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Abstract 

Non-communicable diseases (NCDs), including cardiovascular and respiratory diseases, 

cancers and diabetes, kill 41 million people each year, 77% of them in the Global South 

(World Health Organization, NCDs fact sheets, 2021). In Senegal, NCDs have been increasing, 

yet the health system appears unable to respond to emerging needs. My study seeks to 

understand why health education and information to prevent and manage NCDs are often 

unable to make a difference on the ground. I explore communicative practices, both official 

and informal, around health and food from the perspective of literacy as a social practice to 

contribute to this gap in knowledge. 

Adopting an ethnographic approach, I stayed over 10 months in Malika, a suburb of Dakar, 

where I volunteered in a local Non-Governmental Organisation in literacy and development. 

I accessed community activities relating to health and food in a cooperative house for 

ǿƻƳŜƴΣ ŀ ǿŀƭƪƛƴƎ ƎǊƻǳǇΣ ŀƴŘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƘƻǳǎŜƘƻƭŘǎ ŀƴŘ ŦŀƳƛƭȅ ŜǾŜƴǘǎΦ I observed the 

everyday environment and communicative practices that comprise local knowledges, food 

practices and gender roles. Bringing key ideas from literacy as a social practice, health 

promotion and gender, I researched how people learned and shared knowledge in face-to-

face and virtual spaces, including community-based health sites and a WhatsApp group.  

I found that the verticality of communication prevails: a command-and-control approach to 

messages and channels in the ways providers produce and disseminate health information 

and education. Moreover, the dominant use of French language in health-related texts and 

scientific literacy at both institutional and community-based levels, while the lingua franca is 

Wolof, reinforces inequalities in access and power. This one-way communication and top-

down messaging positions patients as health consumers, disregarding important 

ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ŀƴŘ failing to challenge gender roles. I argue that exploring 

health literacy through the contextually embedded concept of health communicative 

practices has the potential to enhance the impact of health education and communication in 

ways that can empower communities to make informed choices. This is particularly 

important in the absence of a supportive health infrastructure.   
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Chapter 1 - Introduction 

1.1 Introduction 

άSenegal is fated to be diabeticέ ǘƘŜ ŦŀǘƘŜǊ ƻŦ Ƴȅ Ƙƻǎǘ ŦŀƳƛƭȅ ǘƻƭŘ ƳŜ ǿƘŜƴ ǿŜ ǘŀƭƪŜŘ 

about the increasing prevalence of diabetes. He did not sound worried but rather 

resigned; he explained that rice was cheaper than local cereals. It was the main 

ǎǘŀǇƭŜ ǿƛǘƘ ōǊŜŀŘΣ ǎƻ άǘƘŀǘΩǎ Ƙƻw it isέΦ  

Fieldnotes, Malika, 27/03/19 

Diabetes has increased faster in the Global South1 than in the Global North; in Senegal, the 

challenges within non-communicable disease prevention and in accessing care, along with 

changes in dietary patterns linked to economic development and urbanisation, have 

increased the risks (Abrahams et al., 2011; République du Sénégal, 2016; Belue, 2017). The 

reaction of my participant above illustrates how daunting it is for the lay person to address 

social determinants of health (Chinn, 2011). Are there any other factors that inhibit action 

around food? What are their beliefs and knowledge about the disease? What kind of health 

education and information is provided to prevent and manage diabetes? 

This ethnographic study deals with health and nutrition education in Malika, a suburb of 

Dakar, in Senegal, by exploring some of the learning spaces where Malika residents can 

access, produce and share health-related information. My purpose is to contribute to health 

literacy debates by investigating the local learning and food practices and sharing of 

 

1 Throughout the thesis, the terms Global North and Global South will refer respectively to countries with high 
economic and social growth (largely, but not exclusively, countries in Europe, North America, East Asia and 
Australasia) and those with lower growth (largely but not exclusively in the rest of Asia, Africa, Arab countries, 
Latin America and the Caribbean). These terms tend to transcend the power relations and its connotations 
conveyed in the dichotomy "developed" and "developing" countries. 



   

 

2 
 

knowledge within communities and families. I set out to investigate how health education 

and information could build on these social practices. 

Through my initial fieldwork, my investigation became focused on diabetes management as 

a case study; this came about through my meeting with Nene, a diabetic middle-aged 

mother. Through her experience and through accompanying her (e.g. to medical 

consultations, everyday activities), I was able to investigate broader questions around health 

education. It is a study about the complexities involved in learning about health and the 

provision of health education; it also includes the challenges patients face when trying to 

adopt practices more conducive to health, in an environment that is not always supportive. 

!ǎ L ŜȄǇƭŀƛƴ ƛƴ ǘƘŜ ƴŜȄǘ ŎƘŀǇǘŜǊΣ ǘƘƛǎ ǎǘǳŘȅ ŘƻŜǎ ƴƻǘ ŦƻŎǳǎ ƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǘŜŎƘƴƛŎŀƭ ǎƪƛƭƭǎ 

and assets as understood in current conceptualisations of health literacy. Rather, it seeks to 

document health communicative practices in non-formal and informal learning 

opportunities in health-care settings and beyond, such as in the home and via online 

communication. In order to do this, I draw on the ideological model of literacy that 

challenges the universal skilled-based approach (Barton 2007; Street 1984) by 

conceptualising literacy as a variety of social practices that are embedded in ideology and 

community activities. The universal skilled-based approach tends to frame the concept of 

ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅ ƛƴ ƘŜŀƭǘƘ ǊŜǎŜŀǊŎƘ ŀǎ άǇǊƻƳƻǘƛƴƎ ŦǳƴŎǘƛƻƴŀƭ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅ όΧύ ŀƴŘ ǘƘƛǎ 

ƴŀǊǊƻǿ ŎƻƴŎŜǇǘǳŀƭƛǎŀǘƛƻƴ ƛǎ ΨǊŜƛƴŦƻǊŎŜŘ ōȅ ŀ ƘŜŀƭǘƘ ŜŘǳŎŀǘƛƻƴ ƳƻŘŜƭ ǘƘŀǘ ŜƳǇƘŀǎƛǎŜǎ 

informatiƻƴ ƎƛǾƛƴƎΩέ (Fairbrother, Curtis and Goyder, 2016: 477).  

In this introductory chapter, I introduce my research project and the structure of the thesis. 

However, before I do that, and in line with the theoretical stance and ethnographic 

approach, I start by contextualising the research, describing my motivations to study literacy 

as a social practice that draws from previous experiences living and working in different 

contexts. It is important to share how these experiences have moulded this thesis and how 

the perceptions built through my previous work as a practitioner in adult literacy and 

learning, led to the motivation to learn to work in a more sensitive way. I also reflect on how 

these last four years of exploring the implications of the ideological model for learning about 

health, have helped me to understand my role differently.  
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1.2 Studying literacy as a social practice to develop a decolonial lens 

When I started working abroad at 25 years old, I did not reflect critically on my role in 

foreign settings. At the early stage of my career in teaching French as a foreign language, my 

focus was mostly on pedagogy and didactics, with an educationalist lens, applying what I had 

learnt at university in my home context. I worked in non-French speaking countries in 

universities and French institutes. My studies, my family and the French-centred working 

environments did not really encourage me to look critically at the power dynamics of 

language use and how its dissemination could be a form of colonisation. I simply, not to say 

naively, adopted the unifying discourse on FrŀƴŎƻǇƘƻƴƛŜΥ άIts members share more than just 

a common language. They also share the humanist values promoted by the French language. 

The French language and its humanist values represent the two cornerstones on which the 

International Organisation of La FǊŀƴŎƻǇƘƻƴƛŜ ƛǎ ōŀǎŜŘέ2.  

[ƛƴŘŀ ¢ǳƘƛǿŀƛ {ƳƛǘƘ ǿƻǳƭŘ ŘŜǎŎǊƛōŜ ǘƘƛǎ ŘƛǎŎƻǳǊǎŜ ŀǎ άŀ ǇǊƻŎŜǎǎ ƻŦ ŘŜƘǳƳŀƴƛȊŀǘƛƻƴ [Χ] 

clothed within an ideology of humanism and liberalism and the assertion of moral claims 

ǘƘŀǘ ǊŜƭŀǘŜŘ ǘƻ ŀ ŎƻƴŎŜǇǘ ƻŦ ŎƛǾƛƭƛȊŜŘ ΨƳŀƴΩΦέ(Smith, 2012: 27). The people I met and the 

contexts where I lived were determinant in building my identity and sense of self. They 

helped me to be more aware of what I was doing and what it could represent, particularly in 

Afghanistan. In the continuity of the long-standing Afghan French partnership through 

Malalaï and Esteqlal3 high schools, the project I joined in 2012 at Kabul university in the 

French department4 seemed on its way out. It seemed to be little more than an instrument 

students used to access higher education; it created the hope of being able to study in 

France while securing a French presence within the higher education arena in Afghanistan. I 

 

2 https://www.francophonie.org/Welcome-to-the-International.html  Accessed 21st October 2019. 
Interestingly, this page does not exist anymore. 

3 Initiated by the King Amanullah in 1922 

4 Following the Afghan Education Reconstruction Support project (2004-2007) that aimed at building 
infrastructure, the Support for teaching French in Afghanistan was meant to train French teachers and expand 
the partnership with other schools such as pharmacy, law, journalism among others. 

https://www.francophonie.org/Welcome-to-the-International.html
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realised how much our teaching work was biased by the politics of development 

interventions. 

In 2014, when I stopped working for the French overseas development department to 

manage an adult literacy project for the Afghan police, I implemented the project as it had 

been ŘŜǎƛƎƴŜŘΣ ŀŘŘǊŜǎǎƛƴƎ ǘƘŜ ŘƻƴƻǊΩǎ ŀƴŘ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ ƳŀƴŘŀǘŜǎΦ After completing the 

project in 2016, I worked on a publication to promote the 50th anniversary of International 

Literacy Day (UNESCO, 2017) that raised my awareness about the debates on literacy, 

encouraging me to look critically at policy and practice. The more I have learnt from my 

professional experience, the more I have wanted to build on these experiences through 

academic research to engage more fully in the nexus between adult literacy and 

development. 

Accordingly, I wanted to study literacy through an ideological lens, that is, to challenge the 

traditional vision of literacy as universal, a vision that is supported by educationalists and 

psychologists and which tends to focus on reading and writing skills (Street, 1993 ; Papen, 

2005; Barton, 2007). My aim and starting point in this study is to investigate what happens in 

local contexts and what counts in the literacy events and practices of users within a defined 

cultural and social context (Street, 2003). Adopting a decolonising stance involves being 

more mindful regarding my positionality, developing reflexivity in the research process, 

engaging with local communities and their knowledges. Researching in Senegal, a former 

French colony, has been important in this regard. Where I identify asymmetries with the 

colonial system, I have included colonial legacies in my analysis. For example, I examine how 

health institutions tend to perpetrate some structures and norms, including the uses of 

dominant ƭŀƴƎǳŀƎŜǎ ŀƴŘ Ƙƻǿ ǘƘƛǎ ŀǊƛǎŜǎ ŦǊƻƳ {ŜƴŜƎŀƭΩǎ Ŏƻƭƻƴƛŀƭ ƭŜƎŀŎȅΦ 

1.3 Investigating health communicative practices ς the research questions 

In September 2018, I left for Senegal and stayed in Malika, in the far eastern suburbs of 

Dakar, for 10 months. Volunteering in the local NGO and being hosted by a Senegalese 

family facilitated my integration and access to community activities and groups (see Chapter 
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4). After a couple of months in Malika, participant observation and my personal engagement 

with the persons I met encouraged me to explore health education and in particular, 

nutrition.  

Health is a subject of concern around the world, the Office of the High Commissioner and 

Human Rights within the World Health Organisation, clearly define this concern:  

As human beings, our health, and the health of those we care about is a matter of 

daily concern. Regardless of our age, gender, socio-economic or ethnic background, 

we consider our health to be our most basic and essential asset. Ill health, on the 

other hand, can keep us from going to school or to work, from attending to our 

family responsibilities or from participating fully in the activities of our community. 

By the same token, we are willing to make many sacrifices if only that would 

guarantee us and our families a longer and healthier life. In short, when we talk 

about well-being, health is often what we have in mind. (OHCHR and WHO, 2008: 1).  

To this description of health, I add the vital role of food in keeping us well, healthy and 

active. As I present in Chapter 5, eating was a central social activity during my fieldwork; 

linking food to health and vice versa in conversation was common. I also often observed 

colleagues at the NGO watching videos or commenting on websites giving health-related 

advice on their mobile phone or computer. However, what intrigued me is that health-

related information on the Internet was not necessarily a systematic recourse for health-

related issues (see 4.2.4.1 for a critical event that illustrates this point). Later, as I became 

increasingly curious about food habits (see Chapter 5) and the growing prevalence of 

diabetes in Senegal, I chose to investigate non-communicable diseases. Diabetes affects 

patients in Senegal more seriously, as they tend to be diagnosed late, mainly because of the 

lack of prevention, care facilities and health education, and poverty (World Health 

Organization, 2016). With Nene, one of my research participants, I explored her 

management of diabetes (see Chapter 6) to better understand how she learnt about the 

disease, the health resources she had access to and what she could and could not do with 

the latter. 
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άThe right to health is a fundamental part of our human rights and of our understanding of a 

ƭƛŦŜ ƛƴ ŘƛƎƴƛǘȅέ όOHCHR and WHO, 2008: 1) and this includes health-related education and 

information and gender equality. In my research, I explore some learning spaces in Malika 

from a social and anthropological perspective (see Chapter 3). Understanding literacy as 

situated (Barton and Hamilton, 1998) implies studying it through events where the written 

word plays a role. This might involve observing it in different settings such as the home and 

the workplace, to highlight the literacies embedded in cultural and social contexts. Thus, 

literacies are investigated through observing users as they engage in processes of informal 

learning and sense making. Health-related texts were not common in the environment I 

studied; information was mainly communicated orally.  

In this thesis, I decided to use the term health communicative practices to study the diverse 

ways of engaging communities in learning about their health in various settings and through 

various modalities. Thus, I investigate informal and non-formal learning opportunities in 

homes, community-based health settings and hospital, and a digital space with multimodal 

materials shared in a WhatsApp group. 

Through an ethnographic approach, my research has been guided by the following 

overarching question: How do Malika residents access, produce and share health and 

nutrition related information?  

I observed and engaged in some everyday practices linked to food and health to gain insights 

into the realities on the ground. These communicative practices occurred at various levels, 

mainly institutional, community-based and within the household. I analyse some of the non-

formal and informal learning that take place in this community, the mediation around health 

information and resources by trusted members. I include a focus on digital media, in 

particular WhatsApp, to investigate this channel used to disseminate information. An 

interest in the ways of sharing has shaped my study. I intend to highlight the potential of 

these practices for enhancing health education and communication in a context where 

poverty and the lack or weakness of a state health-care system, often limits access to 

primary care. As I discuss, primary care in Senegal  does not include NCDs (Varghese et al., 

2019), thereby exacerbating the negative impact of overall social injustice.  
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Therefore, further sub-questions were designed to explore the key themes within the main 

question: 

¶ What are individual and collective experiences in terms of learning and sharing 

about health-related issues? What kind of messages are received and shared, and 

how? What are the characteristics of health education in Senegal? 

¶ Whether and how are Information and Communication Technologies (ICTs) used 

to intentionally access and share information in everyday practices? (I am looking 

at the roles and uses of ICTs encompassing TV, radio and smartphones, 

specifically mobile applications such as the communicative platform WhatsApp). 

¶ To what extent are health information and education sensitive to gender and life-

course factors? How much do the communicative practices in health-care settings 

and beyond, generate knowledge that can be applied for health-related 

purposes? 

1.4 Researching in Senegal 

I chose Senegal for several reasons. First, because through my work on the UNESCO 

publication in 2016, I collected data on West-African countries, among others. Senegal was 

included and its successful outsourcing approach (coined in French as faire-faire, that means 

make someone do somethingύ ǘƻ ŜƴŎƻǳǊŀƎŜ ŎƻƳƳǳƴƛǘƛŜǎΩ ŜƴƎŀƎŜƳŜƴǘ ƛƴ ǘƘŜ ǇǊƻƳƻǘƛƻƴ ƻŦ 

adult literacy, intrigued me5. Moreover, in the same year, the UNESCO Confucius Prize for 

Literacy was awarded to the Directorate of Literacy and National Languages in Senegal for its 

Ψbŀǘƛƻƴŀƭ 9ŘǳŎŀǘƛƻƴ tǊƻƎǊŀƳƳŜ ŦƻǊ LƭƭƛǘŜǊŀǘŜ ¸ƻǳǘƘ ŀƴŘ !Řǳƭǘǎ ǘƘǊƻǳƎƘ L/¢ǎΩΦ  Senegal 

 

5 άLƴ ǘƘŜ ŀǊŜŀ ƻŦ ŀŘǳƭǘ ƭƛǘŜǊŀŎȅ ǇǊƻƳƻǘƛƻƴΣ ώǘƘŜ faire faire] gave rise to a new strategy based on partnership 
between central government and organizations of civil society, including national and international Non-
Governmental Organisations and Community Based Organisations. Based on outsourcing to such organizations 
ς or faire-faire, as it was coined in French ς literacy programmes were to be implemented locally in accordance 
with local needs and conditions, using local languages and drawing on cultural patterns of community 
organization. This model introduced flexibility into literacy programming, giving freedom to design the process 
of literacy learning, produce local materials and link literacy with the livelihoods and other needs as defined by 
ƭƻŎŀƭ ǇŜƻǇƭŜΦέ (UNESCO 2017: 52-53) 
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seemed to be seen as a technology hub in the region. Initiatives and a commitment to the 

promotion of ICTs in adult literacy, in particular among girls and women, have inspired other 

countries like Kenya and Nigeria. It also inspired my original research project. The idea of 

that study was to bridge the mobile phone practices inside the national literacy programme 

classroom and those outside the classroom in everyday life. It seemed to be an apposite 

design to look at the experiences of women with the mobile phone. However, a scoping visit 

in April 2018 led to me beginning to understand the nuances of adult learning and education 

in Senegal. I also developed my understanding of the adult literacy programme6. I therefore 

reshaped my research project and decided to look at ordinary and routine digital literacy 

events outside the classroom walls; my intention was to explore informal learning as 

mediated by the mobile phone. In Chapter 4, I will explain in more detail why I narrowed my 

observations to health, including the sharing of digital and non-digital health-related 

information (see 4.2.2).  

Senegal was a relevant context in which to explore health education and communication 

because the concepts of health promotion and health literacy are developed in the Global 

North. Therefore, looking at the healthcare policies and health education practice, I could 

study the extent to which a country in the Global South embraces these concepts. As I 

discuss in Chapter 2, access to health care generally and to quality health care in particular is 

challenging for many Senegalese people, not only in rural areas but also in an urban area like 

Malika. The health system suffers the consequences of a colonial system that has prevented 

the development of local and traditional medicine. In addition, several years under 

structural adjustment plans have limited social investment in welfare. These factors have 

increased poverty and inequalities in healthcare. In this context, access to services beyond 

primary care is of great concern, for example addressing NCDs.  

 

6 The pragmatic use of the mobile phone in the literacy programme was mainly to support the participants in 
saving contacts, dialling numbers and sending text messages among others - an instrumental use rather than 
incorporated in the learning and empowerment of the participants 
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My encounter with community-based health programmes such as the Bajenu Gox7 (the 

godmother of the neighbourhood, see 2.3.2 and 6.3.2.2) led me to study how the 

ǇǊƻƎǊŀƳƳŜ ŘǊŜǿ ƻƴ ǘƘŜ ƭƻŎŀƭ ŀƴŘ ƛƴŦƭǳŜƴǘƛŀƭ ǊƻƭŜǎ ƻŦ ǘƘŜ ƘƻǳǎŜƘƻƭŘŜǊΩǎ ŜƭŘŜǎǘ ǎƛǎǘŜǊΣ bajen 

in Wolof. In this case, the local authorities identified influential women in the 

neighbourhood who were then tasked with approaching pregnant and lactating mothers. 

This programme, as well as others, relies on community effort. Its large cohort of volunteer 

health workers resonates with the contribution civil society has made to adult literacy. This 

national call for mobilisation to engage in literacy is ŜƴǎƘǊƛƴŜŘ ƛƴ ǘƘŜ ŎƻƴǎǘƛǘǳǘƛƻƴΥ ά!ƭƭ 

national institutions, public or private, have a duty to make their members literate and to 

ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ ƴŀǘƛƻƴŀƭ ƭƛǘŜǊŀŎȅ ŜŦŦƻǊǘ ƛƴ ƻƴŜ ƻŦ ǘƘŜ ƴŀǘƛƻƴŀƭ ƭŀƴƎǳŀƎŜǎέ όŀǊǘƛŎƭŜ нн 

paragraph 4). Finally, within its digital development and innovation, driven by the rapid 

growth in internet and mobile phone use, Senegal counts on e-health to enhance its national 

healthcare services and to promote the health of its citizens. The country has developed a 

national e-health strategy (République du Sénégal, 2018a); my study on health education 

and communication from the ideological lens offers important insights into learning about 

health with digital device as I will demonstrate in chapter 8 and 9. 

1.5 Aim and structure of the thesis 

To investigate health and nutrition communicative practices, I explore some ways of sharing 

information among community members. Studying health literacy through literacy as a 

social practice lens involves exploring how my participants might engage with health 

communicative practices, beyond programmes and healthcare settings. Thus, I wish to 

further contribute to health literacy debates by bringing the New Literacy Studies 

perspective to bear in relation to health literacy and in a Global South context.  

 

7 translated as godmother of the neighbourhood in English, they are identified women of the community, 
trained to communicate on health-related issues (pregnancy, TB, etc.) with households in their neighbourhood 
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First, I describe some health learning spaces in the east urban area of Dakar that have not 

been researched from a social and anthropological perspective. Second, I map potential 

determinants of health that I consider essential in addressing health education and 

communication around diabetes prevention and management. Third, this research 

demonstrates the relevance of literacy as a social practice, and gender and development in 

investigating, analysing and describing the power relations constructed in health 

communicative practices.  

To sum up, in this initial chapter I have introduced how my research project evolved and 

explained why I have chosen literacy as a social practice as a conceptual lens. This choice has 

involved abandoning the boundaries of a programme and specific setting and instead, 

exploring learning and literacy practices. 

In the next chapter, I present and discuss the post-independence and contemporary social 

and policy context in relation to education and health that is relevant to this study. Providing 

key social and demographic indicators, I outline the living conditions in Malika to share some 

of the challenges that I expand on later in the empirical chapters. 

In Chapter 3, I outline the key concepts that frame the research. I explain that I adopt the 

ideological model of literacy that conceptualises literacy as a social practice. I build my 

conceptual framing on the health promotion framework in which health literacy debates 

have emerged, to look at power relations from a gender perspective both within 

communities and in the context of adults as participants. 

The fourth chapter is concerned with the methodology used for this study. I discuss the 

ethnographic approach by presenting my research journey in Malika. I also provide vignettes 

of the spaces I explored and people I encountered, some of whom became my participants. I 

intend to stress how encounters and situations through ethnography, shaped the research 

scope and focus.  
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Chapter 5 describes and discusses daily food practices, exploring food supply, the 

preparation and consumption of meals. As I describe situations of everyday life, issues 

around gender roles, empowerment, food security and social relationships are raised. 

With tƘƛǎ ōŀŎƪƎǊƻǳƴŘ L ƳƻǾŜ ǘƻ bŜƴŜΩǎ ŎŀǎŜΣ ŜȄǇƭƻǊƛƴƎ in Chapter 6 how she manages her 

diabetes. I describe and analyse learning opportunities to stress some of her challenges in 

applying the recommended diet and accessing supportive health education and information 

with regard to nutrition and diabetes in Malika. 

In Chapter 7, I turn to the digital communication space where I explore novelties, similarities 

and discrepancies between the communicative practices analysed in the two previous 

chapters and those in online communication.  

In Chapter 8, I discuss some of the key findings around learning about health and ways of 

sharing knowledges from Chapters 5 to 7, within the conceptual framing of Chapter 3. I raise 

key points around intervention models, social learning and power relations.  

In the concluding chapter, I discuss the implications of looking at health literacy from a 

sociocultural lens. I will demonstrate how my findings address this central research question 

in the concluding chapter. I also revisit my story of researching literacy as a social practice to 

show how my own stance has been shaped by and has shaped the methodological and 

theoretical perspectives I employed in this study.  
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Chapter 2 - Senegal and Malika in the urban area of Dakar: situating 

the research context 

2.1 Introduction  

This chapter provides the geographical, policy as well as the social context underlying this 

study.  Senegal is situated at the westernmost point of Africa. It is bounded in the north by 

Mauritania, in the east by Mali, in the south by Guinea and Guinea-Bissau and in the west by 

the Atlantic Ocean, with 700 kms of coastline. The country is crossed by the Gambia, an 

enclave of land separating the centre and southern regions of Senegal. 

