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Abstract

Suturing the World:
The Micro-practices o f Care and the Pohtics o f Life in Chiang M a i

Bo Kycong Seo

Based on eighteen months o f fieldwork between 2010 and 2012, this thesis examines how
universal health coverage is shaped and experienced in Thailand. How might such an
ambitious social project that aims to ensure every citizen access to a full-range o f health
services become feasible in a socially divided, politically unstable, lower-middle-ineome
country like Thailand? This thesis investigates the establishment o f universal

health

coverage not as a given condition but as a political and moral work in progress. How is the
provision o f care perceived, enacted, and assembled in the frontline o f the Thai-public
health care system? What kinds of political subjectivities are implicated in the mundane
and extraordinary struggles to make care accessible and durable? With special focus on the
human stakes o f health care for poor Thai and non-citizen Shan migrant populations, this
thesis offers new ethnographic insights into the significance o f micro-practices o f care for
the politics o f life.

Situated in a district hospital on the periphery o f Chiang M a i City, I examine the multiple
circuits o f care threaded through everyday socio-cultural practice. Practices o f care and
their implications are muhi-dimensional.

Beginning with the workings o f the public

hospital, I show how caring and governing are interrelated. W h i l e the promise o f the
universal health coverage policy is mitigated by rules o f eligibility and entitlement, hospital
staffs aspirations to realize a government o f care make this policy substantively universal.
Ethnic minorities and Shan migrants in vulnerable situations actively utilize Thai public
hospitals, navigating the perils o f receiving the gift o f care. I show how they elicit state care
and secure a foothold in the political community through artful practices o f being governed.

In their struggles to maintain their family amidst structural violence and precariousness
Shan women also employ tactics of creative subsistence that make life liveable.

At

junctures when the desire to care exceeds the boundaries o f belonging and sameness, 1
explore how critically ill neonates and spiritual entities—alien others who hover at the
margins of life—are drawn into alliances o f care.

I conceptualize the 'desire to care' as a conjunctural expression o f the life-intensifying
proclivities o f medical, state, and spiritaal sovereignty and argue that practices o f care, even
in micro forms, nourish potentials to create a sphere o f relations and a politics o f life.
Highlighting people's intertwined experience o f freedom and obligation, autonomy and
dependence, 1 demonstrate how individual and collective pursuits o f fomiulating relations
o f care dismantle and reassemble the notion o f universal citizenship and entitlement. At its
core, this thesis reorients care as a suturing and sutured state, practice that acts upon the
world, and value accumulated by practice, which repairs, envisions, and transforms the
human condition in a provisionary but concrete manner.
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A Note on Thai Transcription

1 follow a modified version of the Thai Royal Institute System. This system makes no
distinction between long and short vowel forms; and tones are not represented. This modified
system differs from the Royal Institute system as follows: "j" is used for the Thai consonant jor
jan, not "ch."

Introduction
Two Pairs of Feet
W h e n 1 w e n t into the male ward of Ban Phaet Hospital in Chiang Mai, 1 noticed two pairs
of feet p o k i n g out of the white hospital sheets. O n e pair was almost dead, honey, and pale.
T h e other pair w a s m o r e alive but dusky, toughened, unwashed. For a w h o l e month, the
pairs of feet remained still at the end of the beds. The f o n n e r belonged to a seventy-fiveyear-old Thai m a n w h o suffered bed pressure sores and w e a k n e s s due to old age. The rough
dried heel had b e c o m e black and spongy—ulcerated skin caused by pressure and the lack of
m o v e m e n t . He had been bed-ridden almost three years, and his heel trapped in the s a m e
spot on the bed had started to die before him. The latter belonged to a thirty-year-old Shan
m a n , a m o t o r b i k e accident victim. He had been seriously paralysed and minimally
conscious after a traumatic brain injury. The tall and strong m a n ' s huge feet were stained
by blackish oil and blood. Although he had been in the intensive care unit for two w e e k s
before he w a s transferred to this ward, no one had washed the bloodstains f r o m his feet.
Broken toenails were covered with dirt and the heels of his feet were all cracked.
1 learned m o r e about these men f r o m their relatives. Aunt D e n g told m e about her husband,
the old m a n w h o s e n a m e w a s Uncle Bun. She told me that Uncle Bun had lived in the s a m e
village near the hospital his whole life; he w a s a landless agricultural labourer, and his only
son had died ten years ago in Bangkok. Phon, a twenty-seven-year-old Shan w o m a n , told
m e about the motorbike accident victim. He w a s her older brother and his n a m e w a s Ek.
She told m e that Ek had m o v e d to Chiang Mai f r o m Shan State in B u r m a twelve years ago;
he had w o r k e d on construction sites, married once, divorced, and had no children. The story
of her reunion with her brother w a s quite dramatic. Ek w a s found on the roadside, s o m e o n e
called an ambulance, and he eventually underwent serious brain surgery. Phon did not
k n o w about this tragic accident until he w a s transferred to Ban Phaet Hospital: to find the
unconscious patient's family, the nurse had traced his address f r o m his w o r k i n g permit,
contacted the village head of the registered address, and w e e k s after, his estranged brothers
and sisters gathered together next to the hospital bed. Phon had not seen her brother for
almost seven years, but n o w stayed with him almost every day.

The presence of Phon was indicated by the state of E k ' s feet. Phon w a s h e d the blood away
f r o m her brother's feet and trimmed his dirty toenails. She also helped the n u r s e s ' aides
when they changed his diaper and linens. Nurses also taught Phon h o w to pour liquid food
into the feeding tube connected to his nose. Soon, she mastered E k ' s everyday care and did
not need much help from the ward staff The nurses complimented Phon saying she w a s a
khon di (good person) w h o did not abandon her unfortunate brother. In this under-resourced
ward, family m e m b e r s ' involvement in daily patient care w a s cnicial. During the month
long hospitalization, the absolute bed rest had also made quite a change in this y o u n g
labourer's downtrodden feet. The skin softened, and the cracks on his heels had started to
heal. When Ek suddenly dropped his feet from the bed, Phon and 1 could see dead skin
from his feet floating in the rays of sunlight. W e had no idea what would be the o u t c o m e of
E k ' s brain damage, but the abrupt movement of his feet strongly proved that he w a s alive.
On the other side of the ward. Aunt Deng was struggling with Uncle B u n ' s left foot. The
nurse had advised her to change Uncle B u n ' s lying position every four hours and give him
a leg massage more often like the physical therapist had taught her. The nurse also w a r n e d
her that if the sore on his left foot got worse, the doctor would have to cut the skin off and
suture it again. But Aunt Deng was reluctant to follow this advice. She thought that all
these unnecessary movements just caused him more pain. Aunt Deng was seventy-three
years old, and her exhaustion was apparent. During the day she would w e a k l y sit by her
husband, and at night she put three chairs together next to his bed and slept there. Her
house w a s just ten minutes away from the hospital by car, but that month she had rarely
gone back home. "It costs 40 baht to go home and come back to the hospital. 1 cannot spend
40 baht every day. I have to buy one diaper per day for him, and I also need to eat, 10 baht
for sticky rice. Think about how much I have to spend in a m o n t h , " she told m e on the w a y
to the small grocery next to the hospital. The doctor suspected that Uncle Bun might have
lung cancer and recommended that Aunt Deng see specialists in the provincial hospital, but
she did not follow this advice either. The reason was that the provincial hospital did not
allow visitors to stay overnight, and she could not let him stay there alone.

While the physiotherapist was not content with the fact that Aunt D e n g did not regularly
change Uncle B u n ' s lying position, the nurses also started to have another p r o b l e m with her.
Aunt Deng asked them to stop the nasal tube feeding. Her explanation w a s that it s e e m e d to

cause pain in his nose, but the ward nurses would not accept this request. One nurse told me,
"He needs more nutrition. I f the patient didn't accept care from us, then there is no reason
to stay in the ward. There is no benefit to be in the hospital. She cannot just wait here until
he dies." Finally, the nurse reported the feeding issue to the doctor and delivered the
message that if she did not want to continue the tube feeding, then the hospital had to
discharge the patient. So Aunt Deng had to change her mind, "I cannot take care o f him at
home all alone. W e have to be here. I don't know how long I should suffer here, but what
can I do? 1 will follow what the doctor says." She told me this with a tired smile. Although
Aunt Deng did not pay much attention to the bed sores, it did not mean that she just sat
there doing nothing. During that week, she brought a traditional spirit doctor to the ward to
see Uncle Bun.
At their bedside, aches and pains were not articulated in words. Uncle Bun could not talk
anymore. But signs o f his pain were noticeable on his heel. The foot damaged by the
pressure of his own weight was stubbornly there, proving the inexorable process o f dying.
For the nurses and doctors, the worsened sores were partly interpreted as Aunt Deng's
lethargy, but regardless o f this, the pressure ulcers on the patient feet had to be managed
and treated. Though Ek had become more active in terms o f his lower body movement, it
seemed that his muscles moved abruptly and involuntarily. Neither o f the patients could
speak for themselves, but in the ward, they were unceasingly engaged with the others who
were around them. A n d I began to realize that the still life of the feet was not reticent but
full o f a dynamic presence.

The changing shape o f the feet provides a powerful introduction to the centrality of care in
the process o f life and death. In the ward, many forms o f care had been given to these two
sick men: making a diagnosis, giving treatment, documenting, providing shelter and
nutrition, disciplining, washing bodies, staying together, being concerned, and trying to do
something to comfort the sick. It also reveals the limits o f care; the feet were still rotting,
wounded, immobile, and impaired. The surprising aspect o f this tale o f the feet is that their
troubling and unpleasant presence has compelled others to be engaged with them. W h i l e the
patients cannot articulate their own needs or wants, the abrupt movement o f muscle and the
rotten flesh viscerally speak to the multiple relations o f power and ethics that surround
3

them. Then there are the people w h o have to deal with the d a m a g e d h u m a n body: doctors,
nurses, nurses' aides, physical therapists, and family members. The old and tired w i f e
struggHng with poverty and isolation was barely able to look after her dying husband or
herself even with the assistance of the public health care system. The district hospital w a s
the only place left where she could share the burden of care. And the y o u n g Shan mother of
a five-year-old son was lamenting the lack of merit and the abundance of suffering in her
life. While she had almost forgotten about her estranged brother in her busy daily life of
making a living, the paramedics, nurses, doctors in the ER of the small district hospital and
the intensive care unit of the university hospital had saved her b r o t h e r ' s life after the tragic
accident, and the registration system for migrant workers, village level administration, and
local social networks had strangely drawn him back to her. Kin relations, biomedicine, state
welfare, spiritual forces all take part in the practices of care for the owners of the soles of
these feet.
This thesis explores how such ordinary and exceptional care occurs in Chiang Mai,
Thailand. It attempts to bring into focus care as an assemblage by considering h o w people,
places, techniques, and desires are consolidated and mobilized. This is an ethnography of
practices of care that maintain, repair, and transform the life world. It deals with a particular
historical juncture in Thai public health: a time when the state had begun to take significant
responsibility for the health of the population as the establishment of universal health
coverage signals. In the chapters that follow, I examine the various experiences of giving
and receiving care, with a special focus on the human stakes of health care for poor people
like Uncle Bun and Ek, who rely on free health care from government medical institutions.
This j o u r n e y starts from the district hospital, the frontline of the Thai public health care
system, and follows the path of people to and from their homes and workplaces. This
ethnography also navigates the fractured landscape of a border area, h o m e to large
population of poor and undocumented labour migrants from B u n n a , w h e r e the d y n a m i c s of
dislocation, inequality and exclusion are central to social and political relations. It is also an
exploration of the lived logic of care among diverse social and cultural groups, w h i c h is not
only bounded by biomedicine but also resonates with local cultural traditions of protection
and security.

Phuket,
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Map 1
Thailand (Map by Cartography Unit, College of Asia and the Pacific, Australian
National University)

The primary aim of this study is to offer a comprehensive picture of the multiple circuits of
care rooted in the local landscape of Chiang Mai. Biomedical care, particularly the
operation of the public hospital, is one of the main concerns of this study. Thailand is one
of a few countries in Southeast Asia that ensure primary health care for citizens (Virasakdi
Chongsuvivatwong et al. 2011), and the national network of public hospitals is the
backbone of Thai public health. One of the serious challenges that public hospitals in
Chiang Mai have to deal with is the large number of uninsured people in the region.
Although the recent national health reform has markedly expanded health insurance
coverage to up to 98 per cent among Thai citizens (Viroj Tangcharoensathien et al.
2011:869), a large number of stateless ethnic minorities, refugees, and of Shan migrants
from Burma have become a public health reality for Chiang Mai (Harris 2013). The clash
between the ideal of universal rights to health and unequal social arrangements has become
an inescapable dimension of public health care in Chiang Mai.

The confluence of different peoples has been a key feamre of Chiang Mai, long before
military conflicts in Burma and the globalized Thai economy had accelerated the pace of
migration in this region since the 1980s. Within a broader historical network of mainland
Southeast Asia, Chiang Mai is not only a key economic centre of Thailand but also a
premier node of the larger Tai-speaking' world stretching from northern Thailand, eastern
Burma, Laos, Yunnan in China, and even Assam in India (Walker 2009). It is also a
historical frontier between hill and valley people, between civilization and savagery (Turton
2000), and between the state and the stateless people (Scott 2009). Within this geographical
and historical context, Chiang Mai has been nourished and redefined by multiple flows and
connections of peoples, identities, norms, assets, and traditions. The full spectrum of
Chiang Mai's population including Khon Mueang (northern Thai people), Shan, Karen,
Hmong, Akha, and many other ethnic groups denotes the cultural complexity and fertility
of the region and accordingly multivalent forms of care.

' Tai is an ethnolinguistic category referring to people w h o speak Tai l a n g u a g e s , w h i l e Thai r e f e r s to the
ethnic m a j o r i t y g r o u p in T h a i l a n d , w h i c h m a y b e broken into regional g r o u p s — C e n t r a l T h a i , N o r t h e a s t T h a i ,
N o r t h e r n Thai, and Southern Thai. Tai p e o p l e s c o m p r i s e the H k a m t i , S h a n (Thai Y a y ) , T h a i " L u e Y u a n L a o
Black Tai, W h i t e Tai, Red Tai, Tho, C h u a n g and C h u n g - C h i ( T e r w i e l 1979). T h e K a r e n , H m o n g a n d A k h a ,
w h i c h constitute large ethnic p o p u l a t i o n s in C h i a n g Mai, b e l o n g to d i f f e r e n t l a n g u a g e f a m i l i e s
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This ethnography does not deal with a single disease, site, ethnic group or cultural entity
but deeply engages with Chiang Mai's multiplicity in order to understand how caring
practices mobilize contingent and provisional assemblages o f heterogeneous elements. It
also requires certain improvised methods to investigate the interconnectedness o f
institutions, medicine, power, cultural repertories, and the biographies o f people. So to do
this, I came to develop two clusters o f field sites.

The first cluster o f field sites is contained within a public hospital in a rural district of
Chiang M a i Province, which I call Ban Phaet Hospital. From May 2010 to February 2011, I
was based mainly in this hospital on a daily basis and interacted with hospital visitors,
patients, and their relatives, as well as hospital staff including medical professionals,
administrators, and other sorts o f caregivers. The Ban Phaet Hospital staff allowed me to
observe various activities in the hospital and introduced me to their patients as "a Korean
PhD student from Australia doing research about health care." Many patients and their
relatives welcomed me, answered my endless questions, and also asked me numerous
questions about Korean soap-operas and the military threats posed by North Korea.

An unexpected but fortunate aspect o f doing fieldwork in the hospital was that I was
introduced to several clinics attached to the hospital that required recurrent visits or lengthy
stays by patients. Under the guidance o f nurses and doctors I could observe various
activities in the general ward, antenatal clinic, antiretroviral clinic for H I V / A I D S patients,
and the neonatal intensive care unit. These clinics and care units were primarily managed
by female nursing staff, which allowed me to explore the gendered formation o f hospital
care and the production and improvisation o f nurturing subjectivities. In those places 1 was
also able to have repeat encounters with several patients, male and female, many o f whom
became m y key interlocutors. Furthermore, these sub-divisions o f the district hospital
allowed me to explore critical dimensions o f public health care including reproductive
health issues, the management o f chronic conditions, and the triage process o f distributing
scarce medical resources.

Map 2

Shan State ( M a p by Cartography Unit, College of Asia and the Pacific, Australian

National University)

When the patients went back home from the hospital, 1 also followed them. This ordinary
transition led me to a second cluster o f field sites: non-biomedical and domestic realms o f
care. Most o f the patients were from neighbouring areas, but some of them came from
remote hill areas: the extent o f my field site expanded according to the trajectory of people.
By doing this, 1 could understand that how the illness experience is not only circumscribed
in the clinical space, but also inherently associated with various social relations and the
depths o f people's life histories. 1 was able to focus on family and kin relations as central
sites where care is generated and acted upon. People's various pursuits o f securing
protection also led me into the worlds of spirit mediums and spirit doctors. Rather than
searching for spirit mediums and traditional healers who could be a representative example
of local culture, I visited specific practitioners who were significant sources o f care for m y
key informants. This method was particularly useful in tracing the little-known connections
between different modalities of care. In my second period of fieldwork from April 2012 to
September 2012,1 spent more time at the construction sites where m y Shan informants had
lived and 1 did a brief survey about migrant workers" perceptions of the Thai health care
system. In addition, during my 18 months of fieldwork, I also lived with an extended Thai
family whose family members had close connections with the hospital and local spirit
mediums—one o f m y foster aunts was a nurse's aide and the other one was a spirit
m e d i u m — a n d in this environment 1 immersed myself in plural modalities o f care.

Situated at the crossroads o f state bureaucracy, medicine, and the struggles o f a precarious
underclass to live, this smdy offers a fresh perspective on caring practices and the politics
o f life more broadly. The argument 1 present is three-fold. First, in Chiang Mai, a system o f
national universal health coverage is in place, but there is no universal subject o f care.
Rather, many forms o f life appear to be a subject o f care: citizens, non-citizens,
undocumented migrants, ethnic minorities, itinerant workers, sole mothers, critically sick
newborn babies, disabled children, the living, the dying, and the dead. In the absence o f
formal protections and against a backdrop o f unequal social arrangements regarding the
distribution o f care, one can discern the contingent, infonnal, interpersonal and situated
ethics and practices that transform this diverse array o f human and non-human entities into

subjects of care. Second, the subjects of care and the sources o f care are in relations o f coconstitution and co-actuahzation. Engaging in practices of giving and receiving care,
although such exchanges are not necessarily reciprocal, creates familiar and unexpected
contacts, connections, linkages, and bindings between disparate subjects, places,
technologies, and forces. Being cared for by others or being obliged to care for others is not
about being merely passive or role-governed, but being agentive within relatedness. 1
conceptualize the processes that consolidate enduring relations o f care as sutures. Third,
assemblages of care have the potential to rework the trajectory of biopolitics. Caring and
governing are not separate domains, but interrelated sets of practices. In and outside
biopower, the forces of care constitute human subjectivity and make life possible.

The Provision of Health Care in Thailand
As a shifting and contested phenomenon, the provision of health care takes place against a
backdrop of major changes in Thai society. Historiographies and ethnographies o f
contemporary Thailand have paid careful attention to the experiences of modernity within
processes of rapid economic growth and downturn and political transitions from military
authoritarianism to neoliberalism in the last four decades (Bowie 1997, 2008; Haberkom
2011; Mills 1999; Pasuk Phongpaichit and Baker 2000; Tanabe 2008a; Walker 2009;
Wilson 2004). The prominent thread that runs through these considerations o f emergent
social forms and political developments is the narrative of recurrent crises in Thai society
that have led to outbreaks of disorder. In these chains of conflicts and crises around cultural
identities, personhood, social memories, traditional orders o f hierarchy, gender norms, and
religious cosmologies, an intriguing pathology has been diagnosed: "the processes o f
modernity generate new uncertainties, tensions, and suffering that cannot be addressed
adequately with modem perspectives" (Tanabe and Keyes 2002:9). This observation leads
to the important question of what is to be the role of health provision i f the social body is in
chronic disarray. Interestingly, within this model of disorder, health care is often associated
with being a root cause of socio-political ruptures or else a makeshift expedient.
The history of Thai health infrastrucUire provides ample examples o f the recurring incidents
o f crisis and subsequent medical interventions. The emergence of modem biomedicine in
Thailand had explicit implications for the reconfiguration the Thai monarchy. The old
political order refashioned itself through medical modernity: prominent medical institutions

and public health charities w e r e initiated by and credited to m e m b e r s of the aristocracy,
c o n f i r m i n g the m o n a r c h y ' s lingering significance in the construction of modernist
developmental projects and state paternalism (Jackson 1999b; Thak Chaloemtiarana 1979).
In the era of military dictatorships and the global cold war, the threatened national entity
w a s also sustained by various sorts of medical practitioners. Walter Irvine's (1982)
ethnography captures the bizarre but unforgettable historical m o m e n t when m o n k s , spirit
m e d i u m s , and psychiatrists manifested their efficacy of providing protection to the nation,
which prominently w a s an expression of royalist, anti-communist ideology (See also Bowie
1997).
Aggressive fertility control since the 1970s and the expansion of public health services also
has been widely discussed as a n e w sort of disruption: the penetration of the state into
citizens' bodies. The state's intervention into the realm of reproduction caused m a j o r
ruptures in traditional notions of family, motherhood, gender roles, and sexuality (Knodel
et al. 1987; M o u g n e 1975; M u e c k e 1976). The Thai experience of the A I D S epidemic is
also largely associated with the state's increasing surveillance and policing over the
population ( F o r d h a m 2005; Lyttleton and Amarapibal 2002). Several anthropologists shed
light on how the contestation over the experience of the biopolitical state has also
overlapped with the crises of modernity. Andrea Whittaker (2000) in the context of
reproductive health and Sigeharu T a n a b e (2008b) in H l V / A l D S treatment emphasize the
similar d y n a m i c s in which traditional k n o w l e d g e and local practices have operated as a
source of resistance or self-refashioning running against the intrusive control of
biomedicine and the state.
The deep and sudden e c o n o m i c downturn that Thailand experienced in 1997-98 not only
posed a significant threat to the majority of Thai people; it also brought m a j o r changes to
T h a i l a n d ' s political structure as well as its health care system. W h e n the e c o n o m i c crisis
"hit the poor, the rural, the landless, the y o u n g " (Pasuk Phongpaichit and Baker 2000:104),
these vulnerable social groups were bereft of social protection, especially the 18 million
people w h o had no health insurance (Health Insurance System Research O f f i c e 2012:11).^

^ In 2001, approximately 30% of the Thai population were uninsured who were mostly informal sector
workers in lower socioeconomic status. Since 2002 universal health coverage has covered around 75% of the
total Thai population who are neither private sector employees covered by the Social Health Insurance
Scheme nor government employees covered by the Civil Servant Medical Benefit Scheme (Health Insurance
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In 2000, the Thai Rak Thai Party and the controversial former Prime Minister Thaksm
Sh.nawatra proposed 30 baht universal health coverage as a major point for their rural
platform, and speedily implemented it after they won the 2001 elections by a landslide
margin. Eventually these rural oriented policies became one o f Thaksin's key political
assets and ensured his parties' electoral successes over the long term (Kuhonta 2003). With
other socio-political changes in the aftermath of the 1997 crisis, the implementation o f
universal health coverage is regarded as a key example that signalled the end o f "the
developmental social contract" originating from previous authoritarian regimes (Hewison
2005:323) and a new alignment of political power and electoral politics.

