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4. THE VULNERABILITY CONTEXT OF CHILD MORBIDITY 
AND MORTALITY

After having explored the health care options available in Farabako, this chap-
ter turns to factors that influence child morbidity and mortality. To understand 
therapy management of children’s illnesses, we need to know all health care 
options, the factors that put children at risk for disease and death, as well as 
how mothers and significant others are able (or unable) to cope with these 
risks.

In Mali, the under-five mortality rate is 178 per 1,000 live births, however, 
in the rural areas the rate is higher at 234 per 1,000 (WHO for 2010). By the 
time they reach menopause, the women of Farabako have borne an average of 
eight children, and 3-4 will have died in utero, during labour or in childhood. 
The results of the reproductive life history survey I conducted indicate that the 
under-five mortality rate in Farabako is higher than the national rural figures.35

In this chapter, I focus on children’s risks for disease and death while 
exploring the vulnerability context in which these risks are embedded. I start 
by presenting a typical child’s illness episode extracted from my interviews 
with mothers, fathers and mothers-in-laws on the household therapy manage-
ment of illness episodes of their children under five years old.36 After introduc-
ing the concept of vulnerability context, I present the various factors for the 
context of childhood disease and death: the specific physical risks that children 
in Farabako are exposed to, the various capacities and incapacities of mothers 
to cope with their child’s exposure to the risk of death or disease, and the social 
risk of shame that the mothers face when their child is sick. I analyse the inter-
section of these factors in terms of identity construction and the role identity 
construction plays in mothers’ seeming passivity in the face of child mortality.

A typical illness episode
A typical illness episode described to me was as follows. On day one, the 
mother saw that her child was ill and gave it traditional medicine that she, her 
husband, or her mother-in-law had prepared. If, after approximately three days, 
this treatment was found to have been ineffective, another course of treatment 
was sought. Most often, a and/or a soma or herbalist was con-
sulted. If this treatment was also deemed ineffective, it was up to the husband 
to buy faramasifura (Western medicine) and/or to take the child to the doctor 

35 In my survey, 66 children <5yrs died per 245 live births which represented 27%; in other 
words, approximately 270 per 1,000 live births. This sample is too small to extrapolate, but does 
indicate that the under-five mortality rate is high in Farabako

36 Based on 70 illness narratives and verbal autopsies.



CHAPTER 450

at the health clinic (although, in cases of serious illnesses this was often too 
late). If the husband had no money (and this was often true), he would attempt 
to draw on his social network. If this approach was not successful, the husband 
would ‘leave it at that’—it was out of his hands (and in God’s). If the husband 
was not at home, the mother was not always able to draw on her own (limited) 
social capital to manage the illness of her child.

During the illness narratives of their sick children, mothers often told me 
that they had not taken their child to a doctor, nor had they asked family, 
friends, or neighbours for (financial) help to access biomedical care. In light of 
the high under-five mortality rates, parents’ failure to use available health care 
facilities for their sick children has often been called ‘irrational health behav-
iour’, and has been assumed to be dictated by passivity and fatalism (Nichter 
2002: 101). In this way, the victim is often blamed for a failing health care 
system. However, studies have shown that this seemingly ‘irrational behav-
iour’ is the outcome of a rational weighing of social and physical risks within 
the household (Tolhurst et al. 2008; Tolhurst and Nyonator 2006; Adams et al. 
2002; Nichter 2002; Finerman 1995; Castle 1993, 1994; Dettwyler 1994; 
Scheper-Hughes 1992).

In the literature on health-seeking behaviour and child survival, there has 
been a move from individual (physical) risk models to an emphasis on the 
social relations that influence health care decision-making at the household 
level. But in emphasising the social element of health care decision-making 
one must not lose sight of the physical and environmental aspects of illness. 
High child mortality is found at the intersection of socio-cultural and economic 
processes, on the one hand, and physical exposure to health risks on the other. 
The concept of a vulnerability context captures this intersection.

Vulnerability context
In their work on famine, Watts and Bohle (1993) use the term ‘vulnerability’ to 
explain why some people are more likely to experience hunger than others. 
Poor people are usually the most vulnerable, but, in addition to income there 
are other factors that co-determine whether an individual will go hungry. The 
same can be said of health adversity, the poor are more vulnerable, but a lack 
of financial means is only part of the problem. Vulnerability is determined by 
the risks of exposure to crisis situations, by the risk of having inadequate 
capacities to cope with these situations, and by the risk of potentially serious 
consequences of these crises (Watts and Bohle 1993: 118). The point where 
these three factors, exposure to (physical) risk, incapacity to cope, and poten-
tiality of serious consequences intersect can be called a ‘space of vulnerability’ 
or ‘vulnerability context’. This approach moves beyond individual risk factors 
(such as income and age) to emphasise the relational, contextual and proces-
sual aspects of risk for childhood disease and death. By using this approach, I 
hope to avoid the pitfall of considering vulnerability to be an essential charac-
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teristic of the individual that remains stable over time. Rather, I show the 
potential changeable nature of vulnerability over time on an individual level as 
well as on a social network level.

Exposure to physical risk
In Farabako, as in most of rural Mali, unsanitary living conditions, food inse-
curity, endemic infectious diseases, lack of prenatal care, teenage pregnancy 
and female circumcision expose the unborn and children to disease and risk of 
death.

