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7. ILLNESS NARRATIVES OF THERAPY MANAGEMENT: 
THE MULTIPLE SOCIAL REALITIES OF ILLNESS

The focus of this chapter is on the particularities of therapy management of 
children’s illnesses in Farabako. What do therapy group members do (and not 
do) when a child becomes ill and what are the illnesses children suffer from? 
In international public health research, surveys are used in certain countries to 
try to explain the high rates of child mortality. The underlying assumption of 
this research is that a proper understanding of health-seeking behaviour has the 
potential to reduce delay in diagnosis, increase treatment compliance and 
implement effective health promotion strategies. My goal was to contribute to 
this research with a qualitative exploration of how people reach therapy man-
agement decisions in the context of their daily, socially and culturally embed-
ded lives and in a context of medical pluralism. In short, I explore the micro-
politics of decision-making about health care strategies at a household level 
(cf. Kamat 2008).

To be more precise, in this chapter, I look beyond cultural knowledge and 
etiological beliefs to the variations in the therapeutic pathways that household 
members follow. It is not my goal to reify cultural perceptions and representa-
tions of health as independent variables, but to evaluate them in relation to 
local contingencies, economics and politics of responsibility (cf. Nichter 
2008). I first present the various research methods I applied, successively. In 
my empirical research how various household members represented a child’s 
illnesses was an issue. Therefore, I give a short literature review of how illness 
narratives can be viewed as performative representations. I then give a case 
study of the household therapy management of a child’s illness episode. The 
analysis of this case study and additional case studies shed light on the multiple 
social realities of illness in Farabako, and the various ways illness narratives 
are produced in the dialogue between respondent and interviewer. The previ-
ous chapter highlighted medical ethics and the role of moral discourse in the 
use of, and access to, (bio)medical health care. This chapter highlights the 
influence of the local moral and gender discourse on illness representations in 
Farabako. The chapter shows that in order to understand the therapy manage-
ment of children’s illnesses, one needs to understand that the medical system 
in Farabako operates as a social system and the details of how that system 
works are essential to understand child mortality.

Methodology
To first obtain information on what kinds of illness children in Farabako suffer 
from, I started with a series of free-listing interviews with healers ( ,
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somaw and herbalists) and parents. I asked all of them to name all the children’s 
illnesses that they knew (see Appendix 2). The illness categories that were 
named most often, as serious children’s illnesses in Farabako, were: sumaya,

 and . The illness term sumaya corresponds to the biomedical 
category of uncomplicated malaria.  was a serious illness with convulsions 
that was caused by a bird-witch that ‘eats’ children in the night, according to 
some. Others spoke of  as the aggravated form of sumaya; ‘sumaya
becomes ’. This leads me to believe that  corresponds with the bio-
medical category of cerebral malaria, yet I suspect that the term is also used for 
all (near) fatal infections. , ‘a fever of the teeth’, or literally teething 
illness, is an illness term used commonly to describe a large range of ailments 
afflicting very young children. It is considered dangerous and can be fatal. The 
symptoms often, but not always, include fever, vomiting and diarrhoea. 

 does not correspond with a single biomedical category. After these 
free-listing interviews, I had a beginner’s vocabulary of childhood diseases in 
Farabako, and I could talk with parents about their children’s illness episodes.

I proceeded by conducting in-depth interviews with mothers, fathers, 
mother-in-laws and healers about the same illness episode of a child that had 
taken place in the past year. In total, I collected seventy illness narratives. After 
asking my respondents to recount the illness episode of a child, I subsequently 
conducted a survey based on the WHO verbal autopsy list (Soleman et al. 
2006) A verbal autopsy includes lists of symptoms used in health surveys to 
determine the cause of morbidity and mortality in settings where there are no 
medical records. In this chapter, I focus mainly on the eleven cases in which I 
had interviews with two or more therapy group members concerning the same 
illness episode.

Illness narratives as performative representations
Patients’ illness narratives have been viewed as a significant source of infor-
mation in the overall process of arriving at a more complete picture of the 
clinical problem and are helpful in sorting through and resolving problems of 
diagnosis and treatment (Kleinman 1988). Although patients’ stories are clearly 
a significant source of data, they are usually treated from the standpoint of the 
biomedical model of illness, with an emphasis on their utility for physicians to 
achieve their clinical tasks more effectively.

Simply defined, narrative refers to the stories people tell about various 
phenomena (including their experiences of illness), while discourse refers to 
the more general process of verbal communication or conversation. Narrative 
cannot be examined as a self-contained and independent text; it is a constructed 
reality. In other words, the significance of a narrative does not depend on the 
text, but rather on how people construct and use the text to generate particular 
meanings in specific contexts, and how others interpret and react to the mes-
sages they receive (Migliore 2001).
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As Good suggests, stories (in this case parents’ narratives of their children’s 
illness episode) ‘are a means of organizing and interpreting experience, of 
projecting idealized and anticipated experiences, a distinctive way of formulat-
ing reality and idealized ways of interacting with it’. An illness narrative is not 
simply a way of depicting reality, but a way of constructing it (1994: 80). An 
illness narrative can be seen as contextual co-production. Together, my 
respondents and I constructed multiple representations of therapy management 
in Farabako. Ultimately, I used an interpretive approach in which I attempted 
to gain insight into the meaning produced by the inter-subjective experience of 
health and illness (cf. Good 1994). I address the question of how parents’ ‘sto-
rying’ their children’s illnesses functioned for them, and how this helped them 
understand and adapt to their problems within the socio-cultural contexts of 
their lives (cf. Hyden and Mishler 1999).