The first ten years of universal health coverage coincided with one of the most unsettling
periods of contemporary Thai politics. From 2001 to 2011, there were seven governments,
five general elections and one coup as a result of the rise and fall o f Thaksin and the deepseated fightbacks from royalist elites.' As this extraordinary political chaos has torn Thai
society between pro-Thaksin and anti-Thaksin or royalist and anti-royalist groups, putting
Thai democracy in crisis again, the general response toward universal health coverage also
has been polarized. While it has been rashly praised as an ideal policy for the poor or
cynically dismissed as a populist charade, what has been missing is an in-depth
understanding of the complex socio-political implications of ensuring universal access to
health care.
As a pronounced symptom of post-Thaksin disorder, this nationwide health care refonn is
largely understood through the effects of neoliberal populism (Pasuk Phongpaichit and
Baker 2007). The first part, "neoliberal," is associated with the several economic policies
that have attempted to reshape Thai medical resources in urban settings as a global medical
hub for medical tourism. Although the privatization of medicine is a global phenomenon,
the very chaos lying in the centre of Thai health policy is that this strategic investment in
global medical ventures has happened at the same time as the implementation o f universal
health coverage. And this incoherent dual-track health policy reveals the fragile and shaky

System Research Office 2012). Under these three insurance systems, almost all Thai citizens have health
coverage.
For the overview o f the political turmoil since the 2006 coup that ousted Thaksin, see M o n t e s a n o et al.
(2012) and Thongchai W i n i c h a k u l (2007). In M a y 2014, Constitution Court ordered then-Prime Minister
Y i n g l u c k Shinawatra—Thaksin's sister—out o f office, and the military seized u p o n power once again in coup.
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ground of universal access. While m o r e than 95 per cent of Thai medical h u m a n resources
have trained in publicly subsidized institutions, the g r o w i n g private sector'' has absorbed
highly trained professionals and has exacerbated the shortages of doctors and nurses in the
public sector ( C h a - A i m Pachanee and Suwit Wibulpolprasert 2006).
This "tiered medical s y s t e m " (Wilson 2010:135), the segregation between advanced
medical care for foreigners and upper-middle class Thais and free basic health care for the
poor, reveals its serious limitation as a redistributive m e c h a n i s m , yet it does not mean that
the Thai public health sector is feeble. Rather, universal health coverage has shown its
productive potential. T h e label of " p o p u l i s m " is not precise enough to explain the sociopolitical character of this policy, but the general popularity of this policy a m o n g the rural
poor n e e d s m o r e attention. For example, Supon Limwattananon and others' (2012) study
shows that most of the poor Thai population in rural areas has been covered by universal
health coverage and the poorest quintile of the Thai population has had a higher rate of
using its service. Tewarit Somkotra and L a g r a d a ' s (2008) study also proves that the current
health policy is particularly effective in protecting poor households from the health-related
financial

risks that can push them into abject poverty. The very sustainability of universal

health coverage in Thailand is based on the strong support of the large n u m b e r of people
w h o rely on the state provision of health care.
In sum, the model of disorder is instructive to grasp the historical intricacies in the
formation of the public health measures that have been crucial components of Thai
modernity. However, this f r a m e w o r k of health care as a m o d e m apparatus of an intrusive or
entrepreneurial state tends not to pay adequate attention to h o w the provision of health and
well-being, w h i c h has tremendous importance in the daily life of people like Uncle Bun and
Ek, actually operates and weathers its internal and external crises. In the chapters that
follow, I explore how the state provision of health care is experienced through p e o p l e ' s
engagement. Despite its pitfalls, how does universal health coverage work? H o w does this
free health care take shape in poor p e o p l e ' s everyday experience of poverty,

" By 2006, the number of private hospitals reached around 30 per cent of total hospitals in Thailand (Pocock
and Phua 2011:6). Regional discrepancies are also notable in the growth of the private health sector: while
64.8 per cent of hospitals in Bangkok are private facilities, in the northern region only 18.1 p e r c e n t of total
hospitals are private (Pinij Faramnuayphol et al. 2011:276). While a long-term statistical projection shows the
trend of rising demand for health care services in the private sector (Cha-Aim Pachancc and Suwit
Wibulpolprasert 2006), it is also important to note that private practices in public facilities are also
significantly increasing.

margmalization, and suffering- What kinds of changes have been brought into the daily
texture of public hospitals through the implementation of universal access to health care?
How do medical professionals who work inside the system deal with its chaotic
irregularities and malfunctions? What i f disorder, the copresence o f contradictory and
incompatible orders, is not a sign of transition but a perpetual condition that the regimes o f
care have to work with? Perhaps a more adequate way to understand the epochal shift in
which health has become the primary object of governing in Thailand is to engage
ethnographically with the ways in which care from the state is actually distributed. During
and after my fieldwork, I wondered whether the diffuse effects o f power attached to the
allocation of health care may not be a warning sign of disruption and disorder but rather
part of a messy entanglement. This ethnography attempts to understand the provision of
health care as an embroiled political project through which practices o f care and relations of
power are enacted.

Bare Life or Bare Feet: Biopower, Sovereignty, and the Politics of Care
By drawing attention to situations in which care is at stake, anthropological studies have
pursued a rigorous investigation of the relationships between life and power. Medical
anthropologists particularly have explored how claims of health are detennined and
hindered by political economies and persistent social injustice in circumstances o f global
epidemics of infectious diseases, state violence, child death, drug addiction, social
abandonment (Biehl 2005; Biehl and Eskerod 2007; Bourgois and Schonberg 2009; Farmer
1999, 2003; Garcia 2010; Han 2012; Kleinman et al. 1997; Redfield 2005; Scheper-Hughes
1992). Theories of govemmentality and especially Foucault's (1978; 2003; 2007)
formulation of biopower—how population has been taken as an object of the m o d e m
state—also have provided useful guidance to understand the "particular convergence of
power and life" (Farquhar and Zhang 2005:304). While the conception of governing
includes a wide array of disciplinary techniques, normalizing processes, and
subjectification, medical anthropologists have taken the questions o f how "the matter of the
living and the sense of life" (Fassin 2009:49) is shaped by medical technologies and other
sorts o f governmental apparatuses (Kaufman 2005; Martin 1994; Y o u n g 1995). Adriana
Petryna's (2002) exploration of biological citizenship, for example, offers empirical
examples of how an eligible subject o f welfare and care is constituted through biopolitics.
In the context of the aftermath of the Chernobyl nuclear disaster, her ethnography vividly
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shows the p a i n f u l processes by which people m a k e claims on the Ukrainian state by
mobilizing technical and scientific knowledge of their d a m a g e d bodies. In this particular
formulation of the biopolitical government, in which the distribution of social welfare is
increasingly based on technical evaluation and calculation of the biology of citizens, the
stakes of care are largely associated with the experience of bureaucratic and medical
dependency. Such observations, then, lead to further questions: h o w do practices of care
intersect with the work of governing?
The role of care in the work of biopolitics has also been discussed in depth in recent
critiques of humanitarianism. Didier Fassin (2012) engages with humanitarian morals in the
French context to reveal the close linkage between the publicly stated compassion towards
suffering subjects and the hidden repression of unwanted aliens. Moral sentiments of
compassion, hospitality, and care are indeed political imperatives which generate a
particular f o r m of government. In a similar vein, Miriam Ticktin (2011) proposes that a
politics of care is indeed antipolitical with the reason that the benevolent rhetoric of the
government toward u n d o c u m e n t e d migrants and refugees reinstates the practices of
violence and containment, which prevents collective struggles against the dominant order
and inequality. A s these critiques demonstrate the juncture at which the violence of
exclusion appears with the very claims of care and humanity, a particular form of political
subject, a "bare life," a h u m a n life in states of exception, appears with prominence.^ While
philosopher Giorgio A g a m b e n ' s (1998) original conceptualization is inclined to a form of
thanatopolitics based on the hierarchy of h u m a n lives between bare life and qualified life,
anthropological modifications of this concept focus more on how the matter of biological
existence b e c o m e s the primary ground to o n e ' s political existence (Das and Poole 2004;
Fassin 2010; Gupta 2012; N g u y e n 2010; Ticktin 2011).
While ethnographic figures of bare life reveal the emergent intertwining of life, biopolitics,
and sovereignty, in this thesis I start from the bare feet as a key feaUire to grasp the multiple

' Rethinking sovereignty as realized over life itself, philosopher Giorgio Agamben distinguishes political
being as enjoying a "form of life" from "bare life," life stripped of its political and social qualities. In his book
Homo Sacer{\99S),
he suggests that m o d e m sovereign power is demonstrated through ways of both
including and excluding "bare life" from its polity. For Agamben, various figures of bare life such as
Guantanamo prisoners and medicalized end-of-life-processes reveal the sovereign's power to take life or let
live and indeed resort to a boundless state of exception. The exception refers to those paradoxical spaces and
figures of life that are configured as existing outside or prior to the law and yet, simultaneously, are
positioned by the law.

modalities of power over life. The rotting and paralysed bare feet I briefly described in the
beginning reveal a biological and social process of dying and living. At their bedside, there
are people who are tending the unpleasant feet, others' feet. It is a tedious, mundane,
repetitive, and simple task, nothing close to up-to-date medical technology, but here caregiving IS also a deeply political and ethical act. The care that nurses and doctors offer in the
public ward is inseparable from the operation of the biopolitical state. In this local context,
the boundaries of citizenship, nationality, and ethnicity especially pose a vital question:
Should care from the state be given only to citizen subjects? How does caregiving for noncitizen others, migrant workers like Ek, redraw lines of inclusion and exclusion? Then
again, caring for these men's lives is also not just a matter of biopolitics but also an
ongoing moral problem. In this collective arrangement of care, family and km members
also struggle with their own obligations within the precarious process o f dying and living.
To what extent are they responsible for their ailing and disabled husband and brother?

The bare feet analogy shows that the process of living and dying cannot be rendered
without these numerous associations and relations. As Agamben (1998) provocatively
highlights through particular forms of life stripped of anything but their biological
existence, the pathos of vulnerability to violence and exclusion can be a fundamental
dimension of the deployment of sovereign power. Yet, here I do not take bare life as an
explanation for anthropological questions around this particular regime o f living.^ Rather,
Agamben's and many others' emphasis on the politics of life in relation to both
govemmentality and sovereignty offers a key insight that 1 build on in the hope to find a
new way to understand "the power to make live and let die" (Foucault 2003:241) through
the forcefulness of care. Practices o f care, regardless of their technological advancement
and moral preeminence, exhibit the power to make life possible. Focusing their capacity to
entangle and reconfigure materiality, temporality, and subjectivity, I take practices o f care
as a domain of sovereignty in which the power over life and power of life proliferate. As
Caroline Humphrey (2004) succinctly points out, the analytic possibility that the
politicization of life offers to anthropology is not just that it confirms the menace of

'' Stephen Collier and Andrew L a k o f f use the term "regimes o f l i v i n g " to refer to " a tentative and situated
configuration o f normative, technical, and political elements that are brought into a l i g n m e n t in situations that
present ethical problems—that is, situations in which the question o f h o w to live is at stake" (Collier and
L a k o f f 2008:23). 1 am particularly interested in h o w certam conditions o f life or m o m e n t s o f l i v i n g are
rendered through care, a provisional regime that requires practices, reasoning, and valuation.
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sovereign power that can produce a sort of people who are deemed killable but that it
allows us to "reconsider politics as such, that is, the emergence of sovereignty in any place"
(Humphrey 2004:420). Following Humphrey's direction, I focus on "localized forms of
sovereignty" (ibid) in which power over life and death is operational. Key loci of this
thesis—universal health coverage, the public hospital, wards and clinics in the hospital,
nursing as life-preserving activity, the family as a survival unit, the mother as a life-giving
force, and spirits as the lords of the region—enact agency to care and have attributes of
polity that engage in the distribution of life. This ethnography traces the specificity and
multiplicity of relations mediated through these various sovereign entities of care.

Care as Suturing
The affinity between sovereignty, life, and security is not totally new to Thai and Shan
cosmologies of power. Within its multilayered context, Chiang Mai offers a remarkable
chance to explore how multiple scales of power hang together. This multiple ontology of
power becomes more relevant when we recognise that the district hospital is by no means
merely a compromised replica of a global biomedical model but also is imbedded in the
local cultural landscape (Livingston 2012; Long et al. 2008; Street 2012). For instance,
there was a ten baht coin under Lung Bun's hospital bed, a small offering for the spirit
staying in his bed. Aunt Deng explained to me, "After a person has died on a bed, their
winyan (spiritual essence) remains there. So we give them money and let them know that
we will borrow their bed for a while. And if the spirit wants to take this bed back, it will
help the patient to get better soon, so it can stay alone in the bed." That day I found out that
among eighteen beds in the male ward six of them hid a coin for the spirits.
The offering for the spirit in the hospital bed confirms a crucial dimension of power over
life in this locality. The human body is a contested site where various forces linger and
interact. The vicissitudes of life are associated with the movement of life forces and nonhuman entities (Davis 1984; Eberhardt 2006; Tambiah 1970). If khwan and winyan
(spiritual essences) are not properly attached to one's body, the body can become sick and
ill, or taken over by other non-human entities. The permanent departure of spiritual
essences from the body would mean death. After death, the winyan turns into a phi (spirit,
disembodied supernatural agent). The spirit can either cause suffering, illness, and
misfortune, or provide protection, security, and prosperity to other human beings. The spirit

can be malevolent or benevolent. More powerful and higher spirits and deities are involved
in the affairs of human and non-human entities as the lords of life and place. The movement
of life forces and spirits is a kind of boundary making and crossing that can stabilize and
destabilize territories.
This conception of a graduated form of micro-sovereignty is one of the central dynamics of
a register of power that is found widely in Thai and Shan cultural traditions and more
generally in Southeast Asia. Power is dispersed and appears as a source of protection,
security, nurturance, and well-being (Anderson 1972; Mulder 1979; Reynolds 2005; Taylor
2004; Walker 2012). Power is not mere dominance; even more it is about potency. On the
one hand, the presence of these non-human sources of potency in the hospital reveals a
crucial dimension of how localized forms of sovereignties can be nested in a biopolitical
regime. Here, traditional cultural repertoires are reappropriated in the heart of the modem
institution. On the other hand, it signals the significance of practice that draws m multiple
modalities of power and care: protection and care are not imposed from a distance, but
enacted through people's concrete actions and solicitation.
What 1 explore in this thesis is the uncharted interfaces between biopolitical governing and
the realm of potency. Narrowed down to the issues of healing, this interface can be
described as an example of medical pluralism, but the question that 1 am concerned with
here is how different sorts of entities, forces, and techniques keep on coexisting. Rather
than assuming this coexistence as a pluralistic stasis, 1 want to look into how multiple
modalities of care are neither merged into one nor in conflict, but "get distributed over
different sites" (Mol 2002:107). How can we discern an assemblage of different entities
that is conjured up by practices of care?
The multilayered itinerary of care that was given to Uncle Bun might clarify what 1 mean
by the assemblage of care. The night that the traditional doctor came to the ward, he put a
boat-shaped banana leaf containingyom/;/ (magnolia) flowers, a small candle, fried porkcracklmgs {khaep mu) and sticky rice, a stable food for northern Thais, on the top of Uncle
Bun's bed: it was an offering for the spirit. And the traditional doctor tied Uncle Bun's
wrist with a thick white cotton string, whispering sacred words. This brief ritual aimed to
anchor Uncle Bun's soul into his body and so to make him well. Yet, regardless of this
ritual, the pressure ulcer on his left foot worsened, and in the days later the doctor had to
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give him surgical treatment to remove dead and decaying tissue. Uncle Bun's fleeting soul
and old wound had been sutured in a different but mutually efficacious way, mobilizing
various techniques, knowledge, and forces. Different practices, intentions, and scales of
forces had been brought upon his body.
More importantly, all these things were gathered into a shared context, an assemblage of
care (Deleuze and Guattari 1987). By calling this convocation and collaboration of
incompatible modalities of care an assemblage, I am not suggesting that care is a kind of
circulating global form that is based on the diffusion and reappropriation of technologies,
rationalities, and ethics, as Collier and Ong define (2008). Rather, my emphasis lies on how
care is enacted dependmg on a specific situation like the wounded foot and how multiple
connections and associations comprise not a single unit but a circuit in order to maintain
and repair the situation on hand.
The term suturing the world in the title of this thesis introduces its rubric for analysing this
entwined aspect of care. As a medical term, according to the Oxford Dictionaiy

"suture"

refers to "a stich or row of stitches holding together the edges of a wound or surgical
incision" or "a material, a thread used for suturing." Here, my interest in suture stems from
its dual meaning indicating an action and a result of the action. Put it differently, suture is
both the state of a refiguration and a process affecting it. To make different things work
together, to situate an assemblage, the handiwork of binding and stitchmg is required.
Through these concrete practices—what Strathem would call a "working of compatibility"
(1991:35)—the circuit of associations between heterogeneous and sometimes conflicting
elements is regenerated rather than reproduced. Care can be regarded as a micro practice in
a sense that it is often required to do seemingly trivial, insignificant, and unflattering things
for the self and others (Mol et al. 2010). In varying scales, care as suturing requires
concrete action, engagement, and presence.
With this in mind, a focus on suture provides a critical vantage point to grasp the limit of
care. Human bodies, social relations, and biopolitical institutions have to be tended to work
properly, but despite of efforts to care, sometimes the wound opens again, intimate
relationships are shattered, and the system fails to function. While biopolitics and sovereign
power often bring the illusion of absoluteness of power, the politics of care as a process of
suturing allows us to understand the incomplete workings of biopolitics. As its original
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flinction indicates, suture deals with flesh, a "physical mattering" (Povinelli 2006:204), and
this material orientation delimits care as a temporal, provisional, and partial engagement.
Another related strength of this frame is that the limits o f care shed light on the grey area of
human subjectivity between self-reliant autonomy and subjugation. Reorienting human
subjects as a suture and suturing "at once a product and a g e n f (Biehl et al. 2007:14), the
focus of care allows us to be attentive to human experiences and struggles that try to secure
the well-being of the self and others within incidences of injury, adversity, suffering, failing,
and of course joy and pleasure, and so to live a life with limits (see also Jackson 2011).

Through this framework, this ethnography tells a story about the convocation o f various
subjects, forces, and aspirations that are drawn together by the fonnative practices o f care. 1
present how the state, hospitals, doctors, nurses, mothers as well as fathers, aliens, and
spirits appear as a life-giving force through their own involvement in assemblages o f care.
The analytic potential that suture brings as a metaphor and critical concept is to emphasize
not only the interlacings between these entities but also the interstices between them. In
each of the chapters, I demonstrate how various entities populate the realm o f care and
attend to their work of fixing problems, desiring, adopting, improvising, forming and
severing connections, and making life matter.

Chapter Outline
This thesis consists of three broadly divided parts. Part I situates Ban Phaet Hospital in the
local landscape of Chiang Mai and examines how universal coverage becomes the primary
configuration of organizing and accessing health care at the district level. Chapter 1 focuses
on the story o f the everyday practices of doctors and nurses in the district hospital. 1 argue
that hospital staffs institutionalized desire to care frames the district hospital as a
government of care. When the bureaucratic system o f universal health coverage does not
allow them to realize the ideal of universal access to primary health care, hospital staff try
to fix the discrepancy and fill in the gap through relational valuation. Chapter 2 focuses on
hospital users' direct and mediated experiences of receiving care from the hospital and, in
parallel, care from the state. Its main concern is to show how receiving health care
implicates questions of political legitimacy and the burdens o f imbalanced exchange.
Through public discussions and personal evaluations of the service obtained in the public
hospital, it examines the vemacularization of universal health coverage. Tracing the wide

spectrum o f emotions flowing in the hospital—gratitude, frustration, dissatisfaction,
deference, and indebtedness—it conceptualizes the gift o f care as situated within an
affective weave o f moral dependence and autonomy.
I loosely set apart the voices o f hospital staff (Chapter 1) and hospital visitors (Chapter 2)
to mark out the different scales and sources o f care that co-occur in the district hospital.
This division does not necessarily mean that the hospital staff and patients are in opposition.
Rather, it is an attempt to verify the multiple realties o f care; the nurses' quotidian work
enables the state's legitimacy to become visible, yet this scale o f care (mediating the state)
does not explain other scales and objects o f caring that the nurses engage with. With the
same reason, people's popular evaluation about the public hospital, especially complaints,
gossips, and rumours are crucial discursive practices to engage in the state and medical
authority (in Chapter 2), yet it does not necessarily explain every aspect of how the hospital
operates. Instead of simplifying the diverse relations mediated by the public hospital as a
dyadic framework o f collaboration and resistance, I aim to unpack the multi-layered
dimensions o f care within the everyday hospital experience o f waiting, staying, and leaving.

Part II illustrates how the horizon o f universal access is contested and reconfigured by
people on the margins, particularly Shan migrant women. By focusing on Shan women's
experience o f pregnancy and childrearing, this part reveals the gendered burden o f care in
the context o f migration and structural violence. Chapter 3 demonstrates Shan migrant
women's use of antenatal care and its hidden implications for understanding the link
between the birth o f human life and sovereignty. This chapter shows the unexpected
process of how non-citizen subjects, the Shan migrant women and their unborn babies,
become legitimate and desiring subjects o f care. M y interest is in showing how Shan
migrant women actively made allegiances with the state through their voluntary
participation in the protocol o f antenatal care and utilization of bureaucratic technologies o f
documentation. I argue that migrant women accumulate the effects of the state through their
active engagement in biopolitical mechanisms.
Moving away from the hospital. Chapter 4 recounts risk, danger, suffering, and hope
embedded in Shan women's lived experience o f becoming a mother and raising children.
Paying close attention to four young Shan mothers' struggle in the milieu of economic
scarcity and violence, it shows how the dual burden of caregiving and wage labour
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threatens these w o m e n ' s own health and basic security. Various strategies and tactics
appear m the odd but intense overlap between the figure of mother and ascetic renouncer,
scavenger, madwoman, and unskilled labourer, as I retell these w o m e n ' s life stories of
difficult childbirth, postpartum care, mental breakdown, and having a disabled child. With
these striking intersections between precariousness and resilience, 1 suggest that the
subsistence mode of living is no mere result of subjugation but an implausible and forceflil
method to ensure fertility, life, and growth.
Part III ftirther explores a set of conceptual issues involved in manifestations of
sovereignties through intensified engagement of care. Tracing seemingly disparate but
parallel configurations of power over life such as intensive nursing and spiritual healing,
this part engages specific ways in which alien and strange others enter into the relations of
care and make clear what constitutes the desire to care. Chapter 5 d o c u m e n t s the most
extravagant form of care that is available in Ban Phaet Hospital, intensive care for sick
newborn babies. It frames neonatal medicine as a contingent assemblage of technological
and ethical involvement with unknown others, and brings into focus how temporary and
partial connections begin to be formulated within the liminal stage between birth and life.
Rather than dichotomizing biomedical interventions and intimate kin relations as
fundamentally different, it is concerned with how kinship and other f o r m s of
communitarian obligations are forged through neonatal medicine. It also s h o w s that the
desire to care is not the infinite desire of consolidation, but w a x e s and w a n e s according to
the movement of life.
The vivid possibility of crossing the thresholds of life and extending care is further
discussed in Chapter 6. It explores how assemblages of care are merged within the domain
of spirit cults. The spirit mediums' and their devotees' narratives and ritual technologies
allow us to grasp the conjunctive nature of spiritual sovereignties that are based on
collaborative associations between spirits and humans. 1 argue that what is at stake in these
alliances is the intersubjective recognition of political and ethical aspirations that are
involved with maintaining and enhancing human life. Within its potency-centred view on
power and sovereignty, power relations are reconfigured by the desire to care which is
based on mutuality, responsiveness, and shared incompetence rather than d o m i n a n c e .

Writing within the Limit
As a medical technique, suture is rather an archaic and imperfect measure. A n d this
ethnography as a sort of suture is also like that. The strength of this ethnography m a y lie in
its efforts to envision the landscape of care by tracing and tracking people's lives and
biographies in the vein of multi-sited ethnography (Marcus 1995), but its weakness also
may lie in its attempt to cross numerous interstices. O n e of them is the problem of
translation and c o m m u n i c a t i o n . Chiang Mai is a multilingual and multiethnic place: m a n y
people m a d e an effort to switch f r o m Northern Thai to Central Thai language, and also
f r o m Shan to Northern Thai language, to communicate with me. I also received much help
from my foster family m e m b e r s , nurses, friends, and especially from several brilliant
research assistants in learning and understanding these languages.
And m a n y things must have been lost by my imperfect translations. During fieldwork, in
the condensed m o m e n t s of being-there, 1 often understood only tiny bits and pieces of
whole events, and 1 had to wait until the stories were retold, spread around, and explained
again and agam. The conversations I quote in this ethnography are the results of repeated
ruminations of words and phrases. Through this chain of retelling and retracing, u n k n o w n
things were partly but sometimes compellingly revealed, and I could be connected to the
lives of people w h o have told m e their stories. Storytelling is the only way I can coordinate
and assemble the m e a n i n g s within the uncertainty and instability of translation.
One of m y cares in writing this ethnography is that m a n y incisions have been required to
connect these stories. I have tried hard to keep the integrity of each story, but m a n y of them
were eventually remodified to be w o v e n into the bigger story I was making. But m o r e
importantly, during fieldwork I also began to realize that asking questions and searching
stories could b e c o m e transgressive regardless of my intention and caution. By telling me
the story, sometimes a painful past was evoked, and I w a s terrified of the uncontrollable
after-effects of seeking and listening stories. Yet, not only the bewilderment but also the
feeling of care e m b e d d e d in inviting and sharing o n e ' s stories to others form the heart of
this ethnography. Thus, by diligently tying knots in these stories I offer no masterful
explanations, but hope to depict the humanity of the people I encountered and their
unceasing trials to sumre the world.

Chapter 1. The Government of Care
The District Hospital
From the historic central market of Chiang Mai one can take a mini bus to get to Ban Phaet
Hospital. There are two bus routes: the old one crosses the Ping River and the highway that
nngs the city, travelling along a narrow two-lane road through rice-fanning villages, small
markets and old sub-district centres. The new road, the faster way, encounters somewhat
different scenery as it passes through the outskirts of the city: a drive-through McDonalds,
a fancy supermarket chain selling imported goods from Japan and Korea, garden
restaurants, kindergartens teaching only in English, mushrooming construction sites full of
migrant workers from Burma, and newly constructed condominiums. Scattered along each
side of the wide four-lane highway these features show the new face of the expanding
suburbs of Chiang Mai. The two roads eventually meet at the centre of the rural district.
After passing the lively fresh food market and municipality office (thetsahan), one gets off
at the intersection of Route 1001 that leads to the northern part of Chiang Mai, and
immediately feels the serenity and quietude of the surrounds. Walking down a dirt footpath
that leads from the side of the road, one gets to the hospital.
Ban Phaet Hospital is located on the periphery of the city and the countryside. With
changes in the geography of Chiang Mai City and surrounding villages reflecting recent
socioeconomic transformations, distinctions between mueang and bannok ' are blurred as
urban and rural livelihoods entangle and mingle. The area surrounding the hospital is
unmistakably rural, but the hospital is just twenty-five kilometres away from the city. In the
traditional rice-farming villages around the hospital, people call themselves khon bannok
(villagers), yet many people in the villages drive along the new road on a daily basis to go
to school, work, and shop in the suburbs of Chiang Mai. A burgeoning affluent life comes
and goes to the city along the new road, and the old and new poor, aging Thai wage famers,
and young migrants from Burma are also dispersed in this semi-urban periphery.
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In this locale, Ban Phaet District Hospital is a destination for local people w h o seek medical
care provided by the government. As the close proximity to the city hints, people in this
area have m a n y choices for seeking biomedical care. One can go to clinics and private
hospitals—there are several "international" hospitals that o f f e r an interpreter for foreign
patients and m a n y private clinics which are air-conditioned and even have a doorman. The
choice is wide open, if one can afford it. O n e ' s economic ability, type of employment,
desire to pursue a m o d e m and urban lifestyle, perceptions of the public and private health
care system, and the gravity and emergency of sickness affect the itinerary of seeking
medical care. Nonetheless, the busy crowd in the district hospital shows that the majority of
people in the local area rely on the government provision of health care rather than private
health facilities.
Old farmers in the nearby village w h o remember the small stilt house where only one
doctor resided can tell about the overall development of the hospital and the village. N o w ,
even small lanes in the village are all paved, the garbage truck organized by the sub-district
office comes every week, and the health station has turned into a two-story concrete
building with inpatient wards. What w a s a small health station in the late 1980s now has
become a sixty-bed district hospital with an emergency room, three ambulances, and even a
neonatal intensive care unit. The n u m b e r of medical staff has also increased from one
physician in 1990 to eight physicians, one dentist, five pharmacists, and fifty-three nurses
in 2012. In two decades, the Thai public health care system has achieved remarkable
development to which the history of this small government hospital attests.