Living conditions
Farabako consists of fifteen households (gwa). Most of these kinship groups 
are large, with an average of 24 members, and are polygamous with many 
children. The largest household is headed by my host, Namagan Kante, and has 
57 people: 22 adults and 35 children. The smallest household in Farabako has 
six members. The houses are made of mud with either thatched or corrugated 
sheet iron roofs and are grouped closely together. There is no electricity or 
running water in Farabako. Water is hauled from wells. The inhabitants com-
plain that the water is not safe to drink and that this dangerous for their health. 
In Mali, 44% of the population has access to safe drinking water (UN 2011). 
The unsafe water in Farabako plays an important role in the high incidence of 
intestinal infections in children such as dysentery.

Water is carried from the well several times a day
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The villagers live in close contact with animals; chickens, sheep, goats and 
cows walk in and out of the compound. Cooking is done outside on open fires. 
The chickens pick at any grain of rice or millet that is spilled on the ground. 
Goats come and eat peels and lick the cooking pots clean after every meal. 
Animal dung is collected and used as fertilizer for vegetable gardens. In Fara-
bako, dung is not associated with disease, as it is for me. Small children were 
not discouraged from playing on the ground among the goat droppings. All 
children come into contact with animal droppings, which expose them to intes-
tinal parasites (worms) and bacteria such as tetanus.

In Farabako, to go to the latrine, one takes a plastic kettle of water along to 
wash with after defecating; only the left hand is used for this purpose. No soap 
is used to wash hands after defecating and as many as thirty people use the 

Children live in close proximity to animals
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same plastic kettle for this purpose. The kettle is also used for washing before 
daily prayers. Children sometimes drink from the plastic kettle, putting the 
spout (that had recently been somewhere else) into their mouth. The plastic 
kettle is washed once a week with soap. Small children are washed once a day 
with soap by their mothers or older sisters. Children wash their hands before 
every meal, but often all in the same large tin can or using the plastic kettle, 
without soap. The children eat only with their right hand, but it is my conten-
tion that despite the practice of separate hands for separate purposes, because 
they use the dual-purpose plastic kettle and seldom use soap, children (and 
adults) are exposed to intestinal parasites and bacteria that can cause diarrhoea.

Small children in Farabako play with knives, walk right next to open wells 
and sit close to open fires, all with a minimum of parental supervision. Gener-
ally, children’s activities go well and they learn to be careful. But accidents do 
happen. I treated one child who had blinded himself by falling on a knife and 
two children with second-degree burns. One child had fallen in the cooking fire 
and the other had pulled a pot of boiling millet over himself. Luckily, all three 
children survived these mishaps. Snakebite is another real danger in Farabako, 
as snakes are present in the fields and sometimes in homes. Most snakes are not 
lethal, but I have heard stories of small children dying of snakebite.

In sum, contaminated water, living in close contact with animals, accidents 
and (from my point of view) a lack of hygiene expose children to health risks.

Food insecurity
All inhabitants live from farming activities; the men and women cultivate 
mostly millet and peanuts on their fields. The women each have their own 
vegetable garden, where they cultivate vegetables such as onions, lettuce, and 
tomatoes, and fruit such as mangoes, bananas and papaya. The food is needed 
for household consumption, but women must sell some of their peanut harvest 
to generate income needed to buy items such as salt, sugar, rice, coffee, clothes, 
shoes or batteries for their flashlights. Most years, the food reserves run out 
before the next harvest is in. Every year, the villagers worry about going hun-
gry. In the months before the next harvest, there are food shortages and their 
diet is not varied. On average, once in every seven years there is a real famine. 
This is visible in their bodies. When I was in Farabako before the harvest in 
November, the villagers were emaciated. When I was in Farabako in January, 
the inhabitants looked less thin and healthier.

In Mali, 34% of the population is at risk for hunger (Butt et al. 2005).37 This 
lack of food security can lead to malnutrition and stunted growth in children, 
which in turn makes children susceptible to disease. Globally, malnutrition is 

37 Risk of hunger (ROH) is an indicator that shows the percentage of a population that is 
malnourished in a country or a region. The computation of ROH requires estimates of availability 
of food, population, nutritional requirements, and a measure of the inequality of access to food 
(Butt et al. 2005).



CHAPTER 454

directly or indirectly responsible for 35% of deaths for children under five 
(WHO for 2006). In Farabako, 13% of the children under five years old suffer 
from severe malnutrition (wasting) due to unbalanced diet, intestinal parasites 
and early weaning (more on this subject in chapter 8). While most healthy 
children can fight infection with their natural defences, children whose immune 
systems are weakened by malnutrition or undernourishment are at higher risk 
of developing infections such as pneumonia.

Endemic infectious diseases
Pneumonia is a common cause of child death in West Africa and in Mali, 14% 
of the under-five deaths are caused by pneumonia (WHO for 2010). Pneumo-
nia can be treated with appropriate antibiotics, preferably prescribed by a doc-
tor, but access to biomedical health care facilities is difficult, costly and time 
consuming. Immunization and adequate nutrition is the most effective way to 
prevent pneumonia. Few children in Farabako were vaccinated against com-
mon children’s diseases and in 2010 a measles epidemic hit Farabako and 
several children died. Since then, the doctor from the neighbouring village of 
Nioumamakana comes once a year to vaccinate the children of Farabako 
against common children’s diseases such as measles (for free). Because fami-
lies often go to live temporarily in small hamlets (bugudaw) close to their 
fields, and the vaccination campaign did not reach those areas, not all children 
have been vaccinated.

Malaria is endemic in the region and accounts for 21% of the under-five 
death in Mali (WHO for 2010). The children of Farabako have malaria several 
times a year. The majority of my respondents told me that they did not know 
the cause of malaria. The link between mosquitoes and malaria was not appar-
ent and therefore, only few children slept under a mosquito net. Malaria is also 
dangerous for a child before birth. While the average adult person of an endemic 
region possesses some immunity to the parasite, pregnancy causes complica-
tions that leave the woman and foetus extremely vulnerable. The parasite 
interferes with the transmission of vital substances through the placenta, often 
resulting in stillbirth, spontaneous abortion, or dangerously low birth weight.