   

Figure 1 - Map of Senegal (République du Sénégal, 2019a: xxii) 

 

The national agency for statistics and demography (République du Sénégal, 2021) estimated 

16.7 million inhabitants in 2020. The population has more than doubled since 1988, with an 

estimated total population of 6.8 million that is linked to a fertility rate of 4.7 and reduction 

of global mortality (République du Sénégal, 2019a). Dakar as the smallest region, is the most 
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populated region where 23% of the total population live, namely 3.8 million, a density of 

7,000 residents per square kilometre. The population of Senegal is mainly young with an 

average age of 22.7 years old (République du Sénégal, 2021). 

The disagreements on defining an ethnic group, a language and varieties of language, have 

generated several linguistic maps of Senegal; nevertheless, scholars tend to agree on about 

twenty languages and ethnolinguistic groups, with Wolof representing 43.7% of the 

Senegalese population (for more details on the other ethnic groups, see Cisse, 2005: 101). 

The Republic of Senegal is a Muslim state with 94% of the population Muslim. There is no 

clause in the Constitution that defines a specific religion, however Muslim brotherhoods in 

Senegal have always been influential and very closely linked to politics (Diop, 2012). The 

population of Senegal is deeply Muslim, seeking physical and spiritual well-being through 

Islamic principles; thus, their life is structured by Islamic intervention in most medical and 

social problems (Foley, 2001). 

Like other African countries, urbanisation in Senegal is growing fast based on the following  

- demographic (demographic explosion, natural growth of the urban 

population, significant rural exodus leading to a rapid change in the ratio 

between the rural population and the urban population) ; - economic (greater 

job opportunities in towns, agrarian systems which are struggling to absorb 

more generations of rural people and to feed larger family units, hence a 

departure from rural areas for individual strategies of success and / or 

survival, and family strategies for diversifying types of activities and income); 

- sociological (attractiveness of the city and modernity, greater amenities, 

educational strategies for households, etc.); - cyclical (conflicts, droughts, 

various disasters)  (Antil, 2010: 4).  

As far as poverty, ranking 162nd out of 250 countries, Senegal is considered within the lowest 

in terms of human development, with a Human Development Index of 0.494. In 2011, the 

poverty rate was estimated at 46.7% (République du Sénégal, 2019b). 
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The Senegalese economy has been supported by agriculture and the revival of activity in the 

mining and construction industries (UNESCO, 2020). Like other countries with ambitions of 

emergence, Senegal has been supporting the development of Information and 

Communication Technologies (ICTs) that the International Labor Organization defines as 

άŜƴŀōƭŜǊǎ ŦƻǊ ƎǊƻǿǘƘΣ ƘƛƎƘ-added value niche-products and aƎƎǊŜƎŀǘŜ ƭŀōƻǊ ǇǊƻŘǳŎǘƛǾƛǘȅέ 

(ILO, 2019: 7)Φ !ŎŎƻǊŘƛƴƎƭȅΣ ǘƘŜ ŎƻǳƴǘǊȅ ŘŜǾŜƭƻǇŜŘ ǘƘŜ ƴŀǘƛƻƴŀƭ ǎǘǊŀǘŜƎȅ ά5ƛƎƛǘŀƭ {ŜƴŜƎŀƭ 

нлнрέ ǘƻ ǎǘǊŜƴƎǘƘŜƴ ƛǘǎ Ǉƻǎƛǘƛƻƴ ŀƳƻƴƎ ǘƘŜ ǘƻǇ мр ƻŦ the most advanced countries in Africa 

technologically and its sectors such as agriculture, commerce, education, health, 

administration and financial inclusion that are users of digital economy (ibid.). The 

liberalisation of the telecommunications sector in 2003 has influenced the political 

discourse, pressing on the development and use of digital and mobile technologies (Jimbira 

and Cissé, 2018). Therefore, as per the statistics of the International Telecommunication 

Union, 99% of the country is covered by a mobile-cellular network and in 2019, 92% was 

covered by at least a 3G mobile network. In 2020, there were 114 mobile cellular 

subscriptions per 100 inhabitants (ITU, 2021). The spread of smartphones in Senegal has 

been significant over the last decade; in 2021, out of 15.4 million internet users, 97.7% are 

mobile users (ARTP, 2021). These data show the importance of the mobile digital device not 

only to communicate but also to access information. In Chapter 7, I explore a WhatsApp 

group in which participants share health-related information among others. Following the 

analysis of the shared materials and my observations, I discuss the digital health strategy in 

Chapter 8. 

Having provided this general background, I now focus on Malika, the town in the suburbs of 

Dakar where I lived for 10 months. Malika was a lebu8 village established in 1904 by Seydina 

Limamou Laye, the founder of the Layene Sufi order. 35 years ago, it was still just a large 

village, as my Wolof teacher described his hometown where he grew up among the mango 

trees. Today, Malika has expanded, with new residential neighbourhoods that have reduced 

the arable land and small-scale agriculture activities such as domestic livestock farming and 

 

8 Lebu is an ethnic group primarily fishing community 
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vegetable gardening that used to guarantee food security for several families (Pinard, 2012). 

According to the national census in 2013, there were 32 130 inhabitants in Malika and an 

estimated 40 335 in 2021 (ANSD, 2015). Malika is situated in Pikine district where the 

highest number of poor households and informal economic activities are estimated to be 

(Borderon et al., 2014). The market prices and living conditions mean that many families 

struggle to satisfy their food needs (ANSD, 2015). This situation impacts both qualitatively 

and quantitatively on the ŦƻƻŘ ŦƻǊ ŀƭƭ ƘƻǳǎŜƘƻƭŘǎΩ ƳŜƳōŜǊǎΣ ƛƴŎƭǳŘƛƴƎ ŎƘƛƭŘǊŜƴ ǳƴŘŜǊ мр 

(ibid.; Antil, 2010; Pinard, 2012).  

 

Figure 2 - Map of the urban area of Dakar9, adapted from Ndonky et al., 2015 

 

As I am taking a literacy perspective on health education, I now look at the use of languages 

and education policies. The aim is to provide an overview of the literacy situation and 

 

9 A commune is a local unit of administration similar to a municipality, district, or township 
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highlight the governmentΩǎ approach to addressing educational needs. I also want to stress 

the use and promotion of national languages within the education sector. 

2.2 Language in education and everyday practices 

2.2.1 Linguistic assimilation ς political decisions 

Senegal is historically the first French colony of West Africa: in 1659, Saint-Louis was made 

as capital city of French West Africa.   

The colonial system designated by the Ψdirect ruleΩ10, imposed by France, was characterised 

by άa system of economic and political integration, as a corollary of the desire for cultural 

ŀƴŘ ŀōƻǾŜ ŀƭƭ ƭƛƴƎǳƛǎǘƛŎ ŀǎǎƛƳƛƭŀǘƛƻƴέ (Cissé, 2005: 104). This approach replicated the way 

that elites imposed the French language on the peasants in France at the end of the 19th 

century. Considered ignorant and primitive because they stammered in French, the aim was 

to bring the peasants into the light and provide them with a sense of belonging to the 

French nation (Faty, 2014). Linguistic assimilation in Senegal was central to CǊŀƴŎŜΩǎ 

ideological project; therefore, schooling in French was central in France and in its colonies 

(ibid.). Like the other French colonies in Africa, when gaining their independence in 1960, 

Senegal chose French as its official and schooling language. Mamadou Cissé (2005) stresses 

that this decision, originally planned as temporary, was said to preserve the unity of the 

State and preventing ethnolinguistic claims for sovereignty, according to official texts.  

The first educative interventions were in colonial primary schools: non-religious teaching 

was in French, religious ones and Bible reading were in national languages; the colonial 

education system was aimed at the intellectual elite. Under the aegis of the colonial system, 

the first adult literacy classes started in the 50s in line with the literacy campaigns promoted 

by UNESCO. 

 

10 In inverted comma and in English in the original text in French 
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Looking at the colonial legacy in three French speaking African countries, including Senegal, 

/ƭƛƴǘƻƴ wƻōƛƴǎƻƴ ŀƴŘ ¢ǵ !ƴƘ ¢ƘԆ ±Ƿ ƘƛƎƘƭƛƎƘǘ ǘƘŜ ŎƻƴǎŜǉǳŜƴŎŜǎ ƻŦ ǘƘŜ άŀǎǎƛƳƛƭŀǘƛƻƴƛǎǘ ŀƴŘ 

ŎŜƴǘǊŀƭƛǎƛƴƎ ŀǇǇǊƻŀŎƘέ ƻŦ CǊŜƴŎƘ Ŏƻƭƻƴƛŀƭ ǇƻƭƛŎȅ ƻƴ ǘƻŘŀȅǎΩ ŎƭŜŀǾŀƎŜǎ ƻŦ ŜƭƛǘŜκƴƻƴ-elite and 

of countervailing power. In 2019, there were 31 indigenous languages and seven non-

indigenous ones (Eberhard et al. 2019b cited in wƻōƛƴǎƻƴ ŀƴŘ ±ǷΣ нлмфύ. As recognised in the 

Constitution of Senegal (République du Sénégal, 2001), six languages are officially national 

languages (decree 68-871, July 24th 1968): Joola, Màndienka, Pulaar, Seereer, Sóninké and 

Wolof; the Constitution gives any indigenous language national status when and if it is 

codified ς i.e. having an established writing system. Therefore, in 2018 there were 22 

codified languages 11 (République du Sénégal, 2018). The provision of the latter grants the 

status of being recognised and able to be used in the education system to facilitate learning 

(République du Sénégal, 2018). Wolof is the national lingua franca while French is the 

language of instruction and administration; as a result, the other national languages appear 

less prioritised in terms of their use and development όwƻōƛƴǎƻƴ ŀƴŘ ±ǷΣ нлмфύ.  

Despite its status of official language, French has never become a lingua franca in the 

country; French is generally perceived by Senegalese people as a second language, 

associated with άǘƘŜ {ǘŀǘŜΣ ǘƘŜ ŜƭƛǘŜ όŀ ƳŀǊƎƛƴŀƭ ƎǊƻǳǇ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ǘƘŀǘ ŎƻƴǎƛŘŜǊ 

mastering French as essential) and above all, school that remains one of the institutional 

ƳŜŀƴǎ ƻŦ ǎǳŎŎŜǎǎ ŀƴŘ ǎƻŎƛŀƭ ǇǊƻƳƻǘƛƻƴέ (Cissé, 2005: 105). Though the national anthem is in 

French, several linguists doubt that French unifies the country given the complexities of 

multilingualism (ibid.). On the contrary, Wolof, spoken by approximately 80% of the 

population, though mother-tongue of 44% of the total population, is used orally in several 

domains such as administration, justice, school and religion (ibid.).  

 

11 Wolof, Pulaar, Seereer, Joola, Màndienka, Sóninké, Hasaniya, Balant, Mànkaañ, Noon, Mànjaku, Mënik, 
Oniyan, Saafi-saafi, Guñuun, Laalaa, Kanjad, Jalunga, Ndut, Bayot, Paloor and Womey  
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2.2.2 The promotion of national languages 

After the independence of Senegal in 1960, the promotion of national languages faced 

several challenges, mainly political. Though Léopold Sédar Senghor12 claimed to be an 

advocate of local languages, his political role dominated his idealism. Mamadou Cissé (2005) 

and Abdou Aziz Faty (2014) demonstrate the political tensions between the president and 

the nationalists13 through decrees that tended to valorise the role of the French language. 

Senghor argued that the lack of grammatisation of national languages and the dearth of 

scientific and technical materials written in national languages, could not ensure an 

adequate education. In 1981, the new president Abdou Diouf14 convened the General 

Estates of Education and Training15 to reform SenegalΩǎ education system. This became a 

milestone in terms of the promotion of the national languages in education; however, the 

structural adjustment programmes imposed on Senegal in the 80s did not prioritise social 

sectors in the budget. As Cissé (2005) highlights, the implementation of these programmes 

had negative impacts on education and health, as I will discuss in 2.3.1. 

The promotion of national languages remains a challenge today. The government aims to 

ǇǊƛƻǊƛǘƛǎŜ ǘƘŜƳ ƛƴ ǘƘŜ ŜŘǳŎŀǘƛƻƴ ǎȅǎǘŜƳ ǘƻ άƳŀƪŜ ǘƘŜƳ ƭŀƴƎǳŀƎŜǎ of learning in the 

ŜŘǳŎŀǘƛƻƴ ǎȅǎǘŜƳ ǘƻ ŀŎƘƛŜǾŜ ǎǳǎǘŀƛƴŀōƭŜ ŀƴŘ ŜƴŘƻƎŜƴƻǳǎ ŘŜǾŜƭƻǇƳŜƴǘέ (République du 

Sénégal, 2018: 55)Φ IƻǿŜǾŜǊΣ ƛƴ ǇǊŀŎǘƛŎŜ άǘŜŀŎƘŜǊǎ ŀǊŜ ǊŀǊŜƭȅ ǇǊŜǇŀǊŜŘ ŦƻǊ ǘƘŜ ǊŜŀƭƛǘȅ ƻŦ 

ōƛƭƛƴƎǳŀƭ ƻǊ ƳǳƭǘƛƭƛƴƎǳŀƭ ŎƭŀǎǎǊƻƻƳǎ ώΧϐ ǘǊŀƛƴƛƴƎ ƛǎ ƎƛǾŜƴ ƻƴƭȅ ƛƴ CǊŜƴŎƘΣ ŀƴŘ ŀ ǎǳǊǾŜȅ ŦƻǳƴŘ 

that only 8% of trainees expressed any confidence about teaching reading in local 

ƭŀƴƎǳŀƎŜǎέ (Global Education Monitoring Report, 2016: 6). 

 

12 First President of Senegal from 1960 to 1980, he was educated in France and a major theoretician of 
Négritude ς a critical and literary concept developed by African diaspora intellectuals to valorise African 
cultures and history 

13 Such as the historian Cheikh Anta Diop 

14 Second President of Senegal from 1981 to 2000, Secretary-General of International Organisation of La 
Francophonie from 2003 to 2014 

15 Teachers, researchers, policymakers, trade unions, civil society organisations, parents of students, religion 
representatives and student organisations gathered 
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Moreover, the disregard for their writing standard is expressed in the weaknesses of the 

education system (République du Sénégal, 2018). In the previous national education 

programme, developing ά ǘƘŜ ƭƛǘŜǊŀǘŜ ŜƴǾƛǊƻƴƳŜƴǘ ƛƴ ƭƻŎŀƭ ƭŀƴƎǳŀƎŜǎέ ǿŀǎ ŀƭǊŜŀŘȅ ƭƛǎǘŜŘ ƛn 

the strategies to improve the quality of adult and youth literacy interventions (République 

du Sénégal, 2013: 54). The use of Wolof in writing is officially codified but in practice, it 

ŘŜǇŜƴŘǎ ƻƴ ǳǎŜǊǎΩ ǿƛƭƭ ŀƴŘ ƪƴƻǿƭŜŘƎŜΦ L ǘǊƛŜŘ ǘƻ ƭŜŀǊƴ ǘƘŜ ƭŀƴƎǳŀƎŜ ƻƴƭȅ ǳǎƛƴƎ ǘƘŜ ŎƻŘƛŦƛŜŘ 

alphabet, as it was promoted in the NGO that was working in adult literacy, but as I further 

explain in Chapter 4, it was challenging because the codified rules did not seem to be central 

for the users as they were when they are writing in French. The two sons in the home where 

I lived (13 and 17 years old, both educated in French and communicating in Wolof at home) 

could decipher the alphabet but did not see the need to use it. Similarly, in all written 

messages on WhatsApp, it was rare to read the codified alphabet.  

Cissé (2005) demonstrates how ambiguous linguistic decisions and actions driven by politics 

rather than scientific considerations, are.  In particular, decisions taken by the presidents 

Léopold Sédar Senghor and Abdou Diouf from 1960 to 2000, have resulted in a usage of 

national languages without normalisation ς i.e. use of a codified alphabet. Consequently, 

spelling and grammar mistakes are common in advertisements, songs titles, political leaflets 

among others, that some organisations in literacy and education condemn. For instance, 

when I started my fieldwork in September 2018, the NGO in adult education I joined, 

launched a citizen council for the regulation of public expression in the national language16 . 

Held on international literacy day, the aim was to support the editing of the above-

mentioned materials in order to provide neo-literate adults and young learners with a 

standardised literate environment in national languages. 

 

16 http://cosydep.org/wp-content/uploads/2019/04/COSYDEP-Labo-Alpha-2018.pdf  

http://cosydep.org/wp-content/uploads/2019/04/COSYDEP-Labo-Alpha-2018.pdf
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2.2.3 Adult literacy promotion 

According to  the most recent census of 2013 (République du Sénégal, 2014b) 54.6% of the 

population in Senegal is said not to be able to read or write in any language; the census also 

indicates that the literacy rate is lower among women (37.7% compare to 53.7% among 

men) and in rural parts of the country (33.8% compared to 57.9% in urban areas). However, 

based on studies of the use of Ajami, non-Arabic languages written using Arabic script, Fallou 

Ngom (2010) presents another narrative of the literacy rate in Senegal. He argues that these 

statistics omit Wolofal and other Ajami users, as literacy in Senegal is measured in French 

and other Roman-based alphabets for national languages. The majority of Wolofal users, as 

well as Ajami users in Pulaar and Màndienka, who learnt the Arabic writing system in the 

Quranic schools, use it to meet their everyday written communication needs, as Ngom 

found. Today, Ajami is used mainly in the religious domain and in rural areas, where 

variations of transcription have been developed (ibid.).  

Wolofal is the use of Arabic script to transliterate Wolof. It first appeared in the 18th century 

but was mostly developed in the 19th century, coinciding with the struggle against 

imperialism (Mboup, 2016). Islam and Arabic culture have a strong influence in Senegal, 

often as a cultural force of resistance against Western influences17. This is manifested in 

religious faith (more than 94% of the Senegalese population is Muslim), Arabic script used in 

the transcription of literature, religious and profane texts, and education and training 

institutions at all levels (Prinz, 1996). In the modern Daara, Quranic schools, the local 

language is the instructional language for the first three years at primary school, including 

learning Arabic script. French is introduced in the 4th year and is the instruction language 

along with Arabic language (République du Sénégal, 2018). Wolofal represents cultural and 

historical connections for people in rural areas; thus Ngom stresses its potentials in making 

 

17 Islamisation started in the 11th Century with the arrival of the Almoravids (Muslim sect and dynasty that 
ruled over North West Africa and part of Spain in the 11th and 12 the centuries). The Islamisation of Senegal 
continued from the end of the 19th century with the emergence of the great Muslim brotherhoods: the 
Mourides and the Tidjianes. This Islamisation contributed to the struggle against French colonialism. 
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adult literacy more efficient in rural areas, instead of the Roman script that is currently 

promoted throughout the country in adult literacy programmes. 

Adult literacy programmes started during colonisation using only French; then from 1970, 

functional literacy programmes in national languages were implemented. In the 1990s, adult 

literacy was a key priority of the government, with calls on civil society to develop and 

implement projects (Binesse in Robinson-Pant et al., 2021). To do so, the outsourcing 

approach, known as the faire-faire, framed the interventions, thereby creating a space for 

adult literacy actors to promote literacy within large programmes. The mobilisation of 

ǾŀǊƛƻǳǎ ŀŎǘƻǊǎ ǘƻ ŀŘŘǊŜǎǎ ǘƻŘŀȅΩǎ ƭƛǘŜǊŀŎȅ ƴŜŜŘs remains highlighted in the most recent 

education policy (République du Sénégal, 2018). Moreover, considering the above statistics, 

the large majority of adult literacy programmes are designed for women and their 

empowerment, in particular economic empowerment (République du Sénégal, 2005).  

In the 1990s, there was a strong focus on youth and adult literacy programmes. The Office of 

the Delegate Minister for Literacy and Promotion of National Language was created in 1991 

and the State enshrined in the Constitution the collective efforts towards adult literacy 

(République du Sénégal, 2001: 4). Large programmes funded by the World Bank among 

others, ŀƛƳŜŘ ŀǘ ǎǳǇǇƻǊǘƛƴƎ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ, such as the Pilot Female Literacy 

Project (PAPF ς 1994-2006). These large programmes were implemented by NGOs through a 

national coordination that created a collaborative environment between the State and non-

state actors to address literacy needs (Binesse in Robinson-Pant et al., 2021).  

As I will show in the last section of this chapter, the focus on women and participation in the 

άŜŘǳŎŀǘƛƻƴ ŜŦŦƻǊǘέ ŀǘ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ƭŜǾŜƭ, ǊŜǎƻƴŀǘŜ ǿƛǘƘ ǘƘŜ ƘŜŀƭǘƘ ǎŜŎǘƻǊΩǎ ǎǘǊŀǘŜƎƛŜǎΦ 

2.2.4 Languages in everyday life during my fieldwork 

As demonstrated earlier, the political decisions in the 1980-1990s, tended to privilege 

French; however, Arame Diop Fal (1995) highlights how the masses initiated actions to 

safeguard the vitality of national languages, extending their use to domains such as the 
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sciences and economics. Thus, upon their request, Radio-Television Senegal started 

broadcasting more and more popular science programmes in national languages (ibid.). 

Today, national languages are largely used in radio programmes, to a lesser extent in TV for 

news, cultural programmes and advertisements where Wolof dominate (Friedrich-Ebert-

Stiftung (FES), 2013). 

However, the tendency on the Web is different: firstly, all government websites are only in 

French and access in national languages does not seem to be a priority yet, according to a 

recent UNESCO report. Thus, to enhance access to all, UNESCO states that the Senegalese 

government needs ǘƻ άŘŜŦƛƴŜ ŀƴŘ ŜƴŦƻǊŎŜ ƎǳƛŘŜƭƛƴŜǎ ǘƻ ŜƴŎƻǳǊŀƎŜ ǘƘŜ ǇǊƻŘǳŎǘƛƻƴ ŀƴŘ 

ǇƻǎǘƛƴƎ ƻŦ ǇǳōƭƛŎ ƛƴǘŜǊŜǎǘ ŎƻƴǘŜƴǘ ƛƴ ƴŀǘƛƻƴŀƭ ƭŀƴƎǳŀƎŜǎά  (UNESCO, 2020: 139). In social 

media, several linguistic studies investigate translanguaging and code-switching among 

Wolof speakers in digital literacy practices, stressing the role Wolof can have in written 

communication (Lexander, 2010; Deumert and Lexander, 2013). 

Finally, in health-related contexts, terminologies in French are largely used to refer to 

diseases and treatments, although I did hear conversations in Wolof about health. 

Compared to the promotion of national languages in the education sector, interestingly, 

language use does not seem to be an issue in the health policy documents that I found and 

analysed for this thesis. For instance, in the National Strategic Plan for Community-based 

Health (République du Sénégal, 2014)Σ ƻƴŜ ƻŦ ǘƘŜ ǎǘǊŀǘŜƎƛŜǎ ƛǎ  άǘƻ ŘŜǾŜƭƻǇ ŀ ǎƛƴƎƭŜ 

ƛƴǘŜƎǊŀǘŜŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ Ǉƭŀƴ ώΧϐ ǘƻ ŜƴǎǳǊŜ ŎƭŜŀǊΣ ŎƻƻǊŘƛƴŀted and harmonised messages 

ŀŎǊƻǎǎ ǇǊƻƎǊŀƳƳŜǎΣ ŘŜǇŀǊǘƳŜƴǘǎΣ ǊŜƎƛƻƴǎ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ŀŎǘƻǊǎέ όƛōƛŘΦΥ млύΦ !ǎ ƛǘ 

seems to concern internal communication among health actors, the assumption is made that 

this will be in French; no reference is made to national languages. In the latest policy 

strategy (République du Sénégal, 2019), the assumption of French being the official language 

to the exclusion of other languages is even starker. The policy begins by introducing the 

sociocultural situation of the country; the largest ethnic groups are listed and the minority 
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ones partially listed. This is followed by a shorter version of Clause 1 of the Constitution18 

regarding languaƎŜΥ άCǊŜƴŎƘ ƛǎ ǘƘŜ ƻŦŦƛŎƛŀƭ ƭŀƴƎǳŀƎŜ ƻŦ ǘƘŜ ŎƻǳƴǘǊȅΦ ¢ƘŜ ƳŀƧƻǊƛǘȅ ǎǇƻƪŜƴ 

language is Wolof19έ όƛōƛŘΦΥ сύΦ ¢Ƙƛǎ ǎǘŀǘŜƳŜƴǘ ŀƭǎƻ ƛƭƭǳǎǘǊŀǘŜǎ ǘƘŜ ǘŜƴŘŜƴŎȅ ǘƘŀǘ L ǿƛƭƭ ŀƴŀƭȅǎŜ 

in chapters 6 and 7 of seeing French as the dominant language in writing and Wolof as 

dominant in oral communication. To further explore the linguistic situation in the health 

sector, I looked at studies in linguistics that raise the issue of languages in the medical 

domain. For instance, in Wolof, allopathic medicine is called paju tubaab, literally medicine 

of the European people. Stressing that medical practices often remain an area reserved for 

specialists, Abibatou Diagne and Abou Bakry Kébé (2018) demonstrate that the 

popularisation of medical terms in Wolof is possible using rewording in order to 

conceptualise and express medical sciences as closely as possible to the Wolof sociocultural 

realities. Accessible scientific information to all is a major public health issue whose 

implementation requires political will (ibid.).  

wƻōƛƴǎƻƴ ŀƴŘ ±Ƿ ŀǊƎǳŜ ǘƘŀǘ άǘƘŜ ǿǊƛǘǘŜƴ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀ ƭŀƴƎǳŀƎŜ ƘƛǘƘerto used 

ǇǊƛƴŎƛǇŀƭƭȅ ƻǊŀƭƭȅ ƛǎ ŀ ŦǳƴŎǘƛƻƴ ƻŦ ŜǾƻƭǾƛƴƎ ǇŀǘǘŜǊƴǎ ƻŦ ŎƻƳƳǳƴƛŎŀǘƛƻƴέ όнлмфΥ ппфύ. This is an 

important point that reflects the dominant use of French language for health-related written 

information and of Wolof for oral health communication between patients, doctors, and 

health actors in awareness raising campaigns. Therefore, it seems that the written 

development of Wolof remains underused in the health domain because the language is not 

used for scientific explanation but rather, for behaviour change. 

