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1. INTRODUCTION: THERAPY MANAGEMENT OF PREGNANCY 
AND CHILDREN’S ILLNESSES IN FARABAKO

Miles away from the last village, and crossing a third riverbed, I couldn’t help 
but wonder what I had gotten myself into. I was on my way to Farabako, a 
small geographically isolated village in the Mande Mountains of southwest 
Mali. The gravel road had ended an hour ago; a dirt track led up into the hills 
through a dusty dry landscape of shrubs, termite hills and leafless  trees 
with their red flowers. The riverbed crossings were small oases with palm 
trees, lush green foliage and iridescent blue birds. It was January, the dry sea-
son, and the water level was low enough to cross by four-wheel drive. The 
most striking feature of this journey was not the scenery, but rather my feeling 
of being in the middle of nowhere. The bumpy track finally led to a village of 
mud houses bathed in a golden light from the afternoon sun. Standing a bit 
apart at the entrance of the village was the pink building that with my help was 
to become a maternity clinic.

Biomedicine in the middle of nowhere
It was precisely because the village was in the middle of nowhere that I, as a 
midwife, had been asked to set up a maternity clinic in Farabako. In the rainy 
season, when the rivers overflow, the villagers are cut off from biomedical 
health care facilities in the region. Even in the dry season these facilities are 
difficult to access. Government institutions and non-governmental organiza-
tions do not reach Farabako.

It was a coincidence that I had ended up in Farabako. I went there for the 
first time in 2007, at the invitation of the anthropologist Jan Jansen, who had 
been doing research on oral tradition and divination in the area for more than 
ten years (e.g. Jansen 2009, 2011; Jansen and Diarra 2006). When the wife of 
one of his informants lost yet another baby during a difficult delivery, the men 
of the village asked for help finding funding for a maternity clinic, which they 
hoped would reduce the high child mortality rate in the village. They were 
convinced that they would be able to manage the clinic themselves. Jansen 
agreed and secured financial support from two Dutch charitable organizations.1
Two women, Jeneba Kante and Kamisajè Kulibali, were chosen by the villag-

1 At Jansen’s request, a Dutch foundation Wereldwijs [Worldwise] from Tilburg financed a 
six-month apprenticeship for two Farabako women at one of Bamako’s bigger maternity clinics. 
The construction of the maternity clinic in Farabako was financed by a gift of 5,000 euros from 
Mies Louwman, an elderly Dutch lady who had approached Jan Jansen for a meaningful small 
project in Mali. The equipment for the clinic was financed by a donation from a Dutch civil initia-
tive (Derde Wereld Groep Soest). 
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ers to go to the capital, Bamako, for a six-month course in midwifery, which 
they completed. Meanwhile, the men of the village built a three-room clinic. At 
the time, I was not only a practicing midwife, but also an anthropology student 
interested in studying pregnancy strategies in a low-income country. Jansen, 
one of my anthropology professors, proposed that I do my anthropological 
fieldwork in Farabako and start the clinic. I agreed, and in January 2007, I 
arrived in Farabako to equip the clinic, train the midwives and simultaneously 
start my ethnographic research. I had brought with me all the instruments and 
materials I found necessary to perform prenatal examinations and deliveries. I 
also brought drugs to stock the small pharmacy in the clinic. But most impor-
tantly, I came equipped with a Dutch biomedical model of midwifery care.

Biomedicine is the term commonly used to designate the medical discourse 
and practice that has dominated the West and travelled to the rest of the world. 
Most practitioners of biomedicine consider it to be objectively based on a 
naturalistic view of the human body, perfected over time by means of rational 
and scientifically based research and training. Because of this view, biomedi-
cine is widely thought to be a stock of knowledge and practices that offers the 

Midwives Jeneba Kante, Lianne Holten and Kamisajè Kulibali in front of the 
maternity clinic in Farabako
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best possible means of treating disease2 and relieving suffering worldwide. It 
is this perspective and the attendant assumptions that medical anthropologists 
have sought to challenge.3

In hindsight, it would have been preferable to have done medical anthropo-
logical research before setting up the maternity clinic, to determine if a mater-
nity clinic was necessary and feasible in such a small village. There are only 
approximately 400 inhabitants in Farabako. But as it was, I was faced with a 
fait accompli—the clinic had been built and so I came to initiate biomedical 
obstetric care in Farabako. At the time, I did not doubt that this was the appro-
priate action. The maternal and child mortality rates in Mali are among the 
highest in the world4 and coming from a country with one of the lowest mortal-
ity rates, I felt this was an injustice that needed to be remedied. I hoped I could 
contribute, if only in a small way, to improving the health situation in Farabako.

My goal was in line with Millennium Development Goals (MDGs) number 
4 and 5. MDG 4 is to reduce the mortality rate of children under five by two 
thirds by 2015. To reach this goal, improved immunization coverage and special 
efforts to fight pneumonia, diarrhoea and malaria, while bolstering nutrition, are 
needed. MDG 5 is to reduce the maternal mortality ratio by three quarters and 
achieve universal access to reproductive health for women by 2015. The World 
Health Organization recognizes that in addition to a range of interventions 
before, during and after pregnancy, a key strategy to reduce maternal and neo-
natal deaths is to ensure that all births are attended by a skilled health worker. 
Yet in rural Mali, only 38% of births are attended by skilled health personnel. 
With the two MDGs in mind, I went to Farabako thinking I could help by setting 
up a maternity clinic and training two local midwives to administer a biomedi-
cal model of obstetric care. Although initially, my approach was clinical obstet-
ric health care focused on treating individual patients, I gradually changed to a 
more public health approach and focused on social determinants of health.