When I asked women during reproductive life history interviews, ‘Were 
you ill during the pregnancy?’ they often answered, ‘No’. But when I asked 
‘did you have malaria?’ they said ‘Yes’. The women seldom volunteered the 
information that they had had malaria as if it was a way of life that was so 
common as to be not worth mentioning. Also, the term sumaya (literally 
‘cold’), the Maninka term for malaria that I used, may have been confusing to 
them. When I asked a traditional healer Musa Kante what sumaya was, he told 
me that sumaya is ten distinct diseases. He went on to name the ten ‘diseases’ 
that I recognized as individual symptoms of malaria, such as fever, headache, 
tiredness, dizziness, coughing, vomiting, stomachache and jaundice. This was 
consistent with the way women told me they had been ill; they named the 
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symptom not the disease. For example, they would say ‘yes, I was ill in that 
pregnancy, I had headaches’ instead of saying ‘I had malaria’, which they often 
only admitted after probing. Malaria was by far the most prevalent complica-
tion during pregnancy, as 60% of the women reported having had malaria 
during one or more of their pregnancies. However, since the women tended to 
speak of diseases in terms of symptoms, and I asked questions in terms of 
diseases, I firmly believe that the instances of (what I called) malaria were 
under reported. To complicate matters further, malaria can also be asympto-
matic. In the 52 cases of women who reported having had malaria during their 
pregnancies, only during seven of the pregnancies did they seek treatment in 
medical health facilities.

No (biomedical) prenatal care
Malaria prophylaxis is an important part of prenatal care in this region; it can 
prevent severe maternal anaemia, preterm labour and low birth weight. Yet 
only fourteen (26%) of the women interviewed had received some form of 
(biomedical) prenatal care at one time or another. Prenatal care ranged from 
one visit to a doctor, who happened to be in the village during a vaccination 
campaign, to five consultations with a midwife in a maternity clinic in the 
capital Bamako. The women had not sought prenatal care in all their pregnan-
cies, in fact in only 7% of all the pregnancies did they do so. The main reason 
for women to seek prenatal care was because they were ill with malaria (seven 
women) or because they had had a stillbirth in a previous pregnancy (three 
women). Only two women went for regular check-ups; one was a woman who 
happened to be living in Bamako near a maternity clinic at the time she was 
pregnant. The other was the only young woman with seven years of schooling 
who lived in Farabako. She went for prenatal check-ups at the health clinic 
twenty kilometres away in Sandama, because she thought it was the right and 
‘modern’ thing to do. Only five women actively sought prenatal care for pre-
vention of obstetrical complications. For the other women, it was convenient 
(the doctor just happened by) or for the treatment (not prevention) of malaria. 
All in all, very few women, also by Malian standards,38 had any form of pre-
natal care and this exposed their unborn children to the risk of malaria.

Because pre-existing problems, and not problem prevention, were the main 
reason to seek medical care, it is not surprising that in this sample prenatal care 
did not lead to a decrease in infant mortality. One would expect prenatal care 
to lead to a lower perinatal mortality, but this was not the case. Of the children 
born to mothers who had had some prenatal care, the number of children dying 
around the time of birth was only slightly lower (10.5%) than in the group of 
unchecked pregnancies (12.7%).

38 According to the WHO (WHO for 2006), in Mali, 70% of pregnant women were attended 
by a skilled health provider at least once.
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Teenage pregnancy
In the reproductive life history interviews, in 2007, it became clear that many 
first-born children had died. In 2012, a second round of interviews confirmed 
this. I found that 47 of the 71 (66%) of the women interviewed reported that 
their first child had died. All my respondents had delivered their first baby 
before the age of eighteen. Teenage pregnancies in Mali have been associated 
with lack of prenatal health care, lower birth weights and higher child mortal-
ity (LeGrand and Mbacké 1993). Biological factors such as a prolonged labour 
due to an undeveloped pelvis, as well as the higher risk associated with all first 
pregnancies (such as a higher risk of contracting malaria), could account for at 
least part of this high first-born mortality. Of the 47 first-borns who had died, 
ten had been born prematurely (21%)39 and eight were stillborn (17%). Twenty-
three first-borns died from infectious diseases, and four died from malnutri-
tion, before the age of five. Two children died between five and ten years of 
age. When I asked my respondents why they thought so many first-born chil-
dren died, they did not speak of diseases such as malaria, they spoke of God, 
contraceptives and their uterus being ‘too weak’.

My respondents typically replied to my questions about their explanation 
for the cause of their first child’s death in this fashion:

I do not know why I delivered too soon or why many first children are born 
too soon. Yes, I have noticed that many first children die, but this is not 
something that I can understand. (Jeneba Fofana, 48 yrs, January 2012)

It is God. If a child is born that does not love life, it will return to God. 
(Sitan Fofana, 45 yrs, January 2012)

I was not asking relevant questions; the cause of first-born children’s death 
was God, the why was therefore not in their power to fathom. My female 
respondents did speak of becoming pregnant too young. Some women told me 
that they had married soon after developing breasts or directly after their 
menarche. Women often did not know how old they were, but it was clear that 
they had married young; they estimated their age to have been between ten and 
sixteen years old (average age thirteen years). They became mothers between 
the ages of twelve and sixteen. My female respondents spoke of their uterus 
not being strong enough.