This section has demonstrated that language policy remains a complex issue; throughout 

this thesis, I stress this question of languages, what language in what situation, as it is a key 

pattern I observed during my fieldwork and on which I have drawn when discussing power 

relations. For instance, in Chapter 7, I further discuss the use of languages when I look at 

 

18 The original clause ƛǎ ά¢ƘŜ ƻŦŦƛŎƛŀƭ ƭŀƴƎǳŀƎŜ ƻŦ ǘƘŜ wŜǇǳōƭƛŎ ƻŦ {ŜƴŜƎŀƭ ƛǎ CǊŜƴŎƘΦ ¢ƘŜ ƴŀǘƛƻƴŀƭ ƭŀƴƎǳŀƎŜǎ are 
Diola, MalƛƴƪŞΣ tǳƭŀǊΣ {ŜǊŜǊŜΣ {ƻƴƛƴƪŞΣ ²ƻƭƻŦ ŀƴŘ ŀƴȅ ƻǘƘŜǊ ƴŀǘƛƻƴŀƭ ƭŀƴƎǳŀƎŜ ǿƘƛŎƘ ǿƛƭƭ ōŜ ŎƻŘƛŦƛŜŘΦέ (RdS, 
2001: 2). 

19 In the original document ǿǊƛǘǘŜƴ άhǳƻƭƻŦέ ǳǎƛƴƎ ǘƘŜ ǇƘƻƴŜǘƛŎ ǎǇŜƭƭƛƴƎ ƛƴ CǊŜƴŎƘ ŀƴŘ ƛƴǾŜǊǘŜŘ ŎƻƳƳŀǎ 
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some messages posted in a WhatsApp group. Therefore, providing an overview of linguistic 

policies in Senegal is fundamental to understanding part of these relations and their 

complexities.   

2.3 Healthcare and diseases in Senegal 

As I alluded to earlier, I narrowed down my research on health after the first couple of 

months spent in Malika; by providing some background information on the public health and 

epidemiology situation in Senegal and in Malika in particular, I want to demonstrate that my 

focus on issues around health and nutrition is not arbitrary; rather it emerged from an 

interest in the situations that I encountered within the challenging living condition of the 

eastern suburb of Dakar. These are explored further in Chapters 5 and 6. 

2.3.1 The public health system 

²ƛǘƘƛƴ ǘƘŜ ƻōƧŜŎǘƛǾŜǎ ƻŦ ǘƘŜ ¦bΩǎ aƛƭƭŜƴƴƛǳƳ Dƻŀƭǎ ŀƴŘ ǘƻŘŀȅΣ ǘƘŜ {ǳǎǘŀƛƴŀōƭŜ 5ŜǾŜƭƻǇƳŜƴǘ 

Goals (SDGs), the Republic of Senegal has focused its National Health Development Plan 

(PNDS) 2009-2018 on the reduction of maternal mortality and infant and child mortality, 

control of fertility and increased access to primary care for the most deprived. The latest 

plan, 2019-2028, pinpoints SDG 3 and the progress of the country towards Universal Health 

Coverage.  

Though the State budget allocated to the health sector has increased over the years 

representing 8% of the state operating budget, it remains below the targeted 15% 

(République du Sénégal, 2019). Instead, within the total expenditure on health, private 

expenditure represents 48% (WHO, 2018). In 2019, private medical services were six times 

more than public services in Dakar (République du Sénégal, 2019). This is the result of the 

structural adjustment programmes on health reforms in Senegal in the 90s that consisted of 

decentralisation, privatisation of the health sector and the implementation of participatory 

management structures (Foley, 2001; 2008). The starting point of these reforms was 
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ƴŜƻƭƛōŜǊŀƭΣ ōŀǎŜŘ ƻƴ άǘƘŜ ²ƻǊƭŘ .ŀƴƪΩǎ ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǿƘŀǘ {ŜƴŜƎŀƭ ƴŜŜŘǎ ǘƻ ōŜŎƻƳŜ ƳƻǊŜ 

efficient and market-ƻǊƛŜƴǘŜŘέ. This involved shifting the cost of health from the State to the 

citizens (2001: 8). As per World Bank data, in 2018, 55.89% of a household expenditure is 

out-of-pocket20. 

 

Figure 3 - Health expenditure and sources per person https://www.healthdata.org/senegal 

 

In 2017, 83% of households were estimated to no be covered by any health insurance. This 

concern has been at the priority of health financing reforms, as it constitutes a source of 

exclusion from health services and a risk of impoverishment (République du Sénégal, 2019b). 

Community health insurance through mutual health insurance has grown significantly. In 

fact, mutual health insurance coverage relative to the total population, rose from 7% in 2013 

to 16% in 2016 and then 19% in 2017 (ibid.). Mutual health insurance is further discussed in 

Chapter 6. 

Because of a low health budget, the national health system is precarious and lacks health 

professionals. In addition, lack of equipment resources, quality of services, information 

systems and non-communicable disease care, represent further challenges faced by Senegal 

(Measure Evaluation, 2015; République du Sénégal, 2019). Without scanning all the health 

services, I have selected some figures to illustrate the challenges in accessing healthcare. 

 

20 https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS  

https://www.healthdata.org/senegal
https://data.worldbank.org/indicator/SH.XPD.OOPC.CH.ZS
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These health data also show the influences of the national health policies, for instance, 

ƳƻǘƘŜǊ ŀƴŘ ŎƘƛƭŘΩǎ ƘŜŀƭǘƘ ŀƴŘ ǘƘŜ ŎƻƳƳǳƴƛǘȅ-based health system that can be noticed 

through the high number of midwives and nurses compared to general practitioners. 

 
Figure 4 - Number of human resources per medical specialties in Senegal and Dakar region (République du Sénégal, 2018a) 

 

The reforms of the health sector have emphasised the participation of the population in the 

Ψhealth effortΩ. Initially promoted through the Bamako initiative in 1987 and reviewed in 

1999, community-based health was meant to address primary care for mother and child by 

encouraging communities to be responsible for their health through community-based 

financing. In 1989, Senegal produced its first health policy that emphasised community-

based principles. In 1992, the state formalised the participation of the population in the 

development effort. Health promotion associations were established to organise 

communities around preventive and promotional health activities within populations living 

near health structures (health posts, health centres and hospitals) and the state framed the 

ǇƻǇǳƭŀǘƛƻƴΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ōȅ ŘŜŦƛƴƛƴƎ ǘƘŜ ǎǘŀǘǳǎΣ ƻǊƎŀƴƛǎŀǘƛƻƴ and functioning of health 

committees (République du Sénégal, 2014a).  

Promoting cost and management sharing in health, the implementation of the Bamako 

Initiative institutionalised user fees to improve the quality of care and supply of essential 

generic pharmaceuticals (Foley, 2001). This implementation reǾŜŀƭǎ ǘƘŜ ǎǘŀǘŜΩǎ ŦŀƛƭǳǊŜ ǘƻ 

finance the health sector, instead placing the so-called Ψhealth effortΩ onto citizens. Such 

reforms have increased inequalities, impacting on the poorer classes who cannot pay for 

services and medication: άƴƻ ƳƻƴŜȅΣ ƴƻ ŎŀǊŜέ όibid.: 39).  

 Senegal Dakar 

region 

General practitioners 254 89 

Gynaecologists 109 65 

Diabetologists 5 4 

State midwives 2100 552 

State nurses 1795 713 

Nurse assistants 1328 318 
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To achieve Universal Health Coverage, the Ministry of Health and Social Action developed 

the National Health Development Plan in 2009 that frames health interventions with the 

communities; in 2013, it created a community-based health unit within the General 

Directorate of Health; and in 2014, it developed its first national community-based health 

strategy. There are about 25 000 community health workers, mainly women, trained in 

preventive, curative and promotional activities in the areas of health, hygiene and 

sanitation.  Community relays and the bajenu gox (further explained in the next section) are 

part of this network. The community-based health system is promoted as the cornerstone to 

addressing equitable health access: άǘƻ ōǊƛƴƎ ǎŜǊǾƛŎŜǎ closer to the populations, proximity 

strategies will be developed through the community-ōŀǎŜŘ ƘŜŀƭǘƘ ǇǊƻƎǊŀƳƳŜΦέ (République 

du Sénégal, 2014a: i).  

Lƴ ōǊƛŜŦΣ {ŜƴŜƎŀƭΩǎ tǳōƭƛŎ IŜŀƭǘƘ {ȅǎǘŜƳ ƛǎ ƻrganised as follow:  

 

!ǎ ǘƘŜ ŀōƻǾŜ ŘƛŀƎǊŀƳ ǎƘƻǿǎΣ aŀƭƛƪŀΩǎ ƘŜŀƭǘƘ ǇǊƻǾƛǎƛƻƴ ƛǎ Ƴŀƛƴƭȅ ŜƴǎǳǊŜŘ ōȅ ǘƘŜ 

communities. Mapping the spatial distribution of geographical accessibility to healthcare in 

the urban area of Dakar, Alphousseyni Ndonky and colleagues (2015) show how Malika and 

the neighbouring towns Yeumbeul, Keur Massar and Rufisque located in the eastern part, 

Figure 5 - Public Health System in Senegal adapted from Devlin, Pandit-Rajani and Egan (2019) 
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suffer from the double burden that is poor access to healthcare (health post, health centre, 

hospital) and poor living condƛǘƛƻƴǎΦ bŜƴŜΩǎ ŎŀǎŜ ƛƴ /ƘŀǇǘŜǊ с ƛƭƭǳǎǘǊŀǘŜǎ ǘƘƛǎ ǇƻƛƴǘΦ 

In parallel to the community-based health development and within the digital 

communication dynamic I mentioned earlier (see 2.1), the Ministry of Health also developed 

a Digital Health Strategic Plan in 2018, to leverage health quality and access (République du 

Sénégal, 2018a). The main objectives are:  

(1) to extend the offer of services for greater equity throughout the territory 

of our country and for all health and social structures, (2) to promote health, 

(3) to help patients and the health personnel to better prevent and manage 

disease, (4) reduce costs and develop innovative financing models (5) to 

substantially improve the indicators of performance of the sector, (6) 

facilitate the collection of health and social data in time for informed 

decision-making and (7) to expand health insurance coverage (ibid.: 5).  

This e-health strategic plan interests me because in exploring health communicative 

practices, I have included in my data digital messages used in a mobile health programme for 

diabetic patients (see mDiabetes in 6.2.3) and multimodal materials that were shared in a 

WhatsApp group (see 7.3.3 and 7.5). These will be discussed further in relation to the above 

objectives 2 and 3, in Chapter 8.  

The state of the ƴŀǘƛƻƴŀƭ ǇƻǇǳƭŀǘƛƻƴΩǎ ƘŜŀƭǘƘ ƛǎ ŎƘŀǊŀŎǘŜǊƛǎŜŘ ŀǎ ŦƻƭƭƻǿǎΥ  

(i) still high rates of maternal and infant and child morbidity and mortality; (ii) 

a persistence of the burden of communicable diseases, despite significant 

progress for several decades; and, (iii) a rapid increase in the burden of non-

communicable diseases, most of which are expensive chronic diseases 

(République du Sénégal, 2019: 20).  

These facts frame the national priority. In the following sections, I look at some large scales 

programmes that address i and ii, and at the diabetes situation in Senegal. 
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2.3.2 Large scale programmes  

To reduce maternal and child morbidity and mortality, Senegal implemented the Bajenu Gox 

programme in 2009. Despite significant progress, maternal and child mortality rates remain 

high, respectively 23621 per 100 000 live births and 5622 per 1 000 live births (République du 

Sénégal, 2019b: xxiii). This programme is built on the counselling role of the bajen, aunt in 

Wolof, the eldest sister of the householder, who is seen as a respected female member in 

the family when it comes to ŘŜŀƭƛƴƎ ǿƛǘƘ ƳŀǊǊƛŀƎŜΣ ǇǊŜƎƴŀƴŎȅΣ ƳƻǘƘŜǊ ŀƴŘ ŎƘƛƭŘΩǎ ƘŜŀƭǘƘΦ Lƴ 

the case of the programme, bajenu gox is translated as the godmother of the 

neighbourhood. They are identified based on their ability ǘƻ ƛƴŦƭǳŜƴŎŜ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎΩ 

behaviour and trained as volunteer health promoters in their neighbourhood. Their main 

role is to use their influence within their community to promote behaviours conducive to the 

health of mothers, new-borns and children aged 0-5 years. Essentially, they support and 

complement the role of mid-wives and community relays, providing women with pre and 

ante natal advice and orientation, as well as information and support with regards to labour 

and the health of young children (République du Sénégal, 2010). The programme stresses 

their leadership within the community to valorise their contribution. Based on 

decentralisation reforms, their activities are coordinated and funded at the local level and 

they may receive a financial bonus for their efforts. In 6.3.2.2, I further explain their role 

through the interview I had with the bajenu gox of my neighbourhood.  

In Chapter 6, I also refer to another programme, the USAID Programme Santé/Santé 

Communautaire II (Health Program/Community Health II) (PSSC II) that comprised maternal 

and child morbidity and mortality in its package. This was an integrated health programme 

that USAID implemented in several African countries such as Democratic Republic of the 

Congo, Madagascar, and Nigeria. The main objective of this programme in Senegal (2006-

2016) was to strengthen primary care at the community-based structures. Mostly, it 

 

21 Was 315 in 2015, the MDG5 target was 200 in Senegal 

22 Was 59 in 2015, the MDG5 target was 44 in Senegal 
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provided community relays and bajenu gox with trainings, equipped the health huts with a 

small kit for obstetrical equipment and initial stock of basic drugs.  

Turning now to another programme, the National Malaria Control Programme also mobilises 

community-based health actors. It was first introduced in 1997 to eradicate malaria. The 

large programme has been funded by the Ministry of Health with the support of USAID, the 

Global Fund, GIZ (German Corporation for International Cooperation) and the Islamic Bank. 

The community relays visit households to promote and distribute the insecticide-treated 

mosquito nets; national campaigns are organised in particular around World Malaria Day on 

25th April; the community relays are also trained to identify the symptoms, to provide first 

ŀƛŘ ŀƴŘ ƎǳƛŘŜ ŎƻƳƳǳƴƛǘƛŜǎΩ ǊŜǎǇƻƴǎŜΦ bational malaria mortality rates fell by more than 50% 

between 2009 and 2017 but remains worryingly high in some regions such as Kolda, 

Tambacounda and Kédougou. The impact of the community-based interventions are also 

visible in the incidence of tuberculosis which were around 140 cases per 100,000 inhabitants 

until 2016, and fell to 122 cases per 100,000 inhabitants in 2017 (République du Sénégal, 

2019: 23). 

Through these examples, I have illustrated how community-based actors participate in 

programmes to support health promotion by responding to international support and 

priorities. Non-communicative diseases like diabetes have not generated substantial 

attention yet, although its profile is increasing, as I explain in the next section. 

2.3.3 Non-communicable diseases 

At the global level, non-communicable diseases (NCDs), cardiovascular and respiratory 

disease, cancers and diabetes, kill 41 million people each year. This represents 71% of all 

deaths in the world and 85% of  premature23 deaths from NCDs occurs in the Global South 

(World Health Organization (WHO), 2021b). Recognised as one of the major global health 

 

23 Between the age 30 and 69 years 
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issues, tackling the growing prevalence of NCDs has for the first time been brought to the 

global discourse under SDG3:  

SDG 3.4 By 2030, reduce by one third premature mortality from non-communicable 

diseases through prevention and treatment and promote mental health and well-

being (UN General Assembly, 2015: 16). 

The first WHO Global Report (World Health Organization (WHO), 2016a) states that there 

were an estimated 422 million adults living with diabetes in 2014 compared to 108 million in 

1980. Thus, the global prevalence (age standardised) of diabetes has almost doubled since 

1980, from 4.7% to 8.5% in the adult population:  

Diabetes is a serious chronic disease that occurs when the pancreas does not 

produce enough insulin (a hormone that regulates the concentration of sugar 

in the blood, or blood sugar), or when the body is unable to properly use the 

insulin, it produces ώΧϐ Regardless of the type, diabetes can lead to 

complications that affect many parts of the body and increase the overall risk 

of premature death. Possible complications include heart attack, stroke, 

kidney failure, leg amputation, loss of vision and nerve damage. During 

pregnancy, poorly controlled diabetes increases the risk of intrauterine 

mortality and other complications (World Health Organization, 2016: 6). 

It is important to note that the prevalence of diabetes has increased faster in low- and 

middle-income countries than in high-income countries. Poor diet is globally considered to 

be the leading cause of death and the first or second main contributor to NCD disease 

burden (Branca et al., 2019). Malnutrition associated with diets that are not nutritious or 

safe includes two categories of nutritional disorders: the insufficient intake of energy 

nutrients causing stunting, wasting and micronutrient deficiencies; and the excessive and 

imbalanced intake causing overweight, obesity and diet related NCDs (Global Panel on 

Agriculture and Food Systems for Nutrition, 2016ύΦ !ƳƻƴƎ ǘƘŜ ŦŀŎǘƻǊǎΣ ǘƻŘŀȅΩǎ ŦƻƻŘ system 

appears a major one; it has prioritised productivity over quality, reduced the diversity of 
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local diets and increased inequality to access and affordable micronutrient rich foods such as 

fresh fruits, vegetables, legumes and nuts (ibid.).  

Several studies in Sub-Saharan Africa countries estimate that the rate of diabetes mellitus, 

also called type 224, will increase by 98%, rising to 24 million people by 2030 (Dalal et al., 

2011; Mbanya et al., 2010 cited in Foley and BeLue, 2017). In addition to poor non-

communicable disease prevention and access to care, changes in dietary patterns linked to 

economic development and urbanisation, have increased the risks (Dimé, 2013). A census in 

Senegal reveals that almost 7 adults out of 10 eat less than the recommended 5 portions of 

a variety of fruit and vegetable every day (ANDS, 2016). 

The prevalence of diabetes type 2 in Senegal remains unclear as studies are geographically 

limited as is the screening due to lack of resources. According to the head of health 

education and information section of the Saint-Louis regional office (North West of Senegal), 

prevalence in the region is 10.4% compared to the national rate estimated at 3-4% 

(Dembélé, 2021) and  8.1% in urban areas, according to Belue (2017). The elderly, women 

and overweight individuals are more affected, according to studies. Meanwhile, a national 

survey of risk-factors for NDCs (République du Sénégal, 2016) found that 84.7% of the 

population is unaware of their glycaemic status and remains insufficiently informed about 

diabetes and its various complications. Consequently, it is difficult to have reliable data.  

Another issue is that NCDs are not integrated in primary care; consequently, communication 

on diabetes and its risk factors remains very limited or non-existent. This lack of information 

and awareness means that the majority of the population is not able to identify the 

symptoms of the disease as soon as they appear, leading to late diagnosis and costly 

management of the condition and its complications (ibid.: 35).  

In 2014, the Senegalese Ministry of Health in partnership with the World Health 

Organisation and the International Telecommunication Union, initiated mRamadan to 

 

24 when the body is unable to properly use the insulin it produces 
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support diabetic patients before, during and 30 days after Ramadan; in 2016, it became 

mDiabete. The programme consists of sending a series of text messages in French via mobile 

phone to raise awareness and educate populations and in particular diabetic patients, as 

well as health workers. The messages support diabetic patients during fasting and prevent 

any risks and complications for them. In 2013, there were 3 000 subscribers; by 2020, there 

were 210 000. The consumption of sugar during Ramadan is often higher and increases the 

risks of complications; messages remind diabetic patients of regular blood sugar control and 

the importance of proper hydration after breaking the fast. Although the programme does 

not intend to replace a medical appointment, it fills the gap created by the lack of 

diabetologists outside Dakar. 

Moreover, the Ministry of Health and Social Actions highlights the need to develop 

community-based approaches for more appropriate communication about diabetes, in order 

to tackle popular misrepresentations. For instance, the disease is frequently associated with 

a fear of amputation and dietary restrictions. The report quotes an informant: "Febar buy 

yaxx aduna la. Man dŞŜ Ƴƻ Ƴŀ ƎŜƴšƭ ƶǳ ŘŀƎ ǎŀƳŀ ȅŀǊŀƳϦ ό¢ǊŀƴǎƭŀǘƛƻƴΥ Lǘ ƛǎ ŀ ŘƛǎŜŀǎŜ ǘƘŀǘ 

destroys life. I'd rather die than have a limb amputated). This fear could explain the low 

adherence to the screening offer. In addition, the report underlines the abrupt, guilt-

inducing and stigmatizing manner in which some providers announce the disease to the 

patient. Consequently, the latter may deny or avoid health structures in favour of traditional 

practitioners. The report calls for capacity-building programmes for health care providers to 

be implemented, for better publicity and adequate support of the disease (République du 

Sénégal, 2017: 22). The impacts on the health system are important: chronic diseases 

requiring costly care represent 30% of national health expenditure. Those ailments are 

responsible for 34% of deaths in Senegal against 28% in sub-Saharan Africa. They constitute 

a public health crisis due to the constant increase in the number of people affected. 

(République du Sénégal, 2019) 

In Chapter 5, I analyse food practices ƛƴ ƎŜƴŜǊŀƭ ǿƘƛƭŜ /ƘŀǇǘŜǊ с ŦƻŎǳǎŜǎ ƻƴ bŜƴŜΩǎ 

management of her diabetes, in particular. Chapter 8 discusses the determinants of dietary 
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behaviours in Senegal and Malika to highlight the many economic and political determinants 

that are beyond the control of the diabetic patient in Senegal. 

2.4 Conclusion 

In this chapter, I have given an overview of the social and political context in Senegal, with 

regards to national languages and healthcare and introduced Malika, my research site. The 

living conditions of my participants will be examined in Chapters 5, 6 and 7. What I want to 

stress in this chapter is that the health system is fragile. Indeed, in Malika access to quality 

healthcare is limited and can be financially very challenging to some of my participants, as I 

demonstrate in Chapter 6.  

In the first section, I have highlighted the linguistic complexities in a post-colonial context, 

wherein despite nationalist actions, French remains dominant in writing and scientific 

domains. Therefore, health-related texts that I came across were rare and mostly in French; I 

found a leaflet in Wolofal that some of my participants could not read and a post-literacy 

primer in Wolof for learners who attended adult literacy class, mainly women. This then 

raises questions about the concept of health literacy when health-related texts are in a 

language not accessible to all, printed and limited to some settings and on some selected 

health issues. In the next chapter, I describe the conceptual framing that underpins my 

study. 
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Chapter 3 - Health, literacy and gender: conceptual considerations 

3.1 Introduction 

You educate a man; you educate an individual.  

You educate a woman; you educate a nation / a generation / a family. 

 

I start this chapter with this quote, attributed to James Kwegyir-Aggrey25, Brigham Young26 

or anonymously as an African proverb, because it seems to remain an ideological 

cornerstone of many learning activities in development interventions. Though the quote 

differs in terms of the scope of the impact, the expectations on education and on women 

are clear. Similarly, King and Hill (1993) argued that άa better educated mother has fewer 

and better educated childreƴ ώΧϐ ǎƘŜ raises a healthier family since she can better apply 

improved hygiene and nutritional practicesέ όƛōƛŘΦΥмнύΦ ¢Ƙƛǎ ŀǊƎǳƳŜƴǘ ƛǎ ǘȅǇƛŎŀƭ ƻŦ an 

instrumental rather than transformative perspective on the role of women and their 

education in development. 

As I stated in chapter 1, building on my professional experiences in education and 

development, I undertook doctoral studies to research literacy as a social practice. The main 

motivation was to sharpen my skills and hone my critical thinking so as to engage more 

actively and effectively in adult learning; in other words, to equip myself with the arguments 

that challenge the assumptions of the above quotes among others. 

In this chapter, I first present the key concepts of health that frame the debate on health 

literacy within the process of health promotion. An understanding and use of health literacy 

 

25 Intellectual, missionary and teacher from the Gold Coast (actual Ghana) emigrated in the United-States, 
ǎƻƳŜǘƛƳŜǎ ŎŀƭƭŜŘ ǘƘŜ άCŀǘƘŜǊ ƻŦ !ŦǊƛŎŀƴ 9ŘǳŎŀǘƛƻƴέ όмутр-1927), source Wikipedia. 