One of the leaps w a s the establishment of universal health coverage in 2002; this
comprehensive government f u n d e d scheme has provided extended health coverage to
previously uninsured populations and has ensured increased access to health care for the
poor (Chutima Suraratdecha et al. 2005; W a l a l p o m Patcharanarumol et al. 2011). At the
national scale, in 2001 30 per cent of the total population remained uninsured, yet by 2009,
98 per cent of the total population w a s covered by three public insurance schemes (Health
Insurance System Research O f f i c e 2012; Viroj Tangcharoensathien et al. 2011:869). With
respect to accessibility, the role of the district hospital in rural areas is critical to the success
of this new scheme, because most of the poor population covered by the universal health

coverage live in rural areas (Chutima Suraratdecha et al. 2005; Supon Limwattananon et al.
2012).
Ban Phaet Hospital is in charge of providing a ftill range of primary health care to around
114,000 people in the district. Twelve sub-districts and 126 villages are served by this
sixty-bed hospital, and thirteen primary health care units at the village level are under its
supervision. The Thai public health sector is subdivided according to regional
administration: each district has a district hospital for primary health care; and at the
provincial level, there are provincial hospitals and university hospitals for secondary and
tertiary care. Within this structure, the district hospital is an intermediary institution
between the national public health ministry and the local community. To understand how
the district hospital works, it is important to note that the typical composition of a rural
district in Thailand, which consists of the district office, police station, post office and
district hospital, is not coincidental. In the Thai geometry of state administration, the
district hospital is a significant part of the local government.
Despite the large population it is assigned to care for, nothing is fancy about the hospital.
On very rare occasions young part-time doctors park their Mercedes-Benz in the hospital
parking lot, but the driveway to the hospital is usually crowded with scooters and old pickup trucks. On the concrete post of the back gate, the phone number of Uncle Nung, a
thukthuk driver, is scribbled for people who need transportation. A few shabby shops
around the hospital sell take-away food and everyday goods, and there is a small outdoor
noodle shop famous for its blood mixed soup. Vendors are scattered around the hospital's
front gate welcoming the flow of people to the hospital and providing sustenance: a grilled
pork stall for breakfast, a coconut ice cream pushcart vendor for the afternoon, and Aunt
Tui's fried fish ball stand for night shift nurses and late visitors. The hospital has a twostory concrete building for in-patient wards, an out-patient clinic, delivery room, ER, and
pharmacy. Another single-story building houses a dental clinic, physical therapy clinic, and
consultation room for psychiatric patients. There is another small building for the kitchen
and laundry and a residential area for hospital staff The residential area is separated from
the hospital space by a small garden with a well-decorated shrine for guardian spirits {jao
thi).

The ebb and flow of people changes through the daily cycle of the hospital. At seven
o'clock, patients start to flow into the outpatient department and n u r s e ' s aides are busy
checking the blood pressure and body temperature of the patients. At 8 a.m., the waiting
hall is already full and no empty chairs are left. T o fill the waiting time, nurses demonstrate
how to do stretching to music. Following the nurses" lead in the exercises are old ladies,
young mothers with crying babies, farmers wearing shorts and flip-flops, y o u n g Shan
couples, old people leaning on their walking canes, and boys and girls skipping school for a
dental examination. By the end of the music, the doctors have arrived in their consultation
r o o m s and started the morning round in the wards; usually four to five general practitioners
deal with around three hundred outpatients per day. Their busy day starts with the crowd of
people in the waiting hall, briefly pauses in the late afternoon when the outpatient
department is closed, and ends with another long waiting line that forms in the small
emergency room until midnight. Paramedics bring car accident victims to the small ER.
Some nights people die in there before they have a chance to be transferred to the
provincial hospital. And some nights, a drunken man roams around the hospital parking lot
and an expectant father waits all night in front of the delivery room.

The exhausting daily cycle and the constant flows of people prove the vitality of the district
hospital on the fringe of Chiang Mai. H o w does this hospital operate? The workings of Ban
Phaet Hospital, a government institution situated on a rural-urban periphery, is the main
subject of inquiry in this chapter. H o w is the government situated in the hospital? In the
current Thai public health care system, the presence of the government is a prerequisite for
the everyday operation of public hospitals: as a part of the local state administration, district
hospitals work under the rules and bureaucratic procedures of the state. At the same time,
the district hospital is not a government office: the hospital is a place of medicine and care
and it has its own complex sets of knowledge, objects, functions, and w a y s of doing (Mol
2002, 2008). Then, again, the hospital is not only for biomedicine: in every c o m e r of the
hospital, everyday social interactions, religious practices, political symbolism, and life and
death dramas add multiple layers to the place. The district hospital is neither a selfcontained g o v e r n m e n t unit nor a pure site of global biomedicine. Within this multiform

space,^ how does the government hospital, rongphayaban rathaban, become a place for a
certain configuration of power?
To answer these questions, the concept of biopolitics could provide a key to understanding
the everyday operation of the hospital. Modem hospitals are constitutive of
govemmentality: as Foucaulfs influential work pointed out, the clinic emerged as a site of
surveillance, discipline, and regulation, and became a crucial component of panoptic
regimes of governing (Foucault 1973, 1978). When biopolitics is presumed as
encompassing power over life, the work of hospitals converges into a technology of
governing. The model of the biopolitical regime offers a way of understanding national and
state administrative projects related to providing and increasing welfare, social protection,
and health care. In this vein, there also have been several attempts to broaden the notion of
biopolitical government which "includes but exceeds the intervention of the state, local
administrations, international bodies, and political institutions more generally" (Fassin
2012:1) and extends to the field of humanitarian politics and biological citizenship (Biehl
and Eskerod 2007; Petryna 2002; Redfield 2005).
The notion of biopower allows us to think about the productive dimension of
govemmentality, rather than its repressiveness. In the workings of the state, not only
disciplinary rationality, but also the provision of care becomes intrinsic to consolidating the
generative side of power over life. However, in this dynamic the close connection between
governing and caring remains obscure. When "tough" governing is operating, is "soft"
caring simply a supplement? Does caring attention sugarcoat the brutal will to govem?
Here, I seek to understand the primacy of care in the convergence of power and life. In the
dual movement of "making live and letting die" (Foucault 2003:241), just as the
constitutive violence of the nation-state sovereignty is fundamental (Hansen and Stepputat
2005), equally, there are "social forces involved in protecting life" that enable the projects
of making live possible (Li 2010:79). Rather than considering universal health coverage as
an enactment of govemmentality, I focus on how the everyday operation of the hospital
draws theoretical attention to the intersection of caring and goveming. What constitutes a
proper description of the management of life by the hospital? 1 have chosen "caring"
« The complexity and multiformality of hospital spaces has been emphasized in several different approaches
on hospital ethnography (Long et al. 2008; Street and Coleman 2012; Van Der Geest and Finkler 2004; Wind
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deliberately to address m u n d a n e practices of maintaining, continuing, and tinkering with
pain, suffering, bodies, and h u m a n life. In the hospital, protecting and caring for life exists
as a primary goal, and, at the s a m e time, constitutes a crucial part of government service. In
this blurred dimension, what nurses, doctors, and even patients do cannot neatly fit into the
norms of w e l f a r e service and state prescriptions. I argue below that instead of the template
of g o v e m m e n t a l i t y , the notion of intersecting desires to care can o f f e r inspiration for
understanding the distribution of power in relation to "enactments of the g o o d " (Mol
2002:176).
In this chapter, I look into the interplay between governing and caring by tracking the w a y s
in which the obligation of government is evoked and delineated by the hospital staff in their
aspirations and everyday practices of caring for patients and local populations. Focusing on
the institutional ethos of the hospital, I present how the nurses' and doctors' shared
understanding of public service and their everyday practices reflect and produce a
government of care. The everyday workings of Ban Phaet Hospital allow us to explore how
the normative dimensions of government and m e d i c i n e — m a i n l y accountability for
providing care—are combined and mobilized by hospital staff to deal with the fragility of
bodies and of the health care system. When the desire to care is pursued and, conversely,
fails under the legal and institutional conditions of universal health coverage, the workings
of the hospital entail a politics of hospitality that recasts the idea of sovereign agency.

The Entrance: Making and Crossing the Boundary
As one arrives in the hospital, the first sign one sees, at the front desk of the outpatient
department, is "Please show your ID card." This sign is significant for understanding how
the hospital is b o u n d e d within the rules of universal access and its exceptions. Under the
legal f r a m e w o r k of the universal health coverage scheme, having an ID card is a key to
distinguishing w h o is a legitimate recipient of care. When the universal health coverage
scheme w a s implemented in 2002, the National Health Security O f f i c e adopted a specific
interpretation of rights to access public health care: universal coverage w a s only for Thai
nationals w h o w e r e not covered by previous health insurance schemes. In its practical
i m p l e m e n t a d o n , the Thai nationals mean only Thai citizens w h o have a 13-digit
identification number.

The equation of rights to health with citizenship status has provoked several discussions
related to the interpretation of the legal basis of universal health coverage.
Section 52 (1997 Constitution)
A person shall enjoy an equal right to receive standard public health service, and the
indigent shall have the right to receive free medical treatment from public health
centres of the State, as provided by law.
Right to Health Service (National Health Security Act 2002)
Section 5. The Thai population shall be entitled to a health service with such
standards and efficiency as prescribed in this Act.
These two sections often have been mentioned in debates about eligibility for universal
coverage, not only because of their declaration of rights to health, but also because both
sections contain uncertainty in defining the subjects of rights to health.' Who is included in
the category of "a person" able to enjoy the constitutional right to health care? Do
constitutional rights apply only to citizens? Or are non-citizens entitled to the same
constitutional rights? What about "the Thai population," mentioned in Section 5 of the
National Health Security Act (2002)? Does it provide room for diverse segments of the
Thai population such as ethnic minorities, stateless people, and undocumented migrants?
As soon as the diverse political status of people in a sovereign territory is recognized, the
subject of a right to health is in question. Among Thailand's different kinds of political and
legal subjects—Thai citizens, Thai nadonals with or without an ID card, foreigners,
temporary residents in Thailand, stateless people, ethnic minorities with or without
identification documents, documented and undocumented migrants—who can and cannot
have the right to health? And what extent of care is guaranteed?
These questions are particularly relevant to specifying the relationship between the state
and subjects. Universal health coverage is a crucial citizenship project to bind the state and
citizens through the distribution of care. Here, the promise of the state is two-fold. First, the
universalistic principle of the public health care system starts from the deliberate attempt to
define the scope of eligibility. When the legal basis of the public health insurance system
stipulates who has rights to health, the precondition for access to health care is not
For the government working papers and NGO reeommendat.ons on the issues of citizenship and rights to
health in the eomext of Thai universal health coverage, see Darunee Paisanpanichkul et al. (2010). Supasit
Pannarunothaietal. (2004), The Center for Reproductive Rights (2005)
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recognition o f the subject o f universal rights, but the differentiation between subjects who
are eligible for state protection and the exceptions.'" Second, the coverage o f care is under
negotiation: the rights to health mark out not what is given, but what can be given. The
acknowledgement o f entitlements to health can be regarded as an act o f pretending that
conceals the fragility o f the entitlements: in these legal discourses, the rights-beanng
subject is present without any explicit recognition o f the state's accountability. The rights
to health are tenuous in as much as what is promised to be delivered—"a health service
with such standards and efficiency" (National Health Security Act 2002)—is uncertain and
vulnerable.

At the frontline o f the public health system, the questions of eligibility and the coverage o f
care take a different form. In the everyday workings o f Ban Phaet Hospital, the criteria to
gain access to the health services it provides reflect another dynamics o f governing and
caring. It is clear that the sign at the entry to the hospital requires proof of one's eligibility
following the rules and regulations set up by the law. However, it does not mean that this
hospital is "only for the people who have a card." Although the legal and bureaucratic
boundary o f the universal health coverage scheme is operative in the district hospital, this
procedure is not experienced as an ultimate sanction. Instead, when the sign o f one's
entitlement also becomes a sign o f ban, this duality forms a threshold which can be crossed.
In the front room o f the hospital, some people walk in haltingly, stumble to fill in the
registration form, unable to write their own name in Thai, or feel embarrassed about not
having I D cards, but evenmally, sick people are invited to enter the hospital. "Crossing the
threshold," as Derrida notes in his discourse on the desire for hospitality, "is entering and
not only approaching or c o m i n g " (Derrida and Dufourmantelle 2000:123). A n d by this
initial entering, care can start. Ban Pheat Hospital is not located in a border area, but within
the hospital the boundary and border always matter. On the one hand, the distinction
between eligible and ineligible recipients o f care, the basic ability to separate, is an
imperative o f the government. On the other hand, by entering, people become enmeshed
within an assemblage o f care in which not only their identification as citizens, but also their
suffering as patients is acknowledged and responded to. By the hospital staff s collective
practices o f being responsive to the singularity o f pain and suffering, the scope o f care and

For the general discussion on the universahsm and its internal d y n a m i c o f exclusion, see Balibar (2012).
31

the boundary of the government and the hospital itself are remapped. Let me turn to the
ward.

The General Ward: "Keep on Caring!"
It is 4 p.m. in the male ward in June 2012. The ward with no air-conditionmg is full of
patients as usual; three nurses and two nurse's aides are busy looking after twenty-four beds
in the general ward and four single rooms. 1 am standing next to bed No.6 talking with my
village neighbours who are visiting their aunt. In bed No.6, a seventy-two-year-old
grandmother", a Thai senior citizen, a chronic obstructive pulmonary disease (COPD)
patient, is twirling a nasal oxygen tube that she has to wear twenty-four hours a day. During
the morning round, the doctor suspected lung cancer and recommended referral, yet her
daughter and other family members were not willing to move her to the provincial hospital
for advanced care because of the cost of travel. The family did not expect that surgery or
chemotherapy would make any difference. "This ward is our second home," the
grandmother's daughter tells me and grins, "we can come here anytime, even at midnight,
if her shortness of breath gets worse. And all the nurses and doctors know us very well.
How lucky we are." The ailing grandmother has been a frequent visitor of the ward, and
owing to the benefit of universal health coverage the family do not have to pay anything for
her repeated weeks-long hospitalizations.
Opposite to bed No.6, Uncle Kae, a forty-two-year-old Shan migrant father, is surrounded
by his toddler daughter and wife. Uncle Kae is very weak and greets me with his eyes only.
He was diagnosed as having malignant hepatoma yesterday in the provincial hospital and
has just returned to this ward with a referral letter recommending palliative care for an endstage cancer patient. He can barely drink orange juice with a straw, but his relatives and
neighbours come to see him with heaps of food.
I have studied Uncle Kae's treatment trajectory with help from his family members and
ward nurses. His family said that Uncle Kae had not been working for five months,
complaining of severe abdominal pain and weakness. He went only to Ban Phaet Hospital
to seek treatment, never to any other clinic or traditional healers. According to his
outpatient visit record, before his hospitalization he had come to the hospital five times in
one month reporting stomach pain, but no one detected his severe condition and just
When the female ward is full, female patients are admitted to the male ward
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prescribed him analgesics and gastric ulcer medication. At his last outpatient visit he had a
blood test done, and that time the doctor suspected hepatitis and gave him medication for
fifteen days. Nothing got better, and when he came back to the hospital, he was eventually
hospitalized, referred to a specialist, and came back to this ward again. The doctor in charge
o f the district hospital ward, rechecking the referral letter from the provincial hospital,
explained to me that the reason the provincial hospital did not offer chemotherapy was
because o f the size o f the cancer in his liver.
He is a documented migrant worker who is under the coverage of the Compulsory Migrant
Health Insurance ( C M H I ) scheme.'^ When the doctor let Kae's wife know about his
condition, she was calm and relieved by the fact that her husband still could stay in the
hospital. They had migrated to Thailand three years ago, and it was their second major visit
to this hospital. The first time was when she gave birth to a premature baby, and the baby
and mother had to stay in the neonatal intensive unit in the hospital for a month. She
expressed her gratitude to the hospital for taking care o f her baby and her husband, but this
time, there were no expectations o f any recovery. Doctor Samom, a paediatrician, who had
treated Uncle Kae's premature daughter and also took charge of the ward, felt sorry for this
young family, "It's just a pity, how his wife would have to raise the child all alone." But
when I asked about the possibility that the provincial hospital had refused advanced care
because o f his migrant status, she disagreed: " I f someone gets liver cancer, it's very
difficult to treat them, whether he is a prime minister or migrant worker. Former Prime
Minister Samak also had the same cancer and he was treated by the best specialists in
Thailand, and even went to America for treatment, but he died anyway, right?"
I also can see that in the next row, Jo, a half-paralysed five-year-old Shan boy, a motorbike
accident victim, is tossing and mrning. On the way back from a family trip to a waterfall,
their motorbike was hit by a car: his father was driving and his m o m was holding him on
the back seat. The father was not injured, the mother's leg was broken, and the boy had a
severe head injury. The boy is uninsured, because the Compulsory Migrant Health

The Compulsory Migrant Health Insurance ( C M H I ) costs 1,300 baht (around 43 A U D ) per year with a fee
of 600 baht (20 A U D ) for a simple medical examination and 30 baht co-payment for a hospital visit. To
renew their working permit, migrant workers have to make this health insurance payment every year. Because
Kae was covered by C M H I , his entire outpatient visits, medication, lap test, referral to the tertiary hospital,
ambulance service, and hospitalization were covered by the insurance: the hospital charged him only for 30
baht per visit, and his lengthened stay in the ward also will cost only 30 baht on his discharge. More issues on
the migrant health insurance are discussed in Chapter 3.
33

Insurance (CMHl) is only for migrant workers, not their children. He spent a month in the
paediatric intensive unit in the provincial hospital and after his condition had been
stabilized he was referred to this ward for recovery. The mother, who also wears a cast on
her right leg, has slept in the same bed with the boy for twenty days and still does not know
how much she owes. No one has mentioned the hospital bill and, without any request for
payment, medical care has been continued.
Then, in bed No.l, there is uncle Meong, a seventy-year-old Thai man with no address and
no ID number, who is not exactly a patient anymore, yet still stays in the ward. Uncle
Meong's infection was cleared up several weeks ago, but he has nowhere to go. His family
abandoned him some years ago, and the temple he used to stay at refused to accept his
return. So the nurses have to keep writing a nursing note for the patient who has no disease
to be treated. One nurse told me, "We contacted some charities for the elderly, but still
could find any place to send him. So, what can we do? We just keep on caring."
Everyone can stay in the ward. And it is mostly poor patients who stay there. This small
district hospital's role is to provide a full range of primary health care, yet each patient's
itinerary of care is complex. Management of chronic disease, palliative care for the terminal
cancer patient, basic trauma care, and providing shelter and food to the abandoned are all
done in this hospital under the roof of universal health coverage. "Keep on caring"
summarizes the basic modality of this ward. Not only for uncle Meong: this proposition is
also used for many long-stay patients for whom the nurses have no option except
continuing care. This blanket principle also co-exists with the practical limits of care that
this ward can provide: this is not a perfectly well resourced medical facility and in some
cases the outcome of treatment is uncertain or even poor. When there are not many options
left for treatment and intervention, what still can be done are the simple forms of caring,
such as feeding, bathing, giving oxygen and basic anesthetic treatment, and providing a
place to stay: all can continue without any expectation of drastic improvement. "Keep on
caring" entails both active and passive caring practices in the context of the difficult
economic and social realities that saturate the ward.

Universal Access and the Membership of the Poor
Within the limits of resources, how do medical staff understand the issues of eligibility to
access public health care and the scope of care that they are obligated to provide? I was
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often struck by the fact that the issues of ehgibility were not given m o r e significance at the
m o m e n t of admission and in the everyday organization of the ward. W h e n 1 asked about a
patient's health insurance status, the nurses and doctors often responded, "I d o n ' t know. He
is not Thai, so m a y b e he has a migrant h e a h h card? 1 can check the chart, if you want." A n d
otherwise, the principle of equal care was emphasized as an answer: "It d o e s n ' t really
matter w h e t h e r the patient has a health card or not. The government hospital should provide
care for everyone."
These c o m m o n responses are significant for understanding how the routines of care in this
ward entail the ideal of inclusion. T o understand this, it is important to note that the
emphasis on equal access does not mean that a sick p e r s o n ' s health insurance status is
irrelevant in the everyday workings of the hospital. Rather, the scope of the government
hospital is broader than the insurance coverage. Because the budget structure of the district
hospital is based on reimbursements from the N H S O , the health insurance status of each
patient is carefully recorded and systemically managed through their chart, the computer
network, and regular internal audits. Yet, this budgetary structure is not a constant presence
in the practices of care in this ward: although the insurance schemes are crucial components
of hospital m a n a g e m e n t , o n e ' s insurance status only intermittently matters here. The
insurance status b e c o m e s a serious matter, when the patients need a referral to a tertiary
hospital for intensive and expansive treatment, where the uninsured patients are often
rejected. However, it is also true that when the patient is staying in this ward, not
distinction but indistinction between patients based on their health insurance status is
positively embraced for equal care.
W h e n 1 asked the head nurse of the ward about her plans for uninsured long-stay patients,
the softly-spoken forty-year-old nurse said, "There is nothing we can do. W e have to
continue care until they get better and are ready to go home. This hospital belongs to the
government. W e are not asking people to pay everything. W e are not like private hospitals.'
Through this contrast, what the head nurse invokes is the specific responsibility of the
government which is separate f r o m market logic. First, when the nurses emphasize, "the
government hospital should take care of people," the poor are recognized as a prior subject
of the g o v e r n m e n t hospital. A s the universal health coverage scheme is based on the
shifting paradigm of state health provision from targeting the poor to universal access, the

public hospital is widely utilized by the local population, and it is not a place only for the
poor. Yet. the nurses and doctors working in Ban Phaet Hospital share the understanding
that this is the place for the people who have no choice, but can only stay here to get care
and medical treatment. People, who can choose, consumers, who can afford private
hospitals, are not frequent visitors at the district hospital. One nurse succinctly summarized
the character of the patients of this ward as "How on earth can these people pay their bill?
Look at them. They are dirt poor (jon ja tai)."
Membership of the poor is an important factor that broadens the scope of eligible patients
that the government hospital deals with. For medical staff in parallel with the rules and
regulations of current insurance schemes, membership of the poor is another working
protocol for determining who is a deserving patient: documented and undocumented
migrants, the abandoned, ailing chronic patients, all are subsumed within a broader
category of the suffering poor (khon jon khon thuk). Regardless of the issues of insurance
status, citizenship, and ethnicity, many patients in this ward have no place to go except the
government hospital. Non-citizen subjects are not included in the universal health coverage
scheme, but as patients they are present in the ward as legitimate and deserving subjects of
care.
Second, medical staffs' broad view of the membership of care is less a function of their
individual compassion for the poor than of their shared sense of public service. All doctors
and many of the nurses working in Ban Phaet Hospital have a position as a public servant
and even nurse's aides and low rank administrative staff who have been working in the
public hospital for a long time have a status as a government employee. In this employment
status and institutional structure, the obligation of the government to care precedes the
transactional aspects of health care service. Not only the nurses and doctors working in the
ward, but people in administration and at manager level also share a similar sense of the
moral duty of the government. In the following, I discuss to what extent embodying the
government as a sovereign entity of giving and caring becomes the heart of the institutional
ethos that is constantly emphasized in this hospital.

The Hospital Director's Office: "We Are the Government!"