Narratives can be described as inter-subjective and emerging from negotia-
tions between the narrator and interviewer. These negotiations occur in the 
context of community and culture. Radley and Billig state, ‘People use health 
beliefs to make themselves accountable to others and to articulate for others 
their own position in the world’ (1996: 222). In the particular context of my 
research, ‘others’ refer to me, the anthropologist-midwife conducting the inter-
views. The conditions wherein the interviews took place—the research project 
(and the fact that it was part of a medical development project), the objectives, 
the interviews, etc.—must be considered while analysing parents’ accounts. In 
other words, illness narratives are not only reflexive accounts of the past; they 
also create future possibilities. Illness narratives are action oriented and per-
formative. ‘Illness narratives may thus respond to the disruption of identity, 
creating a new place in the social world that resolves conflicts and difficulties 
rooted in the broad context of the teller’s life’ (Hunt 2000: 90). Individuals can 
use a narrative as a strategic device to achieve certain effects in social interac-
tions, for example, to assert their own moral value as parents or to justify their 
own actions (see also Riessman 1990; Gammeltoft 2006).

In one of the few studies of parents’ narratives of their children’s illness, 
Lauritzen (2004) found that parents (notably mothers) seem to base their 
understandings of their children’s health on detailed observations of the child’s 
body, bodily changes and behaviour. At the same time, their accounts of child 
health were intertwined with presentations of themselves as parents and often
as devoted and competent parents. In this process, the values of health and 
what they understand as important indicators of child health or illness surfaced 
in interesting ways in their stories. In Farabako, similarly, the accounts of child 
health by therapy management group members were intertwined with presen-
tations of themselves as competent parents, successful healers, and obedient 
daughters-in-laws, etc. as is illustrated in the next case study.
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Varying accounts of Baba’s illness episode: A case study of household 
therapy management
This case study is based on the illness narratives of one therapy management 
group. These narratives tell of the illness episode of Baba, a one-year-old boy. 
The household that forms Baba’s therapy management group is headed by: the 
child’s grandfather, Mamaduba Kante; his second wife, Dusuba Sinayogo; the 
father of the child, Kanda Kante; Kanda’s first wife and mother of the child, 
Fatumata Kante; Kanda’s second wife, Sise Kante and ten children (see figure 
1). A month before the interview, Baba had been ill for several days, but 
recovered quickly after having received traditional and biomedical treatment. 
Each family member had his or her own representation of little Baba’s illness 
episode.

Father Kanda’s account
According to Kanda, the first day that Baba was ill he had had a fever in the 
night. In the morning, his wife Fatumata told Kanda that she had not slept that 
night. Kanda saw that it was serious because the fever was high and the child 
had not slept. He decided that he would go to the doctor in Nioumamakana, but 
first he gave Baba traditional medicine because he was fearful and woke up 
frightened. Kanda called this illness ‘siran’ (‘fear’); the child saw something 
that scared him, ‘like a bad dream’. Kanda gave the medicine to protect Baba 
against sorcery. Sorcerers are considered to be beings that are selfish; they can 
transform themselves and do evil. Kanda is a soma. He told me that someone 
had wanted to harm him, but could not hurt him because he is strong and pro-
tected by his amulets. So that person tried to hurt the child instead.

Kanda based his explanation of what had happened on what he discovered 
during a sand divination. As a soma, he consults the sand when a child has a 
headache or a stomach-ache that does not go away. He sees in the sand if the 
child will live or not, and which medicine will help. In the case of his own 
child, Baba, the sand told him that the child would live. However, he said that 
even if the sand had said the child would die, he would have taken Baba to the 
doctor anyway, although it probably would not have helped.

Kanda took Fatumata and the child on the motorcycle to the doctor in Niou-
mamakana. The doctor diagnosed sumaya (uncomplicated malaria) and gave 
him a bottle of syrup and tablets that cost 2,250 FCFA (3.5 euros). The father 
found the treatment to be effective as on the second day, the child was much 
better.

The symptoms that Kanda mentioned spontaneously were fever, not sleep-
ing, and fear. Only after I asked him directly, did he mention that Baba was also 
coughing and vomiting, and that his fontanel was sunken.

Mother Fatumata’s account
According to Fatumata, the first day that Baba was ill, he vomited and had a 
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Grandfather 
Mamaduba Kante

1st wife (†)

 (†)

Father Kanda 

Mother Fatumata 

 (†)

 Musa

 Madi

 Fanta

 Baba

2nd wife Sise

 (†)

 (†)

 Seguba

'Grandmother'
Dusuba

 (†)

 (†)

 Maramuri

 Madu

? (†)

 (†)

 Kali

 Hawa

 Mariamu

Figure 1. Household members of infant Baba’s therapy management group 
(where no name is mentioned this person is deceased or no longer living in 
Farabako)
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fever. Fatumata showed Baba to her husband, Kanda. They saw that it was 
serious because the infant did not drink. Fatumata also showed Baba to her 
mother-in-law Dusuba. It was so serious that they decided not to give him 
traditional medicine first. Although Kanda and Dusuba knew right away that 
Baba had sumaya (uncomplicated malaria), Fatumata did not know what it 
was. Kanda took the child on the motorcycle to the doctor in Nioumamakana. 
The doctor diagnosed sumaya and gave syrup and tablets. Fatumata does not 
know how much the medicine cost. She found the treatment to be effective.