Biomedicine moves across the globe as ‘an inextricable mix of things (e.g., 
medicines, medical devices, machines), techniques (e.g. medical procedures), 

2 I use the term disease to mean a condition defined in (Western) terms of pathophysiology. I 
use the term illness to mean the subjective experience of disease as affected by interpersonal, 
sociocultural and economic factors. These terms have been criticized as being too focused on the 
individual patient; the term sickness has been suggested as superior for capturing the social aspect 
of disease. I use the concept of therapy management to this end (Nichter 2002). 

3 For example, Lock (2002) in her cross-cultural study of brain death, shows how biomedicine 
is not a uniform body of knowledge and practice. The same biomedical diagnosis of brain death 
was given in other cultural settings, yet different morally laden responses to the diagnosis and 
treatments followed due to differing ideas on life and death and personhood. Lock argues that 
biomedicine is shaped by (local) values; it is not the epistemologically free endeavour that it 
claims to be (2001: 487). 

4 The maternal mortality ratio is 540 (per 100,000 live births) in Mali, 480 as the WHO Afri-
can regional average, 210 as a global average and 9 in the Netherlands. The under-five mortality 
rate is 234 (per 1,000 live births) in rural Mali, 178 in Mali as a whole, 119 for the WHO African 
regional average, 57 as a global average and 4 in the Netherlands (WHO for 2010).
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and bundles of shared understandings and epistemological practices’ (Janes and 
Corbett 2009: 168). It is often portrayed as universally applicable and superior 
to ‘traditional’ medicine. Biomedicine can travel in development projects, such 
as setting up a maternity clinic; however, the flow of biomedicine is not without 
restraint. The people of Farabako were not simply a blank slate waiting to 
receive the ‘truth’ of imagined universally applicable biomedicine. As in many 
countries in the South, in Mali biomedicine has not been successful in setting the 
terms of health care; it is not the only form of health care and it does not always 
work smoothly. ‘Global’ biomedicine interacts with local communities, ‘where 
it is transformed and transforms, through being adopted, used and resisted’ 
(Janes and Corbett 2009: 177). The process of interaction between biomedical 
discourse and local medical discourse will be described throughout this book.

A research trajectory from mortality to morality
At the time, I believed that if I understood the health beliefs and therapy man-
agement of pregnant women and mothers, then I could use this knowledge to 
better implement Western biomedical health care. So, while setting up the 
maternity clinic, I simultaneously did ethnographic research on the therapy 
management of pregnancy and children’s illnesses.

The concept of therapy management was first used by Janzen (1978) in his 
Quest for Therapy Management in Lower Zaire. Therapy management refers to 
the diagnosis of illness, the selection and evaluation of treatment, as well as 
support for the afflicted (1978: xviii). A ‘therapy management group’ is a set of 
individuals who take charge of therapy management with or on behalf of the 
sufferer. Therapy management is a concept that goes beyond individual health 
care seeking and pays attention to the social dynamics of the household, extended 
kin groups and other relevant social networks. Studies of therapy management 
devote attention to the relationships between cultural assumptions and values, 
social roles and institutions, power relations and economic circumstances that 
influence the ways in which people respond to illness in context over time 
(Janzen 1987; Nichter 2002). The study of therapy management provides 
insights into decision-making and priority setting within households, for exam-
ple, how gender and generational relations influence issues of entitlement to 
resources and health care. It involves not only looking at what people do, and the 
reasons for their actions, but also considering what they are unable to do, and 
what underlies apparent passivity, acceptance or fatalism (Nichter 2002: 101).5

5 Another much-used notion in medical anthropology is the ‘hierarchy of resort’, introduced 
by Romanucci-Ross (1969). Similar to therapy management, it is a concept used to analyse the 
various steps taken in health seeking behavior in a particular case and in a particular setting. 
However, the notion of a ‘hierarchy’ suggests a tree and branches whose logic is followed in 
sequential steps of the therapeutic process. In therapy management in Farabako, successive epi-
sodes of a therapeutic process were not as clearly determined by prior logics as ‘hierarchy of 
resort’ would suggest, but are open to ad hoc questions and issues that arise in the midst of a case. 
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My aim in studying therapy management was to learn why maternal and 
child mortality was so high in Farabako. By understanding the variety of con-
textual factors that determined how therapy was managed, I hoped to be able 
to improve health care in Farabako.

I used a grounded theory approach (Charmaz 2006) to try to understand the 
social and cultural processes that influenced the household therapy manage-
ment of pregnancy and children’s illnesses. The grounded theory method 
explicitly unites data collection with data analysis; respondents’ concerns 
shape the direction and form of the research, rather than preconceived concepts 
and hypotheses. Between 2007 and 2012, I visited Farabako five times for 
fieldwork. I spent one to three months there at a time for a total of eight months 
in the field. The data analysis of each fieldwork period generated new insights, 
new theoretical concepts to explain them, as well as new questions. I returned 
to the field each time to corroborate previous findings, investigate new insights 
and address the newly risen questions. The advantage of doing fieldwork in 
this manner was that I was able to selectively choose whom to interview and 
what to observe next according to themes that emerged from analysis of data 
from earlier fieldwork periods. For example, in the data analysis of the first 
fieldwork period, shame emerged as a theme that was relevant for my respond-
ents. I had not anticipated this. Away from the field, I had looked for theoretical 
concepts to understand shame. Back in the field, I returned with new questions 
and ideas about whom I should interview and what questions I should ask to 
specific people to gain a deeper understanding of shame. I continued inter-
viewing respondents until I reached data saturation (theoretical sampling).

Another advantage of returning to the village intermittently over a period of 
five years was that I was able to evaluate the work at the maternity clinic over 
time. The disadvantage of this method was that I was only able to observe 
village life during the dry season from October to May; in the rainy season, the 
village is not accessible due to road flooding. On the other hand, the advantage 
of being in Farabako only in the dry season was that I could leave the village 
in case of illness or personal emergency.