26 American religious leader, politician, and settler (1847-1877), source Wikipedia. 
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is important in that it can drive public health communication and education. Next, I 

introduce sociological and anthropological perspectives of Literacy as a Social Practice 

(hereafter LSP). The concept of health literacy is contested and has generated a large 

literature, mainly from a public health perspective, that tends to consider literacy as a set of 

skills. I will look at some definitions and critical studies by scholars in public health as well as 

in adult literacy domains, who use the LSP lens and their contributions to health literacy in 

research and practice. In the last section, I explore the concepts of gender and development 

in relation to health, particularly in relation to health equity and the social determinants of 

health. 

The LSP lens has allowed me to focus the health literacy debate on key points around 

intervention models, social learning and power relations, to analyse my data and question 

the understanding and application of health literacy in health education activities in Malika. 

3.2 Health and literacy in theory 

3.2.1 The concepts around learning about health: health education, health promotion and 

health literacy 

¦ƴŘŜǊǎǘŀƴŘƛƴƎ ƘŜŀƭǘƘ ŀǎ άa state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmityέ ŀǎ ŜƴǎƘǊƛƴŜŘ ƛƴ ǘƘŜ Ŏƻƴǎǘƛǘǳǘƛƻƴ ƻŦ the World 

Health Organization (1946), established health education has traditionally focused on 

personal health risks and lifestyle choicesΣ ǇǊƻƳƻǘŜŘ ŀǎ άǾƻƭǳƴǘŀǊȅ ŎƘŀƴƎŜǎ ƛƴ ōŜƘŀǾƛƻǳǊέ. In 

Global North contexts in the 80s, personal education and development to improve 

knowledge was described by John Catford and Don Nutbeam (1984) as rather vertical, 

through teacher-pupil and doctor-patient contacts. This verticality was also dominant in 

mass media health communications through radio, television and newspapers among 

others. Studies showed that this kind of health education was not very effective in terms of 

changing behaviours; in the 80s, a movement emerged to challenge the biomedical mind-set 

that was dominant in public health (Nutbeam, 2019). Catford and Nutbeam (1984) 
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highlighted the limits of health education not only in terms of contents but in terms of 

dissemination; in other words, health promotion. Their focus was largely on personal 

education and development as portrayed through mass media communication (Nutbeam, 

2019) whereas the paradigm shift in the 80s reconceptualised health education as a part of 

health promotion.  

 Towards a more holistic approach 

The Ottawa Charter in 1986 first defined health promotion ŀǎ άǘƘŜ ǇǊƻŎŜǎǎ ƻŦ ŜƴŀōƭƛƴƎ 

ǇŜƻǇƭŜ ǘƻ ƛƴŎǊŜŀǎŜ ŎƻƴǘǊƻƭ ƻǾŜǊ ŀƴŘ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜƛǊ ƘŜŀƭǘƘέ. Health education was 

considered to be an approach in this wider context of health promotion. Therefore, the aims 

of health education were not simply to increase knowledge about personal health behaviour 

ōǳǘ ŀƭǎƻ ǘƻ ŘŜǾŜƭƻǇ ǎƪƛƭƭǎ ǘƘŀǘ άŘŜƳƻƴǎǘǊŀǘŜ ǘƘŜ political feasibility and organizational 

possibilities of various forms of action to address social, economic and environmental 

ŘŜǘŜǊƳƛƴŀƴǘǎ ƻŦ ƘŜŀƭǘƘέ (World Health Organisation, 1998).  

In 2005, WHO launched the Commission on Social Determinants of Health (CSDH) to 

strengthen health equity; commissioners worked with the global community to foster a 

global movement to work towards hŜŀƭǘƘ ŜǉǳƛǘȅΦ ¢ƘŜ /ƻƳƳƛǎǎƛƻƴΩǎ ǊŜǇƻǊǘ ǇƛƴǇƻƛƴǘǎ ǘƘǊŜŜ 

actions to focus on social, economic and environmental determinants:  

1) Improve the conditions of daily life ς the circumstances in which people are born, 

grow, live, work, and age; 2) tackle the inequitable distribution of power, money, and 

resources ς the structural drivers of those conditions of daily life ς globally, 

nationally, and locally; and 3) Measure the problem, evaluate action, expand the 

knowledge base, develop a workforce that is trained in the social determinants of 

health, and raise public awareness about the social determinants of health. (CSDH, 

2008: 2).  

I explore the second action in the section on gender, health and literacy. The Commission 

ŦǳǊǘƘŜǊ ǊŜŎƻƳƳŜƴŘŜŘ ǘƘŀǘ άEducational institutions and relevant ministries act to increase 

understanding of the social determinants of health among non-medical professionals and 

the general publicέ όƛōƛŘΦΥ муфύΦ wŀƛǎƛƴƎ ŀǿŀǊŜƴŜǎǎ ŀōƻǳǘ ǘƘŜǎŜ ŘŜǘŜǊƳƛƴŀƴǘǎ ŀƳƻƴƎ ǘƘŜ 
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general public is meant to be done through health education and communication, in 

particular by developing critical health literacy, a concept I will expand on. While there are 

several definitions of health literacy (introduced in the following sub-section) the scope 

proposed by the notion of critical health literacy is not always clearly identified in these 

definitions.   

The paradigm shift referred to here has so far mainly occurred in English-speaking countries 

from the Global North, and therefore, the literature remains predominantly in English, thus 

limiting its application in some parts of the world. Moreover, as David Houéto (2008) points 

out, the concept of health promotion is barely known in French speaking African countries; 

their colonial heritage and the poor organisation of their health systems are the underlying 

reasons. This absence significantly hinders the adoption of health promotion policies in their 

countries which means that a biomedical approach remains dominant or one focused on 

health education (Information, Education and Communication (IEC), Communication on 

Behaviour Change (BCC), etc.) rather than towards strategies aiming at the determinants of 

health, including social determinants, and health equity (REFIP27).  

The sub-ǘƛǘƭŜ ƻŦ ǘƘŜ hǘǘŀǿŀ /ƘŀǊǘŜǊΣ άǘƘŜ ƳƻǾŜ ǘƻǿŀǊŘǎ ŀ ƴŜǿ ǇǳōƭƛŎ ǇƻƭƛŎȅέΣ ƭŀǳƴŎƘŜŘ ǘƘŜ 

way to five priority strategies: build a healthy public policy; create supportive environments 

for health; strengthen community actions; develop personal skills; and reorient health 

services (World Health Organisation, 1998). Intrigued by the logo when I first saw it, I 

decided to analyse it more closely. 

 

27 https://refips.org/groupes-thematiques/ as most of the communication on health promotion research and 
policy is in English, the French-speaking network for health promotion REFIPS develops training materials, 
policy briefs in French language. 

https://refips.org/groupes-thematiques/
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Figure 6 - Diagram of the Ottawa Charter to represent health promotion, WHO, 198628 

The health promotion diagram presents the action areas within a circle to emphasize that 

these areas need to be addressed in an integrated and complementary way in policies. The 

upper wing, symbolising strengthen community action and develop personal skills, is 

breaking the circle, to highlight the constant changes in society, communities and 

individuals, and the need for policies to reflect these changes (World Health Organization 

(WHO), 2009). The active verbs enable, mediate and advocate are at the core of the process, 

to build in synergy and unity within a global movement that promotes health.   

What particularly interested me was the idea of strengthening community action and 

developing personal skills strategies; both evoke the process of empowerment to gain 

ŎƻƴǘǊƻƭ ƻǾŜǊ ƻƴŜΩǎ ƭƛŦŜ ŀǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ŀƴŘ ŎƻƭƭŜŎǘƛǾŜ level and ultimately to gain control 

over the determinants of health. This is where the concept of health literacy plays a key role 

as its advocates see it as central to the effectiveness of the above strategies. Indeed, the last 

²Ih ŎƻƴŦŜǊŜƴŎŜ ǎǘŀǘŜŘ ǘƘŀǘ άƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅ ƛǎ ŦƻǳƴŘŜŘ ƻƴ ƛƴŎƭǳǎƛǾŜ ŀƴŘ Ŝǉǳƛǘŀōle access to 

quality education and life-long learning. It must be an integral part of the skills and 

ŎƻƳǇŜǘŜƴŎƛŜǎ ŘŜǾŜƭƻǇŜŘ ƻǾŜǊ ŀ ƭƛŦŜǘƛƳŜΣ ŦƛǊǎǘ ŀƴŘ ŦƻǊŜƳƻǎǘ ǘƘǊƻǳƎƘ ǘƘŜ ǎŎƘƻƻƭ ŎǳǊǊƛŎǳƭǳƳέ 

 

28 The original Health Promotion logo, created for the 1st International Conference on Health Promotion at 
Ottawa, is bilingual French and English with a red circle. 
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(World Health Organisation, 2017). I will further look at how health literacy is understood 

and applied in adult learning. 

 The active discussion on the concept of health literacy 

The correlation between low literacy and poor health outcomes has been a major area of 

interest within the development of the concept of health literacy from two perspectives, 

clinical and educational. From a clinical care perspective, health literacy is understood as άa 

risk factorέ (Nutbeam, 2008: 2073); it draws on studies that suggest an association between 

poor literacy and poor health. This body of research focuses on test measurements, adapted 

communication and services as well as the impacts on the cost of the system. In this 

literature, scholars describe health literacy as a set of capacities, mainly knowledge based 

and provided within healthcare settings. From a public health and health promotion 

ǇŜǊǎǇŜŎǘƛǾŜΣ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅ ƛǎ ŎƻƴŎŜǇǘǳŀƭƛǎŜŘ ŀǎ ŀƴ ŀǎǎŜǘΣ άŀƴ ƻǳǘŎƻƳŜ to health education 

and communication that supports greater empowerment in health-ŘŜŎƛǎƛƻƴέΤ ƛǘ ƛǎ ōŀǎŜŘ ƻƴ 

age-and context-specific health knowledge (ibid.: 2074). This understanding resonates with 

the social determinants of health framework (SDOH), adopted in 2011 by the World Health 

Organisation at its general conference to consider άǘƘŜ ŎƛǊŎǳƳǎǘŀƴŎŜǎ ƛƴ ǿƘƛŎƘ ǇŜƻǇƭŜ ŀǊŜ 

born, grow, live, work and age, and the systems put in place to deal with illness. These 

circumstances are in turn shaped by a wider set of forces: economics, social policies, and 

ǇƻƭƛǘƛŎǎΦέ29. Embracing the SDOH, health literacy is therefore beyond the remit of clinical care 

settings and issues. Throughout the report , the Commissioners of the SDOH recommend 

improving the social determinants of health literacy with  reference to case studies on 

informal economy, women, gender inequity and poverty in which literacy appears as a key 

element within the social determinants of health (see CSDH, 2008: 81, 117, 145, 151). The 

understanding and measurement of literacy seems to be from an educationalist perspective, 

as I will discuss in 3.3.2. 

 

29 https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1 accessed in June 2021 

https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
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Before the 2000s, the term health literacy rarely appeared in academic articles (Sørensen in 

Okan et al., 2019). First cited by Scott K. Simonds in 1974 to refer to health education in 

schools, interest in the idea of health literacy began to take shape in the context of the 

emergent concept of health promotion. Nutbeam (2000), influenced by Peter Freebody and 

Allan [ǳƪŜΩǎ ǿƻǊƪ in the field of literacy studies (1990), developed the asset model, using 

ǘƘǊŜŜ ΨǘȅǇŜǎΩ ƻŦ ƭƛǘŜǊŀŎȅ ŀƴŘ ǘƘŜƛǊ ǇǊŀŎǘƛŎŀƭ ŀǇǇƭƛŎŀǘƛƻƴ ƛƴ ŜǾŜǊȅŘŀȅ ƭƛŦŜΣ ŦƻŎǳǎƛƴƎ ƻƴ ǿƘŀǘ 

literacy enables people to do. He ranged these skills from the basic cognitive and literacy 

ǎƪƛƭƭǎ ǘƻ ǘƘŜ ΨƳƻǎǘ ŀŘǾŀƴŎŜŘΩ ƻnes that are developed through formal education and informal 

personal experiences (ibid.). Firstly, basic/functional health literacy is the ability to read and 

write factual information on health risks and on how to use the health system. As Susie 

Sykes notes (2014), this level of skills seems to be the outcome of traditional health 

education, supporting individual understanding of health risks, health services and following 

prescribed actions. The second level is communicative or interactive health literacy, which is 

related to the skills that a person needs to understand and act on information in a 

supportive environment. The third level is critical health literacy, the skills needed to analyse 

and use information critically; it implies political and social actions as well as individual 

action to improve health and address the social determinants of health.  

Nutbeam (2008) explains that these levels progressively aiming at empowerment in decision 

making, have an implication in the content of health education and communication; indeed, 

health education could also include raising awareness on social determinants; developing 

pŀǘƛŜƴǘǎΩ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ƳŀƴŀƎƛƴƎ ŀ ŘƛǎŜŀǎŜΤ ƛƴǘŜǊŀŎǘƛƴƎ ǿƛǘƘ ƘŜŀƭǘƘ ǇǊŀŎǘƛǘƛƻƴŜǊǎΤ ŀƴŘ 

navigating the health system. Deborah Chinn argues that the different health literacy types 

should not be seen as hierarchical or even mutually exclusive. Rather, individuals may have a 

range of capabilities at different levels of skill and sophistication (2011). Through his 

definition, Nutbeam sets his vision of literacy as a metaphor for knowledge and even action: 

άŀ ŘƛǎǘƛƴŎǘ ŎƻƴŎŜǇǘΣ ǊŀǘƘŜǊ ǘƘŀƴ ŀ ŘŜǊƛǾŀǘƛǾŜ ŎƻƴŎŜǇǘ ŦǊƻƳ ƭƛǘŜǊŀŎȅ ŀƴŘ ƴǳƳŜǊŀŎȅ ǎƪƛƭƭǎ ώΧϐ 

health literacy is the outcome of education and communication rather than a factor that 

Ƴŀȅ ƛƴŦƭǳŜƴŎŜ ǘƘŜ ƻǳǘŎƻƳŜ ώΧϐ ǘƘŜ ǊŜǎǳƭǘǎ ŀǊŜ ƴƻt only improved health outcomes but also a 

ǿƛŘŜǊ ǊŀƴƎŜ ƻŦ ƻǇǘƛƻƴǎ ŀƴŘ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ƘŜŀƭǘƘέ (Nutbeam, 2008: 2075). 
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 How critical is critical health literacy?  

Critical health literacy has stimulated debates but not with the same intensity as the body of 

research on functional and interactive health literacy. Therefore, I mainly refer to Chinn and 

{ȅƪŜǎΩ ŀǘǘŜƳǇǘ ǘƻ ŎƭŀǊƛŦȅ ǘƘŜ ŎƻƴŎŜǇǘΦ .ŀǎŜŘ ƻƴ bǳǘōŜŀƳΩǎ ǿƻǊƪ ǘƘŀǘ Ǌemains a point of 

reference (2000, 2008), the concept of critical health literacy can be divided into three 

domains, namely information appraisal, understanding the social determinants of health and 

engagement in collective action (Chinn, 2011). In her review aimed at enhancing the utility 

ƻŦ άŎǊƛǘƛŎŀƭ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅέ ŀǎ ŀ ŎƻƴŎŜǇǘǳŀƭ ǘƻƻƭ ŦƻǊ ƘŜŀƭǘƘ ǇǊƻƳƻǘƛƻƴ, Chinn hints at the 

daunting, sometimes hopeless task of implementing actions to raise awareness of social 

determinants, as expressed by both lay people and health practitioners (Cattell, 2001; 

Dalton et al., 2008 in Chinn, 2011). What could make these political and social actions more 

tangible, Chinn argues, is if community engagement is based on knowledge about social 

determinants. Chinn reviews the definitions that encompass the skills and competences for 

ǘƘŜǎŜ ŀŎǘƛƻƴǎ ǘƘŀǘ ŀǇǇŜŀǊ ǳƴŘŜǊ ǘƘŜ ƭŀōŜƭ ƻŦ ΨŎƛǾƛŎΩ ŀƴŘ ΨŎƛǘƛȊŜƴΩ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅΦ {ƘŜ Ŏŀƭƭǎ 

these competencies ΨŎƻƭƭŜŎǘƛǾƛǎǘ-minded, socially active citizen who prioritizes the common 

ƎƻƻŘ ŀƴŘ ǇǳōƭƛŎ ƘŜŀƭǘƘ ƎƻŀƭǎΩ (2011; 65) and notes that an individual can contribute to 

community outcomes by having skills related to working in groups and knowledge of the 

local community. Sykes, another advocate of critical health literacy, points out that 

ƛƴǘŜǊǇǊŜǘŀǘƛƻƴǎ ƻŦ bǳǘōŜŀƳΩǎ ŘŜŦƛƴƛǘƛƻƴ ǘŜƴŘ ǘƻ ŦƻŎǳǎ ƳƻǊŜ ƻƴ ƎǊŜŀǘŜǊ ƛƴŘƛǾƛŘǳŀƭ ŎƻƴǘǊƻƭ 

over life events and situations through advanced individual cognitive skills rather than on the 

community  and individual actions for political and social change (Sykes et al., 2013). 

Acknowledging that these changes may not please some, she adds that political will and 

policy-ƳŀƪŜǊǎΩ ƛƴǾƻƭǾŜƳŜƴǘ are essential in urging for change. What has surprised me is that 

ƛƴ ǘƘŜ ŘŜōŀǘŜǎ ŀōƻǳǘ άŎǊƛǘƛŎŀƭ ƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅέ ǘƘŜǊŜ ƛǎ ǾŜǊȅ ƭƛǘǘƭŜ ǊŜŦŜǊŜƴŎŜ ǘƻ tŀǳƭƻ CǊŜƛǊŜΩǎ 

critical pedagogy. This absence has left me wondering how political is the approach defined 

within the concept of critical health literacy? In other words, does it consist only of raising 

awareness of the social determinants of health for social justice or does it also challenge the 

power relations within the public health and health communication and knowledge? These 

are changes that may not please some. 
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 Expansion, variation, duplication, the concept of health literacy remains contested 

Zarcadoolas, Pleasant and Greer (2003; 2005) proposed an expanded model that includes 

four domainsΣ ǿƛǘƘ ǎƻƳŜ ƻǾŜǊƭŀǇ ǿƛǘƘ bǳǘōŜŀƳΩǎ ǘȅǇƻƭƻƎȅΥ fundamental literacy is the 

ability to read, write and speak; scientific literacy is the ability to understand science and 

technology; civic literacy consists of the skills that enable citizens to recognise public issues 

and participate in civil society). The fourth domain, cultural literacy, is where the model goes 

beyond the scope of the Nubeam typology, with an expanded take on health literacy that 

encompasses the collective beliefs, customs and world view and social identity of diverse 

individuals to interpret and act on health information. This model with its broader view of 

health and health practices, reinforces the need to recognise the particularities and 

complexities of cultures and contexts. 

The common thread among these definitions is that the concept is described as a logical, 

measurable outcome to health education within health promotion principles (Nutbeam, 

1998): health literacy has been defined and conceptualised in multiple ways (Peerson and 

Saunders, 2009; Sørensen et al., 2012) but is ultimately based on an observable set of skills 

that can be developed and improved through effective communication and education 

(Nutbeam, 2019; Okan et al., 2019). Health literacy can therefore be limited to task-based 

communication, developing specific skills such as adherence to prescribed medication or 

changing particular behaviours; it can also be skills based, equipping people with generic 

skills that encourage them to make decisions that are conducive to health throughout their 

life (Nutbeam, 2019). 

This overview of the various definitions used in the academic literature shows that the 

concept is still underdeveloped within health research. Leslie Malloy-Weir and colleagues, 

(2016) reviewed 250 definitions used in the literature since 2007; out of them, the six most 

frequently used were: 
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Adding to Malloy-²ŜƛǊ ŀƴŘ ŎƻƭƭŜŀƎǳŜǎΩ ŀƴŀƭȅǎƛǎΣ L ƘŀǾŜ ƘƛƎƘƭƛƎƘǘŜŘ ǿƻǊŘǎ ŀŎŎƻǊŘƛƴƎ ǘƻ ŦƻǳǊ 

categories, to facilitate the comparison between theses definitions. In green, all the authors 

refer to ability and skills as they can be observable, thus measurable; however, how these 

skills are learned is not included in these definitions. Definitions 5 and 6 are even more 

problematic as the auǘƘƻǊǎ ǊŜŦŜǊ ǘƻ ΨŀōƛƭƛǘȅΩ ǘƘŀǘ ǎƻǳƴŘǎ ƳƻǊŜ ƴŀǘǳǊŀƭ ŀƴŘ ƛƴōǳƛƭǘΦ !ǎ aŀƭƭƻȅ-

Weir and colleagues Ǉƻƛƴǘ ƻǳǘΣ ǘƘŜ ǿƻǊŘ ΨƪƴƻǿƭŜŘƎŜΩ ŘƻŜǎ ƴƻǘ ŀǇǇŜŀǊΣ ǘƘƻǳƎƘ L ǘƘƛƴƪ ǘƘŀǘ ƛǘ 

ƳƛƎƘǘ ōŜ ƛƳǇƭƛŎƛǘ ƛƴ ΨŎƻƳǇŜǘŜƴŎƛŜǎΩ όпύΦ  

Only the American Medical Association (3) mentions reading and numerical tasks; writing 

does not seem to be key in engaging with health-related information in any of them.  

With the exception of definition 3, the authors link abilities with results that are conducive 

to health, implicitly evoking the empƻǿŜǊƳŜƴǘ ǇǊƻŎŜǎǎ ƻŦ ƎŀƛƴƛƴƎ ŎƻƴǘǊƻƭ ƻǾŜǊ ƻƴŜΩǎ ƘŜŀƭǘƘ 

by making informed decisions.  
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Only definitions 5 and 6 seem to broaden the scope (grey) in a way that echoes with the 

social determinants of health approach; by contrast, definition 3 limits health-related actions 

to medical settings. In 2008, the Commissioners of the Social determinants of Health report 

ǊŜŎƻƳƳŜƴŘŜŘ ŜȄǇŀƴŘƛƴƎ  ΨƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅΩ ǘƻ ƛƴŎƭǳŘŜ  άthe ability to access, understand, 

evaluate, and communicate information on the social determinants of healthέ (CSDH, 2008: 

189). 

Finally, critical health ƭƛǘŜǊŀŎȅ ƳƛƎƘǘ ōŜ ǎŜŜƴ ǘƘǊƻǳƎƘ ǘƘŜ ǳǎŜ ƻŦ ǘƘŜ ǘŜǊƳ ΨŜǾŀƭǳŀǘŜΩ όсΣ пύ ƛƴ 

ǘƘŀǘ ƛǘ ƎƛǾŜǎ ǎƻƳŜ ǇƻǿŜǊ ǘƻ ǇŀǘƛŜƴǘǎΣ ƛƴ ŎƻƳǇŀǊƛǎƻƴ ǿƛǘƘ ǘƻ ΨƳŀƪŜ ŀƴ ŀǇǇǊƻǇǊƛŀǘŜκǎƻǳƴŘ 

ŘŜŎƛǎƛƻƴΩ όмΣ рύ ǘƘŀǘ ƳƛƎƘǘ ōŜ ŜǾŀƭǳŀǘŜŘ ōȅ ǎƻƳŜƻƴŜ ŜƭǎŜΣ ƻǊ ŀǎ aŀƭƭƻȅ-Weir and colleagues 

point ƻǳǘ άcan be judged on different criteriaέ (2016: 342).  It is perplexing to see that the 

!ƳŜǊƛŎŀƴ aŜŘƛŎŀƭ !ǎǎƻŎƛŀǘƛƻƴΩǎ ŘŜŦƛƴƛǘƛƻƴ όоύ ǘƘŀǘ ƛǎ ǾŜǊȅ ŦǳƴŎǘƛƻƴŀƭ ŀƴŘ ōƛƻƳŜŘƛŎŀƭΣ ǊŜƳŀƛƴǎ 

in the top six of the most used definitions of health literacy; the use of this interpretation of 

health literacy seems to suggest a reluctance to embrace the idea of patient 

empowerment/agency.  

The analysis of these commonly used definitions highlights a common assumption which is 

that information on health has a positive impact on health by maintaining or promoting 

health, reducing health-risks and increasing quality of life. Questioning this assumption, 

Malloy-Weir and colleagues argue that health literacy definitions should consider personal 

values and beliefs and life-context, among other factors that play a part in health-related 

decisions. These definitions also promote individualistic ideas and place the responsibilities 

to meet health literacy requirements on individuals (Malloy-Weir et al., 2016). I will present 

some studies that challenge this individualist vision by introducing the lens of literacy as a 

social practice in a later section. 

In this section, I have chosen to spend time surveying health promotion and health literacy 

because awareness of these debates is fundamental to my research, as is being attentive to 

the words and activities used to address health education and communication. I have used 

these frameworks to examine the health policies and activities in Senegal.  
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3.2.2 The social practice model of literacy 

As my focus is on communicative practices, in this section I look at literacy debates led by 

scholars from Literacy as a Social Practice (LSP) approach. I analyse how the ideological 

model of literacy in particular, somehow echoes the concept of health promotion. 