After four days the infant was better, he drank and ate again. He no longer 
vomited and was playing. Fatumata did not give Baba traditional medicine. 
Dusuba had traditional medicine for  (fever of the teeth), but Fatu-
mata saw that this was another illness.

Fatumata spontaneously mentioned the symptoms of fever, vomiting, not 
drinking, and not playing. After I asked her directly, she also said the child had 
lost weight.

‘Grandmother’ Dusuba’s account
On the first day of Baba’s illness, Fatumata (his mother) showed her the infant, 
it was as if the child was injured in his chest—she saw that it was mugu. She 
saw this because when she picked the child up, he started to cry. Mugu is 
caused by children falling while playing. She gave the child a traditional 
medicine called kolokolo,63 but this did not work so she tried another medicine, 

,64 which was also not effective.
On the third day, Baba had a fever and was always sleeping. Dusuba now 

thought his illness was becoming 65 (a serious illness with convul-
sions). Kanda decided to take the child to the doctor. Kanda said that it was not 
mugu, but he did not say what he thought it was. The same day the infant was 
better. Dusuba does not know what the doctor said or did because Kanda did 
not tell her. She knows that Kanda performed a sand divination, but he told her 
nothing about it.

The symptoms that Dusuba mentioned spontaneously were pain in the 
chest, crying when picked up, fever, and sleepiness. After I asked her directly, 
she also named coughing, difficulty breathing, diarrhoea, vomiting, a swollen 
belly, a stiff neck, spasms, loss of weight and paleness of the skin.

Baba’s case is interesting for it shows the multiple representations of one 
illness episode by members of the same therapy management group (see Fig-
ure 2). Each member of the therapy management group agreed that little Baba 
had had a fever and was taken to the doctor. But each member gave a very 
distinct account of events. Each person emphasised specific aspects of what 

63 Pericopsis laxiflora, Bailleul (2000).
64 Opilia amentacea, ibid.
65  is different from ‘ ’. Both denote a serious illness with convulsions. With 

, the child has open fists, while with  the fists are clenched.
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had happened. To understand how and why these accounts differed, one needs 
information on the context in which these narratives were told.

Therapy group 
member

Symptoms Diagnosis Therapy Duration 
of illness

Father Fever
Fear

Siran Sand
divination
Traditional 
medicine
Doctor

2 days

Mother Fever
Vomiting

Sumaya Doctor 4 days

‘Grandmother’ Chest pain
Fever
Sleepiness

Mugu Traditional 
medicine
Doctor

3 days

Figure 2. Multiple representations of one illness episode

Context in which the narrative was told
It is not clear if Mamaduba Kante, the grandfather, was consulted during 
Baba’s illness episode (no one mentioned it), but it is highly likely that he was, 
as he was the head of the extended family (dutigi) and lived in the same com-
pound with Kanda and his wives. Mamaduba was in his seventies. He was the 
oldest inhabitant of Farabako and bedridden at this time. Sadly he died a few 
months after the interview I had with him. Mamaduba was known for his 
knowledge of children’s illnesses. He was a soma, as is his son Kanda.

Of Mamaduba’s sons, Kanda is the eldest son who is currently living in 
Farabako. Kanda is a good-looking man approximately 35 years old. He has 
two wives and six (living) children. Kanda, as almost all men of his age group 
and older, had not had formal schooling and cannot read and write. He speaks 
only a few words of French. Kanda makes money doing sand divinations in 
Bamako and the nearby goldmines. In 2009, he spent two months doing divi-
nations in Kayes. A sand divination for a client wanting to get a job can bring 
in up to 50,000 FCFA (80 euros) and can take years. A sand divination to treat 
an illness is only paid for if the treatment is effective. Kanda seemed a bit more 
cosmopolitan than most men in Farabako. He sometimes wore colourful track-
suits with gold chains rather than a boubou (a wide sleeved robe worn by men 
in much of West Africa). His wives were among the best-dressed women in the 
village. Kanda seemed a bit more prosperous than the other men in Farabako.

In 2007, Kanda told me that he had a ‘photograph’ of the snake  that 
roams around Farabako. The ‘photograph’ turned out to be a photocopy of a 
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drawing of a snake that Kanda had drawn himself after having seen the snake 
 in his dream. He sold this drawing to me for 10,000 FCFA (15 euros) while 

letting me know that this was a special price for me.66 In Bamako, he sold them 
for much more. Kanda told me that this ‘photo’ of the snake  of Farabako 
would protect me.

Of all the somaw in Farabako, Kanda was the only soma who did not col-
laborate with me medically. The other somaw consulted me when they thought 
one of their patients needed modern medicine. I consulted with them when I 
was ill or when a patient came to me with symptoms that I did not recognize. 
The somaw had no problem with me treating their patients. They told me that 
they found Western medicine and traditional medicine to be complementary. 
Only Kanda seemed to have another opinion, and did not want me to treat his 
patients.67

Kanda did not object to his second wife Sise delivering her baby at the 
maternity clinic, but he did object to paying the bill afterwards. The midwife, 
Jeneba Kante, on her own initiative had hiked up the price for the delivery as a 
penalty because Sise had not come for prenatal check-ups. Kanda refused to 
pay the bill for the delivery because the midwife ‘had not done anything’. 
When I asked what he meant, my translator explained that the midwife had not 
given an injection thus she had not done anything special. Kanda is the only 
villager who (in this oblique way) voiced his doubts on the usefulness of the 
clinic.68 Kanda’s account of his son’s illness was a story of sorcery and sand 
divination that positioned him firmly as a soma.