During each visit to Farabako, I lived in the compound of my host Namagan 
Kante with his first wife Nasira Kante, his co-wives, cousins, nephews and 
children. Namagan is an important local medical expert (soma) specializing in 
sand divination. During my fieldwork periods there were frequently guests 
staying in his compound, as well as patients and visitors. Participant observa-
tion in the household was an important research tool.

I was lucky to have the same two assistants during all fieldwork periods: 
Abdulaye Traore and Mahamadou Faganda Keita. Abdulaye is an inhabitant of 
Farabako and knows all the ins-and-outs of the village. Abdulaye is originally 
from Bamako and attended school there. He moved to Farabako at the request 
of Namagan’s father and married Namagan’s sister. After five years of working 
together, we became an efficient team. In the evening I would tell him who I 
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wanted to talk to the next day, and he would arrange it. Accordingly, we were 
often able to do three in-depth interviews per day. Abdulaye also helped trans-
late for me in the clinic. My Maninkakan, the language spoken in Farabako, 
was sufficient to do an examination of a pregnant woman or a sick child, but I 
often needed his help to explain a treatment or give advice to a patient. Maham-
adou, my other assistant, has a MA in anthropology from the University of 
Bamako. He wrote his MA thesis on women’s marriage songs and he has con-
ducted research on divination and sacrifices in the goldmines near Farabako 
(see Keita 2010). Mahamadou now works as a high school teacher and inde-
pendent scholar in Bamako. He was well respected in Farabako and had good 
rapport with the villagers. Each fieldwork period, he would come for a few 
weeks to help me with interviews. I used his help when conducting interviews 
of a sensitive nature, when I suspected that women would speak more openly 
in front of a translator who was an outsider. Mahamadou also transcribed and 
translated my taped interviews. I have often been asked if a female interpreter 
would not have been better. It has been my experience that in an interview 
setting, women often had more difficulty speaking freely in front of other 
women, especially if they were older, than in front of my male translators. 
Furthermore, no woman in the village spoke enough French to translate for me.

Jeneba Kante, one of the two midwives I began training during my first visit 
to Farabako, was a wonderful colleague. Using her limited French and my 
limited Maninkakan, we were able to communicate and work together in the 
clinic: primarily, doing deliveries, conducting antenatal check-ups, and treat-
ing sick children. Participant observation, more precisely ‘observant participa-
tion’ (cf. Wacquant 2006) in the maternity clinic was a valuable research tool.

In the next six sections from Pregnancy strategies and obstetrical outcome
through Respondent’s feedback: ‘Do not forget poverty’, I describe how in five 
fieldwork periods, my research evolved from a focus on maternal mortality to 
child mortality and eventually to morality as a factor in the therapy manage-
ment of particular children’s illness episodes. Throughout these sections, I 
indicate how the research methodology (grounded theory) was adapted to 
generate answers to the new questions generated by each change of focus. The 
details of the methodology used in each fieldwork period are presented in 
Appendix 1. In the remaining sections, I describe the main focus of the book, 
present my research questions and give an overview of my theoretical orienta-
tion. I conclude with an outline of the book.

Pregnancy strategies and obstetrical outcome
During my first fieldwork period, three months in 2007,6 my aim was to 
explore the magnitude of maternal and child mortality in Farabako and the 

6 This first fieldwork period was during my MA studies in anthropology and the subsequent 
four fieldwork periods were during my PhD research follow-up.
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strategies women used to deliver a healthy baby in a context where biomedical 
health care was difficult to access. To do this, I conducted reproductive life 
history interviews, asking my respondents questions about their pregnancies, 
deliveries and the care of their new-born babies and young children. The inter-
views gave me information on health care options available in Farabako and on 
local mother and child care; both were important to understand therapy man-
agement.

In this first fieldwork period, I was able to interview 53 women who repre-
sented approximately 75% of the adult female population of Farabako. The 
women were a representative sample of the village. These 53 women had been 
pregnant a total of 293 times. How had their pregnancies and births been expe-
rienced? Were there any complications? Did they seek prenatal care or did they 
take medication? Where did they deliver and who helped them? These were 
some of the questions I asked. The interviews took 1-2 hours and were held 
either in the maternity clinic or at the women’s homes. I posed my questions in 
Maninka. Abdulaye Traore, my assistant, helped me to understand the answers.

The data of the 53 reproductive life histories was coded and analysed in 
SPSS using Categorical Principal Components Analysis (CATPCA),7 a multi-
variate analysis. I was looking for women who had had a positive obstetrical 
outcome, and wanted to know if this group was statistically correlated to 

7 CATPCA analyses objects (respondents) and variables (answers to survey questions) simul-
taneously. It is therefore possible to identify groups of respondents who have answered the survey 
in a similar fashion. 

The first women to utilize the maternity clinic in 2007
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agency variables such as ‘prenatal care’, ‘medication during pregnancy’, and 
‘delivery by midwife or doctor’. This sample was a quite homogenous group; 
in the statistical analysis most women had had uncomplicated home births and 
been assisted by the  (elder women specialized in attending births 
and treating children’s illnesses).