The hospital director is one with a strong conviction about the role of a government
hospital and on many occasions he emphasized the dedication of the hospital staff to serve
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the local community. Dr Kiat, a man in his fifties, a physician holding a MBA, has
confined his career path to the public health sector, while several of his college classmates
have become successful in the private sector. Dr Kiat was highly respected for his
enthusiasm and dedication to the development of the hospital: although he was a hospital
director, he often came to consult with outpatients early in the morning to shorten the
patients' waiting time. One day, after his morning consultations ended, we had a long
conversation in his office about the importance of the public health care system for the poor.
At one point I mentioned some American health care horror stories from Michael Moor's
documentary Sicko—dumping

patients who could not afford the hospital bill in the street—

as an example of the perils of health privatization. He responded to me instantly, "That's a
place we can call a living hell, right?" Then, the hospital director continued to strongly
emphasize his and the hospital's duty of care, "Health care is a right, not a commodity.
That's why the American system is so terrible. If one wants to be rich, they should become
a businessman, not a doctor. Being a doctor is not in any way related to being rich and
successful. The priority of medicine is saving human life and taking care of the local
community. Not making money."
His reasoning about the operation of a government hospital came at a significant time,
because at that time his discussions with me also made clear the growing financial deficit of
the hospital; as the proportion of uninsured patients increased, it became a financial burden
for the hospital. When I mentioned the chronic budgetary issues of public hospitals in
Chiang Mai where the size of uninsured populations was huge, his response was clear. "It
doesn't really matter whether the hospital has a financial loss or not. If you can continue to
provide service, then the budget eventually will arrive. As a public hospital, we shouldn't
worry about making money. Whether the patient has a card or not shouldn't be the concern
of medical staff It's only a concern for the national health security office that wants to play
with the budget. But the public hospital does not have to follow NHSO (Nafional Health
Security Office)'s rules all the time. We are the government here, and it means we should
provide care for everyone."
The hospital director offered less a generalized discourse on human rights to health than
self-confirmation of the hospital's moral duty as a working government. In his personal
conviction, the district hospital is not the bottom of the public health structure that has to

accept orders from the higher-level state administration, but it is an autonomous governing
entity to a significant degree. The association between the duty o f government and the
normative character of medicine is constitutive of the desire to care embedded in this
specific moral claim. Here, health care is a moral and political virtue that demonstrates in a
sense that providing care is a way of enacting the government.
It took me quite a time to understand this specific point, a desire for self-realization that Dr
Kiat and several other nurses and doctors shared. The overlap between the moral
commitments to saving life and working as a government was more clearly addressed
through the hospital director's own struggle to set up the neonatal intensive care unit in Ban
Phaet Hospital. He voluntarily organized a fund, and in 2006 Ban Phaet Hospital finally
opened the N I C U by equipping four incubators to solve the chronic referral problems for
newborn patients in Chiang Mai.'^ "Back in the day, we had to send an infant to Nakhon
Sawan. Do you know where Nakhon Sawan is? It's just 4 hours away from Bangkok by car.
Because there were no beds left in Chiang Mai, we had to go that far away. What nonsense.
The university hospital N I C U was too small to handle the large number o f premature babies
in this region. W e needed an extra neonatal ward, so 1 proposed the plan to launch a new
N I C U in my hospital. The Ministry of Public Health was not supportive at all at the
beginning. Lots of people laughed about our plan to launch a N I C U in this small hospital.
But, we could not just sit on our hands and watch, when babies were dying in the
ambulance because there was no place for them."
When the director told me of his struggle to set up the neonatal intensive care unit ( N I C U )
at the district hospital level—although at the beginning it was more like a neonate
nursery—I was curious to hear how a sense of shame became a mobilizing impetus:
"Before we set ourselves up, no one tried to help us. W e had to start on our own. People at
a higher level, the Ministry of Public Health or the National Health Security Office might
not feel any shame at the fact that we couldn't save those babies' lives at that time. They
didn't think of It as their responsibility. Chiang Mai is the second largest province in
Thailand, but, we didn't have any beds left for sick newborns. They didn't feel these things.
They just watch us. That's the thing that they do well. But we know why the N I C U is so
necessary. W e take care of people here." Then I asked about budgetary issues for intensive

" The workings of the NICU are discussed in Chapter 5 in detail
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care and the burden of bureaucratic processes in dealing with the national health security
office for insurance claims. He answered, "Money issues should not bother the practices of
doctors in here. The NHSO (National Health Security Office) only deals with the allocation
of the budget. They don't have any power to order us what to do or not. They are not the
government. We are the government who work for the people."
How does this emotive obligation interact with the ideal role of the state? When the
division between "we and them," the district hospital and the higher levels of government
are contrasted, the accountability and capacity of the state is not a given, but achieved by
the active aspiration and endeavours of the district hospital. Although the higher
government body seems to fail to see the urgent life-and-death issues at the local level, the
director and several other medical staff share a belief that the district hospital should work
as an acting force of the government. In this kind of voluntarism, it is important to note that
the hospital director and nurses did not think of the government as an ordering force above
and beyond the hospital. On the contrary, the government and the hospital seem to inhabit
each other: as the work of governing dissolves into the realms of medicine and care, caring
practices re-appropriate the government. Through this moral and political pursuit of giving
care, what the hospital brings to the relation between the government, human life, and the
local population is its own distinctive ways of instantiating and exercising authority that
actively engages in the management of life.

The Day Trip to the Village: Acting like a Government on the Edge
Acting like a government does not only appear as a noble cause of saving life, but also
emerges as organized efforts to set the relationship between the hospital and the local
population. For developing ties between the hospital and the local community, the nurses'
role is especially pivotal. Whereas physicians' work is bounded in the hospital, nurses'
duties often go beyond the boundary of the ward and hospital: engaging with the local
people (chaoban) and community (clnimchon) is what nurses positively embrace as their
own area of work. Nurse Ubon, a fifty-two-year-old woman, who has been working in Ban
Phaet Hospital for twenty years, once told me of her pride as a nurse, "I hope that my
daughter also becomes a nurse. It's a good job that allows you to help less fortunate people
and make merit. ... Our job is taking care of the patient as a nurse and as a public servant as
well. It cannot be divided. Our work is for the patient, for the region, and for the nation. It

covers all. And we work for ourselves too. This job gives us money to live, right? So we
work for ourselves, for the patient, and for rathahan (the government). That's our job as a
nurse." This kind of account is commonly related by senior nurses who have a rank as a
public servant.'"* I tried to know more about how working for the government and caring for
patients could be differentiated, but 1 couldn't get any more specific answer except that
both kinds of work went together.
I started to understand this dual duty of state nurses, after I accompanied nurses on their
visits to patients' homes. Nurses in Ban Phaet Hospital voluntarily organize several "field
trips" to visit patients: home visits for first bom mothers, COPD (chronic obstructive
pulmonary disease) and PD (peritoneal dialysis) home care patients, and bedridden elderly
patients are most constantly organized. The senior nurses in the inpatient ward and
outpatient department make their own list of patients for the home visits, usually for
patients who have been hospitalized repeatedly or for patients who "have complex
problems." For postpartum care, both Thai and young Shan mothers are chosen for these
visits, regardless of their health insurance status. Once the home visit schedule is set up, the
senior nurses invite other nurses and nurse's aides to join the trip. When the nurses arrive in
the village, they usually stop at the village health station, and local health volunteers join
the nurses in helping to find a patient's house. In this process, the impetus of the home visit
comes from the senior nurses: there are no direct instructions from the hospital director or
ministry of public health. Normally the senior nurses assess the workload in the ward and
outpatient department and find a time for home visits.
I accompanied the nurses on visits to several patients' houses. Visiting impoverished
families in the local villages, old shacks on remote fruit farms and provisional camps for
Shan migrants behind the golf course, we explored the familiar and unfamiliar
neighborhoods of the district where many of the nurses also live. For their visits, the nurses
did not set an exact appointment time, but in most cases, families were at home and
occasionally prepared cold drinks and homegrown fruit for the guests. Patients and their
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families addressed nurses as a doctor (mor) out of respect, although they clearly know the
difference between the professions. The nurses brought a basic medical kit, but the purpose
of their visit was not really about providing medical treatment. Rather, it was more about
knowing about the patient's condition; middle aged nurses wearing not their usual white
ward uniform but a uniform with blue checked trousers, mostly looked around the house
briefly, sat in the house with the patients and family, and had a short conversation of no
longer than half an hour. The nurses checked the patient's living conditions, such as the
condition of the bed for bedridden patients, ventilation, basic hygiene, and drug adherence
through their direct and mdirect questions and observation.
It is important to note that the aim of these home visits was to make the nurses understand
the patient's condition more, and this desire to know did not necessarily lead them to
intervene in the situation. In some cases, the situation of the patient or the neighbourhood
of the patient was overwhelming: the house was literally falling down, the main caregiver
of the family was bumt-out and neglected the patient, and sometimes migrant mothers
brought their other sick children and asked for help. In these situations, the nurses were
sympathetic but also firmly stood by the limits of a "visit": the visit itself was the aim of
their activity and there was nothing much that nurses could do with this one "visit." The
nurses tended not to intervene in the issues of the family and neighbourhood, and home
visits were merely their chance to leam about the patients. This approach is undoubtedly
pragmatic and reasonable considering the resources of the district hospital and the complex
socio-economic realities of doing home care in an impoverished environment. Rather than
pointing the finger at the nurses' inability, here my focus is nurses' voluntary efforts to
organize the trip and to observe the patients outside the hospital. Although there were no
direct requests from the patients, and the results of some visits seemed fruitless, the nurses
considered the home visits as an important part of their work.
Nurse Phim, a senior nurse in the outpatient department who was also in charge of the
community management of high blood pressure patients, often invited me along on her
home visits and updated me about the prognosis of the patients we met together. She
remarked, "It's important to let the patients and their family know that we are concerned
about them. We try to give them kamlangjay

(emotional support). So the patients can know

that we are interested in them. And so their family can have some strength to take care of

the patient." The home visit is not just about how the nurses pubhciy present themselves to
the local community, but also how the people recognize the nurses and hospital's attention
to them. The gaze emerging from this mutual recognition is neither of official assessments
nor supervision of the conduct of the family: there was no exact policy to order nurses to
organize these activities and the result of the home visits was not reported further than the
hospital itself There was neither a specific system to integrate the results of the home visit
nor to produce any statistics. Yet, it is equally wrong to say that this mutual recognition is
solely a product of the nurses' individual compassion to their patients, although the visit is
conducted in an informal and friendly manner. In the trail of the medical gaze moving from
the ward to the home, the motifs of regulating and directing the patients' behaviors were
apparent.
Ultimately, the importance of the home visit lies in that it is a public performance of an
ongoing relationship between the hospital and the patients in the local community. The
territory of the district hospital is confinned by the nurses" public presence in the patients'
home. In this mode of caring, governing work co-occurs without any disruption. Let us
recall the inpatient nurse's remark about '"dulae tor par (keeping care) for a basic principle
of being responsive to the patients. In this context, the verb didae denotes less a feeling
(caring about) than actions (caring for others). It does not mean that the nurses are totally
indifferent to the pain and agony of the patient and their family: rather, in this context,
caring manifests not so much in their sentiments, as in their situated actions.
Caring for others can include diverse ways of interacting with others: keeping one's health
and safety, providing protection, nourishing, managing, controlling, restraining, and even
ruling go together. The Royal Institute Dictionaty offers an interesting example of the
combination of caring and governing: -pokkhrong dulae" (to govern and care) is a power
that a public servant can hold.'' As two verbs can be used together without any conjunction
in the usages of Thai grammar, theirjob as a nurse and as a public servant enmeshes in the
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domain of caring and governing. And in this context, this close association between two
words, "to c a r e " and " t o govern," is mirrored in the n u r s e ' s uniforms. While the typical
image of a white-clad nurse evokes a gendered symbol of compassion and safety, nurses in
the district hospital have three different uniforms: the white uniform for working in the
ward, the blue one for c o m m u n i t y outreach, and the government official suit for state rituals.
These different outfits of the nurse do not reflect how her work is compartmentalized, but
reveal h o w one nurse can conduct distinctive but overlapping projects of caring and
governing.

The aspiration e m b e d d e d in the nurses' home visit is a specific example of how caring and
governing go together. N u r s e s ' gaze and their trips to the village are not just about how
public health care has been a matter of techniques of govemmentality. Even though it
appears as a m o d e of control, this traversing desire to recognize the patients within the
administrative boundary, and to be recognized by them as a source of care, more
importantly, reveals that governing and caring are not opposing entities but rather two sides
of the s a m e coin. This particular m o d e of acting like a government aims to be relational
through mutual recognition, and by doing so governing also implies a specific form of
caring.

The Moral Economy of Universal Access: Relational Valuation
Another matter the government hospital at the district level needs to deal with is the
e c o n o m y of care. Although making a profit is not pursued in the government hospital, the
e c o n o m y of care, the maintenance and distribution of care including hospital beds, medical
equipment and technologies, pharmaceuticals, and human resources is the groundwork of
the hospital. Regardless of the nurses', doctors', and district hospital's institutional efforts
and aspirations, there are also m o m e n t s that the desire to care is circumscribed by the limits
of hospital resources and national policies.
The benefit package of universal health coverage is instrumental in setting the boundary of
what extent the district hospital can provide care and treatment. A m o n g several examples
that show the comprehensiveness of universal health coverage—such as chemotherapy and
radiation for specific cancers, open heart surgery and neurosurgery—antiretroviral
treatment for H l V / A l D S patients and dialysis for end state chronic renal failure patients are
significant cases that help us to understand the promise and challenges of the Thai public
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health care system. Both patient groups form a relatively large proportion of universal
health coverage beneficiaries, but owing to treatment cost, antiretroviral (ARV) treatment
and dialysis had not originally been covered. Both treatments require long-tenn care and
trained medical staff and there were concerns about including high cost interventions and
their impacts on budget feasibility. In the process of scaling up the benefits of universal
health coverage, at the end of 2005. antiretroviral treatment for HIV/AIDS patients was
finally included into the universal health coverage benefit package (Padmini Srikantiah et al.
2010), and in 2008. dialysis treatment for end state chronic renal failure patients started
(Sripen Tantivess et al. 2013).
In the district hospital, these two remarkable achievements of universal health coverage
denote the continuous struggle to make the policy possible in the local context. In the
everyday distribution of care, nurses and doctors often face a situation that requires them to
make a decision about who should become winners and losers of these nationwide
treatment programs. With examples of two patients who needed ARV treatment and
dialysis respectively, I look into how medical staff attend to the patient's need for
continuous care and treatment by their own navigation of the health care system. These
specific itineraries of care show how continuous care becomes possible through relational
valuation: neither economic considerations nor the medical s t a f f s discretion solely let care
stop and continue. Rather, there is a relational valuation that aims to maintain the
efficacious network between the medical staff, patients, hospital, and national policy.

Universal Access to Antiretroviral Treatment: Making Exceptions
Ubon, a 54-year-old nurse, working in Ban Phaet Hospital for almost 20 years as a
counsellor nurse for HIV/AIDS patients, has witnessed how the disease of death was
transformed into a chronic illness. When she first came to the hospital as a young nurse in
her twenties, she began her career taking care of dying AIDS patients in a ten-bed ward. I
also met several villagers who still remembered how nurse Ubon attended to their HIV
infected children or family members" deaths. Before antiretroviral (ARV) treatment was
covered by universal health coverage, Ubon had to deal with several difficult issues such as
introducing abortion to HIV infected pregnant women and choosing applicants for drug
trials which provided free ARV treatment. Ubon remembered, "When Oxfam first
introduced an ARV program in Chiang Mai, our hospital was chosen for a pilot study. The

program only offered 20 places, and 1 had to choose who could be in this pilot trial. W e had
so many patients who needed a treatment at that time, so a person who had a strong will to
live, who wanted to take care o f their family and children, was m y primary choice. If a
patient started to show poor compliance with the treatment regimen, I made them stop the
drug regimen straight away and gave the place to other applicants. It was such a precious
chance at that time, and 1 could not let it be wasted."

In 2004, A R V treatment was eventually included in the benefit package o f universal health
coverage, and it has significantly contributed to ensuring the availability of basic A R V
treatment through the public hospital network (Sanchai Chasombat et al. 2006)."' In Ban
Phaet Hospital, Ubon now provides counselling and consultation for around 300 patients
who are under anti-retroviral treatment and the painful scarcity o f the treatment with which
nurse Ubon had to deal has also lessened. Yet, in the case of migrants, A R V drugs are still
distributed under serious constraints. In contrast to other forms of care and treatment given
to migrant and non-citizen populations in Chiang Mai, A R V treatment is a notable
exception of universal access after subsequent policy changes (Saether et al. 2007). In Ban
Phaet Hospital A R V clinic, there are a small number of lucky cases. Ubon explained to me,
"There are no more places in the N A P H A extension" any more. Cheoy and Y a o were so
lucky that they could get into the system. Cheoy did not have any card, but she could get
A R V treatment and take a viral load test costing only 50 baht. Only 2,300 people (who are
not Thai citizens) can benefit from the system for A R V treatment nationally. N o w it has
becomes so difficult to register new patients in the system. Think about it, only 2,300
people for the whole nation. A m o n g those 2,300, eight people belong to our hospital and

The expansion o f A R V treatment in Thailand has occurred through the efforts o f organized social
movements led by local groups and national networks of people living with H I V / A I D S and various local and
international N G O s including Drug Study Group, Foundation for Consumers, the Law Society o f Thailand,
A I D S Access Foundation, and Mcdecins Sans Frontieres-Belgium. The Ministry of Public Health's decisive
act o f issuing compulsory licenses for three antiretrovirals for public use in 2006 also significantly contributed
to securing the domestic production of H I V / A I D S medicines in Thailand. For the details of A I D S treatment
activism in Thailand, see Ford et al. (2004), Seo (2008), and Weeraboon Wisrtsakul (2004).
" Before National Access to the Antiretroviral Program for People living with H l V / A l D S ( N A P H A ) was
launched in 2004, there was a small-scale free A R V program called Access to Care Program, which was
largely supported by Global Fund. N A P H A integrated this previous program and began to increase the budget
for A R V treatment. When N A P H A was still sponsored by Global Fund, there was a small budget allocation
for non-Thai patients. Yet, since it was fully integrated into the universal health coverage budget scheme in
October 2005, only Thai citizens became officially eligible for free A R V treatment. What Nurse Ubon called
the " N A P H A extension" is the previous A R V program for non-Thai patients.
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two o f them have some drug adherence problems. But Cheoy and Y a o never had those
problems."
While the national H I V / A I D S treatment policy sets up a distinction between Thai citizens
and non-citizens, in this small A R V clmic, nurse Ubon has struggled to keep operative the
principle of equal access. The bureaucratic process for A R V treatment registration assigned
according to a national quota sets restrictions within which nurse Ubon must work. Under
this rule, Ubon navigates her own medical and moral criteria for life-saving treatment to
provide good care to people. In the constant flow of old and new H I V / A I D S patients, Ubon
has tried to adopt the patient's good adherence to the treatment regimen as a central
principle of her practice: not the question of citizenship, but whether a responsible patient
can keep good drug adherence is a code of conduct that Ubon actively pursues.
For Nurse Ubon, Cheoy and Yao, Shan women in their late thirties, are exemplary patients
of the clinic. Both of them hardly ever missed their appointments and regular check-ups
and kept in good health. Y a o often went to other districts to work, but she did not want to
change the clinic and insisted on taking drugs from the Ban Phaet Hospital clinic. Cheoy is
married to a Thai man, but she still had no ID card. Cheoy also gave birth to two children in
Ban Phaet Hospital after receiving antenatal care including zidovudine therapy for
prevention of mother-to-child transmission of HIV. Both Cheoy and Y a o have worked as
agricultural labourers and have the big economic burden of keeping their households in
Thailand. Considering their day to day survival, it would be impossible for them to afford
A R V treatment on their own. Cheoy and Yao often expressed their gratitude to Nurse Ubon,
not only because o f the free care, but also her consistent attention to their health and lives.
Without Ubon's extra effort to register them in the packed national quota—a provincial
hospital and several public hospitals in Chiang Mai have stopped registenng new patients
who are not Thai citizen to the N A P H A extension program because o f the high work-load
managing universal health coverage patients—it would have been almost impossible for
them, as ordinary migrants, to find a way to access this life-saving care on their own. Dao
said to me, "1 would be dead years ago, if I had not met Nurse Ubon."

In the relationship between Cheoy, Yao, and Nurse Ubon, drug adherence is a crucial
component in confirming their mutual obligation. To Ubon, these two Shan women are
more deserving and legitimate patients than any other Thai patients w h o are covered by
46

universal health coverage because of their cautious and constant efforts to take medicine on
time. To Cheoy and Y a o , the life-saving care only continues through their close and faithful
contacts with the nurse and the clinic. In this specific mutual engagement to care for oneself
and others, good drug adherence is a moral currency that replaces the rules o f prioritization
which are based on national budgetary calculations.
When the ideal o f universal access is refonnulated by the morally charged relationships
between the nurse and the patients, it reveals paradoxical aspects of the norms o f equality
and rights to health. When I asked Ubon about other H I V / A I D S patients who are not as
lucky as Cheoy and Yao, she emphasized the practicalities o f A R V treatment. "People from
international N G O s often criticize the (Thai) government that we do not treat migrants, but
that's not true. W e are doing our best here. A R V treatment is a life-long treatment, and if
the patient cannot keep drug adherence, it causes drug resistance and many other problems.
W e have to be very careful when initiating the treatment. I f 1 think the patient is not ready
to adhere stricdy to the drug regimen, even though he or she is an insured patient, 1 will not
initiate the treatment. And, migrants' cases are much more difficult to monitor. Many
migrants move around looking for work and become lost to contact. Sometimes it is so
difficult to contact them for the next follow-ups. Taking medicine very well in this month,
then just vanishing from the scene in the next month. What should a nurse do for these
people? Bo, if you were a nurse, would you give A R V to all of these people without
thinking about the consequence? Give me an answer."
When she returned the question, 1 only nodded to indicate 1 understood it, in spite o f which
I did not have an answer. Yet, by her direct question, 1 could grasp how a calculative logic
also can imply ethical involvement in care, not negate it. Here, drug adherence conveys
something that cannot be fully apprehended as the disciplinary practices of self-care or
"technical means o f inclusion" (Biehl 2010:166). For Nurse Ubon, drug adherence matters
not only because o f its instrumentality for monitoring the treatment procedure and limiting
the patient's eligibility, but also because it allows her to interact with a specific patient in a
specific situation. The mutuality o f care is simultaneously emphasized with this
bureaucratic and calculating technology o f care. Nurse Ubon does not deny the
precariousness, scarcity, and exclusionary effect attached to the national quota of A R V
treatment for non-Thai citizens. But at the same time, this spectacle o f the number does not

block her from redefining the boundary of care she can provide. In this situation, Ubon
relies on relational valuation that enables a caregiver to continue to w o r k with calculation
and constraint.

Universal Access to Dialysis: Fragile Continuity
When the number "2 out of 2.300" still casts a glimmer of hope, on the other side, there are
many unlucky cases. In the ward, Ruen, a thirty-eight-year-old single Thai man, an endstage renal failure patient, was waiting his turn to get dialysis. In Ban Phaet Hospital,
neither peritoneal dialysis nor hemodialysis was available. Holding onto the oxygen mask,
most of time in the ward, Ruen leaned back in his bed stretching his e n o n n o u s l y swollen
legs. At that time he couldn't even lie down to sleep because of shortness of breath. What
he was waiting for was a chance to be referred to a specialist in the provincial hospital.
Since renal replacement therapy was included in the universal health s c h e m e by 2008, a
patient like Ruen can have a chance to access peritoneal dialysis: yet the problem was the
lack of dialysis units and trained medical staff in the public health care sector. In Chiang
Mai, there were so many patients waiting their m m on the fully packed waiting list; nurses
in the district hospital often explained me that many kidney patients on the waiting list only
had their turn for dialysis just before they were going to die.
Without dialysis, R u e n ' s long stay in the ward did not bring any improvement. Medical
staff in the ward also knew this well. As a pediatrician, Dr S a m o m could do little for him
except adjust the dose of medication. Dr S a m o m told me about her concern for Ruen
several times: his next appointment to the kidney clinic in the provincial hospital w a s set a
month later, and she was unsure that Ruen would sur\'ive to meet that appointment.
Moreover, it was still unclear whether the provincial hospital would o f f e r hemodialysis to
Ruen at the upcoming appointment.

Everyone who was involved in Ruen's care and Ruen himself knew that his condition could
be improved, if he could afford the cost of hemodialysis in a private clinic. Ruen needed
hemodialysis two or three times per week, and each session would cost around 1,500 Baht
(around 50 AUD). It meant that Ruen needed at last 12,000 Baht (400 A U D ) per month
(not including extra costs for consultation and inserting catheters). T h e nurse, w h o
explained to m e the cost of dialysis, said, "Even I could not afford that m u c h m o n e y . How
could poor people afford this?" Ruen's aunt once told m e that kidney disease is a disease
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only for the rich, mentioning her neighbour who shot himself in his bedroom after a long
fight with his failing kidneys. Because only the rich can survive the disease, poor people
who cannot afford the cost o f hemodialysis only face death. Ruen expected that his
stepfather's retirement money coming next year could help him, but he once told me that he
was unsure that he could survive a year without hemodialysis.
As Ruen's condition got much worse, Dr Samom decided to try one more referral before
the scheduled date: i f the provincial hospital counted Ruen's case as an emergency, he
might have a chance to get free hemodialysis. At this time Dr Samom also advised Ruen to
be more proactive in expressing his pain, not just waiting for the doctor's response. Finally,
Ruen, his aunt, and I arrived in a crowded waiting room of the provincial hospital. Ruen
was sitting in a wheelchair, and Ruen's aunt and I stood behind him watching the empty
consultation room with a hundred others. Two hours later, a nurse handed over Ruen's
O P D card. Ruen looked into it page by page, murmuring that he had no idea what the
doctor wrote. What he was looking for was his waiting list number for dialysis treatment.
Ruen's aunt remembered it was around 700, but Ruen found handwriting "1076/1478" on
the edge of his O P D card. 1 was unsure whether it meant 1076 among 1478 people, but
Ruen showed this number to me as his waiting number.
Finally, a doctor, not a nephrologist but an internist, came to the consultation room, and we
were called in. Ruen had said to me that at this time he would tell the doctor directly that he
wanted to take C A P D (continuous ambulatory peritoneal dialysis) therapy, as a nurse in the
community hospital had instructed him, yet he could not initiate the conversation. The
doctor asked Ruen about his appetite and read the referral letter from Dr Samom. Then, the
doctor asked him about his daily amount of urine, then, as Dr Samorn had emphasized, this
time, Ruen replied clearly that he drank 800ml water and only urinated 10ml per day. The
doctor called a nurse and asked her to find a bed in a general ward. The general ward was
ftill. Then, the doctor told Ruen that i f he wanted to go a special ward he had to pay 1,000
baht per day. Ruen replied calmly that it was not necessary. That was the end of the
consultation. N o one even mentioned dialysis.