Fatumata Kante, Baba’s mother, is Kanda’s first wife. She is approximately 
28 years old and has delivered five children. Her first child died at one due to 
a ‘fever of the teeth’ ( ) for which she had not sought biomedical 
help. In 2007, when I asked Fatumata her reproductive life history, one of the 

66 I paid for chickens, a goat and a sheep that were needed as sacrifices during divinations 
done for me by another Kante family member. I also gave money for a ceremony to honour the 
fetishes of the Kante family. But, Kanda was the only one to ask directly for money for his ser-
vices.

67 While I was walking through the village one morning I saw a woman who I had not seen 
before. She had a bandage on her foot. She was clearly in pain and leaning heavily on a crutch. I 
asked her if she wanted me to look at her foot. She said no. When I asked why not, she told me that 
she had been to a doctor and that he had ‘cut her with scissors’ and that she was afraid of the pain. 
When I told her that I promised I would only look, that I would not hurt her, she still refused. She 
told me that she was a patient of Kanda. She was from another village, but was staying in Farabako 
for her treatment. She also told me that Kanda did not want me to treat her. A month later she was 
still limping badly. The week before I was to leave Farabako and return to the Netherlands she 
hung around in the compound where I was staying. She had seen that I had treated another young 
woman with an infection on her leg, and that this girl was now walking again without pain. She did 
not ask outright for my help and I did not dare treat her for fear of ruining the relationship I had 
with Kanda. 

68 This is not to say that Kanda and I didn’t get along, we did. He was always friendly and 
came to greet me every morning (his compound was next to the one I was staying in). When I was 
ill, he brought me tea bags. It is a running joke that he wants to marry my daughter.
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questions I asked was if she had ever been to a hospital. She told me she had 
been to a hospital five years ago when her husband had beaten her so badly that 
she had to seek medical help in Bamako. She also told me that the difficult 
relationship between her and her husband was the reason she wanted to use 
contraceptives, but she was pretty sure he would not approve. She said:

Men want many children. A woman with few children is looked down upon, 
but mostly by men. Men want children quickly one after the other, women 
don’t.

Fatumata was unable to use contraceptives and had a baby boy, Baba, in 2008.
Fatumata’s household is not always a harmonious one; she openly dislikes 

her co-wife Sise, and they quarrel a lot. Fatumata insinuated during our inter-
views that Sise did not take good care of her own children and did not help out 
with the household chores. During my visit in November 2009, Fatumata and 
Kanda had been fighting and Fatumata was visibly unhappy. No one wanted to 
tell me what the fight had been about, but the tension in their household was 
palpable.

In 2008, Fatumata had a personal income of 25,000 FCFA (40 euros) from 
cultivating her field. In 2009, she had made another 25,000 FCFA by working 
in the gold mine. In that year she had not asked anyone for financial help. She 
told me that even when one of her children is very ill she does not ask others 
for money (except for her husband and her husband’s brother). She said that 
she has shame; she is afraid they would say no. If one of her children is ill, she 
gives them traditional medicine for a few days. If this does not work, she would 
take the child to a doctor, but transport is a problem: ‘It is difficult to ask 
someone when your husband is away’. Fatumata was happy that medicine was 
now available in the pharmacy in Farabako.

Now, with your arrival at Farabako, you have helped motherhood a lot. Our 
children are taken care of easily these days and this puts us at ease and saves 
us from shame. We would like it a lot if you would carry on bringing us 
help, especially medical help. The care brought to the motherhood of Fara-
bako assists enormously in the realm of the children’s health and that of the 
mother’s. We are taken care of at home without the worry of having to go 
elsewhere, which costs a lot. And all this is thanks to you, Dusuba [=LH]; 
this is why we are always ready to talk to you.

My translator, Abdulaye Traore, asked me several times to let Fatumata work 
in the clinic. He told me that he found that Fatumata was very intelligent. One 
day he brought Fatumata to me and asked her to read to me to persuade me to 
let Fatumata work in the maternity clinic. She immediately took on a humble 
demeanour and sat on a small stool, much lower than the one I was sitting on, 
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and with great difficulty read aloud a few sentences out of a book. This was the 
book Abdulaye had been teaching her to read from. She knew these few sen-
tences by heart. I found this kind of initiative and ambition unusual for women 
in Farabako. Fatumata wanted to work in the maternity clinic with me. In her 
account of her son’s illness, she stressed her faith in doctors and biomedicine, 
which was the opposite position of her husband.

Dusuba Sinayogo is the second and youngest wife of Mamaduba Kante and 
was the co-wife of Kanda’s mother (who is deceased). She is now the only 

in the household. She is in her late forties and has had eleven 
children of whom four have died.