The majority of women did not seek prenatal care. In addition, when their 
children fell ill these women did not always seek (bio)medical help, as the 
following story illustrates:

Fatuma Traore does not know how old she is but, because she has had seven 
children and is now pregnant with her eighth, I estimate she must be in her 
thirties. Four of her seven children have died. In her first pregnancy she was 
ill with malaria. As for all her earlier pregnancies, she had no prenatal care, 
neither traditional nor biomedical.8 She used no modern or traditional medi-
cine, only a tafo (a string prepared with incantations by an elder woman, a 

 to protect the pregnancy). One week after an uncomplicated 
home delivery, her first baby died of ‘a fever’. She had not sought medical 
attention of any kind for the baby. During her second pregnancy Fatuma 
took , a drug used to induce an abortion. She did this because she 
‘was young and did not like Farabako’. The  gave her pains but the 
pregnancy stayed intact and she delivered a healthy baby girl. Her third 
child died at three years of age. The little girl had been ill with a skin disease 
for a year before she died. A local medical expert (soma) had been consulted 
and he had given the child maninkafura (Malinke [Maninka] medicine) to 
no avail. The child had not been taken to a doctor. Around this same time her 
fourth child also died. Fatuma does not know why this baby girl died, she 
had only been sick for a day. The next two pregnancies were without inci-
dent, and again without prenatal care. The home deliveries were attended by 
elder female family members ( ), and went well, although baby 
number six did not cry until she was doused with cold water over which 
incantations had been said. Fatuma’s last baby was the first boy; he was 
born after an uncomplicated pregnancy and birth. Sadly, at eight months he 
fell ill with 9 (an illness with symptoms of fever and convulsions that 
was explained to me as a kind of witch that transforms itself into a bird in 
order to eat children). After the baby boy was ill for one day, a family mem-

8 I use the term ‘traditional health care’ to mean local (indigenous) medical discourse. I use the 
term ‘traditional medicine’ to mean medicine that was prepared from local medicinal plants. My 
respondents called this maninkafura (Malinke medicine). I use the term ‘biomedical’ to mean 
Western (cosmopolitan) medical discourse. I use the term ‘modern medicine’ to mean Western 
drugs that can be bought in a pharmacy or from drugsellers. My respondents called this ‘faramasi-
fura’ (pharmacy medicine). Although the terms ‘traditional’ and ‘modern’ are problematic, I use 
them here for their legibility.

9 Bailleul (2000) translates : convulsions caused by infections such as malaria or teta-
nus and attributed to an evil-doing bird.
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ber took him on the back of a motorcycle to the doctor, but sadly the baby 
died the next day. (Based on reproductive life history Fatuma Traore, 2007)

During the interviews it became clear that my respondents could only remem-
ber one woman (living in Farabako) who had died during the delivery of her 
child (approximately 1 in 65).10 At the time of the interviews, half of the 
women were still young and most will probably have more babies, so it is 
possible that this number will increase. My sample of 53 women was too small 
to extrapolate, but it seems fair to conclude that maternal mortality is not 
higher in Farabako than in the rest of Sub Sahara Africa where the lifetime risk 
of maternal mortality is 1 in 28 women (WHO for 2010).

Whereas maternal mortality was lower than expected in Farabako, I was 
shocked by the significant number of children who had died. Of 263 children 
born to my 53 informants, 40% (106) had died before reaching the age of ten. 
If we compare this to World Health Organization statistics for Mali, the perina-
tal and under-five mortality rates in Farabako are relatively high; too many 
children die.11

What behaviour by women during pregnancy, birth and directly after birth 
led to a good obstetrical outcome? In the statistical analysis, there was no cor-
relation between prenatal care and the number of neonatal deaths; obstetrical 
outcome was not better for the group that sought medical help. The women 
showed very little (what I called) action and those who did, did not have a 
better outcome. I initially found that health seeking ‘strategy’ was not an 
appropriate concept for studying health in Farabako, as women seldom sought 
health care (indigenous or biomedical) (Holten 2010). When interviewing 
mothers, they often told me that they had ‘done nothing’ when they or one of 
their children had become ill. This seeming passivity in the face of mortality 
became the focus of my subsequent research when I approached passivity as 
agency within the therapy management of children’s illnesses.

Illness narratives of therapy management
Having understood that not maternal mortality, but rather child mortality was 
the pressing problem in Farabako, my research focus changed from the therapy 
management of pregnancy to therapy management of children’s illnesses. I 
returned to Farabako for my second fieldwork period, in January 2009, to 
research factors contributing to high child mortality. Initially, I needed to 

10 Of the 400 inhabitants of Farabako in 2007, 65 were adult women.
11 Perinatal mortality in Mali is 50 per 1000 live births; in Farabako it is approximately 120 

per 1,000 births (31 of the 263 births were stillborn or died in the first week). In Mali the under-
five mortality rate is 178 deaths per 1,000 live births and in rural Mali the rate is 234 (WHO for 
2010). Of my respondents’ children, 81 children had died before they reached the age of 5 years. 
Eighty-one of the 245 live births equalled 33%, thus, approximately 330 children died per 1,000 
live births. This Farabako sample is too small to extrapolate, but does indicate that the perinatal 
and under-five mortality rate is high in Farabako.
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understand the illness categories of children’s illnesses used in Farabako. I 
asked women, men, and local medical experts (  and somaw) to 
list the names of all the children’s illness they knew (see Appendix 2).

Once I understood enough vocabulary used when speaking of children’s 
illnesses, I conducted semi-structured interviews on therapy management. I 
asked 24 mothers to recount one of their children’s illness episodes. In these 
illness narratives, mothers told me how the course of the illness had progressed. 
They spoke of symptoms and diagnoses, medication, who did what and when, 
and which members of the therapy group paid for treatment. One of my goals 
was to learn what kinds of illnesses the children in Farabako suffered from. 
Therefore, after listening to the illness narratives, I conducted a survey based 
on the WHO verbal autopsy list. A verbal autopsy includes lists of symptoms 
and is used in health surveys to try to determine the cause of morbidity and 
mortality in settings where there are no medical records (Soleman et al. 2006).