 Challenging the vision of literacy as universal and neutral 

In the research literature, some ƭƛǘŜǊŀŎȅ ǘƘŜƻǊƛǎǘǎ ƘŀǾŜ ǇƻǎƛǘŜŘ ŀ άƎǊŜŀǘ ŘƛǾƛŘŜέ (Goody, 

1968) between those who are literate and those who are not. The traditional vision of 

literacy has been that of a universal skills-based approach, also known as the autonomous 

model, informed by educationalists and psychologists, that tends to focus on reading and 

writing skills.  Later anthropologists and sociologists have challenged this view by looking at 

literacies through practices and broader conceptions of reading and writing (Street, 1993; 

Barton, 2007). Studying literacy as ideological means understanding that literacy cannot be 

autonomously free of the context. The ideological model as defined by Brian Street, also 

encompasses the power relations constructed in literacy practices, looking more in-depth at 

άǘƘŜ ǿŀȅǎ ƛƴ ǿƘƛŎƘ ǘƘŜ ŀǇǇŀǊŜƴǘ ƴŜǳǘǊŀƭƛǘȅ ƻŦ ƭƛǘŜǊŀŎȅ ŘƛǎƎǳƛǎŜǎ ǘƘŜƛr significance for the 

ŘƛǎǘǊƛōǳǘƛƻƴ ƻŦ ǇƻǿŜǊ ƛƴ ǎƻŎƛŜǘȅ ŀƴŘ ŦƻǊ ŀǳǘƘƻǊƛǘȅ ǊŜƭŀǘƛƻƴǎέ (1993: 2). Indeed, as David 

.ŀǊǘƻƴΣ aŀǊȅ IŀƳƛƭǘƻƴ ŀƴŘ wƻȊ LǾŀƴƛő (2000: 40) ƘƛƎƘƭƛƎƘǘΣ άƭƛǘŜǊŀŎȅ ǇǊŀŎǘƛŎŜǎ ŀǊŜ ǇŀǘǘŜǊƴŜŘ 

by social institutions and power relationships and some literacies are more dominant, visible 

ŀƴŘ ƛƴŦƭǳŜƴǘƛŀƭ ǘƘŀƴ ƻǘƘŜǊǎέΦ 

In the 1980-90s, LSP scholars, mainly linguists and anthropologists, brought a sociolinguistic 

lens to literacy and language through their ethnographic work. In particular, the concepts of 

ΨƭƛǘŜǊŀŎȅ ŜǾŜƴǘΩ ŀƴŘ ΨƭƛǘŜǊŀŎȅ ǇǊŀŎǘƛŎŜΩ ǿŜǊŜ ŦƛǊǎǘ ƛƴǘǊƻŘǳŎŜŘ ǊŜǎǇŜŎǘƛǾŜƭȅ ōȅ Shirley Brice 

Heath (1983) and Sylvia Scribner and Michael Cole (1981) to analyse situated literacy. 

Literacy was seen as a continuum, included context, oral and written forms and recognised 

the agency of the literacy users  (Street, 1993; Barton, 2007). Heath used the concept of 

ΨƭƛǘŜǊŀŎȅ ŜǾŜƴǘΩ ƛƴ ƘŜǊ ŜȄǘŜƴǎƛǾŜ ŜǘƘƴƻƎǊŀǇƘƛŎ ǿƻǊƪ ǿƛǘƘ !ǇǇŀƭŀŎƘƛŀƴ ŎƻƳƳǳƴƛǘƛŜǎΣ ǎǘǳŘȅƛƴƎ 

literacy in the home, in school and in the communities. Her definition of literacy enabled her 

to analyse what people do with literacy in their everyday life when reading and writing 
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(Barton, 2007). In their work in Liberia, Scribner and Cole (1981) made the link between 

literacy and specific skills and domains of activity. They suggested that άƭƛǘŜǊŀŎȅ ƛǎ ƴƻǘ ǎƛƳǇƭȅ 

knowing how to read and write a particular script but applying this knowledge for specific 

ǇǳǊǇƻǎŜǎ ƛƴ ǎǇŜŎƛŦƛŎ ŎƻƴǘŜȄǘǎ ƻŦ ǳǎŜΦέ όƛbid. 1981: 236).  

Street used literacy practices in his work in Iran and elaborated the term to take into account 

both events in Heath's sense and άthe social models of literacy that participants bring to bear 

ǳǇƻƴ ǘƘƻǎŜ ŜǾŜƴǘǎ ŀƴŘ ǘƘŀǘ ƎƛǾŜ ƳŜŀƴƛƴƎ ǘƻ ǘƘŜƳέ (Street, 1984, 1988 quoted in Street, 

2003). Literacy is therefore viewed as a set of practices that άǊŜŦŜǊ ǘƻ ǘƘŜ ōǊƻŀŘŜǊ ŎǳƭǘǳǊŀƭ 

conception of particular ways of thinking about and doing reading and writing in cultural 

ŎƻƴǘŜȄǘǎέ (Street, 2003: 79). An extended notion of literacy practices was proposed by Ralph 

Grillo (in Street, 1993: 13): άŎƻƳƳǳƴƛŎŀǘƛǾŜ ǇǊŀŎǘƛŎŜǎέ ŜƳōǊŀŎŜ άǘƘŜ ǎƻŎƛŀƭ ŀŎǘƛǾƛǘƛŜǎ ǘƘǊƻǳƎƘ 

ǿƘƛŎƘ ƭŀƴƎǳŀƎŜ ƻǊ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ƛǎ ǇǊƻŘǳŎŜŘέ ŀƴŘ Ƙƻǿ ǘƘŜǎŜ ŀŎǘƛǾƛǘƛŜǎ ŀǊŜ ŜƴǘǊŜƴŎƘŜŘ ƛƴ ŀ 

large social context; ǘƘǳǎ ƘŜ ŎƻƴǎƛŘŜǊǎ ƭƛǘŜǊŀŎȅ άŀǎ ƻƴŜ ǘȅǇŜ ƻŦ ŎƻƳƳǳƴƛŎŀǘƛǾŜ ǇǊŀŎǘƛŎŜǎέ 

rather than applying it to one particular medium or channel (Grillo, 1989 quoted in Street, 

ibid.). 

 Literacy practice at the core of the analysis 

hƴŜ ŜȄǇŀƴǎƛƻƴ ƻŦ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ ƭƛǘŜǊŀŎȅ ǇǊŀŎǘƛŎŜǎ ǿŀǎ ǘƻ ǊŜŦŜǊ ǘƻ άƳǳƭǘƛǇƭŜ ƭƛǘŜǊŀŎƛŜǎέΣ ŦƛǊǎǘ 

employed to contrast with the autonomous vision of literacy as detailed above.  Street 

(2000) warned against the conflation of multiple literacies with multiple cultures  and argued 

ǘƘŀǘ ōƻǘƘ άƳǳƭǘƛǇƭŜ ƭƛǘŜǊŀŎƛŜǎέ ŀƴŘ  άƳǳƭǘƛ-ƭƛǘŜǊŀŎƛŜǎέ ǳǎŜŘ ƛƴ ǘƘŜ ƭƛǘŜǊŀǘǳǊŜ ǘŜƴŘŜŘ ǘƻ ǊŜƛŦȅ 

ƭƛǘŜǊŀŎȅΦ /ƻƛƴŜŘ ōȅ ǎŎƘƻƭŀǊǎ ƻŦ ǘƘŜ ΨbŜǿ [ƻƴŘƻƴ DǊƻǳǇΩ ƭƛƪe Courtney Cazden and Gunther 

Kress, the term multi-literacies refers to the various forms of literacy associated with 

channels or modes, for instance computer literacy and visual literacy (ibid.). Interested in the 

latter, Kress and van Leeuwen show how icons, symbols and pictures in the Windows pack 

office, for instance, become new learning elements to engage in to navigate in this world 

(Kress and van Leeuwen, 1990 in Street, 2000). Street signals the exaggerated vision that 

interprets this semiotic systŜƳ ŀǎ ƭŜŀŘƛƴƎ ǘƻ άǘƘŜ ŜƴŘ ƻŦ ƭŀƴƎǳŀƎŜέΣ ŎǳǘǘƛƴƎ ŀŎǊƻǎǎ ǊŜŀŘƛƴƎ 

and writing in this form of communication, an understanding of multi-literacies that differ 

from the channel and mode. Be that as it may, Street reminds us that the analysis of the 
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channel itself will not give meaning and lead to effects, but an analysis of the social practices 

will (ibid.). 

Further work followed within the social practices framework. Kress (2003) has rationalised 

the wider landscape of multimodal communication with the study of signs, icons, and their 

meaning making. His studies on how children make meaning from multimodal texts in 

different settings in schools have framed research on the affordances of the multimodal to 

explore the implications for education and pedagogy. [ƻƻƪƛƴƎ ŀǘ ƳƻŘŜǎ ŀǎ άŎǳƭǘǳǊŀƭ 

technologies fƻǊ ƳŀƪƛƴƎ ƳŜŀƴƛƴƎ ǾƛǎƛōƭŜ ƻǊ ǘŀƴƎƛōƭŜέ όнроύΣ Myrrh, Jewitt and Kress (2015) 

investigate tƘŜ ǊŜƭŀǘƛƻƴǎ ōŜǘǿŜŜƴ ƳƻŘŜǎΣ ǿǊƛǘƛƴƎ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴΦ ¢ƘŜȅ ŀǎƪΣ άwhat kinds 

of things does each mode do well, which things does it do less well, or which not at all?έ 

(ibid.: 254). Kate Pahl and Jennifer Rowsell draw on both the social semiotic theory of 

multimodality and the theory of literacy as social practice, to bring a focus on different tools 

used in literacy practices to question text, power and identity (2010). 

The social practice model of literacy has been challenged for its perceived limitation in terms 

of focusing primarily on the local context, marginalising consideration of the material 

dimension of literacy. Deborah Brandt and Katie Clinton (2002) attempt to valorise the 

technology of literacy. Thus, they suggest tƘŜ ƴŜŜŘ ǘƻ ǎǘǳŘȅ ǘƘŜ άŀŎǘŀƴǘέ ǇŀǊǘ ƻŦ ƭƛǘŜǊŀŎȅ ƛƴ 

ǎƻŎƛŀƭ ǇǊŀŎǘƛŎŜǎ όƛōƛŘΦΣ ооуύΦ aƻǊŜ ǎǇŜŎƛŦƛŎŀƭƭȅΣ ǘƘŜȅ ŎƭŀƛƳ ǘƻ ǊŜǎǘƻǊŜ ǘƘŜ άǘƘƛƴƎ ǎǘŀǘǳǎέ ǘƻ 

literacy, thereby enhancing the potentials of the technology of literacy.  

But can we not recognize and theorize the transcontextual aspects of literacy 

without calling it decontextualized? Can we not approach literacy as a 

technology ς and even as an agent ς without falling back into the 

autonomous model? Can we not see the ways that literacy arises out of local, 

particular, situated human interactions while also seeing how it also regularly 

arrives from other places ς infiltrating, disjointing, and displacing local life? 

(ibid.: 343). 

Brandt and Clinton question the power given to local context in literacy, investigating 

άƭƛǘŜǊŀŎȅΩǎ ǘǊŀƴǎŎƻƴǘŜȄǘǳŀƭƛȊŜŘ ŀƴŘ ǘǊŀƴǎŎƻƴǘŜȄǘǳŀƭƛȊƛƴƎ ǇƻǘŜƴǘƛŀƭǎέ όƛōƛŘΦΥ ооуύΦ ¢ƘŜȅ ōŀǎŜ 
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their work on the concept of the activity of objects developed by Bruno Latour, who studies 

the importance of non-human objects in social interaction through the actor-network 

theory. This point is relevant in my research context where the mobile phone and the 

communicative platform WhatsApp are widely used and raises the question, what do people 

do with mobile phones and digital information? This is a question that is reminiscent of Don 

YǳƭƛŎƪ ŀƴŘ /ƘǊƛǎǘƻǇƘŜǊ {ǘǊƻǳŘΩǎ ǊŜǎŜŀǊŎƘ (1993) on how the inhabitants of a small village in 

Papua New Guinea were ǘŀƪƛƴƎ ƘƻƭŘ ΨƻŦ ƭƛǘŜǊŀŎȅΩ and their observation that: άthey have not 

ōŜŜƴ ΨǘǊŀƴǎŦƻǊƳŜŘΩ ōȅ ƭƛǘŜǊŀŎȅΦ LŦ ŀƴȅǘƘƛƴƎΣ ǘƘŜȅ ǘƘŜƳǎŜƭǾŜǎ ƘŀǾŜ ΨǘǊŀƴǎŦƻǊƳŜŘΩ ƛǘέ όƛōƛŘΦΣ 

1993: 56). This is a question that will frame further discussion in chapter 8. 

Multilingualism is another concept studied in LSP (Juffermans, Yonas Mesfun, and Abdelhay, 

2014) and is important to take into account in a context like Senegal30.  Code-switching 

seems to be a common practice not only in speaking but also in using SMS (short message 

service). Digital communication has developed the use of local languages in writing 

practices; for example, Senegalese users alternate between French and Wolof (Lexander, 

2009). In a study on multilingual digital literacy practices and the meaning in the choice of 

language in SMS,  Ana Deumert and Kirstin Vold Lexander (2013)  analyse the negotiation of 

different forms of intimacy through multilingual writing. These social practices could reveal 

the power relations in situated literacies (Barton and Hamilton, 1998), particularly in a 

context where the dominant language in intra-governmental written communication and 

records remains the colonial language, as is the case in Senegal. 

Understanding literacy as situated (Barton and Hamilton, 1998) implies studying events 

where the written word plays a role. It also means observing literacy in different settings 

such as the home and the workplace, to investigate the literacies embedded in cultural and 

social contexts. Meaning making can be analysed through patterns observed in the unit of 

practices that are socially linked to the written word (Barton 2007: 37). Meaning making 

 

30 As presented in Chapter 2, about twenty languages are spoken in Senegal, only six of them are officially 
national languages (decree 68-871, July 24th 1968) Joola, Màndienka, Pulaar, Seereer, Sóninké, Wolof. Since 
2001, the Constitution gives any local langues the national status when codified. French is the official language 
and Wolof lingua franca. 
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through text contrasts with the use of the word literacy in the earlier section where it seems 

to be often used as a metaphor for knowledge in the health literature. Moreover, situated 

literacy suggests that literacy and orality are not perceived as separate, as they are in the 

traditional vision of literacy, but as a continuum. Street highlights the role of context in the 

relationship between oral and literate practices, arguing that cultural entities and structures 

of power are involved in both and that therefore they should not be studied in isolation 

(Street, 1993).  

For a wider definition that is ōŀǎŜŘ ƻƴ ǇŜƻǇƭŜΩǎ ŜȄǇŜǊƛŜƴŎŜǎΣ ŜǾŜǊȅŘŀȅ ƭƛŦŜ ƛǎ ƪŜȅ ǘƻ exploring 

literacy (Barton 2007: 4). Literacy and learning have been studied as a continuous process; 

the lifelong learning principle lifts the limits of age and space, encompassing formal, non-

formal, informal learning and intergenerational learning that maintain the transmission of 

local knowledge, traditions and values (UIL, 2014; Hanemann, 2019). Situated literacy 

research examines literacy events and practices in a life-wide process, looking at 

participants, activities, settings, domains and resources (Barton, 2007); local literacy 

practices and knowledge that already exist within the community are part of the social 

activities. 

 Literacy, development, and gender 

Through the conceptualisation of the autonomous model of literacy, Street considers the 

tendency in international development interventions to provide the Global South with what 

people are perceived to lack: literacy ƛǎ ŎƻƴŎŜǇǘǳŀƭƛǎŜŘ ŀǎ ŀ ŎŜƴǘǊŀƭ ΨƭŀŎƪΩ. This deficit 

discourse, often used in international education, disregards  the skills and knowledge that 

participants already practise in their everyday life (Aikman et al., 2016). Viewed as inherently 

contributing to the wellbeing of people and their development, Street challenges the 

ŀǎǎǳƳǇǘƛƻƴǎ ǘƘŀǘ άƛŦ ȅƻǳ ƎƛǾŜ ǇŜƻǇƭŜ ƭƛǘŜǊŀŎȅΣ ŀƭƭ ƪƛƴŘǎ ƻŦ ǘƘƛƴƎǎ Ŧƻƭƭƻǿέ (Street, 1994). 

Conceptualising deficit, Sheila Aikman and colleagues demonstrate how these assumptions 

ƭŜŀŘ ǘƻ άόƳƛǎύǊŜǇǊŜǎŜƴǘέ ƎǊƻǳǇǎ ƭŀōŜƭƭŜŘ άŀǎ ΨǘƘŜ ƳŀǊƎƛƴŀƭƛǎŜŘΩΣ ΨƛƴŘƛƎŜƴƻǳǎΩΣ ΨŘƛǎŀōƭŜŘΩΣ 

ΨƳƛƎǊŀƴǘǎΩ ƻǊ ŀ ΨƳƛƴƻǊƛǘȅΩέ όAikman et al., 2016: 316). Based on the definitions in the previous 

section, this belief also seems to permeate health literacy.  
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Indeed, as Anna Robinson-Pant (2001) underlines in the context of adult literacy and 

learning programmes for women, the assumptions of development agencies about the 

impacts of literacy on health and behaviour change, encourage the deficit and autonomous 

model of adult literacy classes, providing women with a set of skills related to health 

knowledge (see also Acharya and Robinson-Pant, 2019). Exploring the conceptualisation of 

health and literacy in development, Robinson-Pant (2016) highlights the contentious 

ǳƴŘŜǊǎǘŀƴŘƛƴƎ ŀƴŘ ŀǇǇƭƛŎŀǘƛƻƴ ƻŦ ΨƘŜŀƭǘƘ ƭƛǘŜǊŀŎȅΩΦ  

For instance, Demographic and Health Surveys by the Population Council disseminated 

across countries, correlate level of schooling with maternal and child health outcomes31. The 

literacy rate is based on years of schooling and often does not include adult literacy classes. 

Health programmes with women seem to simply evaluate whether or not a woman has 

changed her behaviour. Moreover, there is often a focus on women and their role towards 

sustainable development goals, underpinning the notion ƻŦ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ŀǎ 

άŦƛȄŜŘ ƻǊ ǇƻƭŀǊƛǎŜŘ ƴƻǘƛƻƴ ƻŦ ƛŘŜƴǘƛǘƛŜǎέ (Robinson-Pant, 2008: 787).  

In contrast, several feminist studies highlight the agency of women in their own 

empowerment (Edwards, 2015)Φ ¢ƻ ŜȄǇƭƻǊŜ άƘƛŘŘŜƴ ǇŀǘƘǿŀȅǎέ ŀƴŘ ǎǘǳŘȅ ŎƘŀƴƎŜ ƛƴ 

ǿƻƳŜƴΩǎ ƭƛǾŜǎΣ Jenny Edwards recommends analysing the model of intervention and 

processes of empowerment (ibid.: 3). In line with the need to study literacy in different 

settings, Gita Sen and Srilatha Batliwala (2000) stress that empowerment and power 

relations vary across institutional levels, households, communities, state and markets, and 

can potentially either reinforce or challenge relations of domination-subordination. 

Assuming that the dominant development model has been informed by an autonomous 

model in health education, as it echoes with the quote at the beginning of this chapter, I 

analyse the discourses and practices through the ideological model. This includes looking at 

 

31 These quantitative studies underlie international policy discourse, for instance in the Education 2030 - 
CǊŀƳŜǿƻǊƪ ŦƻǊ !Ŏǘƛƻƴ ǘƻ ǇǊƻƳƻǘŜ ƭƛǘŜǊŀŎȅΥ ά¢ƘŜ ōŜƴŜŦƛǘǎ ƻŦ ƭƛǘŜǊŀŎȅΣ ƛƴ ǇŀǊǘƛŎǳƭŀǊ ŦƻǊ ǿƻƳŜƴΣ ŀǊŜ ǿŜƭƭ 
documented. They include greater participation in the labour market, delayed marriage, and improved child 
anŘ ŦŀƳƛƭȅ ƘŜŀƭǘƘ ŀƴŘ ƴǳǘǊƛǘƛƻƴΤ ǘƘŜǎŜΣ ƛƴ ǘǳǊƴΣ ƘŜƭǇ ǊŜŘǳŎŜ ǇƻǾŜǊǘȅ ŀƴŘ ŜȄǇŀƴŘ ƭƛŦŜ ƻǇǇƻǊǘǳƴƛǘƛŜǎέ (UNESCO, 
2015; 46). 
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health policies and health-related literacy and learning within health programmes and 

promoting activities; I also use the same lens to look at practices within households and the 

community. The following section provides insights on what studying health and literacy 

might mean in practice. 

3.3 Health and literacy in practice 

3.3.1 Investigating the ideological processes 

From health education to health promotion, the holistic approach to health-related 

communication and programme implementation expands understanding and action in 

relation to the well-being of communities. Learning about health is seen as a community 

matter that is addressed beyond the pathology; ideologically, it also implies the role of 

political and social perspectives to improve health. Health literacy becomes a means to 

promote health and therefore is a component of health promotion (Okan et al., 2019). This 

paradigm shift to health promotion has some resonance with the ideological model of 

literacy in that it acknowledges literacy in health practice as a metaphor for knowledge. As 

critical health literacy aims at empowering communities to initiate movement for social, 

environmental or economic change, the main question underlying critical health literacy 

could be: What do people do with this health-related knowledge? This question also draws 

on Kulick and Stroud (1993) that I will discuss in Chapter 8. 

Through the Social Determinants of Health (SDOH), health issues are considered within 

situations that are composed of social, economic and environmental dimensions. Along with 

the health promotion model, as described above, SDOH can direct attention to the role of 

communities in health conducive actions; adult health literacy encompasses this point and 

positions the adult participants as key actors. The role of health communication and 

education in empowering people is decisive, addressing issues with a life-course perspective. 

In this way, health promotion entwines with lifelong learning principles. In the Incheon 

Declaration and the Framework for Action, the role of lifelong learning is stressed in the 
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нлол !ƎŜƴŘŀ ŦƻǊ {ǳǎǘŀƛƴŀōƭŜ 5ŜǾŜƭƻǇƳŜƴǘΥ άProvide learners of both sexes and of all ages 

with opportunities to acquire, throughout life, the knowledge, skills, values and attitudes 

ǘƘŀǘ ŀǊŜ ƴŜŜŘŜŘ ǘƻ ōǳƛƭŘ ǇŜŀŎŜŦǳƭΣ ƘŜŀƭǘƘȅ ŀƴŘ ǎǳǎǘŀƛƴŀōƭŜ ǎƻŎƛŜǘƛŜǎέ (UNESCO, 2015; 50). To 

facilitate this empowerment, Leona English (2012) advocates a critical theory of adult health 

learning that embraces the SDOH and invites aduƭǘ ŜŘǳŎŀǘƻǊǎΩ ŜȄǇŜǊǘƛǎŜ ƛƴ ƭŜŀǊƴƛƴƎ ŀƴŘ 

community learning to be recognised as central in supporting social transformation. The 

ǘŜŀŎƘƛƴƎ ŀƴŘ ƭŜŀǊƴƛƴƎ ǇŜǊǎǇŜŎǘƛǾŜ ƻŦ ŀŘǳƭǘ ŜŘǳŎŀǘƛƻƴ Ŏŀƴ ǇƭŀŎŜ άŀŘǳƭǘǎ ŀǎ ǇŀǊǘƛŎƛǇŀƴǘǎΣ 

ŎǊƛǘƛŎŀƭ ǘƘƛƴƪŜǊǎΣ ŀƴŘ ŀƎŜƴǘǎ ƻŦ ŎƘŀƴƎŜέ (ibid.: 13). Lilian Hill (2016) reinforces this point, 

arguing that the expertise of adult educators, who are potentially co-creators of knowledge, 

ƴŜŜŘǎ ǘƻ ōŜ ōǊƻǳƎƘǘ ƛƴ ŀǘ ǘƘŜ ǇƻƭƛŎȅ ƭŜǾŜƭ ŀƴŘ ǇǊƻƳƻǘƛƻƴ ƻŦ ƘŜŀƭǘƘΣ ǘƻ άŎƻƴǘǊƛōǳǘŜ ǘƻ ŀ ƳƻǊŜ 

ƘƻƭƛǎǘƛŎΣ ǊŜǎǇƻƴǎƛǾŜΣ ŀƴŘ ŜŦŦŜŎǘƛǾŜ ǎȅǎǘŜƳέ όƛōƛŘΦΥ пфύΦ 

Another point I would like to make is that within health literacy and situated literacy there 

ŀǊŜ ƘƛŜǊŀǊŎƘƛŜǎ ƻŦ ƭƛǘŜǊŀŎƛŜǎΦ {ŎǊƛōƴŜǊ ŀƴŘ /ƻƭŜΩǎ ǿƻǊƪ ƛƴ [ƛōŜǊƛŀ ǿƛǘƘ ǘƘŜ ±ŀƛ ǇŜƻǇƭŜ ǊŜǾŜŀƭŜŘ 

that the multiple literacies in the community are valued differently: so writing learnt at 

school has a different status to writing learnt in religious practices; this highlights the 

importance of context (1981). The approaches to health literacy that mainly focus on 

ŦǳƴŎǘƛƻƴŀƭ ŀƴŘ ŎƻƳƳǳƴƛŎŀǘƛǾŜ ǘȅǇŜǎΣ ǊŜǇǊŜǎŜƴǘ ŀ ΨǎƪƛƭƭǎΩ ǇŜǊǎǇŜŎǘƛǾŜ ƻƴ ƭƛǘeracy; these skills 

could be learned in healthcare settings, to be later applied in the everyday life of the patient. 