Again, back in the waiting room, we waited once more. This time, the nurse put a memo on
the back o f the wheelchair saying "waiting for a bed." Ruen was not angry or despairing at
not having any clear answers. He told me that each doctor has a different way to treat a
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disease, and after admission, he certainly would have a chance to see a kidney specialist.
Ruen was too tired to sit up in the chair, and an old lady sitting next to us gave us a tip to
grab one of the wheeled cots in ER. Ruen lay down in the c o m e r of the waiting room to rest
his enormously swollen legs. At that moment, I felt the weight of the n u m b e r in a realistic
sense. In the crowded waiting room, the number " 1 0 7 6 / 1 4 7 8 " w a s so vivid; not all of them
were kidney patients, yet so many sick people were waiting.
After Ruen's admission to the provincial hospital, there were unexpected developments.
T w o weeks later, Ruen finally got some money from his mother living in a different
province and got his first hemodialysis. When I visited him in the provincial hospital, he
recounted his fist experience with a small grin: "1 just told a doctor straight a w a y that 1 had
money. They always said that there was no machine available, so I had to wait. But when I
said that 1 had money, the machine suddenly became available." The cost of hemodialysis
was much more expensive than he expected: the surgery to insert a tube to enlarge a vein
that connects the body and the machine cost 5,000 baht. Each procedure w a s carried out
only after he made payment. In the provincial hospital, there were only eight dialysis
machines and one session took four hours. It meant that in a day, only sixteen patients
could get dialysis. After R u e n ' s health improved, the provincial hospital r e c o m m e n d e d him
to use a private clinic which had more machines. Ruen was discharged f r o m the provincial
hospital, yet he stayed at home for only a day before coming back to the ward complaining
of shortness of breath. After his return to his " h o m e " ward, the nurses in the ward arranged
free ambulance transportation sending him to the private clinic twice a week. T h e price was
a bit higher in the private clinic, but there were twenty machines working seven days a
week. Ruen started to learn more about his disease from his fellow patients. "All the good
kidney doctors are now in private clinics. The private clinic buys good doctors f r o m the
public hospital. Next time, I will see a doctor in the clinic, and it will cost 4 0 0 baht. Just for
conversation," Ruen told me and grinned. He had became m u c h better after he had started
to take hemodialysis. His swollen body had returned to almost normal, even though he
could not urinate at all. "I cannot believe myself, how 1 bore the pain at that time. It hurt so
much. I couldn-t sleep at all, and only thought about when 1 would die." Then, he added, "I
met a lady at the clinic who has taken hemo for twenty years. She must h a v e a gold shop in
her house." W e laughed together.

After fourteen sessions o f hemodialysis, the money from his mother was all gone. Ruen
postponed his dialysis schedule in the private clinic waiting for the money. When Ruen
started to lose hope for receiving dialysis and was swamped with the return of pain, doctors
and nurses in Ban Phaet Hospital had to respond to his deteriorating condition once again.
Nurse Mini, who was in charge of managing home care for kidney patients, had known
Ruen from his first admission and also waited on the provincial hospital's call, so she could
train Ruen for his home care. Nurse M i m found another chance to refer Ruen once more,
when she met a nephrologist in the university hospital and learned that he might provide
surgery for Continuous Ambulatory Peritoneal Dialysis ( C A P D ) therapy. As a professor in
the medical school, he seemed to have more autonomy to choose patients for C A P D
therapy based on his own judgement on the patient's condition. This time, M i m contacted a
head nurse in the kidney clinic in the university and finally arranged the referral. With a
detailed explanation of the guidelines for end-stage kidney patients, she remarked, "Ruen
might get free hemodialysis. If someone is registered for surgery for C A P D therapy, they
can have free dialysis for ninety days before the surgery." Through M i m ' s meticulous study
of rules and local resources, it seemed Ruen could have a glimpse of a chance for survival.

On the morning o f the referral day, Ruen was so anxious that he couldn't wait for the
ambulance. He had stopped dialysis for several weeks and his shortness o f breath had
become much more severe. After we were dropped at the front gate of the university
hospital, Ruen's aunt asked a nurse for a portable oxygen cylinder, then the nurse sent Ruen
to the emergency room. Nurse M i m had told us to go to the kidney clinic directly, yet Ruen
was suddenly stuck in the crowded ER. In the ER, a bunch o f doctors, medical students,
and nurses gathered around Ruen and checked his vital signs and started an abdominal
ultrasound. After an hour and half hour in the E R , a doctor said that Ruen could not go to
the kidney clinic that day. The reason was his condition was too bad to start peritoneal
dialysis and it was recommended that he go to the private clinic first for hemodialysis.
Ruen was wearing an oxygen mask, so 1 tried to explain that the dialysis appointment
already had been arranged. An E R nurse contacted the nurse in Ban Phaet Hospital, and
repeated that Ruen had to come back again in better shape than today after receiving a
couple o f dialysis sessions. Ruen's aunt also talked with the nurse on the phone and the Ban
Phaet Hospital nurse advised her to explain her bad economic situation and ask the
university hospital for help with free dialysis.
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Ruen's aunt gently told the ER nurse that she had no money left for hemodialysis. The ER
nurse, a man in his forties, replied to her with a sympathetic tone, but the answer was the
same. "The university hospital also did not have many dialysis machines. So in this case, it
should become a matter for the family." While we were waiting for the ambulance, the ER
nurse again explained the guidelines to me, "The patient should have no other symptoms
except kidney failure. He needs to be healthy enough to wait a whole day in the clinic.
There are so many kidney patients in Chiang Mai and the government facilities are not yet
sufficient. We only have five dialysis machines here. But outside, there is a private clinic
equipped with forty machines. There are tens of kidney clinics in Chiang Mai City. Think
about that how much money they must make." The kidney clinic, which seemed to have a
slight possibility of providing free dialysis, was somewhere in this mega building, yet,
Ruen could not reach it this time.
All of us involved in Ruen's trajectory of seeking life-saving care felt frustration and
powerlessness. To make sure that Ruen could come back to the university hospital, I
handed a small amount of money to Ruen's aunt for his hemodialysis, but Ruen already had
lost his place even in the private clinic. During another period of waiting, the money was
used for family matters and other expenses. Dr Samom and Nurse Mim were also
disappointed by the repeated deferral, but they did not have much negotiating power with
the upper-level medical instiuitions. Responding to Ruen's pain and failing kidneys was
beyond the capacity of his family and caregivers in this ward. With other long-stay patients,
Ruen stayed in the ward and hung on with the basic care that the ward could provide.
Then, a third chance was brought about by another inquiry by Nurse Mim. The provincial
hospital eventually accepted the referral, provided several hemodialysis sessions, stabilized
Ruen's condition, inserted catheters for peritoneal dialysis, and returned him to the district
hospital ward for further observation and extra training for home dialysis. It was eventually
all covered by universal health coverage, and nothing needed to be paid. The reason for the
acceptance was unclear: whether it was because his turn on the waiting list had come, or the
pressure of Nurse Mim's repeated inquiries. When Ruen returned to the ward, I was struck
by how thin he was: with all excess water and waste products gone, there was a man who
looked like a mere bag of bones. This time. Nurse Mim taught him the basic procedure and
skills for home care: sanitizing the devices, changing tubes, measuring the fluid, and

detecting problems. Ruen did not have a reliable caregiver that could assist him in his home,
so he had to k n o w how to maintain care for himself at home. If peritoneal h o m e dialysis
failed, then it would be a real dead end. After R u e n ' s discharge, Nurse Mim would organize
a subsequent visit to his house as she had done for twelve other patients. Nurse M i m ' s j o b
w a s not done yet.
The promise of universal access to dialysis eventually was realized, but the j o u r n e y was
unbearably painful and exhausting. R u e n ' s experience signifies both the successes and the
failures of the universal dialysis policy. He had several chances of getting dialysis, but the
referral and deferral process w a s unpredictable and unreliable. A journal article written by
researchers f r o m the Ministry of Public Health summarizes how R u e n ' s survival can be
located in the national expansion of dialysis policy: " W e can assume that before the
p r o g r a m m e , 90 per cent of patients died within 3 - 6 months. At present patients may
survive for at least 5 - 1 0 years" (Sripen Tantivess et al. 2013:2). In Ban Phaet Hospital, the
basic conditions of the dialysis policy, its restrictions and unpredictability, were constantly
negotiated by medical staff by making efficacious connections between the patient and the
upper-level medical instimtions. The ward in the district hospital is not competent to deal
with end-stage renal failure patients, but as w e saw from R u e n ' s survival, care still can
continue.
When the referral system of universal coverage is bounded by the regulations for gatekeeping, the nurses and doctors' continuous effort and engagement m a d e the referral
eventually happen. While it w a s impossible for the medical staff at the tertiary level to
k n o w the individual patient's illness history, in the district hospital, the nurses and doctors
could not but a c k n o w l e d g e the patient's face: as long as Ruen dwelt in the ward, lying on
the bed with his swelling body, the nurses and doctors in the ward also had to organize their
everyday work tinkering with him. Dr Samorn and Nurse N i m ' s attention to Ruen was
pragmatic and sometimes restrained, rather than morally pretentious: they were aware of
their incapacity and cautious not to push the hierarchy between medical institutions too
much. In this specific web, the desire to care is not about competence but more about
fragile continuity: the interpersonal network of patients, medical staff, waiting list, referral
system and the national treatment programs w a s maintained, conflicted, and restored to
keep care ongoing.

Desire to Care

Nurses Mim and Ubon, Dr Samom, and the hospital director are the people working on the
ground with the local community. Their mundane and unmarked practices in and out of the
hospital comprised multitudes of acts: every working day, they do the ordinary outpatient
examinations, touch the patients" bodies, write prescriptions, sort out nursing notes, join
case conferences, have meetings with officials from the Ministry of Public Health, prepare
the annual audit for ISO (International Organization for Standardization) certification, and
go to the local festivals and ceremonies organized by the district office and local temples as
representatives of the hospital. My focus on these people has shown how mundane medical
and bureaucratic state practices are integral to the workings of the district hospital. As
medical and state agents who are positioned at the bottom of a bureaucratic hierarchy, on
the one hand, they present a human and technological conduct of biomedicine and the state
which is widely interpreted as a contemporary operation of govemmentality. On the other
hand, what these nurses and doctors do goes beyond governing work: "Keeping caring," the
motto of Ban Phaet Hospital signals an excess, desire to care.
The agency of the medical staff that I have emphasized is the crucial but unmarked
dynamic that enables ruling over and caring for human life. In the anthropology of the state,
relationships between state officials and local people have been given great importance as
the "critical components through which the state comes to be constructed" (Gupta
1995:378). Yet, when low-rank state officials are regarded as a platfomi for encountering
the state at the local level, it often undermines their wider imaginary of taking part in
government work. The everyday conduct of Ban Phaet Hospital staff have shown that when
they exercise a certain power in the aim of the management of life, there are moments that
their conduct conflicts with what the official state policy seems to endorse and require them
to do: the rules and ideal of universal access, reification and de-reification of citizenship
and entitlement, the materiality of health care policies, and the economic rationality of
resource distribution exists in the hospital as a precondition of care, yet their caring is not
always ordered in alignment with state hegemony.
The desire to care which is located in this district hospital as an institutional imperative, can
be a manifestation of, what Humphrey (2004) called, a "localized form of sovereignty."
Along with the anthropological discussion on changing notions of sovereignty, Humphrey

suggests that when sovereignty has to consist of practices, not the m e n a c e of sovereignty as
a p o w e r over life and death, but "its own distinctive w a y s of instantiating and s y m b o h z i n g
authority, w h i c h imposes a specific kind of relationahty with its subjects" (2004:435), also
should be illuminated. T h e district hospital is conjured up a micro-sovereign entity, when it
b e c o m e s a centre of efficacious networks that engage with the m a n a g e m e n t of life. A s an
institution, the hospital can exercise its power of making exceptions that produces a
category of people w h o are d e e m e d to be abandoned, yet the rules of hospitality, accepting
and caring for all sorts of people, are also intrinsic in the running of the hospital. As
Farquhar and Z h a n g show f r o m the everyday life cultivation practices in China, although
the practices of caring and nurturing collaborate with the state sovereignty that reserves its
power over life, these practices "create[s] a space a p a r f from the state (2005:323). This
space, not originating f r o m a "domination from above or resistance from b e l o w "
(2005:323), is likely filled in with the desire to care.

Throughout this chapter, I explored how the everyday workings of the district hospital have
come to emerge as a g o v e r n m e n t of care. This does not mean that the district hospital
manifests the function of a paternal welfare state or acts like an autonomous governing
entity. Rather, the district hospital is centred on the imagined and embodied virtue of the
state that it is indispensable to the very practices of care. The obligation to care is not a
moral disposition solely relying on medical ethics, but consists of institutionalized and
bureaucratized projects through which ruling over the local populations are rendered
possible. Therefore, the governing work of the district hospital, as well as caring work, is
eventually incongruous and multidimensional: it is based on regulative, hospitable,
aspirational, performative, economized, interpretative, and relational practices.

It also m e a n s that these myriad w a y s of delivering public health care at the district level are
not only directed by calculated m e a n s and bureaucratic rationalities as the school of
governmentality insists. Disciplining and regulatory operations are still important aspects of
the workings of the hospital, yet it does not necessarily direct every aspect of the
m a n a g e m e n t of life around the hospital. Rather, in the context of Ban Phaet Hospital, care
for the other, which is partially bureaucratized and partially internalized, flows from a
collective desire for doing good. In the hospital, good governing is, indeed, a matter of
good caring. And, as w e k n o w from several examples of its inadequacy, this desire to care

does not guarantee that the hospital always provides good care. A s Mol eloquently
emphasizes, it is a matter of "doing," of "trying, tinkering, struggling, failing, and trying
again" (Mol 2002:177). Then, the unmissable achievement of the district hospital is its
collective trying (and failing) to bring more equitable distribution of care into being.

Chapter 2. Patient Waiting: Public Health Care as a Gift and Debt

W h e n Ruen, the end-stage kidney failure patient w e met in Chapter 1, stayed in Ban Phaet
Hospital, the purpose of his hospitalization w a s to wait for a chance to be referred to the
tertiary hospital that could o f f e r him hemodialysis. At that time, Ruen was in serious pain
and frustrated about the futile regime of medication he was on, yet he was waiting quietly
in the ward without m a k i n g any direct complaints about the hospital or the limitations of
the universal health coverage scheme. During the morning round, when the doctor asked
him how he w a s doing, he replied with a hint of sarcasm, " I ' m still waiting (for the
referral)," anticipating the d o c t o r ' s typical response: " L e t ' s wait for a bit m o r e . " A s R u e n ' s
time in the ward w a s extended, there w a s nothing m u c h left for us to talk about. Except for
R u e n ' s aunt, I w a s the only one w h o visited Ruen regularly: the joy with which he had
w e l c o m e d my visit and told me about his exciting younger days in Bangkok had worn away
after two m o n t h s of agonizing waiting. A s his feet and legs had become enormously
swollen, my question, " H o w are you holding up today?" had b e c o m e meaningless. Ruen
often told me, "I can stand pain (thon dai), a man should be able to stand pain," however, it
w a s clear that Ruen was suffering badly, his kidneys unable to endure anymore. A w e e k
before he was eventually referred to the provincial hospital, Ruen had b e c o m e seriously
delirious and started to lose control of his body. Endurance, indeed, this painful endurance,
seemed the only thing at work for Ruen, w h o utterly depended on the public health care
system.
W h e n Ruen w a s stuck in pain and in limbo in the ward with only a slight hope of getting
life-saving treatment, his waiting had dual effects. On the one hand, his waiting w a s an
active w a y of holding onto the given situation: as long as he stayed in the ward, the nurses
and doctors had to do something for him. On the other hand, waiting, the temporal
submission to uncertainty was inherently passive and despondent: there w a s nothing Ruen
could do about this condition of waiting. The crowded quietness of the ward was
symptomatic of h o w care w a s dispensed by the district hospital: not only Ruen, but also
m a n y other poor people in the ward, ER, and the waiting hall, often calmly waited their

turn to be attended to, without raising their voice. A nurse once told m e , "Patients must
wait first. Patient(s) tong (must he) patientr

What does it mean to be a patient subject who

must wait? What is the socio-pohtical structure that pennits and legitimates the waiting of
people who seek to help?
In the previous chapter, w e explored how the medical s t a f f s desire to care is fundamental
to organizing universal health coverage in the district hospital. Their desire to act like a
government also reveals that the state is layered as a motivating force in the multiple ways
of care that are mediated by the hospital. When the ideals of the g o v e r n m e n t of care are
actively carried out by the hospital staff, this specific institutional ethos is not directly
prescribed by the state. Rather, the state spills over into the hospital where different scales
of care are condensed. The desire to care embodied in the medical s t a f f s everyday practice
is one of the modalities that correspond with the imagined ideal of the state, but the hospital
implicates other scales of care that co-occur and interact with multiple levels of power and
legitimacy. The presence of the state does not suffice to explain the every act of the hospital;
instead, as anthropologist Clara Han (2012:17) eloquently puts it, the state "is folded into"
hospital s t a f f s everyday work, aspirations, commitments, and hospital visitors' directed
and mediated experience of the hospital.
Turning from the hospital staff to the hospital visitors" accounts of universal coverage and
the district hospital, this chapter tracks down how people w h o rely on care f r o m public
hospitals understand and experience universal health coverage. D r a w i n g on public
discussions about the health policy, the everyday politics of gossip and r u m o u r s about
public hospitals, including complaints and criticism, and hospital users' direct and intimate
experience of the hospital, I explore the many faces of universal coverage in Thailand. As
both a national and local political process, the establishment of universal health coverage
has brought into contentious political debate the meanings of the state, populism, and
entitlement in contemporary Thailand. H o w do people rationalize public health care given
to them and their family? What kind of reciprocal obligations, both e c o n o m i c and symbolic,
are formed in the field of public health? I am particularly interested m h o w political figures
such as ousted Prime Minister Thaksin Shinawatra and the Thai m o n a r c h y are addressed as
a source of care and social protection. These political figures' presence in the public
hospital IS symptomatic of the vemacularization of universal access in Thailand.

Given this reworking of universal access, receiving public health care in Thailand is
structured and occupied by a specific arrangement of time and space. I look into waiting as
a chronic condition of being a recipient of state aid and illustrate the affective dimensions
of receiving. A wide spectrum of emotions flows in the hospital—gratitude, frustration,
dissatisfaction, deference, and indebtedness. The inner dynamic of universal access in
Thailand is embodied in sentiments around receiving without reciprocating: a feeling of
imbalance continuously structures the ways in which hospital users navigate the treatment
process and deal with hospital staff Focusing on a common Thai expression

"'krengjar

(consideration toward others), 1 track down the things people in a dependent situation do,
think, and feel while they endure the loops of waiting and powerlessness. I also bring into
focus uninsured people's experience of free care from the public hospital as a way of
considering the obligatory nature of circuits of care and the perils of the free gift. Grappling
with power imbalance is a sentiment common to patients of a variety of political statuses,
and it sheds light on the interleaving of moral dependence and autonomy in the experience
of universal health coverage in Thailand.
T h e V e r n a c u l a r i z a t i o n of U n i v e r s a l H e a l t h C o v e r a g e
The Shadow of Thaksin: "30 Baht for Everything!"
How do poor Thai citizens who have to rely on public hospitals understand and evaluate the
mechanisms of universal health coverage? To answer these questions, it is important to
know how universal health coverage has been labelled in Thailand. The health card that
people have to show for hospital registration says, "universal health coverage card (bat
prakan sukkhaphap thuan na)," yet it is very rare to find people who give it this name.
More often it is called hat samsip bat (30 baht card) and bat thong (gold card), which are
the vernacular names for the official insurance policy. These easy and simple names denote
the 30 baht co-payment, approximately one Australian dollar, for each visit and the yellow
colour of the card, but these names also evoke important ideological contests in current
Thai politics. In the 2001 election, Thaksin's Thai Rak Thai party put "30 baht health care"
as one of their policy highlights. "5a/ thong" (gold card) was also used at the launch of the
universal health program to emphasize its prestige (Harris 2012:116), yet this name was
once again promoted, when the 2006 coup regime abolished the 30 baht co-payment per
visit.

The simple and clear message oi^samsip bat raksa thuk lok^ (30 baht to treat every disease)
is emblematic of the Thaksin govemmenfs welfare programs for the poor. During both the
rise and fall of Thaksin Shinawatra, universal health coverage was the policy that won most
rural voters' hearts. In 2010, when pro-Thaksin support rallies had reached their peak in his
hometown of Chiang Mai, the phrase ''samsip ha! raksa thuk lok" was a regular part of
speeches by local politicians wanting to emphasize the tangible benefits that Thaksin
brought to the people when he was in power. I was once introduced to the DJ of a proThaksin radio station in Chiang Mai; he had received open-heart surgery under universal
health coverage, and the benefit of the "30 baht card" was a regular topic of his radio show.
When a seventy-year-old man made a fervent speech to a local political rally about how
Thaksin's "30 baht card" had saved his life, he removed his shirt to show his scar, making a
very clear point about the benefits of universal coverage through his dramatic public
performance. Without this government health provision, there was no way that ordinary
people like him could afford heart surgery.
For many public hospital users, the card was a vivid manifestation of Thaksin's presence in
their lives. For a 73-year-old Thai woman who had taken care of her husband suffering
stomach cancer, the 30 baht card was the thing she was most grateful to have got from
Thaksin. "Without the card, my husband wouldn't have dared to think about getting cancer
surgery. Before we had the 30 baht card, any time I went to the hospital I had to pay 500
baht or 1000 baht for a simple treatment. Without the 30 baht card, there is no way that I
could afford surgery." I reminded her that she had mentioned the dreadful waiting times in
a provincial hospital—even though she and her husband had arrived at the hospital at 6 a.m.,
they had to wait until the afternoon and her husband had to wait all day with no respite to
rest his back. But her response was still firm. She replied: "people who say that the 30 baht
card is bad are so stupid. The protection of life is the most important (raksa chiwit mi
samkhan thi siit). I'm very grateful that Thaksin brought the 30 baht card to us. He helped
us so much. I hope that he can come back to Thailand soon for us."
The message that every condition can be treated for 30 baht opens a distinctive political
space in Thailand. Two issues are noteworthy. Firstly, it is undeniable that this specific
labelling of universal health coverage was adopted by Thaksin's party for its populist
appeal. Based on interviews with several public health bureaucrats, policy makers, and

members o f the Rural Doctors' Society, Harris (2012:97-98) reconstructed the first
presentation on universal coverage to the Thai Rak Thai Party. Thaksin recognized the
program's potential appeal to rural voters and even initially suggested changing the name
of the scheme from "universal health insurance" to "20 baht to cure every disease."
Without any substantial research being done on budget management and the appropriate
amount of co-payment, the co-payment was eventually set at 30 baht and this catchy label
ever since has captured people's understanding of universal coverage. When I did m y
fieldwork in 2010, the 30 baht co-payment was abolished after the 2006 coup that resulted
in Thaksin's ousting, yet many people still called it the "30 baht scheme."'^

The main policy struggle relating to universal health coverage in Thailand lies with the
contentious issues o f eligibility for, and scope of, the benefit package, hence the slogan 30
baht for every disease obscures the troubling reality of Thailand's still far-from-universal
access to public health care. The problems that exist with reimbursement, the public health
financing structure, and the problems related to the rapid expansion of the unregulated
private health m a r k e t " were considered in the establishment o f universal coverage, yet
these issues were only debated within a very limited circle o f bureaucrats, and public health
experts and N G O s and they continue to affect the scheme's efficacy (Worawan
Chandoevwit 2005; Chitr Sitthi-Amom et al. 2001; Harris 2012; Supasit Pannarunothai et
al. 2004). For the general public, the policy was rendered as an alluring promise of social
protection with a hint of a great bargain—all the expansive treatments would be offered for
only 30 baht.

