, funding, vocational or pragmatic choice? 
• Pathway to the current job/place? 
• Relationship with medical teams? 
• Medical equipment and origin? 
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• How is it bought and who funds what? 
• Regulations of medical procedures? 

 
Institutional 
 

• What kind of infertility treatments are provided? 
• Are there (other) places providing ARTs? Which? What do they provide? 
• Networks between medical staff working in infertility care/ARTs? South 

Africa? 
 

Mobility 
 

• If a certain treatment is not available here, do you recommend somewhere else?  
• How do you guide patients through therapeutic processes? 
• How are your relationships and interactions with patients? 
• Other place in Mozambique or abroad? 
• How do you relate with other medical staff, maybe South African, regarding 

infertility care and ARTs? 
• How do you relate with doctors? 

 
Treating mobile patients 
 

• How do you prepare for the ART cycle? 
• Role in the preparation, organization and treatment in host country? 
• Communication between local and foreign health facilities doing ARTs, South 

Africa specifically? 
• Common destinations for Mozambican ART patients? 
• Financial support for medical travel? 
• Cooperation between Mozambique and South Africa in health care provision? 

 
General aspects 

 
• Biomedicine and traditional medicine relationship in general, and regarding 

reproductive health and infertility specifically? 
• Interaction of medical procedures coming from the two healing sources? 
• Possible measures for improvement of infertility health care provision? 
• Policy and economic context and how it affects treatment provision and 

infertility care specifically? 
• Public and private health care? 
• Access to biomedical treatments in Mozambique at large? 
• Inequalities and how to improve them? 
 
 

 
 
 
 
 



	

	 262	

Appendix 10: Documents and authorizations 

 

10.1 Ethical Clearance 
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10.2 Administrative Authorization 
 

 

 