Part of understanding therapy management requires knowing how women 
use their social networks to seek health care. To explore this, I conducted name-
generator and support-transaction interviews. In name-generator interviews, I 
asked the same 24 mothers to name the people who they could ask for help if 
they or their children became ill and who they had asked for financial aid, advice 
or practical support in the past year. In the support-transaction interviews, I 
asked the same respondents to name the people, who had been ill, who they 
themselves had recently helped. These interviews were inserted in a network 
analysis using Netdraw, thereby showing the ties between individuals and fami-
lies in the context of therapy management (see Appendix 3). The main finding 
of this part of my analysis was that women had limited social capital (within and 
outside of the village) they could draw on if they or their child fell ill.

A recurring theme in the illness narratives and social-network interviews 
was a discourse of shame (maloya). This raised the question of how a discourse 
of shame factored into the process of therapy management. I conducted open 
interviews and focus group discussions on the subject of maloya with mothers, 
fathers,  and somaw. I found that the moral discourse of shame 
sometimes made it difficult for women to access (biomedical) health care; they 
‘had shame’12 in asking for (financial) help. For example, during a focus group 
discussion, the women told me the following:

Women have shame in telling their husband that a child is ill, because he 
has nothing. There are women who do not have shame and directly ask their 
husbands for help when a child is ill, but some say nothing to their hus-

12 I deliberately use the term ‘had shame’ or ‘have shame’ (rather than feeling shame) because 
when my respondents spoke of maloya, they spoke of ‘having shame’ (a good thing, virtuous) or 
‘feeling ashamed or being considered shameless’ (a bad thing). More about this concept is pre-
sented in chapter 5. 
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bands. (Jeneba Fofana, 48 yrs,13 Focus group discussion January 2012)
Maloya [shame] makes it difficult for women to take action. If a woman 
becomes pregnant too soon, and the child has sede [an illness category 
similar to the biomedical category of severe malnutrition LH] she will keep 
it a secret and often wait to ask for help until it is too late and the child is 
dying. Maloya is the reason they do not ask for help sooner. (Fanta Danyogo, 
65 yrs, Focus group discussion January 2012)

One new insight during this second fieldwork period was that the social risk of 
being seen to be shameless mediated physical risk in therapy management. I 
also became aware that mothers were often not individually able to or primar-
ily responsible for taking action when their child was ill. I needed the perspec-
tive of the fathers and mothers-in-law, as the mothers identified both as impor-
tant members of a child’s therapy management group.

Household dynamics of health
To understand therapy management and child mortality in Farabako, I needed 
to understand the rural household dynamics of health. I decided to contrast 
household therapy management in Farabako with households in the urban set-
ting of Bamako, the capital city. I did this when I returned to Mali, from Octo-
ber through December 2009, for my third fieldwork period and conducted in-
depth interviews, in Farabako (28) and Bamako (18). I spoke with mothers 
(18) (some for the second time), fathers (12), mothers-in-law (9) and healers 
involved in the treatment (7) of a child’s illness episode. In total, I collected 70 
illness narratives. I learned about gender relational power dynamics in therapy 
management from these interviews. The surveys and interviews gave me more 
information on the social realities than the physical aspects of health and ill-
ness. In the illness narratives, therapy group members presented themselves as 
good parents, good healers or good women and positioned themselves within 
medical pluralism.

Local discourse on health and health care
During the first three fieldwork periods, most of the interviews were semi-
structured interviews and surveys. Yet, I realised that my biomedical assump-
tions on health and healing were, to a degree, determining the questions I 
asked. I chose the topics and I recorded the information according to what I 
found relevant. I was trying to fit my respondent’s information into my bio-
medical categories. This approach limited my comprehensive understanding of 
the health situation in Farabako; what had been lacking so far, were the wom-
en’s own words on health.

13 Most women (especially those who had had no schooling) did not know how old they were; 
therefore, most of the ages throughout this book are estimates made at the time of the interview. 
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The focus of my fourth fieldwork period (February 2011) was the local 
discourse on health and health care in Farabako. It had become clear to me that 
in order to understand the choices made in therapy management, I needed to 
know what people considered to be a ‘good healer’ and what they considered 
to be good health.

To find answers to these questions, I did in-depth semi-structured inter-
views on local medical ethics with herbalists, somaw and . This 
was indispensable information for understanding the friction between local 
medical (ethical) discourse and biomedical (ethical) discourse, and to evaluate 
how and why biomedical health care facilities in the region were used (or not).

I conducted open interviews with ten women I knew well. I asked them to 
tell me their life history and about their health. I wanted to hear the words 
women used when speaking about their lives and their health. An important 
theme that emerged out of this data was that women suffered because they felt 
that they were not being taken care of; they felt insecure. Health was primarily 
spoken of as social, and not only physical well-being. Part of social well-being 
for the women of Farabako was to be considered a good woman who ‘has 
shame’ (maloya). The discourse of shame had been a recurring theme through-
out each fieldwork period and needed further investigation.

Shame as a factor in therapy management
My goal during my last fieldwork period, in 2012, was to dive deeper into the 
discourse of shame (maloya), in order to reach saturation in my data and to 
validate that maloya was also an important theme for the women themselves. I 
needed to hear how the women of Farabako spoke of maloya. In open inter-
views, I asked ten mothers, 20-80 years old, to tell me what significance 
maloya had for them. These were very intimate interviews, conducted in my 
hut. My assistant Abdulaye Traore translated my interview question and then 
left us alone; I sat on my bed with the tape recorder and my respondent sat 
close to me talking into the microphone. Although I could not understand most 
of what they were saying, and the women knew this, they talked for quite some 
time about the importance of the discourse of shame in their lives. The analysis 
of these transcripts provided rich quotes and confirmed that my data had 
reached saturation. I had a great deal of data on the subject of shame and was 
no longer hearing new information. It became clear; in Farabako, the discourse 
of shame was a significant factor in therapy management.