39 Because women normally did not know how many months pregnant they were at the time 
of delivery, it is impossible to know if their baby was born too soon (preterm labour) or if their 
baby was too small (small for gestational age). Many babies who are small for gestational age have 
been subjected to intrauterine growth restriction (IUGR). IUGR refers to a condition in which a 
foetus is unable to achieve its genetically determined potential size. These foetuses are at risk for 
poor outcomes.
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The cause is God. Many children die if their mother is eleven or twelve 
years old and their uterus is not strong. Fourteen or fifteen is a better age…
if God wills it. (Numusira Kante, 25 yrs, January 2012)

Sali Keita was married at fourteen and delivered her stillborn baby at fifteen. 
When I asked her what would be a good age to get married, she answered; 
‘Women do not have the right to decide about this.’ The women spoke of hav-
ing no say in when they could marry. In Farabako, it is the right of the elder 
men of a girl’s father’s family to decide when she should marry. When I asked 
Madi Keita, a young father, what is a good age for a girl to marry, he answered 
that in his own opinion, 17-18 years old is a good age, but that it is his older 
brother who will decide when his daughter is to marry. My respondents also 
spoke of the necessity of having many children.

Women cannot marry later; it is the right of the man to decide when. Men 
are against contraceptives because they want many children and do not 
know the pain of labour. Women also want many children, seven or eight, 
because many children die. (Dusuba Sinayogo, 55 yrs, January 2012)

In Mali as a whole, the adolescent birth rate has decreased slightly from 198 
per 1,000 births in 1994 to 190 per 1,000 births in 2004. However, Dusuba 
Sinayogo, an older female respondent, explained to me that teenage pregnancy 
is not something of the past in Farabako; girls are becoming pregnant sooner 
now than before. In her youth, girls had their first children at fifteen to seven-
teen years, but now girls are becoming pregnant at age twelve or thirteen. Her 
explanation was that girls are now sexually active at an earlier age and are not 
guarded as strongly by their family as they had been in the past.

First time deliveries are normally more lengthy and difficult than subsequent 
deliveries; it is the first time that a child passes through the birth canal. But a 
first time delivery of a teenage girl has an increased risk of low birth weight, 
preterm labour and neonatal death and the added complication of the pelvis not 
being fully grown. Another reason that first time deliveries are difficult for the 
mother and child in Farabako is that all girls have been circumcised.

Female circumcision
All the women in Farabako had been circumcised,40 and found my question, 
‘Have you been you circumcised?’, very silly. Female genital cutting (FGC) 

40 I consciously struggled with which words to use here. As a Western midwife with feminist 
convictions, I am against any form of female genital cutting (FGC) and see this as female genital 
mutilation (FGM). As an anthropologist, I find the term female circumcision or female genital 
cutting less normative and more fitting to the context in Farabako where FGC is a non-issue that 
women themselves approve of. Bolokoli is the term the women used; they told me that this meant 
‘to make clean’. 
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was not a point of (public) discussion in the village and the women did not 
seem to be aware that women in other countries and even some women in their 
own country were not circumcised. In Mali, 94% of all women have been cir-
cumcised. The Malian government has declared the elimination of FGC as a 
priority in their strategy for increasing women’s empowerment. Nongovern-
mental organizations in Mali have been active testing strategies to end female 
genital cutting, but these institutions do not reach Farabako. Almost all the 
women I spoke to on this subject told me they thought it was a good idea to 
practice female circumcision. All baby girls were circumcised between one 
and two months. In Farabako, this is done by the elder women of the black-
smith caste ( ) using a special knife or a razorblade. Exci-
sion (FGC type 2),41 the partial or total removal of the clitoris and the labia 
minora was the type most common in Farabako. I did see one case of infibula-
tion (FGC type 3, the narrowing of the vaginal opening by cutting and stitching 
the labia together) during my work in the maternity clinic. Jones et al. (1999) 
have shown that FGC in Mali leads to an increased risk of childbirth complica-
tions. The more severe the FGC, the higher the risk of prolonged labour which 
increases the risk of new-born deaths. Having said this, most deliveries of 
women who have been circumcised (in Mali as a whole and Farabako in par-
ticular) occur without any complications.

Of the 71 women I spoke to on this subject, nine women (13%) reported 
that they thought that their being circumcised had made their first delivery 
more difficult. Bamagan Keita, a young first time mother, told me that her 
circumcision had made sexual relations painful in the first year of marriage and 
it had made her delivery difficult, but now ‘things were okay for her’. In the 
same breath she told me that all the girls are circumcised and this is a good 
thing: ‘If the circumcision happens properly the delivery will not be more dif-
ficult.’ She says she does not know why girls are circumcised; it has been this 
way since she was born.

It is beyond the scope of this book to delve into the practices and meanings 
of FGC in Mali. For a discussion on this subject see Diallo (2004). I only want 
to point out here that FGC can expose the unborn child to a protracted delivery 
that increases the risk of neonatal death.

In summary, in the womb, unborn babies in Farabako are often exposed to 
malaria and the poor nutritional status of their mother. This puts babies at risk 
for preterm labour, low birth weight and neonatal death. A young woman’s first 

41 The World Health Organization (WHO) has classified female genital cutting into four cat-
egories: Type 1, also known as clitoridectomy, is the partial or total removal of the prepuce (clito-
ral hood) and/ or clitoris. Type 2, also known as excision, refers to the removal of the clitoris and 
partial or complete removal of the labia minora (inner vaginal lips). Type 3, also known as infibu-
lation or pharaonic circumcision, involves the partial or complete removal of any of the external 
genitalia, with stitching or narrowing of the vaginal opening. Type 4 is any other procedure involv-
ing pricking, piercing, incising, and stretching of the clitoris and/or labia.
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child runs an even higher risk of being born too soon, and of succumbing to 
childbirth complications due to the circumcision and young age of the mother. 
If a child survives the delivery, he or she is then exposed to unsanitary living 
conditions and endemic diseases such as malaria and pneumonia. A lack of 
immunization and food insecurity make children increasingly susceptible to 
disease and death.