How are differences and reflection of others possible in definitions and interpretations of 

health literacy? In other words, to what extent does the narrative of health-related 

information encompass local and indigenous knowledges and practices or to what extent 

ŘƻŜǎ ƛǘ ǎƛƳǇƭȅ ǊŜǇǊƻŘǳŎŜ ǘƘŜ άƎǊŜŀǘ ŘƛǾƛŘŜέ ōŜǘǿŜŜƴ άƳƻŘŜǊƴέ ŀƴŘ άǘǊŀŘƛǘƛƻƴŀƭέ ǎƻŎƛŜǘƛŜǎΚ 

I now turn to studies that challenge assumptions about the cognitive effect of health literacy 

ƛƴ ǇŀǘƛŜƴǘǎΩ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎ ŀƴŘ ōŜƘŀǾƛƻǳǊ ŎƘŀƴƎŜ, using the ideological model of literacy.  

3.3.2 Health literacy from a literacy as social practice lens 

As discussed earlier (3.2.1.2), the debate about how to define health literacy has been 

intertwined with questions of measurement: άDefinition should be the basis of 
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measurement, but of course, measurement should continually inform definitionέ (Pleasant 

et al., 2019: 67). In this section, I look at how the dominant methodology used in the 

concept of health literacy to inform medical professionals and policy makers, is critiqued 

through a literacy as a social practice lens. 

Looking at health literacy as situated, Uta Papen (2009) contests the limited understanding 

of the concept and its tests. Health literacy as a concept originated in the Global North, and 

has mainly been studied in North America to support patients to improve their health. It 

considers literacy as a set of skills focused on reading and writing that assist them in 

complying with the health system (Papen, 2009).  Based on evidence of the link between low 

literacy and poor health and driven by the demand of policy makers to optimise health cost, 

health literacy tests have been developed to measure the skills and abilities of patients. 

These tests have been developed mainly in the US and are presented as neutral, applicable 

regardless of context. Widely known tests such as REALM (Rapid Estimate of Adult Literacy in 

Medicine) and TOFHLA (Test of Functional Health Literacy in Adults) have also been used in 

the UK by clinicians and health educators.  

The project Literacy, Learning and Health was set up to challenge these tests by looking at 

other ways in which people engage in reading and writing about their health. It explored the 

links between these concepts from the perspective of students of literacy and ESOL (English 

for Speakers of Other Languages) in the north-west of England. The affective dimension of 

health literacy emerges in this research  (Papen, 2009, 2012). Some of the participants 

explained that what enabled them emotionally to engage more fully with health information 

was when they were diagnosed with a serious illness. At the same time, they were aware of 

having limits to how much information they could absorb and sometimes, they preferred the 

doctor to take the decision. Papen also highlights the importance of mediation in dealing 

with health-related information and written-text as constituting support for the patient. 

Based on these insights, she suggests that health literacy is distributed knowledge and 

expertise in the social support network of the patient during their illness. Papen argues that 

specific health literacy practices need to be explored as part of the period when the patient 

is handling an illness or symptom. Adopting health literacy as situated, patients shared their 
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prior knowledge and experiences and in conversation with the researcher, made sense of 

previous health-related information (Papen, 2009, 2012). These attitudes with regard to 

health information ς i.e. controlling the amount of information, expecting the doctor to take 

ŀ ŘŜŎƛǎƛƻƴΣ ŀǎƪƛƴƎ ƻƴŜΩǎ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪ ŦƻǊ ǎǳǇǇƻǊǘ ς show how patients take hold of health 

literacy (Kulick and Stroud, 1993). 

Viewing literacy as a set of practices highlights the need to build on local literacy practices; 

engaging in new reading and writing practices from this perspective challenges the more 

traditional studies on literacy and their deficit view. As Robinson-Pant (2000: vii) argues, 

literacy learning is situated within a life-ŎƻǳǊǎŜ ǇǊƻŎŜǎǎ ŀƴŘ ƛǎ ƴƻǘ άŀ ǎƘƛŦǘ ŦǊƻƳ ŘŀǊƪ ǘƻ ƭƛƎƘǘέΦ 

In the real literacies approach applied to adult literacy programmes, Rogers (1999) 

recommends that a positive starting point is to look at what participants are already doing. 

The learning of literacy is contextualised to give meaning within this context. Studies show 

Ƙƻǿ ǎƻƳŜ ƳŜŘƛŎŀƭ ƳŀǘŜǊƛŀƭǎ ǎǳŎƘ ŀǎ ƭŜŀŦƭŜǘǎ Ƴŀȅ ƴƻǘ ōŜ ǊŜƭŜǾŀƴǘ ǘƻ ǎƻƳŜ ǇŀǘƛŜƴǘǎΩ 

experience. These materials can be complex  using jargon and language that patients 

struggle to understand (Dray and Papen, 2004; Hunter and Franken, 2012; Nikolaidou and 

Bellander, 2020). At the same time, although the use of real literacy material can facilitate 

discussions about social, economic and environmental issues, these may not lead to change 

(ibid.).  

Drawing on a three-year ethnographic study, Zoe Nikolaidou and Theres Bellander studied 

the experience of parents of a child with heart disease as they engaged in health-related 

information. Interactions, health-related texts and their role in the wider communicative 

situations the parents engaged in were analysed through a situated literacy lens. The 

ŀǳǘƘƻǊǎ ǎǘǊŜǎǎ ǇŀǊŜƴǘǎΩ ǳƴƛǉǳŜ ƧƻǳǊƴŜȅ ƛƴ ōǳƛƭŘƛƴƎ ǳǇ ǘƘŜƛǊ ƪƴƻǿƭŜŘƎŜΦ The study also reveals 

the role of social media in building experiential knowledge: through blogs, forum threads, 

Instagram and Facebook, the parents constructed knowledge together with people who had 

gone through similar situations who shared their experience and knowledge. In these 

supportive spaces, where the experts are the parents and emotional, moral and religious 

concerns can be discussed (ibid.). The study demonstrates that knowledge that the parents 

gain about the disease is not limited to expert knowledge provided in medical settings but 
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can occur through the use of other mediating tools (ibid.). Moreover, for many patients, 

experiential knowledge is as important as, and complements, medical information from 

health communication with doctors.  The Internet is used widely and is combined with 

religious and traditional knowledge shared on social networks (Samerski, 2019). 

Paulo Pinheiro (2019) underlines the potentials of the sociocultural view of literacy in the 

concept of health literacy as providing a new impetus when addressing measurements. For 

example, he proposes that a descriptive assessment instead of a rating system is more in line 

with the health promotion principles. Thus, he argues, analysing health literacy through 

literacy events and literacy practices would contribute to the following domains of research:  

- Personal attributes (skills, knowledge and understanding, beliefs, 

dispositions as well as values, attitudes, feelings and social relationships) 

of the people who act in the health literacy event and who code or 

encode health information by using multiple forms of language. Such an 

approach addresses the personal characteristics of both the person who 

is usually considered to be the receiver and the person who acts as the 

sender. 

- Attributes of the forms of language that are used in an event and 

attributes of the health-related content of language (for example, 

multimodality, signs and symbols, content and evidence of health 

information, purpose). 

- Attributes of the context in which the interaction takes place or within 

which people are embedded (cultural and social attributes of the context, 

interrelationships and power relationships between the people who act, 

their social agency). (ibid.: 568) 

As demonstrated in this section, examining the meaning-making process in health literacy 

from a sociocultural perspective helps to understand ǇŀǘƛŜƴǘǎΩ willingness and readiness to 

act. It also helps to explore the process of power relations constructed in literacy practices 

within institutions (Street, 1993: 7). In the context of Senegal, what does the sociocultural 

lens bring to the analysis of health education activities? I will draw on this question in my 
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final chapter. In the next section, I introduce the gender perspective to further look at power 

within institutions and social relations. 

3.4 ²ƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘ ŀƴŘ ƘŜŀƭǘƘ 

3.4.1 Women and development  

This section focuses specifically on wƻƳŜƴΩǎ ƘŜŀƭǘƘ ŀƴŘ ƻƴ Ƙƻǿ ƛǘ Ƙŀǎ ōŜŜƴ ŀŘŘǊŜǎǎŜŘ ƛƴ 

ǇǊŀŎǘƛŎŜΦ ƭ ǎǘŀǊǘ ǿƛǘƘ ŀ ǎǳƳƳŀǊȅ ƻŦ ǇƻƭƛŎȅ ŀǇǇǊƻŀŎƘŜǎ ǘƘŀǘ ŀƛƳ ǘƻ ŀŘŘǊŜǎǎ ǿƻƳŜƴΩǎ ƴŜŜŘǎΣ ƻǊ 

ǿƘŀǘ ƛǎ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜƛǊ ƴŜŜŘǎΦ {ƛƴŎŜ ǘƘŜ мфрлǎΣ ǿƻƳŜƴΩǎ ǊƻƭŜ ƛƴ ŘŜǾŜƭƻǇƳŜƴǘ Ƙŀǎ ōŜŜƴ 

recognised, resulting in a strong focus on assisting women in the Global South. Until the 

1970s, the main trend was the welfare approach that essentially looked at women as 

mothers. Indeed, food aid, malnutrition and family planning were the main domains of 

programmes that provided women with free goods and services within their reproductive 

role. The approach is one that tends to consider women as passive recipients of programmes 

ƛƴ ǘƘŜƛǊ Ƴƻǎǘ ΨƛƳǇƻǊǘŀƴǘΩ ǊƻƭŜ in society and for economic development, that of 

reproduction; needless to say, this top-down approach does not challenge gender relations 

(Moser, 1993).  

Feminist advocacy in the 70s emphasised the important of women in development research 

and policy. As Naila Kabeer stresses, before 1975, less than 1 per cent of standard textbooks 

ƻƴ ŘŜǾŜƭƻǇƳŜƴǘ ǊŜŦŜǊǊŜŘ ǎǇŜŎƛŦƛŎŀƭƭȅ ǘƻ ǿƻƳŜƴΥ άŘŜǾŜƭƻǇƳŜƴǘ Ƙŀǎ ōŜŜƴ ŀōƻǳǘ ƳŜƴΣ ōȅ ƳŜƴ 

ŀƴŘ ŦƻǊ ƳŜƴέ (Kabeer, 1994: xi)Φ YŀōŜŜǊ Ǉŀȅǎ ǘǊƛōǳǘŜ ǘƻ 9ǎǘŜǊ .ƻǎŜǊǳǇΩǎ ǎŜƳƛƴŀƭ ŎƻƴǘǊƛōǳǘƛƻƴ 

to challenging the traditional top-down approach of development programmes that 

ǊŜƛƴŦƻǊŎŜŘΣ ǎƻƳŜǘƛƳŜǎ ǿƻǊǎŜƴŜŘ ǿƻƳŜƴΩǎ ǎƛǘǳŀǘƛƻƴΦ .ƻǎŜǊǳǇ ǿŀǎ ǘƘŜ ŦƛǊǎǘ ǎŎƘƻƭŀǊ ǘƻ 

systematically use gender in her analysis to look at the sexual division of labour and to give a 

voice to women in terms of their roles in economic development.  

The Women-in-Development (WID) approach, articulated by American liberal feminists, 

drew from modernisation theory that framed development practices from 1950 to 1970s. 

The theory posited that helping agrarian societies to become industrialised ones would grow 
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ǘƘŜǎŜ ŜŎƻƴƻƳƛŜǎΣ ǘƘŜǊŜōȅ ΨǘǊƛŎƪƭƛƴƎ ŘƻǿƴΩ ǘƘŜ ōŜƴŜŦƛǘǎ ƻŦ ŜŎƻƴƻƳƛŎ ƎǊƻǿǘƘ ǘƻ ŀƭƭ ǎǘǊŀǘŀ ƻŦ 

the societies. The WID approaŎƘ ŦƻŎǳǎŜŘ ƻƴ ŜȄǇŀƴŘƛƴƎ ǿƻƳŜƴΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ 

communities and in economic development, beyond their reproductive and homemaker role 

in contrast to the welfare approach focused on these roles. The Food and Agriculture 

hǊƎŀƴƛǎŀǘƛƻƴ ǊŜŎƻƎƴƛǎŜŘ ǿƻƳŜƴΩǎ roles particularly in the various stages of the food supply 

chain, as well as within the household in terms of food provision and nutrition (Kabeer, 

1994). Through the efficiency approach, ŘƻƴƻǊǎ ǎǳǇǇƻǊǘŜŘ ǿƻƳŜƴΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ 

productive economy through development investments in women that focused on childrenΩǎ 

education, health and nutrition. 

WID development projects include income generating activities (often appropriated by men) 

alongside welfare activities such as literacy, hygiene and childcare. However, assuming that 

women can juggle all these activities, this approach does not challenge gender relations and 

Ƙŀǎ ƘŀŘ ŀ ƳƛƴƛƳŀƭ ƛƳǇŀŎǘ ƛƴ ǘŜǊƳǎ ƻŦ ŎƘŀƴƎƛƴƎ ǿƻƳŜƴΩǎ ǊŜŀƭƛǘƛŜǎ (Rathgeber, 1990). Drawing 

ƻƴ .ƻǎŜǊǳǇΩǎ ŀƴŀƭȅǎƛǎΣ YŀōŜŜǊ ƴƻǘŜǎ ǘƘŀǘ ƛƴ ŦŀǊƳƛƴƎ ŀŎǘƛǾƛǘƛŜǎ ƛƴ {ǳō-Saharan Africa, colonial 

and post-colonial administrators did not consider women in training, education, technology 

and access to land, thus favouring men; this preference was reproduced in the market 

ŜŎƻƴƻƳƛŜǎ ŀƴŘ ƛƳǇŀŎǘŜŘ ƻƴ ǿƻƳŜƴΩǎ ŀƴŘ ƳŜƴΩǎ ŀǘǘƛǘǳŘŜ ǘƻ ǎŜŜƪƛƴƎ ŜƳǇƭƻȅƳŜƴǘ ƛƴ ǘƘŜ 

modern sector. The opportunities and trainings men had previously benefited from, 

facilitated their adaptation to modern practices while women continued to operate in the 

ƻƭŘ ƻƴŜǎΣ ƳƻǊŜ ƳŀƴǳŀƭΦ .ƻǎŜǊǳǇ ŘŜƴƻǳƴŎŜŘ άǘƘŜ ǘŜƴŘŜƴŎȅ ƻŦ ǇƭŀƴƴŜǊǎ ǘƻ ǎŜŜ ǿƻƳŜƴ ŀǎ 

ΨǎŜŎƻƴŘŀǊȅΩ ŜŀǊƴŜǊǎ ŀƴŘ to train them to be more efficient housewives rather than seeking 

ǘƻ ƛƳǇǊƻǾŜ ǘƘŜƛǊ ǇǊƻŦŜǎǎƛƻƴŀƭ ŀōƛƭƛǘȅ ǘƻ ŎƻƳǇŜǘŜ Ŝǉǳŀƭƭȅ ǿƛǘƘ ƳŜƴ ƛƴ ǘƘŜ ƳŀǊƪŜǘǇƭŀŎŜέ 

(Boserup in Kabeer, 1994: 21). 

The integrated approach (WID) has mostly focused on income-generating activities that in 

Ƴŀƴȅ ŎŀǎŜǎ ƘŀǾŜ ƛƴŎǊŜŀǎŜŘ ǿƻƳŜƴΩǎ ǘƛƳŜ ōǳǊŘŜƴ ƛƴ ǘƘŜ ǇǊƛǾŀǘŜ ŘƻƳŀƛƴΦ CǊƻƳ ǘƘŜ мфулǎΣ 

the gender-and-development (GAD) approach challenged the political-economic lens 

through a social lens that sees women as agents of change, encouraging them to organise 

ǘƘŜƳǎŜƭǾŜǎ ǘƻ ǊŀƛǎŜ ǘƘŜƛǊ ǇƻƭƛǘƛŎŀƭ ǾƻƛŎŜǎΥ άGAD projects would examine not only the sexual 

division of labor, but also the sexual division of responsibility, and recognize that the burden 
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carried by women is one not only of physical labor but also of psychological stress, for 

example, in being solely accountable for many aspects of family maintenanceέ (Rathgeber, 

1990: 499). 

Lƴ ǇǊŀŎǘƛŎŜΣ ƛƴǘŜǊƴŀǘƛƻƴŀƭ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ǿŜǊŜ ŀŘŘǊŜǎǎƛƴƎ ǿƻƳŜƴΩǎ ƛǎǎǳŜǎ ƛƴ ǘƘŜƛǊ 

development activities in the 1970-80s but very tentatively. Some sections within these 

donor agencies were created that specifically focused on women but there was also some 

reluctance to integrate women in development as it was perceived as imposing a Western 

view on the Global South. The World Bank expanded its office of Advisor on Women in 

5ŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ōǊƻǳƎƘǘ ƛǘǎ ǇǊƛƳŀǊȅ ŦƻŎǳǎ ƻƴ ά{ŀŦŜ aƻǘƘŜǊƘƻƻŘέ ŀǎ ŘƛŘ ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ 

hǊƎŀƴƛǎŀǘƛƻƴ ƛƴ ǘƘŜ мфулǎΣ ǊŜƛƴŦƻǊŎƛƴƎ ŀ ǘǊŀŘƛǘƛƻƴŀƭ ǾƛŜǿ ƻŦ ǿƻƳŜƴΩǎ ǊƻƭŜǎΦ D!5 ǇǊƻjects 

were rarely implemented during these years, as they implied that deep social changes were 

needed, changes that would question gender relations (Rathgeber, 1990).  

Thus development plans were based on the assumptions of a clear gender division of labour 

within low-income country households, i.e. men perform the productive tasks generating 

income and subsistence while the women have reproductive and caring roles for the current 

and future workforce. Caroline Moser (1993) argued that this vision of the household was  

ŜǎǎŜƴǘƛŀƭƭȅ ŘǊŀǿƛƴƎ ƻƴ ²ŜǎǘŜǊƴ ǇƭŀƴƴƛƴƎ ǎǘŜǊŜƻǘȅǇŜǎ ǘƘŀǘ ƛƴǾƻƭǾŜ ŦƻƭƭƻǿƛƴƎ ǘƘŜ ΨƴŀǘǳǊŀƭΩ 

ƻǊŘŜǊ ǿƘŜǊŜōȅ ǿƻƳŜƴ ŀǊŜ ǎǳōƻǊŘƛƴŀǘŜ ǘƻ ƳŜƴΦ {ƘŜ ƛŘŜƴǘƛŦƛŜǎ ǘƘŜ άǘǊƛǇƭŜ ǊƻƭŜέ ƻŦ ǿƻƳŜƴ ƛƴ 

most households of low-income countries, namely, reproductive work, productive work and 

ŎƻƳƳǳƴƛǘȅ ǿƻǊƪΦ ¢ƘŜ ƭŀǘǘŜǊ ǊŜŦŜǊǎ ǘƻ ǿƻƳŜƴΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǇǊƻǾƛŘƛƴƎ ŀƴŘ ƳŀƴŀƎƛƴƎ 

community resources such as education, healthcare and social events among others, mainly 

on a voluntary basis. This community managing role is often perceived as naturally 

performed by women, much like the reproductive role. At the same time, she points out, 

formal paid work in the community, along with status and power at the political level, 

usually goes to men. 

In various contexts, this community role is also an extension of the domestic division of 

ƭŀōƻǳǊΣ ƛƴ ǘƘŀǘ ǿƻƳŜƴΩǎ ŎŀǊƛƴƎ ǊƻƭŜ ƎƻŜǎ ōŜȅƻƴŘ ǘƘŜ ǎǇƘŜǊŜ ƻŦ ǘƘŜ ƘƻǳǎŜƘƻƭŘ ǘƻ ǘƘŜ 

neighbours and the wider community. Thus, in their community managing role, they 

mobilise and organise actions to address collective needs. While admitting that the capitalist 
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system invests less in the means of collective consumption, the challenging economic 

climate in 1980s with debts, recession and structural adjustment loans, prevented 

governments from developing public services and infrastructures. As a result, in low-income 

ŎƻƴǘŜȄǘǎΣ ǿƻƳŜƴΩǎ ŎƻƳƳǳƴƛǘȅ ƳŀƴŀƎƛƴƎ ǊƻƭŜǎ ŜȄǇŀƴŘŜŘ ǘƻ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǎŜƭŦ-help 

solutions, addressing food secǳǊƛǘȅΣ ƘŜŀƭǘƘ ŀƴŘ ŜŘǳŎŀǘƛƻƴŀƭ ƴŜŜŘǎΦ ¢ƘŜ ǇƻǇǳƭŀǊƛǘȅ ƻŦ bDhǎΩ 

ΨǇŀǊǘƛŎƛǇŀǘƻǊȅΩ ǇǊƻƎǊŀƳƳŜǎ ŜȄŀŎŜǊōŀǘŜŘ ǘƘƛǎ ǎƛǘǳŀǘƛƻƴ ƛƴ Ƴŀƴȅ ǿŀȅǎ ŀǎ ǘƘŜǎŜ ǇǊƻƎǊŀƳƳŜǎ 

were underpinned by the assumption that women would voluntarily undertake the 

necessary roles (ibid.). The data in Chapters 5 and 6 reinforce some of these points. 

3.4.2 Empowerment and health 

!ǘ ǘƘŜ ŎƻǊŜ ƻŦ ŘŜǾŜƭƻǇƳŜƴǘ ŘŜōŀǘŜǎ ƛƴ ǘƘŜ мффлǎ ǿŜǊŜ ǿƻƳŜƴΩǎ ǊŜǇǊƻŘǳŎǘƛǾŜ ƘŜŀƭǘƘ ŀƴŘ 

ǊŜǇǊƻŘǳŎǘƛǾŜ ǊƛƎƘǘǎ ŀƴŘ ǘƘŜ ŎƻƴŎŜǇǘ ƻŦ ǿƻƳŜƴΩǎ ŜƳǇƻǿŜǊƳŜƴǘΣ ŀǊǘƛŎǳƭŀǘŜŘ ŀǘ ǘƘŜ United 

Nations Conference on Population and Development (ICPD), with a particular concern to 

clarify and construe its definition in relation to demographic processes. Focusing on gender 

ǇƻǿŜǊ ǊŀǘƘŜǊ ǘƘŀƴ ǿƻƳŜƴΩǎ ǎǘŀǘǳǎ ƳŀƪŜǎ ƛǘ ǇƻǎǎƛōƭŜ ǘƻ ŀƴŀƭȅǎŜ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘƛƴ ŀ 

hierarchy. However, as Gita Sen and Srilatha Batliwala (2000) point out, the few debates on 

the concept itself at ICPD left interpretation open in both theory and practice. Thus, they 

stress the importance of considering empowerment in programmes, both in terms of 

women having greater control of resources and greater self-confidence to sustain the 

process of empowerment.  

¢ƘŜ L/t5Ωs language of rights, reinforced at the Fourth World Conference on Women at 

.ŜƛƧƛƴƎ ƛƴ мффрΣ ŀŎƪƴƻǿƭŜŘƎŜǎ ǿƻƳŜƴΩǎ ǊŜǇǊƻŘǳŎǘƛǾŜ ŀƴŘ ǎŜȄǳŀƭ ǊƛƎƘǘǎ ōŜȅƻƴŘ ŎƘƛƭŘōŜŀǊƛƴƎΦ 

¢ƘǳǎΣ ǘƘŜ ŀǇǇǊƻŀŎƘ ōǊƻŀŘŜƴǎ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ƛƴ ŜǾŜǊȅ ŀǎǇŜŎǘ ƻŦ ǘƘŜƛǊ ƭƛǾŜǎΦ aŜŜǊŀ 

Chatterjee (1988, cited in Sen and Batliwala, 2000) identifies five barriers women face in 

accessing healthcare services:  

a) need ς the existence of a health problem or need for a service; b) 

perception of need ς whether the need is recognized by the person 

experiencing it; c) permission ς the social factors which determine whether a 
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woman can seek care beyond what is available at home; d) ability ς the 

economic factors which determine the opportunity cost of health care 

outside the home; e) availability ς of the service sought, including distance, 

timing, staffing, etc. (ibid.: 25).  