Respondent’s feedback: ‘Do not forget poverty’
During a village meeting in 2012, with representatives of all the families of 
Farabako present, I asked permission to use the name Farabako and to use the 
photographs I had taken. Everyone was adamant that I use the real name of the 
village. Most villagers wanted me to use their real names. Yet due to the per-
sonal nature of some of my data, I have decided to change the names of my 
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respondents. I have made a few exceptions; the  felt very strongly 
that they wanted their real names in this book, and the somaw and midwives of 
Farabako have been written about before and therefore I use their real names 
(e.g. Jansen 2009, 2011, Holten 2010).

I conducted four feedback focus group discussions with the following 
groups: , young mothers, men in their forties and young fathers. 
I explained to these respondents what I was planning to write in this book. I 
asked them if they had feedback or suggestions on how to improve my work. I 
attempted to give my respondents the chance to object to what would be said 
about them. But I wonder if they felt they were in a position to object at all. 
Throughout my fieldwork, over five years, I worked day and night in the 
maternity clinic. I delivered their babies and treated their sick children. I even 
stitched the village chief’s foot after a farming accident with a hoe. The villag-
ers are happy with the small pharmacy I set up, where they can buy antibiotics 
if their child becomes ill. I am respected in the village for the health care work 
that I do when I am there. I am also an older woman and it would be disrespect-
ful to disagree with me. This, and the fact that I am seen as Farabako’s link to 
money from Peyiba (the Netherlands), makes it difficult for anyone in Fara-
bako to openly disagree with me. The only issue the villagers told me needed 
more emphasis in my book was their extreme poverty. Poverty was the main 
cause of high child mortality, and poverty lay at the base of the shame and 
suffering the women had spoken about to me, as this quote illustrates:

Shame (maloya) is a very serious matter. If, for example, my child becomes 
ill, and I tell his father this, I will feel ashamed if the father needs to tell me 
that he has no means to provide money for the care of the child. That brings 
maloya on to me because I have come to discover that my husband has no 
money. In life, when you can’t get what you need that brings maloya. Life 
is very difficult here in Farabako, we earn nothing here in terms of money, 
there is only agricultural activity here and you earn nothing in agriculture. 
We have children whose needs we cannot satisfy with our means of far-
ming, the harvests are no longer good and it shames us not to meet the 
needs of our children. (Fatumata Kante, 31 yrs, Open interview January 
2012)

The feedback given to me by my respondents helped me to shape the final 
focus of my research, namely the link between poverty, the discourse of shame, 
suffering, and the powerlessness of mothers when confronted with health 
adversity.

Moralities in health as a main focus
This research trajectory of coming and going with new insights and foci has 
culminated in this ethnography of the therapy management of children’s ill-
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nesses. I argue in this book that in Farabako, in the context of extreme poverty, 
the moral discourse of shame (maloya) is a significant factor in therapy man-
agement. I will show that a medical system is a social system rather than pri-
marily a knowledge system. Because the medical system is a social system, we 
need insight into local moralities to understand child mortality. This ethnogra-
phy illuminates the actual local moral content of therapy management of chil-
dren’s illnesses in a context of vulnerability, in which poverty is a key factor. 
This study looks at what is morally at stake concerning health for the women 
and their children in Farabako (cf. Kleinman 1999).

My work as a midwife in the maternity clinic gave me access to data that I 
would not have had if I had come to do anthropological research without a 
medical background and without being involved in providing biomedical care. 
Working as a midwife, I was often confronted with situations that were diffi-
cult for me to understand. My background as an anthropologist helped me to 
become aware of the (lack of) fit between my biomedical discourse and the 
local medical discourse. This awareness was a prerequisite for understanding 
how the new maternity clinic was perceived and used by the women of Fara-
bako, as well as the newly trained midwives’ problems providing a Western 
model of care. Both my anthropological questioning and self-awareness of my 
own biomedical assumptions helped me to realise a comprehensive under-
standing of health and health care in Farabako.

This ethnography looks at the ‘moral reasoning’ (cf. Mahmood 2005) of 
women and men in the context of health care in Farabako, and my moral rea-
soning as an anthropologist and midwife. I look at how the discourse of shame 
(maloya) factors into women’s health care seeking for themselves and their 
young children, and the role of my Western biomedical (and bioethical) dis-
course while providing treatment. This book elucidates the process of negotia-
tion between local and Western moral and medical discourses in and around 
the maternity clinic in Farabako.

But most of all, this book is about the women of Farabako—women living 
‘in the middle of nowhere’. Women doing their best to keep themselves and 
their children healthy in a context of scarcity—a scarcity of means, scarcity of 
health care facilities and a scarcity of agency in terms of the capacity to take 
action in the face of child mortality.

Research questions
My main objective was to understand how therapy management of pregnancy 
and children’s illnesses is practiced in Farabako.

My presumption was that a focus on therapy management would help me to 
understand the factors leading to high child mortality and why mothers some-
times refrained from taking action when their children were seriously ill.

The four main questions and a set of sub-questions that evolved during the 
research trajectory were:
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1. Which factors influence child morbidity and mortality in Farabako?
a. How are children exposed to physical risks of disease and death?
b. What is the capacity of mothers to cope with health adversity?
c. What are the health care options for women and children in Farabako?
d. What are the relational power dynamics in the rural household 

production of health and how are they gendered?
e. What is the role of therapy management in child morbidity and 

mortality?
2. How is the diagnosis of illness, the selection and evaluation of treatment, as 

well as support for the afflicted managed in Farabako?
a. What perceptions do women have of their own health?
b. How do pregnant women secure a positive obstetrical outcome?
c. What perceptions do therapy group members have of children’s illnesses 

and how are they represented?
d. What do therapy group members do when a child becomes ill?
e. How do women use their social network when seeking health care?
f. Why do mothers sometimes take no action when their children are ill?