" The co-payment system of universal health coverage has changed three times. Initially, 30 baht co-payment
per visit or admission was enforced, but in 2006 the post-coup government terminated this. Then, by
September 2012, the Yingluck government renewed the 30 baht co-payment, with the reason that the
increased budget would improve the quality of public mcdical services. In 2014, the co-payment debate
started again as the Thai military junta, which overthrown the Yingluck government, pointed it out as a target
for refonn.
" The expansion o f the private hospital sector was boosted from the late 1980s mainly by the government tax
incentive policy: during Bangkok's boom years, private hospitals mushroomed in urban areas. Between 1970
and 2000, the number o f beds in private hospitals was increased from 1780 to 39551; in 2003 25.9 per cent of
the total hospital beds in Thailand belonged to the private sector (Suwit Wibulpolprasert and Paichit
Pengpaibon 2003). After the 1997 economic crisis, investment in private hospitals dropped dramatically, but
since the 2001 economic recovery, an influx of foreign patients and increasing domestic demand from the
urban middle class have resulted in the rapid growth of the private health sector (Cha-Aim Pachanee and
Suwit Wibulpolprasert 2006). In this process, it is important to note that the Thaksin government endorsed a
"dual track" policy which aims to foster a globalized private health market in parallel with the establishment
of universal health coverage. This dual-track approach contains many serious problems related to the longterm sustainability of public health care and the inequitable distribution of medical and human resources
between the private and public sector.

Nevertheless, when we skim Thaksin's presence from the surface, there are important
implications to be drawn about the changing relationship o f the state to the poor. The label
attached to the universal health coverage scheme as a personalized political good for a
populist politician has impeded an in-depth reading o f the growing significance o f welfare
programs in Thai politics. Although it is impossible to ignore the popular image o f Thaksin
as an originator o f the policy, it obfuscates the fact that the inception o f universal health
coverage came from a wide array of public health officials, activists and members o f the
Rural Doctors' Society.^" In many everyday conversations on universal health coverage,
Thaksin's presence, especially his close attention to the poor, is not detached from the
policy itself Yet, it does not mean that rural people simply confuse the political influence
of the ousted politician and the role of government in society. Instead, the tales o f
Thaksin's attention to the poor become a means by which the relatively complex structure
of universal health coverage is made concrete. The close link between Thaksin and
universal coverage suggests that Thaksin has become a symbol o f the state in the Thai
political landscape that represents how deeply situated the state is in people's experience of
benefit from welfare programs. Similarly, in the district hospital, people not only
experience service from the hospital staff, but are also aware o f the multiple layers o f the
state that go beyond the confines of the district hospital. In this encounter with the state
through health care, Thaksin plays a role as a political symbol, contlrming the state's ability
to give care and secure the poor's needs.
It is fair to say that Thaksin's political success brought a radical change in Thai political
culture by bringing about a more "direct, universalized relationship between citizen and
state" (Pitch Phongsawat 2004, in Pasuk Phongpaichit and Baker 2009; 196 ). Yet defining
this emergent relationship as a transactional mode of citizenship is not precise enough. The
sense of gratitude accompanied in the popular response to universal coverage requires a
close look. When a grandmother, who had to take care of her husband without any support
from her children, expressed her appreciation for Thaksin's help, it does not only suggest
the rural poor's political loyalty to a controversial populist politician, but it also reveals an
affective tie between citizen subjects and the state. As gratitude comes from the
acknowledgement of receiving help, what emerges is a forni o f sociality involving the
notion o f gift rather than right. Here, people's emphasis on Thaksin's benevolence is not
™ For the details, sec Harris (2012).

just about their endorsement of his political significance, but more about their assertion on
the benevolent potential of the state that is prepared to give care and protection.

The King's Benevolence and Public Health Care
Within the pluricentric sphere of Thai political authority, it is important to note that
although Thaksin may be a larger-than-life figure, there is another whose longstanding
political aura represents even more strikingly the premise of generosity and care. The
m o d e m Thai m o n a r c h y has established its position in Thai society as a great source of
charity and care by reference to Theravada Buddhist conceptions of kingship.^' The figure
of the selfless king w h o rules by Buddhist moral law has been carefully crafted through
numerous elaborate public demonstrations of the k i n g ' s generosity and tender attention to
his subjects. The cult of King C h u l a l o n g k o m , the most celebrated king of Siam, is largely
based on the traditional symbolism of "the fatherly king and compassionate ruler w h o cares
for each of his subjects" (Stengs 2005:45). More importantly, current King Bhumibol has
utilized royal charity as a m a j o r platform of political influence. Thak Chaloemtiarana
(1979:325-334) notes that the expansion of royal charity from the 1960s reveals how state
paternalism has been extended beyond the capacity of the government through the active
function of the monarchy. From the 1960s, royal charity w a s diversified into disaster relief,
donations for anti-communist programs, welfare for the border police and soldiers,
development programs for hill tribes, and academic foundations. Paul Handley, the author
of King B h u m i b o l ' s unauthorised biography, a book banned for sale and access in Thailand,
also extensively tracked d o w n the royal f a m i l y ' strategic involvement in charity and its
symbolic and political implications (Handley 2006).
Medicine and public health, in particular, has been a crucial component in constituting the
image of the " d e v e l o p m e n t king." The association between the royal family and the
introduction of Western medicine started in King M o n g u t ' s reign, and it continued in
Prince M a h i d o l ' s (the father of the current King Bhumibol) contribution to the
development of m o d e m medical education (Bamber 1997:243). Based on the records of

A dhammamja (righteous ruler) is a key concept of Theravada Buddhist kingship: such kings arc guided by
the teachings of the Buddha and follow the "The Kingly Virtues": charity, morality, self-sacrifice, rectitude,
gentleness, self-restriction, non-anger, nonviolence, forbearance, and non-obstruction. This concept differs
from Brahmanical ideas of the monarch, "devaraja" or "the king of the deities," yet both concepts mould
religious and political bases for the authority of a sovereign king. For the details of the devaraja cult, see
Jackson (2010) and Stengs (2005).

Privy Council donation lists from 1963 to 1971, Thak Chaloemtiarana (1979:328) shows
that health and medicine was the main object o f royal donations: more than 57 per cent of
the total donation in this period was granted to hospital medicine and the Red Cross, which
was chaired by the queen.^^ In this systemic and nation-wide charity endeavour, it is
mteresting to note that not only the distribution of money, but also gestures o f caring and
detailed attention have been central to royal charity. K m g Bhumidol himself handed over
mosquito nets to flood victims, and even made a personal donation o f a new antituberculosis vaccine to the Public Health Ministry (Handley 2006:109). These specific and
personalized acts of giving have been crucial components in the formation o f intimate links
between ordinary Thai people and the sovereign king.
As in other Thai government institutions, the monarchy's image is prominently displayed in
public hospitals. Not only do hospitals display ceremonial decorations for royal
anniversaries and host special rituals commemorating royal charity, but they also make use
of health campaign posters, such as promoting breast-feeding, quitting smoking and having
healthy eating habits, which are composed with images o f the royal family. Given these
abundant images of the monarchy, it was not odd to meet people in the hospital space who
recalled the monarchy's care and benevolence. Oi, a forty-five-year-old Thai woman who
had received charity support from the community hospital for her teenage daughter's severe
thalassemia when she needed regular blood transfusions and medication, emphasized that
the royal family was the one who provided the treatment for her daughter. When I asked
her how the universal coverage was related to the monarchy, O i glanced at a portrait of the
king that was displayed in the hospital waiting hall and remarked, "It must be from the
princess or the king. Yes, the princess also offered the funding. I don't know exactly how it
works, but the king is the one who takes care of people like me w h o are poor and have to
struggle to live."

People who evoked the king's generosity in the public hospital were not necessarily antiThaksin royalists, but KJiaek was a rigorous royalist who was ready to argue with anyone

It IS important to note that the royal chanty does not come from the king's personal wealth. Rather, the royal
chanty is comprised o f massive donations from individuals and private companies. The king's role is that o f a
mediator w h o receives the donations and directs them to right places. The key aspect o f this c h a n t y stt^icture
IS the symbolic and religious implication o f m a k i n g a donation to the king. S i m i l a r to alms-giving to monks,
by m a k i n g small donations to the king's chanty, a commoner can be a part o f the king's k a r m i c merit: because
h

king is regarded as having

a chansmatic power based on k a n n i c merit, j o i n i n g the king's merit

m a k i n g yields great prestige. See also Handely (2006:131) and Thak C h a l o e m i a r a n a (1979 326)
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who spoke up for Thaksin's 30 baht scheme. A fifty-eight-year-old woman who had been
working as a cleaner in the hospital for twenty years, Khaek had an uneasy feeling that
Thaksin would ruin the people's love toward the king;
The 30 baht (scheme) doesn't come from Thaksin. It's all about our tax money. It's
so frustrating to hear people saying that Thaksin built the new building of the
hospital. That's not true. So, I have to explain to them one by one, saying: "Do you
have land? A house? A motorbike? We're all paying tax on these goods and it's that
tax money which is used for the hospital." Most people don't understand this....
And these people [Thaksin supporters] don't see how the royal family has
contributed to the development of the hospital. Phra Thep (meaning 'princess angel,'
referring to Princess Maha Chakri Sirindhorn) donated all those expensive medical
devices, so now the doctors can treat patients, no need to send them to the university
hospital. If anything happens like floods, do you hear about Thaksin donating
anything anywhere? He is just a greedy businessman. The royal family is the one
who visits everywhere to help flood victims and hill tribes. Everywhere the king
went he took care of the people and made the place developed. We are so indebted
to him (mi htmkhun yer mak). 1 was raised to respect the king and learned that the
monarchy is the second highest just after the Buddha. Thai people see the king's
face every day. Even on one baht coin, there is the king's face. If there is a one baht
coin on the ground, I never fail to pick it up, because I'm afraid that people will step
on the king's face.
As a person who has worked in the hospital for a long time, Khaek taught me many things
about the unwritten history of the hospital, and told me small bits of gossip about the
doctors and nurses. Khaek declared herself a suea liieang (Yellow Shirt, royalist) and spoke
at the juncture of a deepened ideological division in Thai society. Her emphasis on tax
pointed out the basic financing strucUire of universal health coverage, yet, her argument
went on to the monarchy's contribution to public health care. Although she made a clear
distinction between the operation of government policy and the current Thai monarch, in
this narrative public health care and other welfare programs are shaded into expressions of
the king's benevolence. This imagined and felt allegiance between the poor and the

compassionate king, or in reverse the king's obligation to be compassionate to the poor, is
deeply rooted in the symboUsm of sovereign power and polity.
Regardless of her strong disapproval of Thaksin's political influence, Khaek's narrative
shares a similar emotion to that exhibited by Thaksin supporters. "M bimkhim" (debts of
merit), the sense of gratitude and indebtedness, touches an emotional and moral register
involving the mode of giving and receiving. In its ordinary usage, bimkhim often addresses
an unconditional gift or unreturnable gift such as parents' love toward their children. One
of the key aspects of this affect is the higher social and moral status that is accorded by the
owner of such debts to the person who makes the gift. In this context, debts of merit are not
expected to be reciprocated by direct exchange but endure as a sentiment that expresses the
receiver's sense of dependence to the giver.
Here, the monarchy's donations and charities are fundamental to constituting the meaning
of sovereign power in Thailand, not only because the pervasive and systematic propaganda
work involved contributes to the monarchy's ideological domination, but also in its
identification of the monarchy as a source of care. Through this specific means of
representation, the king's infinite giving to the poor, and eventually to the nation, is central
to his sovereign authority. The affective tie between the sovereign and its subject is not
abstract but is felt immediately and intimately, as Khaek's tender and dutiful reaction to the
king's face on the coin suggests.
1 should note that although the politics of representing help and expressing gratitude are
crucial dimensions of the vemacularization of universal health coverage in Thailand, I
would not suggest a simple equation between the ways Thaksin and the monarchy are
implicated in these expressions. Instead, my contention here is that in the process by which
public health care has been recast in the service of the state, distant state entities, such as
Thaksin and the king, come to be known and felt intimately as sources of care. In Thai
public health care, gratitude appears as a dominant expression among the poor who have to
rely on state health provision that is largely presented as a sovereign gift. Feeling gratitude
might not be the only affective consideration entailed in the process of giving and receiving,
yet my argument here is that how and why people hold on to this specific affective tie with
the state agents needs to be examined closely. My main concern is not to determine the
supremacy between two central political figures in contemporary Thai politics, Thaksin and
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the king, although the competition between them casts interesting questions. Rather, my
main focus is grasping the effects of the m o d a h t i e s of giving that they both instantiate.
The pecuHar features of universal health coverage in Thailand indicate that liberal concepts
of social w e l f a r e are not sufficient in understanding this relational dimension of state power.
Free health care has been rendered as a specific expression of moral and political projects
that stem from electoral populism, political paternalism, and 'pastoral' forms of power
(Foucault 1981:235, see also O n g 1999:201). As universal health coverage has b e c o m e a
way in which the state finds legitimacy in p e o p l e ' s lives through giving care, what kind of
reciprocal recasting between the state agents and subjects can be formed? What does it
mean to b e a recipient of the sovereign gift of care? Via one modality of giving configured
as "universal c o v e r a g e , " w e can explore the senses of gratitude and indebtedness to gain
insights into how this uneasy space of care is experienced. H o w is o n e ' s proper
participation in w e l f a r e policy, medical institutions, and the state limited and legitimized in
this promising but not always delivering gift of care? Receiving becomes a serious task
when the recipient's capacity for returning is in question. In the following, I show the
internal dynamics of receiving state aid by focusing on the hospital users' emotional
responses to universal coverage.

Waiting and Silent Frustration
K h a e k ' s j o b w a s a cleaner, but she was also active in guiding people who were not familiar
with the provincial hospital facilities. Khaek remarked, "Sometimes people w h o come from
a remote area have no idea what they have to do. So I tell them where they have to go, and
where they line up to wait." O n e of her cleaning areas was a small open air patio with
toilets just behind a main inpatient building. During the day and night, this place was full of
people w h o s e family m e m b e r s were staying in the ward. It w a s another waiting place for
people w h o look after their inpatient family members. Unlike district hospitals, the
provincial hospital did not allow family m e m b e r s to stay in the ward, so at nights, this place
turned into a c a m p i n g area. Around the provincial hospital, there were several cheap
dormitories that people could stay the night, but people w h o could not pay the room charge
slept on the bench. Sitting together in the patio, Khaek told me, " O n c e , a mother and young
girl f r o m a remote village spent several nights there, because the girl's father was in the
ward. O n e day the y o u n g girl cried, so 1 asked her what happened. She said that her mother

couldn't wake up, so I brought her mother in to the hospital ward. She had come down with
dengue fever and eventually died. Such a pity! After that, I told people to be careful not to
be eaten by mosquitoes and to use mosquito nets when they sleep in that place. And the
hospital also puts a poster about dengue fever over there." When I asked her where she
usually went when she was sick, she told me, "1 usually go to the (private) clinic. Here, 1
have to wait too long. It's better to go to the clinic."
Waiting is the indicative scene of the public hospital. Long waiting times are one of the
common complaints about public hospitals: tertiary hospitals and hospitals in border areas"
are especially notorious for their long waiting times. However, it does not mean that Thai
public hospitals are malfunctioning: in most cases sick people are eventually attended to, no
matter what the problem, and generally people are not sent back without any treatment or
examination. Private clinics and hospitals do not always provide quicker and better service
than public hospitals,^'' yet using a private clinic is often regarded as a marker of class
distinction.
Opposite to the promise of''samsip hat raksa thiik lok" (30 baht to treat every disease), the
joke of "samsip hat thiik khon ja tar (with the 30 baht health scheme everyone will die)
suggests scepticism and indignation toward the state provision of health care. This phrase
was widely used among middle and upper class people to denounce the quality of care that
the universal health coverage schemes offer. Since the 1997 economic crisis, the private
health sector has grown rapidly with the support of the government targeting foreign
patients (Wilson 2011). Along with the growth of globalized medical tourism, the demand
for private health services from the Thai population has greatly increased owing to the
- Public hospitals in remotes areas often suffer from a lack of medical staff: many doctors prefer to work in
urban areas, so many district hospitals in remote areas have to rely on the three-year-mandatory public service
of bonded medical graduates. The bonding policy was begun in 1972 to secure the medical professions
servmg in rural areas and prevent brain drain to the private sector and foreign countries: only medical
graduates who pay USD 16,000 are allowed to opt out of this mandatory service (Walalporn Patcharanarumol
et al. 2011:211). This national policy has greatly contributed to the equal distribution of human resources, yet
doctors usually only continue their practice in the rural district hospitals for a short period of time One of
mam complaints from the remote district hospitals is also related to the inexperience and lack of expertise of
newly-graduated doctors. The shortage of doctors is especially problematic in border areas, bccausc the
allocation of medical staff is determined by the size of the registered Thai population: in border areas, where
the size of uninsured local population is pronounced, small numbers of doctors have to face a heavy
workload.
'
' ' Doctors working m public hospitals can also open their own private clinics or work in the private hospital
as their part-time job. The doctors I met in Chiang Mai, who had worked in the private sector, reported that
heir practice in the public and private hospitals was not much different. Yet, m L y patients believed that the
quality of service in the private hospital was better and quicker.

economic recovery since 2001 (Cha-Aim Pachanee and Suwit Wibuipolprasert 2006).
Public hospitals are not the most attractive destination for middle class Thais or for people
on fixed hours like Khaek, who could not afford to miss work. Because private clinics have
longer opening hours, they offer convenient access. The more important issue posed by the
growing private health sector is that universal coverage has turned out to be a program for
the poor, rather than one alleviating the unequal distribution of health resources between
classes.
In this context, waiting is not a mere complaint, but an embodied social condition of the
poor who receive free health care. On any working day morning, the scene at the provincial
hospital is of an overwhelming crowd of people who are waiting. In the space of the public
hospital, the frustration of waiting and being neglected is ever-present. However, among
the people who had to rely on the public hospitals for necessary care and treatment, it was
often difficult to hear any direct criticism. The strongest criticism I heard from a family
member of a patient was: "This is not a rongpayaban

(hospital). It is a rongkhasat

(slaughter house). He recalled his friend's death of HIV/AIDS in the public hospital: "No
one did anything for him. No one cleaned him at all or took care of him. They just put a
sick person in the ward and wait till the patient dies."
This kind of direct condemnation needs to be explored more with other examples, but in the
hospital, what 1 began to recognize was how patients and their families customized their
conduct to the condition of waiting. Rather than voicing their needs or feeling anger at
being neglected, most patients and their families accepted that the care and treatment they
could get from the hospital always ran up against limits. Within this watchfulness toward
the limits of care, waiting, especially calm waiting is considered as necessary. "Doing
nothing except waiting" (dai tae lor yangdiaw),

the most common description of using the

public hospital, is not only an expression of discontent, but also a principle of navigating
the public hospital. 1 spent much of my time in the hospital just waiting with my informants
in the hallway or in front of the consultation room as we had been told to wait. Most times
people hardly asked the hospital staff how long or why they had to wait. Gradually, 1 also
felt that it was absurd or unthinkable to ask these questions in the busy waiting room
packed with other sick people. Here, the waiting that my interlocutors and 1 readily

accepted was not about a calculable duration of time, but a habitual way of being in the
hospital to receive care.
Based on his long-term ethnographic engagement in poverty and welfare programs in
Argentina, sociologist Javier Auyero argues that indeterminate waiting for receiving
welfare benefits becomes a "daily lesson in political subordination." and through this
"strategy of domination" the urban poor "learn to be patients of the state" (2012:9). His
acute recognition of the banality of waiting as a key character of the interactions between
the poor and the state helps us to understand how "habitual exposure to long delays molds a
particular submissive set of dispositions." Yet, unlike Auyero's emphasis on waiting as a
mode of dominance and submission, I direct my concern to the relations between waiting
and the obligatory circuit of care. We might recall how public health care has been
modified and represented as a form of gift in the Thai political landscape. Although public
waiting in a Thai public hospital commonly involves experiences of the unpredictability
and unreliability of a state administration that makes patient-subjects put up with its
arbitrary commands, what is prominent in this modality of care is a sense of indebtedness.
From the vantage point of giving as an expression of state power, I locate waiting within
the deep trouble of the gift.
In the conclusion of his famous essay on the gift. Marcel Mauss wrote about the link
between the ethos of the gift and emerging welfare states. For Mauss, social insurance and
the state's "desire to look after the individual" (1990[1954]:68) was connected to the
reappearance of public giving: in the heart of the modem notions of social security,
solidarity, and interdependence, here were the old principles of the gift and the obligatory
circuit of giving and receiving. The perils of the gift, on the other hand, touch another
dimension of interdependence associated with unequal power relations. Mary Douglas and
other anthropologists emphasized that there is a danger that a free gift could wound
recipients who cannot reciprocate what they received (Laidlaw 2000; Parry 1989). Similar
to what Auyero observed in the Argentinean welfare office (Auyero 2012:122), people in
the Thai public hospital often explained that the reason they came to these places was not
because they had a right, but because they were in need. For people in need, in contrast to
people who can choose, receiving free care is wounding in a way that it requires the
paradoxical compliance of receiving. Waiting, calm waiting in the hospital, is the starting

line to being a recipient, a subject of care. In the following, I delve into public hospital life
where dealing with receiving the gift and repaying the debt becomes a serious task for
patients and their families.

Kreng Jai, Moments of Uneasy Receiving
Nuwan opened the small sliding window of the nurse station. "Jao," she started her
approach to the nurses inside with a polite northern Thai greeting, "the patient said that the
pain was too much. Could you come over to see him?" Nuwan's younger brother was an
end-stage cancer patient, and at that time his wife and two young daughters were all staying
in the ward together. The girls slept on the veranda with a thick blanket and refused to go to
school because they knew that their father had not much time left. While the other family
members couldn't decide whether it was better to bring the patient back home or stay in the
ward, Nuwan was the only one who tried to further discuss her brother's condition with the
hospital staff "My sister-in-law said that she feels kreng jai, so she couldn't ask questions
to the nurses and doctors. So they asked me to talk to them. If 1 didn't ask anything, they
would just wait for the nurses to come to the patient," Nuwan told me in the Ban Phaet
Hospital corridor. "But don't you feel kreng jail"

1 asked her. "I used to live in England for

twenty years. So my relatives think that I don't act like a Thai anymore," she grinned.
Nuwan is from a family of small-holding farmers. In her early thirties she married a British
man and came back to Chiang Mai after her husband died. When her brother was diagnosed
as having cancer, she began to spend lots of time in several hospitals. The universal health
coverage scheme covers basic cancer treatment including chemotherapy, but both the
provmcial and university hospital refused to offer any surgery or chemotherapy for
Nuwan's brother, owing to the size of the cancer. Her brother, who used to work as a
construction middleman, was only thirty-seven years old. After the diagnosis but no
treatment in the public hospitals, Nuwan brought her brother to a private hospital to ask for
a second opinion. For just a one-day admission and some tests, the hospital bill went over
80,000 baht (AUD 2,670). Nuwan paid the bill, but couldn't afford any more, so they went
back home. When the pain became unbearable, eventually Nuwan's brother came back to
the Ban Phaet Hospital ward where he first had been diagnosed.
Nuwan herself also had received stomach cancer surgery when she was in England. "1 lived
there for more than ten years and paid tax as other people did. So I paid only 50 per cent of
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the treatment cost. But my husband was English, so he did not have to pay anything when
he was sick." "Did you feel krengjay

when you were in the hospital in England?" 1 asked.

"No, not at all. People in England think that they have a right, because they pay tax for that.
But Thai people think that the government hospital provides treatment for free. Some
people don't know that they paid their tax already. Rich people go to private hospitals and
get whatever special ser\'ice they want. But people using public hospitals think that it's free,
so they should be grateful and krengjai.

It's already good to get free care, so people think

that it's better not to ask for more and not to bother the hospital staff 'Just wait for a while,
they are all busy. Nurse will come to us later,' people say, although they have many
questions they want to ask. All of my relatives feel uncomfortable to call on the nurses and
doctors for assistance. So they just wait until 1 ask for them," Nuwan explained to me. "Did
you ask why the university hospital didn't offer any treatment? Your brother is still quite
young," 1 asked. "The doctor just said that he would likely die even if he received
surgery.... I don't have any education, I know how to sell stuff, but don't know anything
about medicine. People only know well about their own job. right? The doctor just said that
he would not survive anyway, so what could we do? The doctor didn't explain anything
more about the patient's condition. When I asked a question, one nurse just scold me, 'Why
do you want to know, for what?' and just went o f f "
What does it mean to feel h-engjai
krengjai

in the public hospital? On the other side of gratitude,

is a common but tricky term that expresses what many people feel about receiving

care from the public hospital. This everyday Thai expression, whose meaning puzzles many
English speakers, has been translated as, "the feeling of embarrassment in the presence of
powerful people" (Van Esterik 2000), "consideration" (Kamol Somvichian 1976), and "an
attitude of self-effacement and humility that aims to avoid disturbing others" (Weisz et al.
1988). To understand this subtle expression, it is important to note that although khwam
krengjai,

a sense of humbleness and politeness, can be used in a broad range of social

contexts in Thailand where consideration must be given to proper manners in hierarchy, the
social relations and knowledge that it is embedded in the expression can differ greatly. Van
Esterik explains with the Thai metaphor kalatesa that one's sense of social appropriateness
IS defined by one's contextual sensitivity to time and space, and knowledge about the
people and situation with which one interacts. Therefore, in this Thai notion of social
positioning, there are no written rules and protocols for proper behaviour, but instead a
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constant reading of social cues "in such delicate juxtaposition that a slight shift in time or
space alters the experience" (Van Esterik 2000:40).
My concern is with how this specific emotion is constituted in the social fabric of the
public hospital. When waiting becomes a temporal condition of being in the hospital, in this
context krengjai

articulates a specific relational mode of navigating social interactions

around care and treatment. As with other social norms, kreng jai is what people intimately
feel, but also are socially obliged to feel at the hospital. What does this specific emotion,
krengjai,

an emotional mixture of embarrassment, humbleness, and masking, tell us about

people's experience of using public health care?
At the moment of imminent death of a young father, the patient's wife and Nuwan told me
that they accepted the situation; this acceptance was not only about the family's
preparedness for the upcoming death, but their lack of power to negotiate with the hospital
staff, as Nuwan explained, through krengjai.