Referring to sexual and reproductive rights, Chatterjee stresses that in many societies, 

barriers b-c and d ŀǊŜ ǳƴŘŜǊ ǘƘŜ ŦŀƳƛƭȅΩǎ ŎƻƴǘǊƻƭ ǿƘƛƭŜ ōŀǊǊƛŜǊΣ e depends on the state and 

the market. Sen and Batliwala illustǊŀǘŜ Ƙƻǿ ǿƻƳŜƴΩǎ ŦƛƴŀƴŎƛŀƭ ŀǳǘƻƴƻƳȅ ƻǳǘǎƛŘŜ ǘƘŜ ƘƻƳŜ 

can impact on their economic status and decision-making powers among others but can also 

generate tensions between their domestic role and their productive role. Hence, Sen and 

Batliwala encourage programme developers to consider how power relations impact on 

ǿƻƳŜƴΩǎ ƭƛǾŜǎΣ at multiple levels: the household, the community, the market and the state. 

Indeed, biases and discriminations can occur at each level; therefore, empowerment has to 

be addressed at all these levels.  

Through learning and communicative activities, programmes can support women to know, 

to be self-aware and able to analyse their problems and solve them through explanation and 

actions. Most importantly, this needs to happen alongside working with men, communities 

and governments. The authors also underline that working with older women in relation to 

sexual and reproductive right is also key as in many societies, they protect or even control, 

ȅƻǳƴƎŜǊ ǿƻƳŜƴΩǎ ǎŜȄǳŀƭƛǘȅ ŀƴŘ ŦŜǊǘƛƭƛǘȅΦ Lƴ ŀŘŘƛtion, empowerment implies changes in 

power relations. Sen and Batliwala forewarn possible negative reactions from community 

members like men, upper castes or religious fundamentalists, that will need to be 

addressed. Working with the markets to empower women is also challenging, warn the 

authors, because it is impersonal; however, it is essential to tackle it as health programmes 

that include income-related activities to support women have been found to have more 

ƛƳǇŀŎǘ ƻƴ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘΦ At the last level, namely government programmes, 

empowerment ideally thrives in a supportive environment, with gender sensitive health 

workers, space for women to plan, monitor and evaluate programmes designed for them, 

rather than being confined to the implementation phase, as tends to happen in both 

government and donor funded programmes (ibid).  
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Including women in planning, monitoring and evaluation has not been a common practice in 

health promotion, as Ellen Foley highlights (2001; 2008). Investigating the influences of the 

structural adjustment programmes on health reforms in Senegal in the 90s, she 

demonstrates that gender relations were not addressed in the decentralisation and 

implementation of community management strategies. She argues that: 

Elected officials and health sector personnel have failed to engage with 

women as potential leaders and participants in the community health 

structures, instead viewing them only as family health managers and the 

targets of health education messages (ibid.: 1). 

{ƘŜ ŀǊƎǳŜǎ ǘƘŀǘ ǿƻƳŜƴ ƴŜŜŘ ǘƻ ōŜ ŎƻƴǎƛŘŜǊŜŘ ŀǎ άƛƳǇƻǊǘŀƴǘ ǎƻǳǊŎŜǎ ƻŦ ƪƴƻǿƭŜŘƎŜ ŀōƻǳǘ 

ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŀƴŘ Ƙƻǿ ƛǘ ǎƘƻǳƭŘ ōŜ Ǌǳƴέ όƛōƛŘΦΥ прύΦ !ƭǘƘƻǳƎƘ ƘŜǊ ǿƻǊƪ ƛǎ ƴƻǿ нл ȅŜŀǊǎ 

ago, I will look at whether her analysis is still pertinent when investigating wƻƳŜƴΩǎ 

participation in Malika.  

In addition, Sen, George and Östlin (2002) highlight the need to bring a gender and health 

equity lens to potentially reveal biases in ŘŀǘŀΣ ƳŜǘƘƻŘƻƭƻƎȅ ŀƴŘ ŎƭƛƴƛŎŀƭ ǊŜǎŜŀǊŎƘΥ άRarely 

does biology act alone to determine health inequities. In many circumstances social 

disadvantages may even be the prime determinants of unfair health outcomesέ όƛōƛŘΥ мллύΦ 

Throughout the UN Decade on Women (1975-85), feminist scholars have argued that gender 

equity in health is a major issue.  Another report by Sen, Östlin and George (2007) 

demonstrates that the ubiquitous inequalities between men and women negatively impact 

ƻƴ ǿƻƳŜƴ ŀƴŘ ƎƛǊƭǎΩ ƘŜŀƭǘƘ ŀƴŘ ǎǘǊƻƴƎƭȅ Ŏŀƭƭǎ ŦƻǊ ŀŎǘƛƻƴ ǘƻ ŎƻƴǎƛŘŜǊ ƎŜƴŘŜǊ ƛƴ ǎƻŎƛŀƭ 

determinants of health (reinforced more recently by Heise et al., 2019)Φ άGender relations of 

power constitute the root causes of gender inequality and are among the most influential of 

the social determinants of healthΦέ (Sen, Östlin and George, 2007: xii). The report highlights 

Ƙƻǿ ǎƻŎƛŀƭ ƴƻǊƳǎΣ ǾŀƭǳŜǎ ŀƴŘ ǇǊŀŎǘƛŎŜǎΣ ǎǳŎƘ ŀǎ ƳŀǎŎǳƭƛƴƛǘƛŜǎΣ Ŏŀƴ ŀƭǎƻ ƘŀǊƳ ōƻȅǎΩ ŀƴŘ ƳŜƴΩǎ 

health as well. Working with boys and men on transforming masculine values has to be part 

of any efforts to address these inequalities (ibid.).  



   

 

63 
 

3.5 Conclusion 

In this chapter, I have analysed concepts around health, literacy and gender that I have used 

to situate and extend my research questions. As I stated in Chapter 1, I attempt to 

contribute to health literacy debates by using the perspectives of literacy as a social practice 

in a Global South context. In light of this debate, the first term that requires a clearer 

definition is literacy. From a sociocultural view, this use is contested as it refers little to 

writing and reading practices but rather to knowledge. To study the ways in which health-

ǊŜƭŀǘŜŘ ƪƴƻǿƭŜŘƎŜ ƛǎ ƎŀƛƴŜŘ ŀƴŘ ǎƘŀǊŜŘ ƛƴ ǾŀǊƛƻǳǎ ŘƻƳŀƛƴǎΣ L ŘǊŀǿ ƻƴ DǊƛƭƭƻΩǎ communicative 

practices in my study. The term also comprises the local knowledge and beliefs, mainly orally 

transmitted, beyond the healthcare settings. To do so, this study sets out to explore learning 

spaces through the following overarching research question: how do Malika residents 

access, produce and share health and nutrition related information?  

In the 80s, verticality in health communication was challenged and this was a starting point 

in terms of improving health interventions. This verticality could be further deconstructed to 

look specifically at the power relations within health communicative practices in various 

settings. I will investigate the characteristics of health education in Senegal, in particular, the 

individual and collective learning practices. Communicative practices will also encompass 

channels, modes and languages and these will be explored through the use of ICTs in 

accessing, producing and sharing health-related information, whether intentional or not. 

Another point that I want to underline in this review is the common absence of a gender 

lens in discussions about health literacy as a concept. Yet within the social determinants of 

health, gender equity is key to tackling power, resources and equity. In development studies, 

the gender lens has been valuable for looking at sexual division of labour; as Boserup argues, 

ƛǘ ƎƛǾŜǎ ǾƻƛŎŜ ǘƻ ǿƻƳŜƴΩǎ ǊƻƭŜǎ ƛƴ ŜŎƻƴƻƳƛŎ ŘŜǾŜƭƻǇƳŜƴǘΦ L ŦƛƴŘ ƛǘ ǘƘŜǊŜŦƻǊŜ ǎǳǊǇǊƛǎƛƴƎ ƴƻǘ ǘƻ 

see a more systematic use of gender in the health literacy debate. For instance, in the latest 

international handbook of health literacy (Okan et al., 2019), within 45 articles (725 pages) 

ƛƴǾŜǎǘƛƎŀǘƛƴƎ ǊŜǎŜŀǊŎƘΣ ǇǊŀŎǘƛŎŜ ŀƴŘ ǇƻƭƛŎȅ ŀŎǊƻǎǎ ǘƘŜ ƭƛŦŜǎǇŀƴΣ άǿƻƳŜƴέ ŀƴŘ άƎŜƴŘŜǊέ Řƻ ƴƻǘ 

appear in the index; only one stuŘȅ ǊŜŦŜǊǎ ǘƻ άŦŜƳƛƴƛǎǘ ŜǘƘƛŎǎ ƻŦ ŎŀǊŜέΦ  
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 The gender and LSP lenses show us how social relations vary across institutional sites and 

can potentially either reinforce or challenge domination/subordination. I found that 

combining these two lenses helped me to analyse and understand health communicative 

practices. Accordingly, I explore the learning spaces and analyse how sensitive they are to 

gender and life-course factors.  
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Chapter 4 - Methodology 

4.1 Introduction 

Every research study, especially an ethnographic one, has its own stories. In this chapter, I 

ǊŜŎƻǳƴǘ Ƴȅ ƧƻǳǊƴŜȅ ƛƴ aŀƭƛƪŀΦ L ǎǘŀǊǘ ǿƛǘƘ ǘƘŜ ΨŘƻƛƴƎΩ ƻŦ ŜǘƘƴƻƎǊŀǇƘȅ ŀƴŘ ǇǊŜǎŜƴǘ Ƙƻǿ L 

identified the spaces of my study. I provide vignettes of these spaces and introduce its 

people, some of whom became my participants. I intend to stress how through adopting an 

ethnographic approach, encounters and situations shaped the research scope and focus. I 

will then describe the methods used, discuss the ethical issues and finally outline the 

analysis process. 

4.2 My research journey  

4.2.1 Ethnography: my methodological stance 

άRedefine the fieldwork ΨtrademarkΩ not with a time honored commitment to the local but 

with an attentiveness to social, cultural and political location and a willingness to work self-

consciously at shifting or realigning our own location while building epistemological and 

political links with other locationsέ (Gupta and Ferguson, 1997: 105 original italics). 

 

I find this statement regarding ethnography and fieldwork, significant in relation to my own 

position in adopting an ethnographic approach. The spaces that I explored for my study 

were the results emerged through a combination of flexibility and opportunities created 

during my stay in Malika. In this study, I use the term space to refer to quite small groups of 

people where members connect with each other, such as a sports team, an extended family 

or a work organisation. I investigated the similarities and differences within and between 

these spaces in order to make links and connections that could later inform possible 
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interventions, i.e. activities to address the prevention and treatment of diabetes. However, I 

Řƻ ƴƻǘ ŎƻƴǎƛŘŜǊ Ƴȅ ǎǘǳŘȅ ŀǎ ΨǇŀǊǘƛŎƛǇŀǘƻǊȅΩ ǊŜǎŜŀǊŎƘΦ Lƴ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǎŜŎǘƛƻƴǎΣ L ǇǊŜǎŜƴǘ ǘƘŜ 

roles I adopted in the actions that occurred during my fieldwork and further reflect on them 

in the conclusion. 

To investigate health communicative practices and gain insights into ways of learning about 

health, ethnography seemed an obvious choice as it enabled me to first look at what is going 

on there (Rogers and Street, 2012). This also represents the epistemological stance of this 

study which set out to explore literacy as situated (Barton and Hamilton, 1998). Implicit to 

ΨǎƛǘǳŀǘŜŘΩ ƭƛǘŜǊŀŎȅ ƛǎ ǘƘŜ ƛŘŜŀ ǘƘŀǘ literacies are embedded in cultural and social contexts and 

can be observed in the events that occur in different settings such as the home and the 

workplace. ¢ƘŜ ŀŎǉǳƛǎƛǘƛƻƴ ƻŦ ǘƘŜǎŜ ΨǎƛǘǳŀǘŜŘΩ literacies acquisition can be investigated by 

observing users engaging in processes of informal learning and sense making (ibid.)  

I consider this ethnographic study in Malika as a substantial step in my development as an 

ethnographer and one that has been critical for my future work in education and 

development.  Heath and Street (2008) suggest that ethnography should be thought of as a 

ŦǊŀƳŜ ƻŦ ƳƛƴŘ ǊŀǘƘŜǊ ǘƘŀƴ ŀ ƳŜŎƘŀƴƛŎŀƭ ǳǎŜ ƻŦ ŀ ǎŜǘ ƻŦ ƳŜǘƘƻŘǎΣ άŀ ǎǳōǎǘŀƴǘƛŀƭ ŎƘŀƴƎŜ ƻŦ 

ŀǘǘƛǘǳŘŜέ (Gebre et al., 2009: 21). I was able to slowly learn and absorb the techniques of 

ethnography while also developing the mindset, thǊƻǳƎƘ ΨŘƻƛƴƎΩ ŜǘƘƴƻƎǊŀǇƘȅ. Further on in 

this chapter, I will detail the methods I used and how the writing process helped me to 

analyse my data and to think about my research. Before doing so, in the following section, I 

will chronicle how the flexibility of ethnographic research and the relationships I was able to 

build through this approach, created opportunities that narrowed down my research focus 

to communicative health practices in Malika, looking at how Malika residents access, share 

and produce health-related information. The health domain is large, so I gravitated towards 

nutrition-related information, because food was a common and unifying conversation, and 

chronic diseases linked to food habits were a subject of concern.  



   

 

67 
 

4.2.2 Designing the research 

As mentioned in the introduction chapter (see 1.4), after a scoping visit in April 2018, I 

decided to abandon a focus on the national adult literacy programme and instead to explore 

everyday literacy using mobile phones in natural settings. I will describe the process of  

ŀŘƻǇǘƛƴƎ ŀƴ άŜȄǘŜƴŘŜŘ ŦǊŀƳŜǿƻǊƪέ ƛƴ aŀƭƛƪŀ ǿƘƛŎƘ ōǊƻŀŘŜƴŜŘ Ƴȅ ŦƻŎǳǎ ǘƻ ƭƻƻƪƛƴƎ ŀǘ ǎƻŎƛŀƭ 

relations, roles and power relations (Gebre et al., 2009: 35). I also intended to embrace a 

broad social practice view on digital literacy in different domains such as banking, religion, 

health, agriculture. I will show how the slow pace of fieldwork and happenstance led me to 

selecting four main spaces in Malika - the NGO, the home, the walking group and the house 

of women. Thus, in my thesis, I often refer to the research site in terms of communities to 

put an emphasis on the social aspects between people within these spaces. The events that 

took place within these spaces allowed me to observe patterns of behaviour and activities 

(Agar, 2006). 

 Determining the location 

The one-week scoping visit was short but nevertheless useful to understand some of the 

nuances of adult learning and education in Senegal. It also helped me to gain some first 

impressions of the country and start networking, as during that week, I interviewed 

practitioners from different organisations32. My visit to an NGO in Malika, recommended by 

a former colleague, turned out to be pivotal in the research design. In May 2018, I revisited 

my original plan to focus on a literacy programme and decided instead to look at ordinary 

and routine digital literacy events. As this would not be limited by classroom walls, I felt 

Malika seemed to be an ideal location. On that first visit to the NGO, I spent the afternoon 

and had lunch with the NGO team (see 5.4); I found the place friendly and safe and I could 

 

32 I met practitioners from different organisations; an international organisation (UNESCO), a local NGO (in 
literacy and development), a regional association (PAALAE - Pan-African Association for Literacy and Adult 
Education) and the Directorate of Literacy and National Languages (DALN) of the Ministry of Education. The 
organisations from either the government, the international community or the civil society seem to have 
similar concerns regarding the discrepancy between the current needs and the deployed means for adult 
literacy in Senegal. 
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easily imagine myself living there and volunteering with the NGO. I did not know the 

reputation of the NGO in the town; the timeframe of the scoping visit did not allow me to 

investigate it but I found their activities and engagement intriguing. The local NGO was 

created in 2003 to provide youth and adult literacy classes based on the REFLECT approach33 

in Malika and five other regions in Senegal. They also initiated a federation of 77 women 

groups in Malika and the surrounding area. Through this initiative, the organisation supports 

about 3 000 women with their income-generating activities as well as helping them to access 

affordable necessities through a solidarity shop they set up and manage together.   

Before leaving for Senegal, I had determined the town, but I was not sure about the scope 

yet. 

4.2.3 Entering the field site 

The metaphor of the funnel used by Agar (1996) is a good one for my ethnographic journey 

and the internal dynamics of its design. When I started the fieldwork on 4th September 2018, 

my intention was to live and work as a volunteer in Malika; this was a strong foundation in 

my project. However, the breadth of its scope was difficult to explain when introducing 

myself to new people because it was intangible for me and for them. On the other hand, I 

did not narrow the focus down too early because of wanting to keep to the idea of the 

extended framework. Therefore, it was very convenient to start the fieldwork by working in 

the NGO. I was identified as a volunteer tubaab (white foreigner in Wolof34); being at the 

NGO office every day from 9.30 am to 6 pm framed my first weeks of settling down in 

Malika; it helped to have some landmarks and habits that I could come to rely on little by 

little.  

 

33 REFLECT (Regenerated Freirean Literacy through Empowering Community Techniques) is an approach 
pioneered by ActionAid, which uses Participatory Rural Appraisal (PRA) visual methods for facilitating 
community discussion and planning as a basis for literacy learning.  

34 I translate it as white foreigner in my case but the term tubaab could also apply as a criticism to a Senegalese 
person who is perceived as being influenced by the Western world 
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 Volunteering and researching at the NGO 

At the NGO, the director asked me to work on the communication aspect of their activities. 

To do so, I designed posters and leaflets to promote the NGO, I kept their Facebook page 

active with short posts and pictures and I attended meetings. In that first period, I was able 

to attend the launch of literacy week, labo alpha launch35, an educational fair organised by 

CSOs in education and a workshop organised by a pan African organisation in education. 

There was always work to be done because the core team was rather small (eight main staff 

in charge of projects and administration) so any support was welcomed.  

Being there every day, I was able to observe communicative practices at work as well as the 

informal conversations during breaks. It seemed that most sharing of information regarding 

team meetings and activities was done orally, mainly in Wolof; I therefore missed most of 

this and often found out about things at the last minute, which was a bit confusing at times. 

Through the NGO, I met some Malika residents ƛƴǾƻƭǾŜŘ ƛƴ ǘƘŜ bDhΩǎ ŀŎǘƛǾƛǘƛŜǎ, including 

some of the members of the ǿƻƳŜƴΩǎ ƎǊƻǳǇǎ federation. My main encounters, however, 

were with the young students of the NGO who were signed up to the vocational and literacy 

trainings (literacy, tailoring and hairdressing courses were in the NGO building). The NGOΩǎ 

adult literacy programmes were implemented in the provinces but I was unable to visit these 

sites during my field research. 

By February 2019, I was only going to the NGO two to three days a week as I had become 

more involved in my own research and later, returned occasionally simply to say hello and 

catch up with the team. Two French volunteers had arrived in January for a 6-month service 

civique36 and one of them took over the communication tasks which was good timing in 

terms of me stepping back from this role. In March 2019, the director asked me to 

participate in devising (and translating into English) a project proposal to apply for a UK 

Direct Aid grant. The application was unsuccessful but doing the exercise with the director 

 

35 A literacy laboratory to promote national language in writing (see 2.2.2) 

36 French National Volunteer Service www.service-civique.gouv.fr/page/version-anglaise 

http://www.service-civique.gouv.fr/page/version-anglaise
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was engaging; we had stimulating discussions about literacy and development and I felt that 

he did not consider me as the intern anymore as he would routinely introduce me to visitors. 

 Living with a Senegalese family and observing their practices 

Prior to my arrival, the NGO contacted the family who hosted their volunteers to secure a 

place for me. From the first day and during the following 10 months, I stayed in their house, 

where I rented a private room on the top floor. Fatou, the mother and Mbaye, the father 

welcomed me and encouraged me to make myself feel at home. Mbaye was working in the 

management section of a refinery based at Mbao, 11 kms from Malika. He drove to work 

every weekday; I could hear the car leaving around 8 am and coming back around 6.30 pm. I 

mainly talked with him during weekends, rarely in evenings, as he had dinner in his 

bedroom. I spent more time with Fatou; she was busy at home preparing the two youngest 

children for school, together with the cleaner, cooking lunch and dinner and cleaning the 

house. Besides these tasks, she had a poultry farm of 80-100 chickens located about a 20 

minute-walk from the house, where she would often go to oversee her employee who was 

in charge of the daily tasks. Fatou was also regularly involved in family and community 

activities; being the eldest sister among her siblings, she organised the baptism ceremony of 

ƘŜǊ ȅƻǳƴƎŜǊ ǎƛǎǘŜǊΩǎ ŦƛǊǎǘ ŎƘƛƭŘΦ {ƛƳƛƭŀǊƭȅΣ ǎƘŜ ǿŀǎ Ŧǳƭƭȅ ŜƴƎŀƎŜŘ ƛƴ ƘŜǊ ǎƛǎǘŜǊ-in-law, AwaΩǎ 

wedding preparations, not only with the logistics but also by guiding and counselling her. 

The first day after my arrival, Mbaye asked to join him in the living room37 to negotiate the 

rent, while Fatou was coming back and forth as she was busy. He also clarified some 

behaviour rules: principally, I was told not to bring men home with me, as he did not want 

his children to be exposed to such behaviour. I told him more about my personal situation 

and my professional motivations for staying in Malika. I also told both him and Fatou about 

my research on digital literacy, what I intended to observe and study. ά¸ƻǳ ŀǊŜ ƛƴ ǘƘŜ ǊƛƎƘǘ 

house, Fatou ƛǎ ƛƭƭƛǘŜǊŀǘŜΗέ, he replied. With Fatou, we could talk in French; it was not fluent, 

but we could understand each other. She had attended a Quranic school where she learnt 

 

37 The room used to receive guests, I rarely spent time there during my stay in the house 
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Wolofal, a pre-colonial Arabic based script used to transcribe Wolof in West Africa (see 

Chapter 2); she had not learnt French or Roman script in a school setting. 

Aside from their four children, two girls and two boys aged 6 to 17, two relatives also lived in 

the house: Sokhna, FatouΩǎ ƴƛŜŎŜΣ ŀ ǇƘŀǊƳŀŎƛǎǘ, worked in the neighbouring town and Awa, 

MbayeΩǎ ȅƻǳƴƎŜǊ ǎƛǎǘŜǊ, was studying to become a midwife. Both close to 30 years old and 

unmarried, they lived in the house as it was closer to their work and place of study. They 

shared housework tasks with Fatou in the evenings and at weekends. I spent more time with 

Awa than with Sokhna because she was more often at home; we often talked about her 

studies and mine. I showed her some of my fieldnotes related to the family activities, to give 

a more tangible sense of my observations. We talked about them, she helped me in 

clarifying some family relations and roles, for example, during the baptism ƻŦ CŀǘƻǳΩǎ 

nephew.  

There was also the cleaning lady, Jabu, who was from Casamance (Southern region of 

Senegal). She lived with members of her extended family who had moved closer to Dakar for 

economic reasons, hoping to find jobs and have a better life.  

I learned a lot through the family events, everyday activities and conversations I had. I was 

invited to join religious events such as a pilgrimage in the town, religious and family 

ceremonies (baptism, AwaΩǎ ǿŜŘŘƛƴƎΣ ǘƘŜ ŀƴƴǳŀƭ ŜȄǘŜƴŘŜŘ ŦŀƳƛƭȅ ƎŀǘƘŜǊƛƴƎ ƛn MbayeΩǎ 

origin village near Tivaouane, 100 kms from Dakar). They introduced me to relatives and 

friends. I participated in cooking activities such as preparing for AwaΩǎ ǿŜŘŘƛƴƎΣ ŎƭŜŀƴƛƴƎ 

whenever I could, and they appreciated my help. They were very helpful when I needed 

advice or wanted to meet people. For example, Fatou ƛƴǘǊƻŘǳŎŜŘ ƳŜ ǘƻ ƘŜǊ ǿƻƳŜƴΩǎ ƎǊƻǳǇ 

and Mbaye arranged a visit to ǘƘŜ ƴŜƛƎƘōƻǳǊƘƻƻŘ LƳŀƴΩǎ ƘƻƳŜΦ  

Despite my previous experiences in Muslim countries, I had never fasted for the whole 

month of Ramadan; living with the family in Malika, I wanted to fast with them and it was a 

delightful experience. I enjoyed waking up at around 4.30 am and having the pre-dawn and 

evening meals together in the dining room. I was happy to share these moments with them 
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and found the life experience fruitful. Throughout Chapter 5, I will describe my life with 

them as a participant observer. 

Before introducing the two other spaces, the walking group and the House of Women, I will 

recount how important learning Wolof was on this journey. 

 Learning Wolof 

Learning a new language is an exciting challenge that requires time and motivation. In my 

previous experiences abroad, I had never really dedicated time to learning a language. As 

the dominant languages used in my work and in social relations were French and English, 

there was no urgent need to learn a local language. Most of the time, I was in contact with 

people who could speak either in French or English, so I mainly gained knowledge and 

understanding of the places where I worked through these languages. Stepping out of this 

linguistic bubble was key in undertaking this doctoral research. In other words, 

implementing an ethnographic study was the best opportunity to challenge my usual 

strategies of living and working in a new setting.  