3. How do local moralities factor into therapy management?
a. How does the moral discourse of shame (maloya) factor into the therapy 

management of children’s illnesses?
b. How are biomedical and local medical discourses, specifically their 

moral dimensions, negotiated in the context of a biomedical health care 
project?

4. How did my Western, biomedical, feminist assumptions travel?

Theoretical orientation
Using a grounded theory approach, as I gained new insights during each field-
work period, I needed new theoretical concepts to explain them. I have chosen 
to introduce and subsequently discuss the theoretical concepts throughout the 
book. I address the appropriate theoretical concept in each chapter for inter-
preting specific research findings. Below, I merely give an overview of my 
theoretical orientation.

I went into the field each time with theoretical knowledge gained from 
scholars working in Mali (e.g. Imperato 1977; Dettwyler 1994; Brand 2000; 
Jansen 2000, 2009; Schulz 2011). After my first fieldwork period, to contextu-
alize therapy management and mother’s responses to health adversity, I used 
the concepts of social and symbolic capital (Bourdieu 1986) and ‘vulnerability 
context’ (Watts and Bohle 1993; Delor and Hubert 2000) (chapter 3). When I 
found shame to be an important factor in the vulnerability context, I conceptu-
alized shame in the broader context of morality using the framework for an 
anthropology of moralities as developed by Zigon (2007). I used Foucault’s 
(1994a) concept of ‘technologies of the self’ and Mahmood’s (2005) notion of 
‘inhabiting a discourse’ to examine the role of local moralities in therapy man-
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agement (chapter 4). By exploring the discourse of shame in relation to the 
practical engagements in which it is embedded, such as therapy management, 
I have come to understand the significance of subordination for the women of 
Farabako.

In attempting to implement biomedical midwifery care, I observed how 
local (medical) moralities were negotiated in the maternity clinic. Tsing’s 
(2005) concept of ‘friction’ was useful to understand how biomedicine was 
made to fit the local context with specific moralities such as the discourse of 
shame (chapter 5). During interviews on the illness episodes of children it 
became clear that local moralities also played a role in the construction and 
representation of illness in Farabako. The work of Pool (1994) and Good and 
Good (1994), helped me to understand how meaning is produced through the 
inter-subjective experience of health and illness (chapter 6 and 7).

Following Hunt (2000), Lauritzen (2004), Gammeltoft (2006), and Squire 
et al. (2008), I approach illness narratives and life history narratives as embod-
ied discourse and performances, hereby illuminating individual lives and
broader social processes. When conducting a narrative analysis (Riessman 
1993) on life history interviews, I focused on the narrative construction of the 
self. Women in Farabako described having a lack of security and spoke of the 
(physical and psychological) violence inflicted upon them. The concept of 
‘everyday violence’ as used by Scheper-Hughes and Bourgois (2004), Farmer’s 
(1997) concept of ‘structural violence’ and Richters’ (1994) concept of gender-
based violence on an interpersonal level are all concepts that were useful to 
understand women’s lives and their role in therapy management. The women 
spoke of their health in terms of suffering rather than illness. Kleinman, Das 
and Lock’s (1997) concept of ‘social suffering’ guided me in my analysis of 
health as a social, rather than physical, well-being in Farabako (chapter 8).

Scheper-Hughes (1995) and Fassin (2008) have influenced my reflection 
on the role of morality in ethnography (chapter 9). While writing this book, 
Fassin (2011) and Wilson and Brown (2009) guided me to find a language to 
represent the women of Farabako; I have chosen neither a language of compas-
sion nor human rights, but rather a language of ‘methodological relativism’ 
(Jackson 2005).

Finally, Giddens’ (1991) concept of ‘ontological security’, Fassin’s (2003) 
‘embodiment of inequality’ and Jackson’s (2005) ‘intersubjective logic’ helped 
me to analyse the relationship between shame, suffering and a lack of security 
(chapter 10) and to understand the language of well-being (Mann 1997) in 
Farabako. Although I started with a participatory action research approach, 
attempting to improve the lives of women and children by implementing bio-
medical health care, my research became more focused on health as social 
well-being. It is only by understanding women’s ‘being in the world’ that we 
understand their health (cf. Jackson 2005).
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Structure of the book
The trajectory of this research, in which the focus moved from maternal and 
child mortality towards the importance of morality in health, can be followed 
in the structure of this book.

In chapters 2 and 3, I set the scene with a short historical and socio-eco-
nomic sketch of the village of Farabako and I describe the health care options 
for the population before the maternity clinic opened in 2007. In all subsequent 
chapters, the recurring theme is local moralities as a determining factor in 
various aspects of therapy management.

In chapter 4, I focus on the ‘vulnerability context’ of child mortality in 
Farabako. Poverty, endemic diseases, lack of reproductive choice, and diffi-
culty in accessing adequate biomedical health care are all factors that expose 
the children of Farabako to physical risk. Women’s capacity to cope with this 
physical risk was restricted by their limited social capital and by the moral 
discourse of shame (maloya) that inhibited the women from asking for help. 
Embodying the moral discourse of shame was an act of identity construction to 
strengthen the women’s symbolic capital. I describe how the women’s 
responses to health adversity succeed in avoiding social risk, but are not (yet) 
adjusted to the new biomedical possibilities of avoiding their physical risk and 
that of their children.