Dusuba is a potter, as many blacksmith women are. She sells her clay pots 
and the peanuts she has harvested at the market in the nearby village of 
Sakorodaba. Last year this brought in 50,000 FCFA (80 euros). If she needs 
money, Dusuba has no one to ask because everyone knows that ‘she has noth-
ing’ (which means she will have difficulty repaying). She can’t ask Kanda for 
money because there is a conflict between them (that she does not want to talk 
about).69 She has asked men of the Keita family for money when one of her 
children was seriously ill, but did not get any. She could ask her friend (a 

of the Kante family) for money but she usually doesn’t have any 
either. She complained that Kanda’s wives do nothing for her. Her husband 
cannot help her because he is ill (and old). For practical support she must turn 
to her sons, but they are still relatively young. Her oldest son often drinks 
alcohol and she worries about him. Dusuba presented herself to me as a woman 
with a very small support network and as a victim of uncaring family members.

Dusuba said that many people come to her when their children are ill. She 
is good at treating  (a kind of ), dino (cold) and difficulty breath-
ing. She acquired this knowledge of traditional medicine from the mother of 
the village chief (a woman of the Keita family). Dusuba had given her clothes 
as payment for this knowledge. She told me that in the past year she has treated 
five children (not all in her own household). Although Dusuba extolled her 
knowledge of traditional medicine for children’s illnesses, Fatumata, her 
daughter-in-law, said that she only had medicine for one illness— .
Dusuba gave an account of the child’s illness that stressed her importance in 
the household as a with indispensable knowledge of traditional 
medicine.

69 Structurally, in the Mande world, there is competition between the sons of co-wives for 
family resources. This is possibly the reason Dusuba does not get along well with Kanda, the son 
of her former co-wife.
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Conflicting stories

Symptoms and diagnoses
As was the case with Baba’s illness, in other cases, it was rare that two people 
within a therapy group named the same symptoms of an illness episode (see 
Appendix 5). For example, in the case of one-year-old Baba’s symptoms, his 
mother named vomiting and fever, his father only fear and fever and the grand-
mother named pain in the chest and fever. Very few symptoms were named 
spontaneously. Similarly, the grandmother of Bobo Kante (household 8), in an 
interview the day after her grandson had died, named only skin lesions when I 
asked what was wrong with the child. His mother named only diarrhoea as a 
symptom. I had seen the child the day he died; he had had a fever, diarrhoea, 
and was extremely emaciated with oedema of the face and feet. In the case of 
the five-year-old Mambi Kante (household 9), the only symptom of his illness 
episode that his mother mentioned was fear; the child was afraid of something 
‘he saw’. Only after I asked her specifically, did she also name diarrhoea, a 
swollen belly, difficulty breathing and erythema over all of the child’s body.

The few times that all members of a therapy group named the same symp-
toms, they gave differing diagnoses. For example, in the illness episode of 
Faseme Kante (household 4) all the members of the therapy group named diar-
rhoea as symptom, but each gave one of the following diagnoses: 
(fever of the teeth),  (coughing) and sumaya (uncomplicated malaria). 
The one therapy group whose members all gave the same diagnosis (of sumaya)
for an illness episode, each named different symptoms (household 2). In the 
majority of cases, members of a therapy group named symptoms and diagno-
ses that differed.

Mothers, especially young mothers, seldom named a diagnosis; they spoke 
in terms of symptoms. The same was true for young fathers (unless they were 
somaw). Both often told me that they did not know what illness their child had, 
and left it to their elders to name the illness.

Diagnoses sometimes changed over time. For example, in the case of 
Mambi Kante (household 9), the child’s father, a soma, first gave the diagnosis 
of , an illness caused by . He sought treatment for his son from a 
soma living close to the Guinean border, a specialist in curing diseases caused 
by jinn. When this therapy did not prove to be effective, the father concluded 
that it must be another illness—sumaya—and he took his son to a doctor.

Treatment
As for Baba’s illness episode, the accounts by various therapy group members 
of the treatment given to a sick child often differed. For example, one mother 
told me how she had bought Nivaquine tablets (an anti-malarial) from a travel-
ling drug seller and paracetamol syrup at the maternity clinic in Farabako for 
her son who was ill. Her husband said nothing to me about the treatment his 
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wife had already given the child, but told me that he took the child to the 
herbalist and bought Amoxycycline (an anti-biotic) at the maternity clinic. The 
mother-in-law did not mention the herbalist or the antibiotics, she stressed the 
role of her other son whose incantations had cured the child (household 7). 
How and if fathers and mothers and mothers-in-law communicated about 
therapy choices was not always clear. The mother did not always know what 
action the father had undertaken and vice versa. Men often did not mention that 
their wives had consulted the . For example, one father knew that 
his wife had taken their child to the , but he did not know which 

his wife had consulted or what she had said or done.
There were often also conflicting accounts of who had paid for the treat-

ment. Usually fathers told me that they had paid for the treatment, while sev-
eral mothers-in-law assured me that they had paid for the treatment themselves 
(e.g. household 6).

Duration of illness
Within one therapy management group, there were often conflicting accounts 
of how long the illness episode had lasted. This was also the case in the 
accounts of Baba’s illness episode, although the difference of two to four days 
was not as great as in narratives from other households. In the interviews, I 
asked the respondents to describe the first day their child was ill. Mothers often 
started counting on the day they took action; they seldom counted the days 
leading up to the full-blown illness. Fathers, who had been absent, often started 
counting from the day they saw their child, and often did not know how long 
the child had been ill before they came back. The discrepancies were some-
times quite significant. One mother said her son had been ill for thirty days, 
while her mother-in-law told me the child had been ill for ninety days (house-
hold 3).