The family could not demand any further care

from the public hospital, although they were desperate to find a way to save the patient. So
they went to the private hospital, a place where they didn't need to feel krengjai,

where

they could directly buy the service of care and treatment, but it went beyond the limit of
what their ordinary rural family could afford. Hierarchical relations between the medical
staff and the patient's family would be largely similar both in private and public hospitals,
but in the public hospital, people's constricted sense is intensified because in this realm of
receiving, people are positioned in the no-choice situation of "taking what one is given
solely and having no voice in the selection or the decision" (Bauman 1998:59). The patient
and family had no choice but to follow the bureaucratically administered process of care
and to accept their positions in the relations of command.
In the public hospital, this specific sense of the inferior social position one occupies
impacts people's conduct at varying moments. Interpreting this reserved and constricted
attitude towards hospital staff as an example of disempowerment of the poor in the public
health care system would not be incorrect, yet it fails to address the subtlety that people
express through krengjai.

This practical sense of social space, rather, is closely related with

what Bourdieu called "knowledge without concepts" (Bourdieu 1984:472). In the hospital,
people are not always directly suppressed or disciplined to act in a certain way, but feeling
krengjai

is anticipated as self-evident. As Bourdieu succinctly summarized, "one's
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relationship to the social world and to one's proper place in it is never more clearly
expressed than in the space and time one feels entitled to take from others" (ibid:474).
When taking from others, receiving care and treatment from the public hospital, slides into
the uncomfortable nexus of entitlement and debt, the desire to have and to know are
counterbalanced by the anxiousness of receiving.
As the care and treatment becomes expensive and long-term, this sentiment appears
intensely. As Nuwan emphasized, how people apprehend the logic of universal coverage
affects one's attitude toward medical staff and feeling toward the hospital space. Discourses
on tax payers' rights were mentioned by some Thai patients and their families, but these
were not a dominant form of understanding. Rather, having a health card, the tangible
evidence of one's association with the system was often suggested as a symbol of one's
rights to health. In the following, 1 draw on examples of how people in obscure positions,
such as ethnic minorities, migrants, people without identification, navigate public health
care, experiencing tensions around indebtedness and the unrequited gift. Their experience
shows that krengjai does not emerge from a cultural disposition of "Thainess," but relates
to the shared anticipation of failed reciprocity.

Unrequited Gift or Bad Debt: the Case of Neonatal Care for Uninsured
Patients
In December 2010, when Lenu, a twenty-year-old woman, came to the Ban Phaet Hospital
neonatal intensive care unit (NICU) for the first time, she brought only two sets of clothes.
Lenu had undergone a caesarean section at the provincial hospital and the day after the
surgery she came to Ban Phaet Hospital to see her baby in the NICU. Her baby was SGA
(small-for-gestational-age) and had symptoms of hypoglycemia. When 1 first met Lenu, she
dragged her feet on the floor with a moan because of fresh stitches, "Where can I feed my
baby?" she asked me direction to the NICU. When Lenu was in the NICU, there were three
other women; Nun, a thirty-six-year-old Shan mother of twins, Pha, a seventeen-year-old
Karen mother of a premature baby, and a Thai mother who had also undergone an
emergency caesarian section.
The four mothers staying in the NICU at that time wore the same blue hospital clothes but
their citizenship and health insurance status were not same. Pha, a Karen mother, and Ying,
a Thai mother, both had Thai citizenship cards. Nun, a Shan mother, had a migrant workers'
74

health card and Lenu, an Akha woman, had no form of written identification. These
mothers' experience of the NICU aptly suggests how krengjai

becomes the key disposition

of their temporal stay in the ward. Neonatal care is one of the most expensive treatments
that Ban Phaet Hospital offers. As we glimpsed in Chapter 1, Ban Pheat Hospital
established the NICU to deal with the chronic scarcity of beds for premaUire babies, and
has since provided neonatal care for every patient, regardless of the patient's insurance and
citizenship status. This ward also provides free shelter and food for the mothers of
premature babies who are staying for breastfeeding and early mother-to-child bonding. At
this juncture, how NICU mothers grasp the meaning of free care for their premature babies
is crucial in understanding the complex realties of public health care in Chiang Mai.
Pha, a seventeen-year-old Karen girl who was covered by universal health coverage, started
to regain her cheerfulness after her baby came out of the incubator. Pha gave a birth to a
baby who weighed 1,008 grams after her third antenatal visit. Pha had married when she
was seventeen and worked with her husband at construction sites as a painter. When 1
talked with other people in the ward, Pha listened to the conversation carefully and asked
me why 1 didn't ask her the same questions. "So, what is the most difficult thing in NICU?"
"Nothing is difficult in here. The hospital gives us three meals, does laundry for us and 1
don't have to work. Also, on the top of a hill it must be super cold now. But, here is OK."
"You've always worried about your husband," 1 replied. At that moment, Pha didn't have
enough money to recharge her cell phone credit, so she had to wait until her husband called
her. "Me and my baby boy are here, but he is not with us, I'm just worried that he may
forget about us." "Are you worried about the hospital bill?" "No, it will be okay. I have a
Thai ID card, so 1 don't have to pay, right? You want to see my card? And the nurses will
help us. We just do what we can do, folding napkins and baby cloths and anything else
nurses ask us to do. That's enough." "So, life in here is quite good?" Pha looked at me
again, "You really don't know anything. It's not our home. Here 1 cannot be comfortable. 1
feel krengjai.

They treat us well, but 1 don't have anything to give to them back. Nurses

here take care of our babies very well. They give us a lot, but, I don't have anything to give
them. While 1 stay here, 1 feel krengjai

all the time." Lenu sitting next to me asked Pha.

"Did you ask to the doctor when you can go home? You made your mind up that you
would ask him today no matter what." Wan answered, "No, 1 can't. It's better to just wait.
Isn't it?"

Pha had many questions about the baby's condition and wanted to know when she could
get back home, but rather she chose to wait. What she insisted that I hadn't understood was
the feehng of being confined in the ward and being solely reliant on others. Her discomfort
did not come from any direct harassment or contestation with the medical staff, but was
engendered mainly from her awkward position in the ward. While she could not understand
much about the procedure and cost of care given to her baby, she had to depend on others
for help. And as Nuwan suggested, being a subject dependent on public provision for basic
needs without the power of negotiating or demanding entrenches a person in a vulnerable
social position. But at least Pha did not need to worry about the treatment cost. Lenu and
Nun had to deal with the more explicit economic obligations of debt, because they didn't
have Thai citizenship and were uninsured.
Lenu was one of the typical long-stay mothers in the NICU, who came from far away from
the city and did not have any place to stay except the ward. She lived around 200
kilometres away from Chiang Mai City, and had obtained prenatal care in a health care
centre near her village. And it was Lenu's first time in Chiang Mai. She was bom in the
border area between Burma and Thailand and had moved around the Akha villages
scattered along the China and Burma borders with her mother until she married. She had
never been outside Fang District after she settled in Thailand. She thought that it would be
impossible to pass the checkpoints at the district boundaries. For the same reason, Lenu's
husband also could not come to the hospital to see his son. The NICU nurses knew that
Lenu was not a Thai citizen, but there was no formal or informal discriminafion regarding
the baby's medical care compared to babies whose parents had a Thai ID card.
The NICU nurses checked the hospital bill of each patient every day, yet they did not
mention hospital costs to the mothers. For example, Lenu's baby was given total parenteral
nutrition (TPN), several antibiotics, and respiratory support: the cost for the first week was
around 24,000 Baht (745 AUD). The total medical expenses for Nun's twins reached over
150,000 Baht (4,655 AUD). The NICU nurses checked the patients' insurance status when
they were admitted, but after the admission they were not concerned about insurance issues
m the treatment process except in the case of referral to a tertiary hospital. According to the
hospital budget structure, uninsured patients should make an out-of-pocket payment, but
most people cannot afford the foil cost of huge expenses for month-long neonatal care.

Nun, a Shan m o t h e r of twins, w a s very concerned about her babies' medical bills, but she
never asked the nurses directly about the m o n e y issue. W h e n one of the twins was ready to
be discharged, a N I C U nurse asked Nun to go to the cashier counter and to pay her bill.
When Nun arrived at the counter, a y o u n g cashier checked her ID card again. Then, Nun
put 1,000 Baht on the table and explained that she d i d n ' t have any more money. The young
cashier behind a glass bar seemed to be unsurprised and consoled Nun with her soft
northern Thai tones that she d i d n ' t have to pay the bill at once. The cashier explained that
after N u n saved s o m e money, she could return to the hospital and pay it later. "So, how
about a month later? Can you c o m e back to the hospital? W h a t ' s your address?" "1 d o n ' t
have an address." " W h a t is your phone n u m b e r ? " Nun stated her phone number, and the
cashier wrote it d o w n on the receipt. " W o u l d you sign here? If you can't write, a
thumbprint signature is okay." The Shan mother signed with her thumbprint at the bottom
of the simple form. The n a m e of the document that Nun had just signed was "a promise of
payback."

Nun looked a bit relieved after the conversation at the cashier counter ended. She came
back to the N I C U , picked up her belongings and babies, and said goodbye to the people.
The last conversation with her and the N I C U staff w a s very brief The nurses were busy
adjusting the setting for a newly admitted baby and Nun didn't have a m o m e n t to thank the
nurses. W h e n w e were waiting for a motorbike taxi at the hospital gate, I asked Nun what
she thought about her unpaid hospital bill. "1 really d o n ' t have m o n e y to pay the bill. It's
huge. But, if I can, 1 want to pay some of it. Even if 1 d o n ' t come back to the hospital, I
d o n ' t think that hospital would chase us. But, as much as I can, I want to reUim this money.
Nurses in the N I C U treat us very well, and now I know that being a nurse is not an easy job.
They also work hard. If I have m o n e y , I'll repay."
It was also notable that the hospital cashier d i d n ' t make any negative comments to Nun.
When I returned to the cashier and asked what she thought about the mother f r o m the N I C U ,
she replied, "It has been quite c o m m o n since w e ' v e had the N I C U . As you see, the cost of
treatment at the N I C U is really expensive. People who d o n ' t have a card, most of them are
migrants and hill tribes. They are poor people. I never see anyone w h o really pays back
their w h o l e bill, but a n y w a y , w e cannot do anything to them. W e cannot ask them to pay it
all like private hospitals do. G o v e r n m e n t hospitals are not like private hospitals." Soon after

that, I had a chance to talk with the administrator who worked on budget management. The
middle aged female administrator explained;
Yes, it will become our hospital debt. W e report our expenses to the N H S O
(National Health Security Office), but I ' m not sure how much we can get. It's not
really easy to track which money goes where. Unpaid expenses that come from the
N I C U , IPD (Inpatient Department) and O P D (Outpatient Department) are quite
large, so now I need to think about how I can recover this. Sometimes people return
the money to the hospital, but only 30 per cent. Some hospitals send a letter to the
indebted people to ask for repayment, but we haven't done that kind of thing for a
long time. Our hospital director doesn't want to pressure the people who owe the
hospital. Anyway, our hospital is not really rich, but we are still okay. W e can
manage these things.
The mystery around the hospital bill allows us to appreciate how ideas about the cost of
care take form in this context. Nun owed money to the hospital and she made a contract
with the hospital for repayment in a formal way. However, in fact the contract did not lay
out any substantial legal obligation. Ban Phaet Hospital did not keep personal debt
information longer than a year, but only calculated the total sum o f unpaid expenses. The
most interesting aspect of this kind of hospital debt was that the hospital did not have any
strong will to collect the debt. When Nun's babies were admitted, there was no one who
acmally talked about the price of care in the N I C U . Only on the discharge day did the
cashier let her know the expense and offered the generous deal o f repayment without any
interest. The nurses and doctors hardly mentioned the treatment cost to the patients, and
when the patients were sent to the cashier before discharge, administrative staff also
allowed the patient to leave without making payment or made a loose arrangement for
delayed payment.
Inside the hospital, the unpaid expense of care is not an individualized debt, but is
subsumed as a part of the moral obligations o f the hospital to the local community. While
the ideal o f universal health coverage confirms the rights to health, at the level o f the local
hospital the web of moral obligations blurs the distinction between citizens and noncitizens. Based on the Health Security Act and the national policies for health budget
allocation, it could be a legitimate action to exclude non-citizens or non-beneficiaries from
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the public health care system. However, when the debts of uninsured people are not
expected to be paid and care is regarded as something that the hospital is obligated to give,
the boundary between inclusion and exclusion starts to be shifted. The imagined moral
obligation of the state is the main factor that, as was discussed in Chapter 1, strengthens the
mclusive aspects of public health in this context.
However, from Nun's perspective, the benevolence of the hospital or the state was still
uncertain and obscure. She had spent a lot of time in the NICU estimating her bills and
measuring the right return. It was difficult to say how much Nun could afford to pay: 1,000
baht (31 ADD) could be too little considering her long stay in the hospital, yet it was still a
great burden on a poor migrant family like hers. All 1 knew was that Nun wanted to pay a
reasonable proportion of her bill before she left, even though she couldn't pay all of it.
After Nun left, Lenu also kept 1,000 baht in preparation for her baby's upcoming discharge.
Nun and Lenu did not discuss explicitly how much money would be appropriate for the
payment, however, after Nun left, Lenu also believed that 1,000 baht should be acceptable.
The more curious part of Nun's story was that this was not her first debt to a hospital. A
month after her twins' discharge, I visited her house in Fang District, 200 kilometres away
from Chiang Mai City. Nun lived in a wooden hut next to a small orange tree patch. She
had come to Thailand ten years ago and started to work at a big orange farm. When I called
Nun to find the way to her house, her nephew who had just come to Thailand from Shan
State in Burma was waiting for me in front of a bamboo bridge over a shallow creek. After
I had dinner with the family, I could see her husband's picture on the wall and I realized
why he couldn't come to the hospital to see his newly bom son. One of his legs was
amputated. Ten years ago. Nun's husband had a motorbike accident and he had undergone
surgery in the Chiang Mai University Hospital. 1 remarked, "You must have spent a formne
after his accident." "Yes," Nun replied, "but not at the hospital. They asked us pay back
later, but after we came back to home, we couldn't return the money to the hospital. At that
time, we didn't have a cell phone, so the hospital couldn't contact us. It was not like now."
I wondered why she had worried about the hospital bill so much in the NICU, although she
already had had the experience of receiving charity care. "It will be okay, I guess. They will
not report me to the police or do something to us. But, I'm krengjai
pay only just a part, I want to repay."

to them. Even if I can

Here, the feeling o n r e n g j a i had travelled far away to home and somehow lasted in the life
of this migrant family. Nun knew through her previous experience that the hospital debt
eventually could be waived, yet the sense of imbalance was lingering. I was quite struck by
Nun's concern that although the situation seemed to allow her to behave opportunistically
and to simply forget about the debt, she had rather pondered about her unbalanced
relationship with the hospital. There was a desire of the recipient to return something, to
recalibrate the imbalance, but in current Nun's economic situation it was just impossible.
Lenu, another mother who stayed in the NICU for two months also shared a similar
sentiment to that expressed by Nun. Lenu, who was bom in an Akha village on the ThaiBumia border had lived in Thailand her whole life, but did not have any identification
papers. When I was sitting in an ophthalmic clinic in the provincial hospital with Lenu,
waiting for her baby's eye test results, she was overwhelmed by the crowd in the hospital.
During the long waiting time in the queue, Lenu started to talk about her neighbour, "In my
village, there was a boy who had to stay in the hospital for a long time like my baby. He
was very small, and had to have brain surgery. The boy's mother said that she had to pay
100,000 Baht (3,110 AUD) at that time. It's 100,000 Baht. Have you ever seen 100,000
Baht? I don't know what it does look like! You know what happened? When the mother
heard about this, she just handed over her baby to the doctor. And she said that 'Doctor,
you save this baby, and this baby is the only thing I have, so I'll give him to you. 1 don't
have money, but 1 can give my baby to you.' Then, the doctor let her go home." "What
happened later?" "The baby was not in good shape. He seemed a bit crazy and couldn't
even speak until he reached four." "So, the mother brought him back to the hospital?" "No,
she never went back to Chiang Mai again." "Why? The hospital might help him again," 1
asked her.
Then, Lenu just changed the subject of the conversation, "I think that the government
should help people like us. I cannot save my baby by myself Although I don't have a Thai
ID card, the hospital should help us, right?" I replied, "So are you quite sure that you don't
have to pay back the NICU?" Lenu stretched her hands pretending that she handed over
something to me. "[If the hospital asked me to pay], in that case, I should give my baby."
She and I laughed together. Lenu straightened her face and told me, "I feel krengjai

so

much because I don't have anything to give them. It's very sad. Why don't I have a Thai ID

card? My mom was so busy earning money so when I was young, she couldn't think about
this stuff. 1 hope that my baby can have a card."
For people like Nun and Lenu whose citizenship status was uncertain, receiving free care is
shaped in the process of their encounters with the hospital into ambivalent debt relations. In
many cases, the debt has transformed into a gift—in Lenu's story, the gift of saving a
young life—but one based on patients' fragile dependence on the public hospital and on the
sympathy of the hospital staff Caring and treatment for new human life was generously
offered to them, but the very partition that separates them from the realm of political
community was still palpable. As recipients of public health care, their treatment indicated
the presence of larger social totalities, especially the government, responsible for their
requirements, yet without a sympathetic mediation, their position in the political
community would still be obscure. To put it differently, the obligation of the government to
care is given as a reason for the free care they received, but as Lenu lamented, without the
proof of Thai citizenship, their reliance on the state is contingent and ensnared in the perils
of the free gift. At this contingent verge of exclusion and inclusion. Nun and Lenu were
grateful and krengjai

at the same time.

Interdependence, Freedom, and Living with Dignity
1 do not want to create the impression that all public hospital users in Thailand were
submissive and disempowered. Nor I do wish to claim that public health care in Thailand
has made a "welfare dependent" population. In the short history of welfare in Thailand, the
general welfare structure is not comprehensive enough to provide a wide range of social
welfare benefits; universal health coverage has been just a start in a major expansion of
public spending on welfare along with other schemes for basic education." What must be
explained in the practical implication of universal health coverage in Thailand is how it has
unfolded as an obligatory circuit of care.

Public spending in Thailand from 1982 to 2007 has been increased to redress growing inequality, yet its
distributional effects in the national scale are not always pro-poor. Ponlapat Buracom (2011) reports that
public spending on health services is still primarily pro-rich, because major expenditure is concentrated on
secondary and tertiary facilities, which arc located in urban areas which can favour higher-income classes.
Yet in terms of service utilization and financial protection, universal health coverage has become beneficial
to the poor (Chutima Suraratdecha et al. 2005; Supon Limwattananon et al. 2012).

Two strands to the overall logic of the vemacularization of universal health care may
therefore be identified. Firstly, hospital users' popular understanding of universal health
coverage reveals that giving care is a prominent manifestation of the legitimacy of power in
the contemporary Thai political landscape. The intimate connection between the personal
virtue of political authorities and the power of giving is a crucial feature of localizing social
welfare in Thailand. The charitable state is a long lasting foundation of political authority in
Thailand (see also Thak 2007), yet there is more than paternalism at stake. In the midst of
the globalized marketization of health care, the state's promising but obscure gift of care
masks structural inequality and entails tensions around the contingency of care from the
state.
Secondly, this specific mode of governing constitutes a particular type of subject. Patient
waiting is a basic condition of receiving public health care. Frustration and condemnation
toward the failure to deliver adequate care are an important part of the reality of universal
health coverage in Thailand. Yet, the deeper but silent contention resides in "patience"
itself At the slippery slope of entitlement and dependence, krengjai,

an affective

disposition of waiting and hesitance, reflects recipients' subordinate position within
asymmetrical power relations. For the uninsured population without formal entitlements,
who represent a significant proportion of recipients of universal health coverage, the
tensions between the gift and debt become intense.
And in this sphere of giving and receiving care, multiple sets of desire and demur intersect.
On the one hand, there is gratitude toward the provision of care; on the other, there is deep
frustration at being a "patient" subject who is required to wait. People hope for the good
intent of the medical staff and social protection from the state, while they also wish to have
freedom to choose and an economic ability to buy private health care. Social bonds through
giving and receiving care are carefully managed and appreciated in the public hospital, but
at the same time this signals one's lack of power to set oneself free from the web of
obligation. Free care comes with the constriction of freedom.

As to this tension, we might recall Bourdieu's emphasis on the connection between gifts
and dominance. The agony of people who cannot join the market transaction of care and
have to rely on state aid is an experience similar to "the gentle, invisible fomi of violence,
which IS never recognized as such, and is not so much undergone as chosen, the violence of
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credit, confidence, obligation, personal loyalty, hospitality, gifts, gratitude, piety" that
Bourdieu (1977:192) pointed out as the main feature of the pre-capitalist economy. Patients'
shouldering of the burden of being a recipient might be explained as a symptom of the
consensual dimension of symbolic violence and intimate connections between care and
repression. Yet, the framework of violence cannot illuminate the moral autonomy displayed
by those in a dependent situation (See also Han 2012). Although krengjai

reflects a

constraint on one's actions, there is a moment that this subtle hesitance and deference
reflects less the suppression of one's agency than the pursuit of dignity in a dependent
situation.
As Ye, a Thai man in his thirties who came from a remote rural village and had been
sleeping in the hospital corridor for three days waiting for his wife's recovery, told me:
"The government has helped us a lot, because we are poor. I feel krengjai

to the hospital,

because I have nothing in return." Here, the sense of shame at being poor might be greater
than that of entitlement. Yet, what he didn't directly tell me or the hospital staff was that
although he had no place to sleep with his young son except the cement floor while he took
care of his wife in the ward, he tried to act as a respectable and considerate person who was
not an unnecessary burden on others. And this silent consideration and humility was not
only based on alienation, but also on his own effort to make his commitment to the field of
care. "In the hospital, we should help each other, right? The nurse and doctor help us, and
we also help them, right?" It was how many NICU mothers also justified their long stays in
the hospital.
Indeed, the danger of being indebted did not arise solely from the fear of violent retaliation
or alienation. Rather, people's desire of returning what was given was a way of living with
dignity. Yi, a young father and Shan migrant, uninsured but with temporary resident status
in Thailand, often slept on one side of the small hospital bed next to his three-year-old son.
When he came to the ward after his work at the construction site, his shirt was covered with
white plaster dust: working almost every day and coming to the hospital to check his son
and wife, his skinny shoulders drooped with tiredness. When he told me that he paid back
13,000 baht (around 430 AUD) to the hospital, I wondered why he did it. Yi clearly knew
that he could remain indebted and there would be no direct consequence to him or his son
from his past experience of hospital debt. But he was willing to pay back as much as he

could. As a close friend of his family, I knew how hard it was for him to save 13,000 baht
at that time. When I asked him why he didn't just ignore the bill, he told me, "1 was not
taught to live like that. If I had money, 1 should return it to them. I don't want to be
indebted." Yi couldn't clear all of his hospital debts, but he did his best at that time. This
silent determination, Yi's own commitment in this obligatory circuit of care, was steeped in
his

krengjai.

On the edge of dependence and autonomy, freedom and obligation, Yi's everyday morality,
his effort to achieve as much mutuality as possible, lays bare other dimensions of
humbleness, self-respect, and living-with-dignity within interdependence. Yi would never
achieve an equal position by balancing out his debt, but this failed reciprocity would not
foreclose his responsiveness to the entanglement of care relations around him. In multiple
scales of care giving, it is impossible for anyone to achieve like-for-like reciprocity (Leach
1982:150-152). No one can pay back the gift of care for life. And multiple sources of care
create heterogeneous and multi-directional relations—domination, repression, legitimate
authority, personal bonds, and the many other forms of sociality. Then, in this complex
entanglement, giving and receiving care might be the groundwork for an "open-ended
agreement in which each party commits itself to maintain the life of the other" (Graeber
2001; 162). The gift of care is not always an explicit form of empowerment or domination,
and so it still can signal a collective undertaking of responsibility and mutuality.

Chapter 3. The Work of Inscription: Antenatal Care for Shan Migrant
Women

An Ordinary Birth
On 1 August 2010, Yi and P h e m , a y o u n g Shan couple, aged twenty-four and twenty,
invited m e to their n e p h e w ' s first m o n t h celebration. A f t e r the b a t h i n g ritual for the S h a n
b a b y to w i s h h i m g o o d health a n d w e l l b e i n g , f a m i l y m e m b e r s and guests tied a w h i t e string
around the b a b y ' s wrist with w o r d s of blessing and gifts of small banknotes.^^ Cotton
threads b o u n d the b a b y ' s y o u n g fickle souls to his b o d y and c o n n e c t e d the b a b y to his
f a m i l y m e m b e r s a n d n e i g h b o u r s . ^ ^ Y i ' s m o t h e r , in h e r l a t e f i f t i e s , h a d r e c e n t l y r e g a i n e d h e r
health, and Y i ' s 2 1 - m o n t h - o l d son had fully recovered f r o m p n e u m o n i a after a w e e k l o n g
h o s p i t a l i z a t i o n , s o it w a s a h a p p y m o m e n t f o r t h e w h o l e f a m i l y . Y i ' s y o u n g b r o t h e r s a n d
sisters, e l e m e n t a r y s c h o o l children, took m y h a n d s a n d a s k e d m e to take pictures o f t h e m
w i t h t h e b a b y . S o o n a f t e r w a r d s S h a n - s t y l e b e a n c u r d n o o d l e s w e r e s e r v e d to t h e g u e s t s , a n d
Yi and other y o u n g m a l e relatives started to drink beer, c a t c h i n g u p on e a c h o t h e r ' s recent
n e w s . Y i h a d s t a r t e d t o w o r k at t h e s a m e c o n s t r u c t i o n s i t e a s h i s e l d e s t b r o t h e r , a n d t h e
conversation topic c h a n g e d to the n e w l y introduced t e m p o r a r y passport for M y a n m a r
nationals.