(In)Capacity to cope with health adversity
Until now, the focus of this chapter has been on the physical risk of mortality. 
The biomedical concept of risk (as probability x harm) and risk aversion are 
imbedded in our Western institutions. Safe motherhood policies have been 
critiqued as only concerned with the medical causes of mortality and that this 
‘official’ definition of risk is not women’s reality, so we must look at ‘unoffi-
cial risk’—risks other than the risk of mortality (Allen 2002: 9). This is in line 
with Douglas (1986), who argues that risk perception is highly socialized 
cognitive process, a social not an individual process, and that we must try to 
come to an understanding of the socio-cultural aspects of risk perception. 
According to Douglas, focusing on coping capabilities is a way of doing this. I 
now consider the ways in which (future) mothers cope with the risk of child-
hood death or disease. I explore the women’s capacities to generate and mobi-
lize resources to access health care. In this section, I look at how schooling, 
gender relations, and social capital all influence mothers’ capacities to cope 
with their child’s exposure to the risk of death or disease.

Schooling/biomedical knowledge
There is no school in Farabako; only a third of the children walk the four 
kilometres to the elementary school in a neighbouring village. Twice as many 
boys as girls go to school. The secondary school is twenty kilometres away 
and for children to go there, they must stay with a foster family. Of the 53 
respondents to the reproductive life history survey, only seven women (13%) 
had ever attended school. Five of these women had a few years of elementary 
school or Koranic school, but could not read or write. Two women living in 
Farabako could read and write a little, but then only with difficulty. At the 
time of my research, only two girls were attending secondary school. One of 
these girls, Trayina Traore, was going to school in the capital Bamako when 
she became pregnant; she was thirteen years old. The baby was born prema-
turely and died at birth. Despite the shame and scandal in the family, Trayina 
returned to school. This was possible only because I personally paid for her 
schooling; otherwise her father would have married her off; ‘I am finished 
with her,’ he said. It is rare for girls to reach secondary school and when they 
do, teenage pregnancy limits the chances of finishing their education. There-
fore, few young women have had enough schooling to acquire any biomedi-
cal knowledge of disease. Potentially, this knowledge would facilitate their 
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access to prenatal care, improved sanitation and use of malaria prevention.
Indigenous knowledge of female circumcision, pregnancy, birth and chil-

dren’s illnesses are the domain of elder women and often kept secret from 
young women. However, currently there is a new opportunity for young 
unschooled girls to acquire medical knowledge—satellite TV. Since 2011, 
there have been three satellite televisions running on solar energy in Farabako. 
On the one hand, I have difficulty with the village’s priority setting since the 
money was not spent on the improvement of their children’s health or food 
security, for example. On the other hand, television is a medium that can dis-
seminate knowledge to those who have not been to school and may increase 
the villagers’ capability to cope when a child becomes ill.

Limited reproductive choice
Teenage pregnancies expose (unborn)children to physical risk, yet my female 
respondents spoke of their inability to prevent being married and becoming 
pregnant at a young age. Young married women were forbidden to use contra-
ceptives by their husbands.

People say that you shouldn’t become pregnant too young because the ute-
rus is not strong enough and the child could die. In my time there were no 
medicines [contraceptives]. Now there are, but men will never agree to 
letting their new young wife use contraceptives because they are afraid that 
she would then commit adultery. (Kamisa Kante, 40 yrs, January 2012)

One young respondent indicated that there are some women who try to abort 
the foetus if they become pregnant when they are too young, but that they ‘do 
not have the knowledge’ to prevent the death of a first child. Young mothers 
have little knowledge of birth or children’s illnesses.

If the mother is too young, she will have no knowledge of deliveries and if 
the midwife or  [elder women] do not tell her how to deliver, 
the baby will become tired and die. (Kòròtun Keita, 20 yrs, January 2009)

In the region, it is the custom for women who are pregnant for the first time to 
return to their village of birth to deliver in the home of their mother. The survey 
results indicate that delivering at their parents’ home decreased the risk of the 
first child’s death to some extent. Eleven women left Farabako to deliver at 
their mother’s, of the eleven children born, four died (36%). This is signifi-
cantly lower than the total of 66% of the death of first-borns. Perhaps this can 
be explained in the following manner. Parents have their daughter’s best inter-
est at heart. However, in Farabako, it is the husband’s family’s best interest that 
has priority leading to a different priority in health care seeking. It must be said 
that this sample is too small (and my data was not complete on this indicator), 
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but even so, this is an interesting observation that needs further research. 
Whereas, many women wanted to go home to deliver their first baby, many 
women were not permitted to do so by their husbands.

Some women want to go to their mother’s home for their first delivery but 
the men of Farabako do not want this; they want their children to be born in 
Farabako and not anywhere else. (Hawa Kante, 35yrs, January 2012)

Men marry women from outside of Farabako. This means that a young married 
woman has no family of her own in the village other than her younger ‘sister’ 
who traditionally accompanies a new bride. If the newly married woman is 
lucky, she will know several women who were also born in her village and 
married into Farabako. A young wife is an ‘outsider’ with a limited social net-
work and has no one other than her husband’s family to represent her interests 
(see also Grosz-Ngaté 1989: 176).