Not all therapy management groups gave conflicting stories of an illness 
episode. Of the eleven households for which I was able to interview two or 
more members of the therapy management group, three household members 
told similar narratives. These cases concerned families that were a bit more 
prosperous and who had extensive ties with Bamako or had migrated to the 
outskirts of Bamako. For example, one of these households (household 2) was 
headed by Fasuru Keita. Fasuru is a merchant who owns the only (small) shop 
in Farabako where he sells rice, sugar, coffee and candy. He is also the local 
gold buyer. He buys the gold that inhabitants of Farabako have found in the 
mines nearby. He owns a motorcycle and frequently goes to Bamako. His wife, 
Masitan, sometimes helps out in the maternity clinic. She has had some school-
ing and is one of the two women in the village who can read and write. Fasuru, 
his wife and his ‘aunt’ all named similar symptoms and mentioned the diagno-
sis sumaya when describing one of their children’s illness episodes. All mem-
bers also stressed the importance of biomedicine.
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Health surveys: The child gets lost in the telling
Why do members of the same therapy management group often tell such dif-
fering stories about their sick child? And, what can one conclude from such 
conflicting accounts of one and the same illness episode? I will attempt to 
answer these questions in this section.

The illness narratives presented above say little about the biological facts of 
children’s illnesses in Farabako. They do not fulfil a Western health profes-
sional’s need for (biological) explanation and scientific closure. I still do not 
know from which (biomedical categories of) illnesses little Baba and the other 
children in Farabako suffer. There is no such thing as an ‘actual illness epi-
sode’, or if there is, an illness narrative cannot ‘uncover’ it. Language (and 
health surveys) do not have a direct link to the ‘objective reality’ of a disease, 
but rather they are a link to multiple social realities of illness. The narratives 
did give insight into how ideal gender roles are affirmed and contested and 
how medical knowledge is gendered within the medical pluralism of Farabako.

Positioning within medical pluralism and status within the household
So why all these differing stories about the same sick child? One reason, I 
argue, is that various therapy management group members had different stakes 
in telling me the story of their child’s illness episode. My stake in listening to 
their stories was to gain information that might improve the health situation for 
children. It is possible that the respondents’ stakes in talking to me were not so 
much about the health of their children. Perhaps they did not see me as some-
one who could improve their health situation. I believed that I was bringing 
‘the truth’ of biomedicine to Farabako, while they perceived ‘my medicine’ as 
one of many alternatives. Biomedicine was perceived as complementary, not a 
replacement for traditional medicine. If many illnesses are seen to be caused 
by sorcery, and living and dying are determined by God, what can one midwife 
from Peyiba do? They did see me as bringing money and opportunity to their 
village and were keen on nurturing the relationship between the Netherlands 
and Farabako. My respondents’ stakes included being connected to the mater-
nity clinic (and money from the Netherlands) and receiving free medical con-
sultations during my stay. Their stakes also included asserting their own status/
power/importance in therapeutic decision-making and treatment within local 
medical pluralism.

Positioning oneself within medical pluralism cannot be seen separately 
from relational power dynamics in a household. In the case study above, the 
father, Kanda Kante, was the only soma in Farabako who did not want me to 
treat his patients. His account of his son’s illness is a story of sorcery and sand 
divination, thus firmly positioning him as a soma. His wife Fatumata wanted 
to work in the maternity clinic with me. In her account of her son’s illness, she 
stressed her faith in doctors and biomedicine. Dusuba is the second wife of 
Kanda’s father. She and Kanda, the son of her former co-wife, had a structural 
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authority conflict. Her position (although she was the only in the 
household) was difficult as her husband was dying. Her account of the child’s 
illness stressed her importance as a with indispensable knowledge 
of traditional medicine.

Contesting/affirming ideal gender roles
In most narratives, men presented themselves as good providers, women pre-
sented themselves as obedient wives and daughters-in-law, and mothers-in-law 
presented themselves as knowledgeable and indispensable for protecting the 
family. Thereby, all affirmed their ideal gender role and status within the house-
hold. As we have seen in Baba’s illness episode, his father presented himself as 
a devoted parent and good provider. The mother deferred to her husband and 
mother-in-law. And the mother-in-law was important in protecting the family. 
But, illness narratives were also a medium by which ideal gender roles could 
be contested without openly criticising the gender order. In her narrative, the 
mother Fatumata positioned herself firmly on the side of biomedicine which 
was a position opposing her husband’s position of a soma who did not want to 
collaborate with biomedicine. Ten months earlier, in an illness narrative about 
another of Fatumata’s children, she had stressed her husband’s knowledge and 
that it was not necessary at the time to give the child anything other than his 
traditional medicine. In the context of her unhappy marriage and recent fights 
she was having with her husband, it is possible that her most recent narrative 
was an act of defiance. Illness narratives gave respondents an opportunity to 
complain about other members of the therapy management group

In many illness narratives, mothers-in-law presented themselves as power-
ful, competent and indispensable. They sometimes spoke of their daughters-in-
law as being incompetent, especially if their relationship was not a harmonious 
one. Mothers-in-law protect the family. They promote their sons and keep a 
watchful, critical eye on their daughters-in-law. The younger the mother is and 
the fewer daughters-in-law in the household, the lower the mother’s status. 
This makes it difficult for a young mother to make therapy decisions herself. 
In households where the father’s birth mother is deceased and a co-wife is the 
eldest woman in the household, young women have more freedom to under-
take action on their own.