In chapter 5, I focus on the concept of shame in more depth. I approach 
shame as an institutional morality, an embodied disposition and a public dis-
course. Social change, in the form of increasing individualism and the intro-
duction of biomedicine in Farabako, has illuminated the women’s need to 
ethically weigh their social risk of being called shameless. I give examples of 
‘ethical moments’ in and around the maternity clinic, moments when, in the 
context of therapy management, something happened to force a woman to 
consciously reflect upon the proper ethical response. I examine the ways that 
women inhabit the moral discourse of shame. Submission to the discourse of 
shame can be a condition for achieving one’s potentiality. In this sense, ‘having 
shame’ can be seen as a ‘technology of the self’ in becoming a ‘good woman’.

In chapter 6, I demonstrate how the discourse of shame contributes to fric-
tion between the biomedical discourse and local medical (moral) discourses. I 
explore how assumptions that biomedicine and its moral discourse are univer-
sally applicable work out in the particular context of setting up the maternity 
clinic in Farabako. I argue that, from the perspective of a Dutch midwife, this 
clinic can be perceived as a zone of awkward engagement for the imagined 
universality of biomedicine within the local health and gender arena. A new 
form of biomedicine was made to fit the local context with specific moralities. I 
found that moral issues, such as what it means to be a ‘good healer’ and a ‘good 
woman’, were at the core of the friction from which this new biomedical prac-
tice was born. I describe the ethical dilemmas that arose in the new practice and 
the role of moral discourse in the use of, and access to, (bio)medical health care.
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In chapter 7, I explore the influence of the local moral and gender discourse 
on illness representations in Farabako. I describe how, under the assumption 
that a health survey would provide the necessary information to understand 
high child mortality in Farabako, I set out to interview parents and other house-
hold members about their children’s illness episodes. I often heard differing 
versions of the same illness event. The way parents spoke about their child’s 
illness episode said more about how they wished to position themselves within 
medical pluralism and how they wanted to present themselves towards me 
(and my maternity clinic development project) than how the therapy manage-
ment actually took place. As a consequence, I did not obtain the information I 
set out to acquire, namely information on clinical symptoms, diagnosis and 
treatment that would help to improve (biomedical) health care for children. 
The ‘actual illness episode’ of the child was often hidden in the illness narra-
tives of the parents. On the other hand, these illness narratives did turn out to 
be a useful tool to gain insight into the multiple social realities of illness in 
Farabako, for example, gender constructions and relational power dynamics 
within the household in the context of therapy management.

In chapter 8, I show how moralities not only play a role in the representa-
tion of illness, but also in the construction of illness categories. I illustrate how 
an understanding of local medical and moral discourse is a prerequisite for 
understanding the therapy management of children’s illnesses and I focus on 
the particular case of malnutrition. From a biomedical standpoint, severe mal-
nutrition is caused by not eating enough food, or eating the wrong kind of food. 
However, from a local standpoint, malnutrition in Farabako is not primarily 
about food. It is a shameful illness caused by a lack of reproductive choice 
within a context of vulnerability. I show how biomedical and local medical 
discourse must be negotiated to find a common ground, an overlap, an aspect 
that fits both discourses; only when this is found, can (medical) intervention be 
acceptable in Farabako.

In chapter 9, I shed light on how the women of Farabako perceive their 
health and what they consider as necessary conditions to attain well-being. I 
consider well-being to be an important factor in therapy management. In life 
history interviews, when I asked women to tell me about their health, they did 
not primarily speak of their physical well-being, but rather they spoke of social 
well-being. The women told of not being taken care of and of the (physical and 
psychological) ‘everyday violence’ they endured to keep their social ties intact. 
For the women of Farabako, the security of being well taken care of is a pre-
requisite for physical and psychological well-being. Central to this chapter are 
the effects of the structural violence of poverty and patriarchy, and how the 
women express these effects when articulating and accepting suffering. 
Accepting suffering is a form of agency; it reasserts patriarchal ideology; but, 
at the same time, it can be part of the ethical project of working on becoming a 
good woman and a virtuous member of the community.



INTRODUCTION 19

In chapter 10, I reflect on how I moved from a clinically applied medical 
anthropology approach (social science in medicine) to a critical medical 
anthropological approach (social science of medicine) during the research 
period. My focus went beyond health care seeking and health beliefs towards 
the respondents’ and my (as a Western feminist anthropologist and biomedi-
cally trained midwife) moralities and ethics in the context of health care. My 
approach shifted from a moral anthropology towards an anthropology of mor-
als; I describe how this was a necessary step to understand therapy manage-
ment in Farabako.

In the final chapter, I describe the mechanisms and factors that rendered 
mothers in Farabako powerless to take action when they, or one of their chil-
dren became ill. I then investigate the links between health, morality, gender 
and poverty. I do this by analysing the relationship between three significant 
themes presented and discussed in this book: not-being-taken-care-of, shame 
and suffering. I posit that women’s suffering is an expression of the lack of 
ontological security in the context of vulnerability. Shame is an expression of 
the embodiment of structural inequality. By demonstrating shame, women in 
Farabako created a way of existing and co-existing within a context of patriar-
chy and vulnerability. In Farabako, shame works as an intersubjective logic in 
therapy management when managing the potentialities of child disease and 
death. I conclude by arguing that health care workers and policy makers must 
understand the language and the logic of patients’ therapy management as a 
first step to make health care interventions successful.

Understanding the role of local moralities in health is crucial for imple-
menting biomedical health care and lowering child mortality in out of the way 
places such as Farabako. This ethnography can contribute to developing a new 
language of health and well-being, not only for clinical care, but also for public 
health policy and programs. Feelings of insecurity and powerlessness as indi-
cators of ‘ill-being’ must be considered when planning and implementing 
public health programs to reduce maternal and child mortality.