If the pregnant teenage girl is not married, she is able to deliver at her par-
ents’ home. However, if after her delivery the baby becomes ill, she will have 
difficulty finding someone to help her pay for the child’s medical treatment. A 
child belongs to the biological father’s family. If the child is a boy, the bio-
logical father will often ‘reclaim’ the child once he has been weaned. If the 
father does not reclaim the child (which is often the case if the child is a girl), 
the mother will have to take care of the child herself. If she remarries, in some 
cases the new husband will take care of her child, in other cases, less resources 
are spent on an illegitimate child (see also chapter 8).

If the child is not the husband’s, the husband will not take care of him. If the 
woman is not married, she will ask the [biological] father for help, but they 
often leave and she must take care of the child on her own. (Nakani Kante, 
35 yrs, January 2012)

Within the vulnerability context, an individual’s social trajectory, interactions 
with others and the social context in which these interactions take place all 
influence vulnerability. For example, within the social context of a patriarchal, 
virilocal society, such as Farabako, a young mother who has just married and 
moved to the village will not yet have an extensive social network. This can 
make her and her children more vulnerable to health adversity than say an 
older married woman.

Social capital
The nature of each parent’s social capital influences their capacity to cope with 
the illness episodes of their children. A mother with an extensive social net-
work (ergo high social capital) may be better able to cope when her child 
becomes ill than a mother with a limited network. Bourdieu defines social 
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capital as ‘the aggregate of the actual or potential resources which are linked to 
possession of a durable network of more or less institutionalized relationships 
of mutual acquaintance and recognition’ (1986: 248). He makes a distinction 
between social and symbolic capital. Symbolic capital refers to resources 
available to an individual on the basis of honour, prestige or recognition, and 
functions as the embodiment of cultural values. Putnam defines social capital 
as networks, norms, and trust that all facilitate cooperation for mutual benefit 
(1995: 67). In this definition there is no clear division between social and sym-
bolic capital, such as Bourdieu makes, rather symbolic capital is part of social 
capital. I follow Bourdieu in making a distinction between social and symbolic 
capital, but I also attempt to show how these two forms of capital are intercon-
nected. First, I examine the social capital of the women of Farabako by looking 
at the social networks by which they can mobilise the necessary resources to 
access health care. Second, I consider symbolic capital as a factor that influ-
ences social capital.

To learn about the social capital of the women of Farabako, I focused on 
their social networks. I asked 24 mothers to name the people they could ask for 
help if their children became ill. In the name-generator interviews, respondents 
were asked to name people they had asked for financial aid, advice or practical 
support in the past year, when they or their children were ill. The women often 
found this question difficult to answer, and initially said they had asked no one. 
Women did not easily admit having asked for help. They found it easier to name 
the people who they had helped in support transaction interviews. In a support 
transaction interview, respondents are asked to name the people they have 
recently helped who were ill.42 Once the women had made it clear to me that 
they had helped others, they were more comfortable in telling me who they had 
asked for help. The women named an average of three people they could turn to 
for money if one of their children was ill, including their husband. Women often 
named their husband as the most important person in their network. However, 
in the dry season their husbands were often absent for weeks or even months on 
end while ‘searching for money’ in the goldmines or elsewhere. This posed a 
real problem, because the women were dependent on their husbands for money; 
thus, if the husband was absent, there was often no money at all. Formally, the 
women should ask their brother-in-law for help, but in practice this did not 
always happen since their brother-in-law was also often away.

In addition to their husbands, the women often named their 
(‘confidant’) as someone they could ask for money. A  is a person 
outside of your own household whom you can trust (jigin = ‘hope’) and ask for 
help; it is someone who will not gossip about you (a co-wife could never be a 

 because she could tell your secrets to your husband or mother-in-
law).  are often, but not necessarily, kin. Ties with one’s 

42 See Appendix 4 for network analysis.
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are built out of mutual trust and trustworthiness is an important element of 
social capital. If one is seen to be trustworthy, one has a larger network of 
people to ask for money. Women’s networks of people they could ask for 
advice or practical support if their children were ill, to take over their chores, 
for example, were larger than the networks of people they could ask for money.

The majority of social network ties were within a woman’s own kinship 
group and of these, most ties were within their own household. A multivariate 
analysis43 of the name-generator interviews and support transaction interviews 
showed no correlation between a woman’s socio-economic status44 and the 
size of her social network. This is most likely because the women in Farabako 
have little money of their own and there is minimal socio-economic differen-
tiation in the village. They sustained their ties not through financial means, but 
by ‘taking pity’ ( ) on each other. Helping their elders if they become ill, 
taking care of their co-wife’s children, cooking or fetching water for a sick 
neighbour, were all ways of giving support that could be reciprocated in kind. 
‘Taking pity’ was the term used to describe reciprocity between two people 
who liked each other. Women also had women in their social network that they 
did not like, for example, a jealous co-wife. Women were reluctant to ask these 
women for practical support because they would rather not have to reciprocate 
at a later date.

In conditions of poverty and adversity, rather than extensive unifying social 
ties of comradeship, one can find few ties fraught with social tensions; Bähre 
calls this ‘reluctant solidarity’ (2007: 52). This seems to be the case in Fara-
bako, where women have small networks of material support and there is an 
atmosphere of mistrust. During the interviews the women often spoke about 
conflicts with other women (especially co-wives) and they stressed the impor-
tance of secrecy to avoid gossip. If a woman was feeling unwell, they some-
times kept it a secret and did not ask for help. This was because if another 
woman helped her, she would be obliged to work for that woman sometime in 
the future. There might be gossip; if a woman asked for help often, the other 
women would say ‘she does not work’ or ‘we always do her work’, which is 
considered a shameful insult in Farabako. Rather than one large close-knit com-
munity, there seemed to be only small islands of collaboration in the village.