Gendered knowledge: ‘Women know nothing’
Fatumata, a young mother, told me that she did not know what illness Baba 
had. When she saw that her child was ill, she immediately consulted her hus-
band and mother-in-law. In talks with me, young mothers gave the impression 
that they did not feel capable or entitled to take action when their children were 
ill and that they did not have the knowledge necessary to do so.

When speaking about health matters, my male respondents often stressed 
that (young) ‘women know nothing’. Fathers give their knowledge to their 
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sons, not their daughters. Women give their knowledge to their daughters not 
their sons. Women’s knowledge is separate from men’s. The 
have their own personal secret knowledge of children’s illnesses and their 
treatments. This knowledge is not standardised and is not freely shared with 
young mothers. Mothers will wait until their daughters are in menopause 
before sharing their knowledge of incantations. Most of my respondents had 
had no formal schooling and thus no source of knowledge other than the older 
women and what they saw and heard in the village.

When I asked young mothers to name the childhood illnesses they knew, in 
almost all cases, the mothers could name only a few illnesses (two or three). 
These were often illnesses they had seen recently in their own children or in 
neighbours’ children. For example, when I asked a mother with six children 
which children’s illnesses she could name, she answered:

 [a serious illness with convulsions],  [coughing] and 
 [fever of the teeth]. That’s all I know, these are the illnesses that 

my children have had. (Narama Keita, 27 yrs, January 2009)

When asked, Soro Keita, a first time young mother, could name only two chil-
dren’s illnesses she knew:  (pneumonia) which could be treated 
by the  and kunkolodimi (headache) which could be treated with 
paracetamol.

It is not the task of young women to make therapeutic choices. If a young 
mother sees that her child is ill she should consult her mother-in-law and her 
husband and leave it up to them to decide on the course of action. Young moth-
ers were instructed by their mother-in-law in how to use traditional medicine, 
for example, if it needed to be boiled or should be used to wash with or to 
drink. For the use of medicine against sorcery, the husband must instruct the 
mother, as one soma told me:

There are medicines that protect against sorcery. The father must tell the 
mother how to use this medicine because women know nothing of this. 
(Namagan Kante, 45 yrs, January 2009)

If a mother consulted a  she would not always tell her husband 
what the older woman had said or which treatment she had recommended. 
These consultations were women’s business as Namagan went on to tell me:

Women know which  can treat which illness; I do not know 
this because I do not consult the .

In many cases when a child fell ill, the mother would consult the eldest woman 
in the household who would advise her which traditional medicine to use or 
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which other  to consult. Often only after traditional medicine was 
given and found not to be effective would the husband take action and look for 
alternatives such as buying medicine from a drug seller or taking the child to a 
doctor.

If a father took his sick child to a doctor he would not always tell his wife 
what the doctor had said, and women did not always ask. If women went along 
to the doctor, and the doctor did not volunteer information on the nature of the 
child’s illness, the women were not accustomed to asking the doctor questions. 
Communication between household members about health matters did not 
always occur. Consensus within the therapy management group did not seem 
to be a priority in Farabako; ultimately, it was the father of the child who 
decided on the action to be taken.

Young women are given little information and are told they know nothing. 
They have embodied the notion that they do not have the knowledge necessary 
to treat their sick child. I believe that this is one of the reasons why young 
women in Farabako wait for others to take action when their child is ill. This 
passivity is further reinforced by the women’s lack of resources, as this next 
case illustrates:

Salimata Kante saw that her son Mambi was ill; he had ‘fear’ (siran), he 
‘saw something’. She took him to an old man to ask for traditional medicine 
and shea oil to rub onto the child’s skin. The old man gave this free of 
charge. After this, she undertook no further action and waited three months 
for her husband to return and take over the care, and take the child to a 
doctor (household 9). (November 2009)

I wonder if this embodiment of inferiority does not also make it difficult for 
young mothers to use the knowledge they do have in the therapy management 
of their children’s illnesses, as the next case demonstrates.

Rokia Keita came to talk to me about the fatal illness episode of one of her 
twin girls. The first twin had died of ‘sumaya in the belly’. While Rokia was 
telling this story, the surviving twin, Nasira, was sleeping in her lap. After 
the interview had been going on for about a half an hour, Nasira woke up 
and I realised that she was seriously ill. She was coughing, had a fever and 
difficulty breathing. I examined her and suspected pneumonia. All during 
the interview Rokia had said nothing to me about this twin. It seemed as if 
she did not realise how ill the child was. I asked her why she did not bring 
the child to my attention. Was it that she was waiting for me to notice her 
myself? Rokia told me no, it was because she did not think the child was 
that ill, just that she had had a cough for the past three days. When I asked 
specifically, she told me that the first twin had had these symptoms too, 
before she died. Yet she said nothing. (Fieldnotes January 2009)
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Even if young mothers, from first-hand experience, have knowledge of symp-
toms of serious illnesses, it is not clear whether they feel they can or should use 
this knowledge in therapy management, or that they are able and entitled to 
make health care decisions.