Learning Wolof turned out to be a challenge. Not being able to easily catch the basics of 

Wolof was frustrating and I felt ashamed about not being able to interact. To help me 

memorise the words and the sentences, I wrote them down in my notebook, asking for the 

spelling or asking people to repeat a word slowly so that I could practice using the codified 

alphabet. As I explained in Chapter 2, though Wolof is the official language with French, it is 

not the written medium of schooling. Therefore, few Senegalese learn the codified writing 

using the Roman alphabet and grammatical constructions. At the NGO and with my teacher, 

I had the words written in the codified alphabet, while outside these spaces it was mainly 

based on the sound-letter correspondences with the French pronunciation. It took me some 

time to attach less importance to the writing, finding ways instead of learning the language 

orally, without putting too much pressure on myself and accepting my mistakes and my 

limits.  
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Before leaving for Senegal, I had planned a schedule of a daily one-hour class from Mondays 

to Fridays; there were weeks when the plan worked but last-minute activities and delays in 

transportation often interrupted this discipline. Moreover, I must say that I did not study 

intensively beyond the classes; overwhelmed by the doubts, questions and everyday 

activities of the ethnographic study, I had little energy to sǘǳŘȅ ƛƴ Ƴȅ ΨŦǊŜŜ ǘƛƳŜΩΦ 

By the end of the field research, I had reached an elementary level that allowed me to 

establish friendly first contacts. I was rarely in situations where there was no French speaker 

to assist me in the translation, if I was unable to understand. I therefore mainly 

communicated in French. This could be seen as a limitation in terms of accessing the 

knowledge and discourses of people who are in power; however, with some of my 

participants that were not in positions of power, like Nene, we could have deep 

conversations in French. In any case, my willingness to communicate in Wolof was 

acknowledged and appreciated. 

The teacher recommended38 to me declined and the alternative, going to the Baobab 

centre39 in Dakar everyday, was time and energy consuming. My best option was to look for 

a teacher in Malika, so I asked the NGO. I started my first class on the 17th September 2018 

with the Wolof literacy teacher of the NGO. It was the first time she had taught Wolof as a 

foreign language and I was not fully satisfied with her approach. In parallel, I was looking on 

the Internet for complementary information and found a Facebook page with online videos. 

I contacted the author and by chance, he happened to be living in Malika.  

His name is Abdou; he is self-taught in Wolof linguistics and an inspiring teacher. He is a year 

younger than me and was living with his wife, son and parents in Malika where he grew up. 

He taught for several years in an Arabic-French primary school and took the director role for 

 

38 In May 2018, I attended Model of Literacy Learning conference organised by the British Association of 
Literacy and Development in London. Professor Friederike Lüpke presented the multilingual literacy project in 
Senegal LILEMA (Language Independent Literacy for inclusive Education in Multilingual Areas). She 
recommended me a Senegalese Wolof teacher who was a PhD student in the project. 

39 A Dakar-based USA NGO providing among others, cross-cultural activities and language classes. 
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some years. We had our classes in this school that was a three-minute walk from my home. 

During my fieldwork, he was running a small printing service company in Malika, he 

managed MalikaΩǎ youth football team and was offering Wolof classes via WhatsApp, 

YouTube and Facebook. His students were from France, Italy and some also from Senegal, 

curious to learn more about their language. Cheikh Anta Diop, the Senegalese Pan-African 

historian and anthropologist, was his spiritual master, in particular, his campaign for children 

to be taught in their mother tongue. 

We started working together in mid-November and spent many stimulating hours talking, 

sharing and questioning. Our discussions went beyond language learning. When my research 

questions on food and health literacy were defined, I naturally asked him to be a participant, 

and he agreed. From this point forward, during our classes, I could discuss my observations 

with him to have his point of view. I could bring materials from my research to be translated 

and discussed (for example, the recording of a group counselling session (see 6.2.3), a TV or 

a radio programme). L ŎƻƴǎƛŘŜǊŜŘ !ōŘƻǳ ŀ ΨŎǊƛǘƛŎŀƭ ŦǊƛŜƴŘΩΣ ŀǎ ǘƘŜ ǘŜǊƳ ƛǎ ǳǎŜŘ ƛƴ ǘƘŜ ŀŎǘƛƻƴ 

research literature. He gave me advice and worked with me on the materials (Stenhouse, 

1975). I am aware that the borders between teacher, interpreter and participant were 

blurred. His support was valuable and his point of view interesting; it could not be an either-

or situation. Considering the low hourly rate40 he asked, his participation in the research did 

not seem raise any conflict of interest. He was willing to be a participant. When I returned to 

the UK in June 2019, we kept in contact. He had started teaching French via WhatsApp and 

asked me for advice on the activities and learning progression that he had developed. 

The learning process of ethnography had its ups and downs but I felt well supported in 

Malika. 

 

40 The recommended teacher asked for 10 000 XOF /hour (£13) ς considering the average salary in Senegal 
(100 000 XOF), this rate is high at the local scale. I suggested 5 000 XOF /hour to the teacher at the NGO, that 
remains a very good local rate. AbdouΩǎ ƘƻǳǊƭȅ ǊŀǘŜ ǿŀǎ н 000 XOF, he determined the rate insisting that he 
sometimes does it for free. 
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4.2.4 Deciding on the focus ς from digital to health 

With a focus on digital literacies via mobile phone, I was exploring the uses of ICTs in 

everyday life at home and at the NGO. I observed that most of the uses with mobile phone 

were oral and visual, via voice messages, videos and photos. This made my focus on the 

written word limited to specific tasks with visual literacy (listening to/recording a voice 

message, finding and playing a video on YouTube, among others).  

 A critical event 

After a month and a half, during my daily activities at the NGO, a critical event drew my 

attention to health-related information. On 19th October, early morning, a student was lying 

on the mat in the communal room where I worked. As my colleagues in the next rooms had 

not reacted, I thought she was sleeping. Some minutes later when the director arrived, his 

reaction showed that she was not sleeping but was unconscious. It turned out that he had 

already asked his driver to take her back home. Nobody panicked or questioned her state of 

health; it seemed that for most of my colleagues, ƘŜǊ ǇǊƻōƭŜƳ ǿŀǎ ǎǇƛǊƛǘǳŀƭΣ άŀƴ !ŦǊƛŎŀƴ 

ǇǊƻōƭŜƳ ǘƘŀǘ ȅƻǳ Ŏŀƴƴƻǘ ǳƴŘŜǊǎǘŀƴŘ ƻǊ Ƴŀȅ ƴƻǘ ōŜƭƛŜǾŜέΣ ŀǎ ǘƘŜȅ ǘƻƭŘ ƳŜΦ !ǘ ǘƘŜ ƘŜŀƭǘƘ 

post, she was told that she had malaria; at the NGO and apparently, also at home, it was said 

that she was possessed.  

This event had an impact on my choice of ǘƻǇƛŎΣ ƴƻǘ ƻƴƭȅ ōŜŎŀǳǎŜ ƛǘ ǿŀǎ άǎǘǊŀƴƎŜΣ ŜȄƻǘƛŎ ŀƴŘ 

ŎƻƭƻǳǊŦǳƭέ (Gupta and Ferguson, 1997: 16) but somehow, it resonated with my own 

experience: few days after, I talked with the student and she described how she felt: άL Ƙŀd a 

big pressure on my head and then I felt ǊŜŀƭƭȅ ǘƛǊŜŘέ. It reminded me of attacks I used to 

have. For many years, I relied on what I was told regarding my stress management. I was 

lucky enough to access another narrative and the medical means to solve my health issue. 

Her experience made me want to look at health and social justice; I did not realise it at that 

time, but I what I was really interested in were the determinants of health (see 3.2.1.1).  

Prior to this critical event, I had observed my colleagues several times watching videos or 

commenting on websites on their mobile phone or computer about health-related advice; 
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most of the time the content was in French. However, the Internet was not always the 

systematic solution to access health-related information, as the critical event above 

ƛƭƭǳǎǘǊŀǘŜǎΦ L ǎǘŀǊǘŜŘ ŜȄǇƭƻǊƛƴƎ ǘƘŜ ŎƻƳƳǳƴƛŎŀǘƛǾŜ ǇǊŀŎǘƛŎŜǎ ŀǊƻǳƴŘ ƘŜŀƭǘƘ: What kind 

of ǇǊŜǾŜƴǘƛǾŜ messages weǊŜ ŀŎŎŜǎǎƛōƭŜ ƛƴ aŀƭƛƪŀΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ŎŜƴǘǊŜǎ? WƘŀǘkind of 

health-ǊŜƭŀǘŜŘ ƛƴŦƻǊƳŀǘƛƻƴwas ǎƘŀǊŜŘ ŀƳƻƴƎ ŦŀƳƛƭȅ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎ? WƘŀǘkind 

of practices and beliefs weǊŜbeing ǘǊŀƴǎƳƛǘǘŜŘ ǘƘǊƻǳƎƘ the ƎŜƴŜǊŀǘƛƻƴǎ ŀƴŘ Ƙƻǿ? ²ƘŜǘƘŜǊ 

and how were mobile technologies used? The focus of my research became the learning 

spaces and communicative practices Malika residents used to access, produce and share 

health-related knowledge. To do so, I sought to go beyond the home and NGO. In the next 

section I introduce the other two spaces: the walking group and later, the House of Women. 

 Walking to discover the familiar 

On 4th October, 2018, early morning, I was trying to get a taxi to attend a conference in 

Diamniadio, 20 kms in the opposite direction of Dakar. The few taxis that were willing to 

drive me asked for a very high fare. After refusing a couple of taxis, a man sitting in the 

carpenter workshop behind me, who was presumably observing me, offered his help. He 

called a kalendos driver (informal taxi) that he knew and negotiated a reasonable fare. Some 

days later, we met again at the same place. His name was Adama; he was a former carpenter 

who, because of a work-accident 10 years earlier in which he had injured his right hand, 

could no longer practise his trade. Instead, he taught karate to adults and kids. He was also 

involved in the walking group of Malika and suggested that I joined it on the following 

Sunday. I was quite curious and thought it was a good opportunity to enjoy the seaside 

which I rarely visited and get some physical exercise that I was missing. Malika is a sandy 

town as are all the surrounding places, and little was done to encourage pedestrians to walk 

from one place to another.  

On 14th October, I was introduced to the group as a doctoral student volunteering and 

became a member; there was a fee of 1 000 XOF 41 (£1.3) per month. The amount was used 

 

41 Currency rate 1 GBP = 771,58 XOF (December 2019) 
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to support walking events or as a mutual health insurance if a member was in need. The 

walking group turned out to also be an opportunity to broaden my relations beyond the 

NGO and the family, in particular, ǘƻ ŀŎŎŜǎǎ ŀ ƳŜƴΩǎ ǎǇŀŎŜΦ ¢ƘŜ ƎǊƻǳǇ ǿŀǎ ƛƴƛǘƛŀǘŜŘ ōȅ ŀ 

former military officer with a couple of friends who started walking and decided to create a 

club in 2010 to encourage people to walk. While I was there, there were about 20-30 regular 

walkers and 10-15% of us were women. The Sunday morning walk became part of my 

weekly schedule and I rarely missed one; I joined the group for other walking events 

organised in Dakar and attended the general assembly. I often walked and chatted with the 

same people: Adama, Mor, Oussa, Balde, Ouli, Mamadou and Dr Badou, it was on a Sunday 

morning walk that I met Nene. She was a middle-aged woman originally from Casamance 

(Southern region of Senegal). I spent a lot of time with her during my fieldwork. We regularly 

met from February onwards, I accompanied her to the market and to the hospital for her 

diabetes check-up, I met and ate with her family (Section 6.2 is dedicated to her endeavour 

in managing the disease). 

!ŦǘŜǊ ǎƻƳŜ ƳƻƴǘƘǎΣ L ŎƘƻǎŜ ǘƻ ŜȄǇƭƻǊŜ bŜƴŜΩǎ ŜȄǇŜǊƛŜƴŎŜ ōŜŎŀǳǎŜ L ǿŀǎ ƛƴǘǊƛƎǳŜŘ ōȅ the 

food habits (see Chapter 5) and her management of diabetes (see Chapter 6). I wanted to 

better understand how she learnt about the disease, the health resources she had and what 

she could do with those resourcesΦ bŜƴŜΩǎ ŜȄǇŜǊƛŜƴŎŜ ƛƭƭǳǎǘǊŀǘŜǎ ŀƴ ŀǎǇŜŎǘ ƻŦ ŘƛǎŜŀǎŜ 

management. While I did not intend to generalise based on her experiences, I engaged 

intensively in her case and could triangulate with less in-depth observations and informal 

conversations that I had throughout my fieldwork.  

Having chosen the focus of my research, my task was to άdescribe only what does happen, 

ƴƻǘ ǿƘŀǘ ŘƻŜǎ ƴƻǘ ƘŀǇǇŜƴέ (Heath and Street, 2008: 36). I was an outsider to my research 

ŦƛŜƭŘ ŀƴŘ ƴŜŜŘŜŘ άto make the strange familiar, so as to understand itέ (Hammersley and 

Atkinson, 2007: 231), to experience that which was the familiar everyday experiences of my 

participants. I needed to observe and know about the health settings in Malika. To do so, I 

had to go beyond the NGO and home but I was not confident enough to do it on my own. So 

I asked Adama if he would show me Malika, walking with me beyond the main streets. 

Malika looked like a safe place; nevertheless, a white woman walking on her own in some 



   

 

78 
 

quiet neighbourhoods could appear strange and draw unnecessary attention. Indeed, being 

on my own I could often hear tubaab! (eh, white woman). It was not intentionally offensive 

but was sometimes said in a dismissive tone or was ŦƻƭƭƻǿŜŘ ōȅ άƎƛǾŜ ƳŜ ƳƻƴŜȅέ. It affected 

my mood and there were days when I wanted to avoid these situations and stay at home. 

Being with Adama, no one shouted tubaab! at me; if they had done, he would have replied 

back in Wolof. 

The first morning we walked together, I found it interesting and helpful. He commented on 

where we were, asking for information from passers-by if he could not address my questions 

about something to do with the surroundings of the walk. As I felt that repeating the activity 

would be helpful for my work, I considered it fair to suggest a standard payment rate as I 

was taking up his time and he was helping me. We agreed on a rate and list of activities and 

he became my assistant for some weeks. We walked together on a couple of mornings. He 

took me to the health-posts in Malika, he facilitated the access and introduced me to the 

staff (see 6.3.1). We also went together to the traditional hospital in the neighbouring town. 

These walks helped me to have a better idea of time, distance and the hardship involved in 

walking through the sandy town to reach the health-posts on the other side. When I told 

him that I would like to meet the chief of my neighbourhood and the health representative 

of the town council, he contacted them and arranged a meeting (see 6.3). During the 

meeting at the City Council, I was introduced to the mayor to briefly present my research. As 

for the chief of my neighbourhood, by coincidence, he was his brother-in-law so he invited 

me with Adama for tea and another day for dinner. Apart from these agreed activities, we 

met several times over the weeks that followed, sometimes by chance in the street, every 

Sunday for the walk and sometimes at his place where I was introduced to his wife and some 

of his children. 
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4.2.5 Participating in MalikaΩǎ ŀŎǘƛǾƛǘƛŜǎ 

 Becoming a member of the House of Women  

The House of Women is a cooperative house that is part of a programme initiated by the 

Ministry of Women, Family and Gender in 2005. It aimed at providing women with a place to 

access training in gardening, tailoring and food processing among others, to provide support 

for income generating activities. The first time I heard about the House of Women was from 

Fatou; we were discussing local cereals and she told me that she went there to grind the 

corn and millet (see 5.2.1). This was in the early stages of my fieldwork; I did not know then 

that I would spend my last months there. Later in early March, the House of Women was the 

organising team for the celebration ƻŦ ²ƻƳŜƴΩǎ 5ŀȅΦ hƴ ǘƘŀǘ ŘŀȅΣ Abdou, my Wolof teacher 

who wanted to help to expand my network in health-related activities, introduced me to 

Madame Faye, the community health insurance manager based at the House.  

I was more and more intrigued by the place; I finally decided to go and introduce myself and 

my research on 19th March 2019. The place was a 10-minute walk from where I lived, in a 

narrow street, a wall-fenced with a metal door that was always open during the day. The 

entrance led to a hall where I met Mrs Dieynaba, the manager, who welcomed me and took 

me on a tour of the building. I was introduced to the women who were there on that day 

and shown the various activities linked to the house: kindergarten, cereal processing, cereal 

mill, tailoring, community-based health insurance and gardening.  Mrs Dieynaba asked me 

whether I wanted to become a member and what I would like to do. We agreed that I would 

take care of the mint plantation, a new activity that would support some members who 

would sell mint leaves for tea. From that day and until I left Malika in mid-June 2019, I 

regularly spent days in the House to water the mint patch and to help with administrative 

tasks when needed or just to be there because I enjoyed the place. 

In addition to the core team which included Mrs Diop, the president, Dieynaba, the manager 

and Madame Faye, the community-based health insurance manager, I often met the same 

members; there was a group of seven or eight elder women that processed millet everyday 

under a shady patio, sitting on a mat. They were sunuy yaay, our mothers in Wolof, and the 
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communication with them was only in Wolof. There were four or five women in their thirties 

who regularly came to chat and participate in activities like making araw42 (see 5.2.1). 

Laughter and lively conversations were regular in the hall entrance and DieynabaΩǎ ƻŦŦƛŎŜΦ 

These chats mixed Wolof and French so I could sometimes participate. There were also some 

men at the House of Women: with Ibrahima, the gardener, I went to buy the crops; as he 

knew I was interested in health, we often had conversations about the health benefits of 

plants available in the surrounding area. 

The House of Women was also a health outreach site for the community-based health 

system (see 6.3); I met the community-based health coordinator there who I later 

interviewed to find out more about a previous nutrition programme for mothers and 

children developed by the Ministry of HŜŀƭǘƘ ŀƴŘ ǘƘŜ ¦{!L5Ωǎ IŜŀƭǘƘκ/ƻƳƳǳƴƛǘȅ-based 

Health programme (see 6.3.3). I also met some community relays and bajenu gox (see 

6.3.2.2) who would organise talks at the House. Unfortunately, I did not participate in any of 

those, either because they took place before I was in the network or because I was informed 

too late. 

 Taking part in a steering committee to organise Health Day  

Despite visiting health-posts and learning about the community-based health system, I heard 

very little about diabetes prevention and management in Malika. I therefore was willing to 

organise a talk with health workers for Malika residents interested in learning more about 

the disease.  International Health Day seemed to be the ideal backdrop for the talk. When I 

met the health councillor at the city council on 25th March 2019, I asked him whether and 

what they were planning to do on 7th April. Without me suggesting anything, simply asking 

the question gave him the idea to organise a one-day event with key actors of the 

community-based health system and partners. Within a week, he called potential members 

to set up a steering committee and included me. We had meetings in Wolof43 with 

 

42 larger millet flour pellets boiled to prepare traditional millet porridge 

43 Adama often sat next to me and if I wanted to know more about the ongoing discussion, I could ask him 
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representatives of the community-based health actors, religious leaders, chiefs of the 

neighbourhood and NGOs in development, to define the theme and objective of the event, 

identify the speakers and decide on a suitable day. It was held on 16th April 2019 in the city 

council. About 60 participants gathered to discuss the issues and challenges of community 

participation in health promotion and to elaborate a local authority operational plan. I did 

not have any specific role in organising the event but I helped to create a poster to be shared 

on WhatsApp with some invitees (official guests from the local authorities received a letter 

in French). I also financially supported a report of the day, written by Ndèye Fatou Cissé, a 

tƘ5 ǎǘǳŘŜƴǘ ƛƴ ǿƻƳŜƴΩǎ ƘŜŀƭǘƘ ƛƴ 5ŀƪŀǊ ǿƘƻ L ƘŀŘ ƳŜǘ ŜŀǊƭƛŜǊΦ {ƘŜ ƘŀŘ ŀŎŎŜǇǘŜŘ ǘƻ Ƨƻƛƴ ǘƘŜ 

event and translate Wolof when it was used in discussions. Following this event, I was 

ƛƴǾƛǘŜŘ ǘƻ ŀƴƻǘƘŜǊ ŦƻǊǳƳ ƻƴ aŀƭƛƪŀΩǎ ŜƴǾƛǊƻƴƳŜƴǘ ǿƘŜǊŜ L ƳŜǘ [ŀƳƛƴŜΣ ƻƴŜ ƻŦ ǘƘŜ ǎǇŜŀƪŜǊǎ 

at the health day who is a health worker in a neighbouring town. I was able to ask him more 

about the community-based health system in Malika. 

It was interesting to compare how I would have planned the health day and how it actually 

happened. From the feedback of the organisers, it was an important event and yet the 

majority of Malika residents were not included and did not hear about it. This situation 

resonates in the context of the decentralised health system I discussed in Chapter 2: the 

transfer of responsibilities to local authorities does not always mean that the population will 

be included in health plan debates, as Foley demonstrates (2001).  Regularly going to the 

House of Women, I observed and came to better understand some of the power relations 

ōŜǘǿŜŜƴ ǿƻƳŜƴΣ ǿƛǘƘ ƻǊ ǿƛǘƘƻǳǘ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀŎǘƻǊ ǎǘŀǘǳǎΣ ōŜǘǿŜŜƴ ǿƻƳŜƴΩǎ ƎǊƻǳǇΣ 

whether they were connected or not to the city council or the House of Women. I was not 

able to discern all the politics behind the relationships, however, especially as they pertained 

to ethnic groups and castes. I did observe some influences of gender, class and age and I 

include these in my analysis. 

 My roles and limits 

I was aware that being too proactive could influence the data and raise expectations about 

my role. For example, I was often aware that as a French white woman, I was perceived as 

someone who could potentially raise funds. The coordinator of the national adult literacy 
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ǇǊƻƎǊŀƳƳŜ ŦƻǊ aŀƭƛƪŀ ŀǊŜŀ ŎŀƭƭŜŘ ƳŜ άǇŀǊǘƴŜǊέ ŜŀŎƘ ǘƛƳŜ L ƳŜǘ ƘƛƳΤ ƛǘ ǎƻǳƴŘŜŘ ƭƛƪŜ ŀ 

business collaboration that was not clear to me. So when the health councillor at the city 

council included me in the steering committee, I wondered whether there was an 

expectation that I would provide financial aid; I was probably overly suspicious because in 

reality, nobody asked me for anything. Several times when I introduced myself as a doctoral 

student exploring health communicative practices, I had to clarify that I was not a medical 

doctor but a researcher in education. I decided it was better to simply participate rather 

than initiating in or fully engaging in any actions, though I would have liked to organise an 

event on diabetes! Rather, I followed the flow and participated when I was invited to do so. 

The only action that I led was to create a short video. After several conversations with 

Madame Faye, the community-based health insurance manager and Abdou about the low 

membership rate in the community-based health insurance, I suggested to Madame Faye 

that she should present the key benefits of subscribing. She also asked the president of the 

insurance committee, the community-based health coordinator, a bajenu gox and existing 

members of the insurance scheme to share short messages to convince other Malika 

residents to join. The video was inspired by a cartoon developed by USAID (see 7.6.4) but 

this time, with Malika residents and in Wolof. I videoed with my phone and edited it with my 

computer at the House of Women. The video was not very professional but it was short (2 

minutes) and useful for the community relays. They could play it when they visited houses to 

collect memberships, Madame Faye told me. Through this action, I somehow became an IT 

resource person: several months later, Madame Faye contacted me when I was back in the 

UK, asking me to help her set up her YouTube channel. 

I did not expect that ethnography would be so physically intense and draining. The 

conditions of the fieldwork appeared ideal: I was living in the research site, hosted by a 

warm Senegalese family who became my participants; I gained access to other spaces and 

ƳŜǘ Ƴŀƴȅ ƛƴǘŜǊŜǎǘƛƴƎ ǇŜƻǇƭŜ ǿƛǘƘ ǿƘƻƳ L ŜƴƧƻȅŜŘ άōŜƛƴƎ ǘƘŜǊŜέΦ However, I never felt like 

able to rest as I did not wish to say no to any activities (see the section on participant 

observation below for a more detailed discussion).  
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¢ƻ ǎǳƳ ǳǇΣ ƛƴ ǘƘƛǎ ŦƛǊǎǘ ǇŀǊǘ ƻŦ ǘƘŜ ŎƘŀǇǘŜǊΣ L ƘŀǾŜ ǘƻƭŘ ǎƻƳŜ ƻŦ ǘƘŜ ΨǎǘƻǊƛŜǎΩ ŀōƻǳǘ Ƴȅ 

research journey. I have introduced my key participants and the four spaces in which I 

explored health communicative practices: the NGO, the home, the walking group and the 

House of Women. These stories illustrates how I was doing ethnography throughout the 10 

months in Malika and how encounters and situations enabled me to gain access to other 

encounters and situations, and to undertake certain roles in these spaces. In the next part, I 

discuss the methods, the ethics and the writing process from notes to fieldnotes and writing 

up. 

 

Figure 7 - The four spaces of my research in Malika 

4.3 Research methods 

4.3.1 Methods used 

Hammersley (2005) defines ethnography as 

a form of social research that emphasizes the importance of studying at first 

hand what people do and say in particular contexts. And this usually involves 
















































































































































































































































































































