Social capital appeared to have eroded through individualisation and 
extreme poverty to such a degree that it could no longer be a source of material 
support in Farabako (see also Niehof 2008: 221). Women’s social capital, 
although important in terms of practical support (‘taking pity’) and (reluctant) 

43 CATPCA: categorical principle components analysis
44 Because all of the inhabitants of Farabako live in extreme poverty (less than a dollar a day), 

income was not a useful indicator of socio-economic status. Therefore, I used indicators such as 
schooling, type of roof, if the family owned a motorcycle, the number of wives in a polygamous 
household, the number of chickens, goats and/or cows, if the women had any personal income and 
how many meals were consumed a day in estimating household socio-economic status.
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solidarity, is limited in the sense of not being able to generate the money neces-
sary to access biomedical health care.

In this context of extreme poverty and limited social capital, symbolic 
capital in the form of a good reputation becomes significant. The symbolic 
capital of a woman is that which gives her honour and prestige.

One way of being a ‘good woman’ with a good reputation, in Farabako, is 
to be a good mother. A good mother takes care of other women’s children, 
specifically the children of her co-wives, as if they were her own. This is part 
of the harmony norm of badenya. Another way of being a ‘good woman’ is to 
have ‘shame’ (maloya). Having shame is honourable; it means that you dem-
onstrate the correct deportment such as humility and respect towards your 
husband and your elders. A woman’s maloya is the honour of the group of 
affines she belongs to and thus part of her symbolic capital. A woman who 
does not have maloya is damaging to her husband’s family’s reputation and by 
extension her husband’s social network. In this way, a child’s future can be 
seen as dependent upon the mother’s moral behaviour. A woman who follows 
the norms of badenya and maloya is seen to be trustworthy and this raises her 
social capital and that of her husband. A woman who is seen to be shameless 
(malobali) is publicly ostracized and risks losing her symbolic capital, thereby 
jeopardizing her social capital and heightening her vulnerability.

Potentiality: The social risk of shame
The potentially serious consequence of the exposure to and inability to cope 
with health risks may be the death of a child. Shame is another potentially 
serious consequence of a mother’s inability to cope with risk to her child’s 
health. In this section, I argue that the moral discourse of shame (maloya) is a 
significant factor in the vulnerability context. The social risk for the mother of 
being seen as shameless (malobali) mediates the physical risk of death for her 
child.

Shame influenced the women’s health seeking behaviour. Women ‘had 
shame’ when they had to ask for the necessary money to pay for a medical 
treatment or transportation to a clinic. The women often told me that they 
preferred not asking someone other than their husband for money. Poverty was 
at the root of this shame; women did not want to ‘disturb’ others by making 
them feel uncomfortable if they had to refuse the request due to lack of funds. 
The next case presents an example of how shame made it difficult for the par-
ents of a sick infant to access adequate health care.

When I saw Kajatu Kulibali’s baby, the baby’s breathing was laborious and 
fast. I suspected the child was in an early stage of pneumonia and gave 
Kajatu antibiotics and medicine for malaria on credit to give to the baby. 
The next day, the baby was having more difficulty breathing and had a 
fever, so I told the mother that now she must take the baby to the doctor in 
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Sandama. The next day, I asked around to verify if Kajatu had gone to the 
doctor—but she had not. By then, it was late in the evening and the baby’s 
condition was worsening, however, it was too late to arrange for transporta-
tion. When asked why she had not gone to the doctor, Kajatu said that there 
was no money. She said that her husband had asked people (she did not 
know who) for money without success. She said she herself had ‘no one she 
could ask’. In response to further probing, Kajatu said that she had shame 
in asking me for money because she could not even pay for the medicine I 
had given her two days earlier. (Fieldnotes March 2007)

Knowing full well that her baby might die, this mother abstained from further 
health care seeking because she had shame. Asking someone for help to whom 
you already owe money was perceived as shameless behaviour. Asking some-
one other than one’s husband for money to go to a clinic was also problematic, 
as it implies that a husband is not a good provider. Women in Farabako are 
dependent on their husband’s family; they have limited access to resources of 
their own. Protecting their reputation and by extension their husband’s family’s 
reputation and his social network is of utmost importance. In this context of 
extreme poverty, the mother’s good reputation (her symbolic capital) is an 
important factor in increasing child survival.

Identity construction as a ‘gelling point’
I now proceed to analyse the intersection of factors in the vulnerability context 
in terms of identity construction. In so far as illness behaviour is conceived of 
as coping with social and physical risk, illness behaviour can be conceptual-
ized as an identity building process. Therefore, the study of vulnerability is 
inseparable from the study of identity processes of coping with risk. Delor and 
Hubert (2000: 1560) argue that identity construction is the ‘gelling point’ 
where various levels of vulnerability within the vulnerability context intersect. 
Confrontation with risks, such as the risk of a child’s death and the risk of 
shame and social exclusion requires a constant construction and reworking of 
identity by which each individual endeavours to cope with these risks. In Fara-
bako, the moral discourse of shame is a factor in this identity work.

To come to a deeper understanding of household therapy management of 
illness, one must look at how people represent themselves to others. Only 
through exposing the logic behind intersubjective constructs can one under-
stand high child mortality (cf. Biehl et al. 2007). In other words, to understand 
the simultaneity of parental love and care with not taking action when a child 
is ill, it is important to look at the subjectivities of parents and the local moral 
community within which the parent-child relationship is rooted (cf. Gammelt-
oft 2008). The mothers of Farabako (re)presented themselves as ‘good women’ 
who had maloya, and this meant that in certain circumstances they refrained 
from seeking health care or asking for help if they or their children were ill.
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Within the vulnerability context, identity construction as a good woman is 
the gelling point at which the woman’s exposure to physical risk, the woman’s 
capability to cope with risk as a mother, and the potential risk of being seen as 
shameless all come together. Let us take a hypothetical teenage mother as an 
example.