Gendered diagnoses: diagnose and treat that which you know
Because the production of knowledge is gendered, it is not surprising that 
diagnoses are gendered as well. In the case study above, the father Kanda is a 
soma. He diagnosed siran (‘fear’), an illness caused by sorcery. He was able to 
diagnose this with the help of a sand divination. He treated this illness with 
traditional medicine. His mother-in-law diagnosed mugu, an illness caused by 
falling during play, and later she diagnosed . She was able to diagnose 
this because of her extensive knowledge of children’s illnesses. Her treatment 
consisted of traditional medicine. The mother, Fatumata, stressed that she did 
not know what illness her child had.

The link between clinical symptoms and diagnosis seems to be a biomedi-
cal fixation that is not accorded the same importance in Farabako (cf. Feierman 
and Janzen 1992). The diagnosis given by villagers seems to be more depend-
ent on the age, gender and expertise of the person giving the diagnosis than on 
the symptoms.  (fever of the teeth) and  (caused by a bird 
witch) are diagnoses usually only given and treated by (female) .
Sorcery, siran, , dabali (illnesses caused by witches or ) are diag-
noses only given and treated by (male) somaw and male herbalists. Mothers, 
especially young mothers, seldom name a diagnosis themselves. They speak in 
terms of symptoms. The same is true for young fathers (who are not somaw).

The illness narratives gave insight into the multiple social realities of ill-
ness. They demonstrated how therapy group members positioned themselves 
within medical pluralism and status in the household. They also illustrated the 
ideal gender roles and how medical knowledge is gendered in Farabako.

Fitting narratives into biomedical discourse
I set out to study the household therapy management of children’s illnesses, 
and became aware of my deeply ingrained biomedical assumptions about 
medical language. It was my biomedical assumption that symptoms in a dis-
ease category simply reflect their association with an objective reality. I 
attempted to elicit illness narratives as a means of placing local knowledge in 
relation to the ‘truth’ of biomedicine. I used narratives to connect individual 
patients with my medical knowledge and experience. I tried to fit information 
from my respondents into my own biomedical categories of symptoms, diag-
nosis and treatment of children’s illnesses, and this proved rather futile. In 
Farabako, diagnoses were sometimes the result of power-related aspects of the 
consultative procedure, rather than being linked to clinical symptoms (see also 
Castle 1994). It turned out to be more fruitful to explore the view that diseases 



CHAPTER 7132

are not constituted as natural entities, but rather as social realities (cf. Good 
1977: 25). In this view, medical language has more than just a naming func-
tion—it constructs the disease.

Interpretation of illness is produced in the dialogue between respondent and 
interviewer. Illness narratives do not unlock ‘local knowledge’. Knowledge is 
relational and interaction produces and manipulates knowledge (cf. Pool 
1994). The ‘local knowledge’ derived from the participation and interviews 
with the villagers, as represented in this chapter, reflect and endorse my exter-
nal analysis of problems and solutions. I take responsibility for shaping the 
research and interpreting the events. While I describe the stories of the villag-
ers of Farabako, it is my involvement, my bias, and my values and interpreta-
tions that impose the framework that forms this narrative (cf. Mosse 2005: 14). 
I chose the topics and I recorded the information according to what I found 
relevant. I was researching the local model of health and illness while at the 
same time endorsing the biomedical model of health in the maternity clinic. Of 
course, this influenced the kind of information my informants gave me.

Focusing on the narratives and trying to fit them into my biomedical dis-
course was not productive. Looking at the conditions underlying the research 
and their impact on the type of account furnished by the respondents turned out 
to be a more successful way of gaining information on how individuals address 
relational power dynamics and gender constructions of ideal roles within the 
household production of health. These stories were not only talking about a 
medical practice, but also about a social system (cf. Nichter 2008; Janzen 
1978).

Conclusion
In this chapter, I argued that health surveys and illness narratives of parents say 
little about the ‘actual illness episode’ of the child, and that the child gets lost 
in the telling. The way parents narrate their child’s illness episode can say more 
about how the parents wish to position themselves within medical pluralism 
and how they want to present themselves towards the interviewer (and her 
development project of the maternity clinic) than how therapy management 
actually took place. The ‘actual illness episode’ of the child was often hidden 
in the illness narratives of the parents. As a consequence, I did not obtain the 
information I set out to acquire, namely information that I thought would help 
to improve (biomedical) health care provision for children. I cannot say what 
diseases these children had and after how many days what treatment was given 
to them with accuracy.

What has been presented here is a representation that I co-produced with 
my respondents during the course of my stay with them (see also Pool 1994). 
This does not mean that what are presented here as local beliefs and under-
standings bear no relation to how people in Farabako think about, and in par-
ticular talk about the therapy management of children’s illnesses. By articulat-



ILLNESS NARRATIVES OF THERAPY MANAGEMENT 133

ing the relationship between my assumptions, my methodology, my findings 
and my conclusions (comparing narratives and participant observation to 
understand the context in which narratives are told), I believe (cf. Thorne 
2009) that this representation of therapy management in Farabako has gone 
beyond just being a good story told somewhere to someone at some time.

These illness narratives, together with months of participant observation, 
did turn out to be a useful tool to learn about the social system that is the 
‘medical system’ in Farabako. This chapter has shed light on the (gender)rela-
tional power dynamics in the household production of health in Farabako. The 
next chapter will continue to focus on therapy management, and the lack of fit 
between biomedical and local medical discourses. First, however, I focus on 
the particular case of the therapy management of malnutrition in Farabako.