A young girl who has just married and moved to her husband’s village must 
show that she has maloya towards her in-laws by displaying a humble 
demeanour and respect. She is exposed to biological risks related to teenage 
pregnancy due to a lack of reproductive choice. When she becomes pre-
gnant, she hides her pregnancy out of shame and does not seek prenatal 
care. This young girl, as most other girls in Farabako, has not had enough 
schooling to acquire the biomedical knowledge necessary to identify (what 
biomedical discourse considers to be) serious health risks or to be aware of 
the importance of biomedical health care. For example, she does not know 
that malaria is caused by mosquitoes and therefore, does not see the neces-
sity of sleeping under a net. She also has not have acquired indigenous 
medical knowledge, as this is the domain of elder women. As a relative 
‘stranger’ in the village, this young mother has a small social network, and 
can count on few people to take over her household chores, making it hard 
to seek medical care for her children. This young mother is economically 
dependent on and subordinate to her husband and her mother-in-law. She 
cannot respond autonomously when her child requires medical attention. 
Her youth and a moral discourse of shame make it difficult for her to ask for 
financial assistance if her child becomes ill. Thus, she does not ask for help 
or voice an opinion, but rather waits for others to take action.

This example illustrates that the social trajectory of the mother, social interac-
tions between her and the members of her child’s therapy management group, 
and the moral discourse of maloya all play a role in therapy management. 
Maloya is important at the intersection of the social trajectories of the members 
of a therapy management group. Maloya is especially important in hierarchical 
relations such as between a woman and her husband or a woman and her 
mother-in-law. The social trajectory, which is the phase of a woman’s life, 
influences the norms of correct behaviour for women in Farabako. The younger 
the woman, the more maloya she should demonstrate. In other words, health 
adversity is mediated and experienced through a discourse of shame (cf. 
Johnson-Hanks 2006). The discourse of shame plays a role in the seeming 
passivity of mothers when their children are ill.

Passivity as agency
Why then was this seemingly passive behaviour of mothers of sick children so 
difficult for me to accept? I have been socialized in a Western culture that is 
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dominated by denying pain, suffering, and death, and thinking that everything 
is fixable (by man). My Western (Dutch) predisposition of denying the wom-
en’s existential vulnerability and limitations made it difficult for me to under-
stand their passivity in the face of mortality. The denial of human limitations 
includes death itself. Our consumer society is based on a myth of control and 
the idea that we can solve all our problems with the products (such as medi-
cine) that we can buy. Kleinman calls this ‘the big lie…a falsehood at the 
centre of global culture’ (2006: 7). Biomedical discourse does not face suffer-
ing and adversity as part of the human condition, but rather as something that 
needs to be fixed (and I as a medical professional wanted to fix it).

As a midwife, I do not call into question the inevitability and technical 
superiority of the globalization of biomedical health care. My goal in working 
in a resource-poor country was to bring about change—to lower maternal and 
child mortality rates. My idea of agency was to take action to bring about 
change. But, for the mothers of Farabako, agency can be geared towards non-
action, because to take action is not ‘correct’ behaviour for a woman. By 
studying this non-action as agency, I have come to a better understanding of 
women’s ‘inertia’ as a response to health adversity. Yet, I have argued that in 
the context of the globalization of biomedicine, women’s strategy of avoiding 
shameless behaviour can no longer be considered the most adequate strategy 
for reducing child mortality. While shame may succeed as a strategy to avoid 
social risk, shame can also lead to problems in accessing the biomedical health 
care necessary to treat or prevent physical risk.45

Conclusion
This chapter has shown that poverty, disease, lack of reproductive choice, and 
difficulty in accessing adequate biomedical health care are factors within the 
vulnerability context that expose the children of Farabako to physical risk. I 
have argued that this exposure to physical risk is mediated by the mother’s 
capacity to cope and the potential risk of shame that she faces.

With the arrival of biomedical health care facilities in the area, money is 
required to ensure adequate biomedical health care. But in Farabako there is no 
money; social and symbolic capital is generally the only means of accumula-
tion of resources. In Farabako, there is a complicated relationship between 
social capital and shame. If a woman has shame, she is seen as trustworthy 
which heightens her social capital. But at the same time, in the context of 
extreme poverty, shame makes it difficult for women to draw on this social 
capital, because if a woman has shame she would rather not ask for help from 
someone who most likely has nothing. Poverty and mistrust limit the capacity 
of social capital to generate the funds needed. Thus symbolic capital, in the 

45 Similarly, Iliffe (2005: 364) shows how African notions of male and female honour work as 
obstacles to the behavioural changes necessary to prevent the transmission of HIV/AIDS.
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form of the embodied cultural value of shame, becomes an important deter-
mining factor in health seeking behaviour. But shame is not only embodied, it 
is also actively used by women in constructing their identities as ‘good women’ 
when faced with health adversity. In the end, when your child is ill and the 
means run out, it is most important to be a good woman who has shame; mor-
als really matter (see also Kleinman 2006). Having shame is honourable in the 
vulnerability context of Farabako and accepting suffering is agency.

To understand the simultaneity of parental love and care and not taking 
action when a child is ill, it is important to look at the risk of a child’s death, 
shame and social exclusion, as well as the means by which mothers strive to 
cope with these risks. The concept of vulnerability context was constructive in 
understanding why social risk mediates physical risk in the therapy manage-
ment of children’s illnesses, but in order to understand how this social risk of 
shame works, we first need to look more closely at the concept of shame.