On that day, a Shan spirit doctor, who had also worked as a construction worker in Chiang Mai for a decade,
joined and organized a bathing ritual for the baby. The spiritual doctor cut the baby's hair with a razor and
prepared bathing water mixed with herbs and white frangipani flowers. The baby's mother put her gold
necklace and coins into the water, and the spirit doctor breathed into the water and softly chanted a khatha
(spell). After the water for the bathing ritual was prepared, the spirit doctor, and, beginning with eldest, close
family members splashed water on the baby one by one wishing the baby good health and wellbeing. After
the bathing ritual had ended, the mother and the grandmother cut the baby's finger and toe nails and kept the
nails to make a necklace using a strip of the mother's skirt for the purpose of protecting the baby from evil
spirits and bad luck. The first month celebration for a newborn baby is often called ap duean: this ritual is not
only for the social recognition of a newborn baby, but also signals the end of the mother's one-month
postpartum practice. For changing patterns of childbirth and postpartum practices in Thailand, see Hanks
(1963), Poulsen (2007), Rice and Manderson (1996), Sansnee Jirojwong (1996), Symonds (1996), Townsend
and Rice (1996), and Whittakcr (2000).
" Calling and securing the souls, su khwan or riak khwan, is a common ccremony for wellbeing: it is also
held to mark the significant occasions of one's life cycle such as birth, pregnancy, ordination, and moving out
or in to the community. For Shan notions of khwan, see Eberhardt (2006:44), and for general Thai notions see
Hanks (1963) and Whittaker (2000).

Yi's family members had moved from Shan State in Burma to Thailand at different times
over the last decade and had various types of residency status, Y i ' s mother, the baby's
grandmother, was an undocumented or "illegal" migrant; Y i ' s eldest brother had a
"Highlander Card." a special identification given to ethnic minorities who do not have Thai
citizenship; Y i himself and Yi's brother-in-law, the baby's father, had a "Ten Year Card,"
another special form of identification for stateless people; and Y i ' s sister, the baby's mother,
had a working permit as a documented migrant worker. I wondered: what would this onemonth-old baby's own identity be? What kind o f citizenship status would be given to him
and the other young children in this family?
Yi's answer was clear and simple: the baby had a chance to become a Thai, not because he
was bom in Thailand, but because he had a birth certificate from the hospital. At that point,
Yi's sister showed me a folder of documents concerning her son. A n antenatal logbook, a
hospital card for the baby, the baby's first picture given by the hospital as a present, and a
birth registration document from the district office were neatly packed in the plastic folder.
The mother had collected them during her pregnancy and childbirth. How was this set of
documents produced? To what extent could these documents assure this baby's belonging
and membership of the Thai state? I f citizenship and nationality is something given at birth,
what exactly is given at birth for people on the margins of the state?
This chapter grapples with the ambiguity, confusion, and hope surrounding the ordinary
birth of a child. The situation of this newly bom baby in a Shan migrant family illustrates
the link between human life and sovereignty. Whereas one can become a subject of the
sovereign or a member of the nation by birth, "the continuity between man and citizen,
nativity and nationality," what Agamben calls the "orginary fiction o f m o d e m sovereignty"
(Agamben 1998:128), breaks down in the case o f undocumented migrants, temporary
residents, stateless people, and refugees. Rather than framing the uncertainty and insecurity
that Yi's family had gone through as an example of bare life, I focus on the political stakes
of giving birth to a (non)citizen and of the gestures made in recognition o f this birth.
Several anthropological investigations on multiple forms o f sovereignty suggest that a
theory of bare life can be inadequate to address emerging associations that destabilize the
rules of inclusion and exclusion and particular historical conversion between power and life
(Farquhar and Zhang 2005; Humphrey 2004; Langford 2009; Singh 2012). At the start of

new human life, m y main focus is not on iiow one can be violently stripped of his or her
own political being, but rather the inverse question o f how one who starts from the realm o f
the exception elicits care and slips into the realm of the political.
Y i ' s family showed me two ways o f binding on that day. The white cotton thread for the
first-month initiation ritual signifies the baby's inclusion in the basic social relations of
family, kinship, and local community. This ritual brings a newly born baby into the
domestic and social world o f nurturance and affection. The other binding to emerge is that
between personal and documentary forms of life: everyday human existence is also
attached to a paper life in the sphere o f bureaucratic state administration (Asad 2004; Hull
2012a; Jacob 2007). This binding o f the personal to the bureaucratic matters particularly to
ambiguous political subjects whose belonging to nation-states is partial and uncertain
(Kelly 2006; Navaro-Yashin 2007; Reeves 2013). What kinds of becoming, incorporation,
and aspirations are embedded and actualized in the documents accumulated during the
passage into life? What is at stake to be a written subject?

A m o n g the numerous places that produce and utilize bureaucratic documentation, the
antenatal clinic in Ban Phaet Hospital allows us to observe the very beginning of human
life as well as o f documented paper life. Focusing on the routine procedures o f antenatal
care, I explore the interactions and tensions between Shan migrant mothers and the
biopolitical state. I suggest that the inscription of life within the order of nation-states is not
simply a product o f control and subjectivation, but o f concerted demotic practice. Mutual
involvement between mothers and nurses to record and to document pregnancy and
childbirth shows how such accumulated interactions materialize identification documents.
The documented presence that trails the medical procedures of unborn and newly b o m
babies does not simply dissolve in the archives o f bureaucratic indifference (Herzfeld 1992);
rather, this administrative practice is re-enchanted and its products appropriated in ways
that can secure the enactment o f care. Finally, given the struggles of migrant mothers to
make their children's birth legible, I ask how we can rethink the locus of political
subjectivization.

The Uncountable: Shan Migrants in Chiang Mai
The strong presence of Shan communities in northern Thailand is not a new phenomenon
(Eberhardt 2006; Tannenbaum 1995), yet in the last two decades deepening economic
malaise and political suppression in Shan State, Burma and labor shortages in the lowskilled sector in Thailand have impelled the massive migration of Shan people. The
difficult living and working conditions experienced by Shan and other migrants from
Burma in Thailand have been addressed with a special focus on labour exploitation,
exclusion from health care and social welfare services, and harassment and abuse from
employers, the police, and border patrols.^® Undoubtedly illegal or undocumented migrants
are more vulnerable to routine violations of basic rights and the immediate threat of
deportation. In 2009, there were 1,078,767 Myanmar national migrants registered with the
Office of Foreign Workers Administration, Ministry of Labour (Huguet and
Chamratrithirong 2011:12). Estimates of the number of undocumented or illegal migrants
can vary widely due to the difficulty of counting the number of migrants w h o are not of
working age, such as children and the elderly, and temporary residents who have
ambiguous legal status.
Within the landscape of Chiang Mai, it is problematic to consider migrant status as a
coherent and normative state—something neatly defined by legal terms and procedures that
undergird a self-evident set of entitlements. As the complex migration history of Yi's
family members showed us, administrative and legal ambiguity characterises the
contemporary regime of authorized migration. Before I discuss the issues of reproduction
of Shan migrant women, I briefly explain the development of documentation practices for
non-Thai populations in Thailand. The convoluted system for the documentation of
migrants shows how the practices of legibility and control of the migrant population have
been carried out by the Thai state. The attempts to sort out non-citizen subjects in the
sovereign territory have resulted in a proliferation of identity documents. Yet, as the
anthropological discussions about 'documented lives' suggest, the state's writing practices
' ' There are several publications dealing with Buniiese migrants' experience of labour exploitation (Arnold
and Hewison 2005; Farrely 2012) and health and reproduction risks (Belton 2005; Leiter et al. 2006). Several
NGO reports also provide vivid and direct descriptions of migrant life, see H u m a n Rights Watch (2010);
Migrant Assistance Programme Foundation (2010); for migrant w o m e n ' s experience of border crossing and
violence see Pollock and Somwong (2001). A m p o m Jirattikom's (2008) work provides a detailed description
of Shan migrant communities in Chiang Mai and their active involvement m media production and

do not o n l y m a k e p e o p l e m o r e legible and g o v e r n a b l e , but also create s p a c e s of uncertainty
and i n d e t e r m i n a c y in w h i c h p e o p l e n e g o t i a t e a n d m a n i p u l a t e the g a p b e t w e e n their p h y s i c a l
and d o c u m e n t e d self ( K e l l y 2 0 0 6 ; R e e v e s 2 0 1 3 ; T o r p e y 2000).
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Figure 1

Different forms of identification for non-Thai citizens

The Pinl< Card on the left hand side is the "Identification for People who do not have Thai
Nationality—for groups of highlanders but not for hill tribes." This card was issued for political refugees
from Burma who arrived in Thailand before 1976; Mon, Karenni, Taiyai, Lawa Burman, Laotian, and
other ethnic groups were allowed to be temporary residents in particular border areas. The White Card
on the right hand side is a copy of a house registration: this is not an official identification card, as
registered in the Ministry of Interior's official handbook, but this document is photo-copied in a similar
size to that of an official card and covered with plastic to mimic the formal style. My informant
explained to me that this card also has the same value as an ID card In the local area.

In the e v o l v e m e n t o f m i g r a n t policies in T h a i l a n d , t w o aspects are crucial to the social and
legal c o n s t i t u t i o n of n o n - T h a i o t h e r s including ethnic m i n o r i t i e s and migrants. First of all,
there h a v e b e e n m a n y d i f f e r e n t types of non-citizens, w h i c h h a v e blurred the lines b e t w e e n
r e f u g e e s a n d m i g r a n t s , political and e c o n o m i c factors, and f o r c e d and voluntary migration.
Since 1965, e i g h t e e n or m o r e identification cards with d i f f e r e n t titles, colours, issuing
places, a u t h o r i z i n g b o d i e s , a n d expiry c o n d i t i o n s h a v e b e e n issued for n o n - T h a i nationals

and stateless people in Thailand.^' This c o m p l e x identification s y s t e m started with a formal
classification process of hill tribes in the late 1950s, and then a b s o r b e d r e f u g e e s f r o m
neighboring countries in the late 1960s and 70s ( K e y e s 2 0 0 2 ; T o y o t a 2 0 0 5 ) . S i n c e then
various special types of ID cards h a v e b e c o m e a legal v e h i c l e that facilitates the long-term
stay of n u m e r o u s people w h o cross the b o r d e r w i t h o u t p r o p e r d o c u m e n t s . V a r i o u s
g o v e r n m e n t units such as the Border Patrol Police, the military, the M i n i s t r y of the Interior,
local administration departments, and village h e a d s h a v e b e e n i n v o l v e d in this c o m p l e x
system and the w o r k i n g m e c h a n i s m is largely u n p r e d i c t a b l e and arbitrary ( P i n k a e w
Laugaramsri 2007).
Secondly, the poorly planned and inconsistent d o c u m e n t a t i o n p r o c e s s p l a y s a significant
role in producing u n d o c u m e n t e d migrants. Since 1992, the T h a i g o v e r n m e n t has formally
allowed temporary residency for those m i g r a n t s w h o e n t e r e d Thai soil " i l l e g a l l y " and
issued w o r k permits for a two-year period ( M i g r a n t A s s i s t a n c e P r o g r a m m e F o u n d a t i o n
2012). Although migrant w o r k e r s ' registered and d o c u m e n t e d t h r o u g h this y e a r l y amnesty
p r o g r a m , f r o m the eye of the law, their status still r e m a i n e d " i l l e g a l " b e c a u s e of their illegal
entry (Hall 2011:18). At the end of each t w o - y e a r p e r i o d , both d e p o r t a t i o n a n d r e n e w a l of
w o r k i n g permits regularly occurred. In 2007, nationality v e r i f i c a t i o n a n d enlisting for a
temporary passport w a s initiated: m a n y Shan m i g r a n t s e x p e c t e d that the p a s s p o r t would
ensure their stay in the long-run and w o u l d give t h e m the f r e e d o m to travel in Thailand. By
September 2013 around 1.7 million migrants f r o m B u r m a e v e n t u a l l y h a d g a i n e d temporary
passports, but these temporary passports warranted only f o u r - y e a r w o r k i n g visas. ^^ By the
end of 2013, about 4 0 0 , 0 0 0 of the total registered m i g r a n t s f r o m B u r m a w e r e already facing
the end of their w o r k i n g v i s a s . ' ' For m o s t of them, it w a s e c o n o m i c a l l y u n f e a s i b l e to return

The Thai Ministry of Interior published the "Handbook of Status Identification for Persons Living in
Upland Areas" to assist government officials in categorizing and registering the status of non-Thai citizens.
This handbook contains seventeen different kinds of identification, but I suspect that there are more cards
with different names and forms that are not mentioned in this book that have been used in local areas. See also
Pinkaew Laugaramsri (2007) and Toyota (2005).
The Irrawaddy (2013/09/02) reported this figure, based on a source from the Myanmar Embassy in
Bangkok.
^
" There are several news reports on the working visa crisis concerning migrants from Burma and
(mTsToV/m?"'^

(2013/08/16, 2013/08/25), the Irrawaddy

to Burma and to c o m e back with a renewed v i s a . " Formally documented, legal migrants
are on the verge of b e c o m i n g illegal and undocumented aliens.
Within these interlaying legislations, m a n y Shan people in Thailand oscillate between
documented and u n d o c u m e n t e d status. There are several scams for making ID cards and
passports, and m a n y creative w a y s of m o d i f y i n g and mimicking ID cards for everyday use
(see Figure 1). Holding a documented identification is a temporal condition that does not
guarantee a fixed legal status, but denotes "legal-illegal entanglements" (Reeves 2013:511)
through which migrants need to navigate. Within this indeterminacy of legal status, what is
efficacious is not only formal working permits and passports, but also any sorts of
identification d o c u m e n t s that can have legibility effects. Being totally illegible to the gaze
of the state is not the most desirable staUis of being for m a n y migrants. Rather, as the
anthropology of the state has informed us, the state is rendered as an object of both fear and
attachment (Aretxaga 2003; Das and Poole 2004); this subjective dynamic of intimacy and
distance is also well-reflected in the Shan migrants' desire to have identification documents.
Shan people not only strategically avoid encounters with state agents w h o can abruptly
exercise their powers to arrest, detain, and deport them, but they also try to keep certain
connections with state agents through quasi-identity documents that m a k e them
recognizable.

To think through this specific attachment between migrants and the state, migrant w o m e n ' s
experience of giving birth to and raising a child opens a new field of inquiry. Within the
current legal f r a m e w o r k , which regards the "adult migrant worker" as the only legitimate
subject of authorized migration, Thailand does not have any formal identification systems
for migrant c h i l d r e n . " In this context, rather than letting their children remain in the

" In order to finalize the nationality verification process and obtain temporary passports and working
visas, people had to spend large a m o u n t s of m o n e y . The cost varies f r o m agency to agency, but m a n y
Shan people I met reported that they had to pay u p w a r d s f r o m 7,000 baht. The M A P Foundation also
reported that s o m e migrant workers had to repay their employers between 15.000 baht to 30,000 baht for
their passports, w o r k i n g permits, and health insurances (Migrant Assistance P r o g r a m m e Foundation
2012:4). C o n s i d e r i n g the lower w a g e s that migrant workers earn, the extra travelling costs and visa fees
for the visa renewal are a great burden to them.
" In 2004, a h o u s e h o l d registration for migrant workers was introduced without a fee, so migrants and
their families could h a v e a t e m p o r a r y identification (Tor Ror 38/1): at that time 1.28 million migrants
registered and 93,082 of those w e r e under age fifteen (Huguet and Chamratrithirong 2011:11). In the
current registration system that requires migrants to be documented before their arrival in Thailand,
children w h o migrated with their parents or w e r e born m Thailand are not given any fornial
identification.

shadows, Shan parents actively gather papers related to the evidence o f birth that can make
their children legible. Some of them hope that their children might have a chance to be a
Thai citizen through their proof of birth in Thailand.^'* Some o f them do not share this kind
of dream, but they still want to have whatever documents they can obtain on their children.

What is distinctive in these Shan women's practices is that it illuminates founding acts of
binding oneself to a certain sociality, collectivity, and the state. As several anthropological
explorations of migrant reproduction and health suggest, the politics o f illegality and
deportability have perpetuated injustice and negated migrants" basic rights (Castaneda 2008;
De Genova 2002; Holmes 2013; Willen 2005, 2012); being too afraid to access the hospital
or being terrified to simply walk around the street without papers is nothing but a very
accurate description of the global condition of migrants' lives. However, while
acknowledging the analytic strength of these discussions about the embodiment of fear,
anxiety, and undeservingness, I argue further that there are everyday forms o f
determination that cannot be discerned within the framework o f abandonment and
exclusion. Shan migrant women's experiences invite us to the confluent zone o f "force and
intimacy" (Aretxaga 2003:407) that requires them to master not only the art of not being
governed (Scott 2009), but also the art of being governed, through careful adaptations and
engagements that facilitate their partial incorporation into state structures and stretch out
the realm of the political.

Antenatal Care for All
Maternal and child health is one of the prominent areas that demonstrate the effectiveness
of the Thai public health care system. Due to the introduction of equal distribution of
primary health care, the infant mortality rate decreased from 58 per 1000 live births in 1980
to 6.5 in 2012 (Gruber et al. 2012). Also, the coverage of antenatal and delivery care by a
skilled health worker increased to around 97 per cent by 2006 (Supon Limwattananon et al.
2010). In terms of the migrant population, from 2004 to 2006, around 33,300 new births

Thaj^^and follows the jus sanguinis citizenship model (law o f the blood, birth from citizen parents).
According to the Nationality Act, a person b o m within the Thai K i n g d o m o f alien parents does not acquire
Thai nationality i f at the time o f his birth, his lawful father or his father w h o did not marry his mother, or his
mother was: (1) a person having been given leniency for temporary residence in the K i n g d o m as a special

^'sThVh n'^T
Z l t l

h IH

f

P ! ™ ' " ^ ' ' ^ ' ^ y temporarily in the K i n g d o m ; (3) a person having entered and
®

""u^T

. m m i g r a t i o n law. There have been several eases

re^ h.H '
fift
r ' r "
Thai citizenship when they
reached age fifteen. Such a result requires a careful management o f birth and house registration documents.

were reported to the Ministry o f Public Health'^ and over 90 per cent of them were
deHvered by heahh personnel within public heahh facihties (Samrit Srithamrongsawat et al.
2010:43).
At a time of major changes in migrant policies, the fertility of migrant women was
addressed as an alarmmg problem. In 2004, Vice Minister Pira Manathas of the Ministry of
Labour made a statement that pregnant migrant women would be deported in order to
"reduce the problem o f stateless children in Thailand" (Bangkok Post 2004/12/15). In June
2012, the Ministry o f Labour introduced a plan to force pregnant migrant women to leave
Thailand and to allow them to return after childbirth; ironically this plan was proposed to
eliminate human trafficking, and faced strong opposition from migrant workers' groups and
human rights NGOs.'^ Although there has been a rise in the levels of hostility to migrants
in general and the reproductive fertility o f migrants in particular, I did not have a chance to
verify the impacts o f this newly proposed plan at the district hospital level. During my
fieldwork, I observed several health screenings for Shan migrants in Ban Phaet Hospital
and several other district hospitals, but I did not encounter any cases of medical personnel
reporting pregnant women to the police or rejecting their application for working permits
because o f pregnancy. In Ban Phaet Hospital, nurses routinely advised pregnant women to
skip required X-ray tests and to join antenatal care.

The antenatal clinic o f Ban Phaet Hospital provides close-up shots of Shan women's
utilization o f maternal health care services from the public health care system, which are
juxtaposed with the sheer threat of deportation. The most outstanding feature o f maternal
health care in this Chiang Mai hospital is the predominance of Shan migrant women on the
scene. From 2007 to 2010, 1,395 women visited the Ban Phaet Hospital antenatal clinic and
around 45 per cent o f visitors were Shan migrants (see Table 1 ) . " Nurses in the antenatal
clinic did not divide documented and undocumented migrants when they sorted out the

" The total number o f births within migrant populations from 2004 to 2006 could be much bigger than 33,300.
This report did not cover all provinces in Thailand and only included registered migrant workers. The
Ministry of Labour estimated 1,770,000 migrants from Burma, Laos, and Cambodia were staying m Thailand
in 2006 and 38 per cent o f them were unregistered (Samrit Srithamrongsawat et al. 2010:18).
This government proposal to deport pregnant migrant workers was aimed at responding to the U S
State Department's classification o f Thailand in the "Tier 2 Watch List" that condemned Thailand as a
country making poor efforts to eliminate human trafficking. It is uncertain as to how and whether this
measure has actually ever been carried out.
" This data IS based on the analysis o f the Ban Phaet Hospital antenatal clinic's patient registration log
from 2007 to 2010.

antenatal clinic data. Documented migrants w h o were covered by the C o m p u l s o r y Migrant
Health Insurance ( C M H I ) were eligible to access antenatal and delivery care by paying 30
baht for each visit, but unregistered migrants were required to pay out-of-pocket expenses,
which could be as high as 125 A U D for an assisted birth?'* In their e v e r y d a y practice, the
nurses did not distinguish registered and unregistered migrants in terms of the quality of
care provided and the basic procedure for antenatal care w a s the s a m e regardless of o n e ' s
insurance status.
Table 1

Total Visits to Ban Phaet Hospital Antenatal Care from October 2007 to S e p t e m b e r

2010

2007/10- 2008/09

2 0 0 8 / I 0 - : 2009/09

2009/10- 2010/09

Total

Total

Total

%

Health I n s u r a n c e Status
Number

%
Number

%
Number

Civil Servant Health Insurance

3

0.8

5

1

2

0.4

U C - registered to B a n Phaet Hospital

120

31

173

33

157

32

62

16.2

57

11

47

9.6

174

45

246

47

220

45

24

6

43

8

62

13

383

100

100

488

100

U C - not registered to B a n Phaet
Hospital''

Migrant - i n c l u d i n g both d o c u m e n t e d
and u n d o c u m e n t e d m i g r a n t s

Social Security S c h e m e - f o r m a l
sector w o r k e r s
Total

524

C o m p u l s o r y M i g r a n t Health I n s u r a n c e ( C M H I ) is for d o c u m e n t e d m i g r a n t w o r k e r s , w h i c h p r o v i d e s general
in-patient and out-patient services, m e d i c a l referral and m e d i c i n e c o v e r e d b y the national d r u g list E a c h y e a r
m i g r a n t w o r k e r s h a v e to pay 6 0 0 Baht for health screening, 1,300 baht for a n n u a l C M H I m e m b e r s h i p a n d a
c o - p a y m e n t of 3 0 baht per visit is required. U n i n s u r e d m i g r a n t s h a v e to p a y o u t - o f - p o c k e t e x p e n s e s In B a n
Phact Hospital, w h e n the u n i n s u r e d m i g r a n t s c a n n o t a f f o r d o u t - o f - p o c k e t - p a y m e n t s , the h o s p i t a l still o f f e r s
antenatal and d e l i v e r y care. T h e u n p a i d e x p e n s e s are settled as p e r s o n a l d e b t s , yet the h o s p i t a l d o e s not
r e q u i r e debt r e p a y m e n t unless the d e b t o r s voluntarily return the m o n e y
" U C b e n e f i c i a r i e s s h o u l d use the p u b l i c hospital w h e r e they p r e v i o u s l y r e g i s t e r e d . P e o p l e in this c a t e g o r y
are b e n e f i c i a r i e s of the universal c o v e r a g e s c h e m e , but they are not r e g i s t e r e d to B a n P h a c t H o s p i t a l so they
94

The basic pattern of antenatal attendance demonstrates that Shan w o m e n access m o r e
antenatal services than Thai w o m e n . Compared to Thai w o m e n who are covered by the
universal health coverage s c h e m e (UC), the proportion of migrant w o m e n w h o joined the
antenatal care clinic in the first trimester of pregnancy is slightly smaller; yet the migrant
women subsequently attended the antenatal clinic more often. Of the total n u m b e r of
women w h o attended the clinic m o r e than four times, Shan were more numerous than any
other group of women."" Another noticeable fact is that Civil Servant Health Insurance
beneficiaries rarely used the public hospital, although they can access antenatal care free of
charge. This pattern coincides with the Thai middle class w o m e n ' s general preference for
private facilities over public hospitals.
Table 2

N u m b e r of Antenatal Care Visits in B a n Phaet Hospital from October 2007 to

September 2 0 1 0

N u m b e r s of Antenatal Care Visits

1
Insurance

Total

Status

Number

Number

4-9

2-3

%

Number

%

Number

>9

%

Number

of

of

of

of

People

People

People

People

%

UCRegistered
to Ban

450

66

14.67

102

22.67

215

47.78

67

14.89

640

64

10

93

14.53

330

51.56

153

23.91

Phaet
Hospital

Migrant

have to m a k e out-of-pocket-payments. S o m e ethnic minorities and Shan people w h o have an ID card for
stateless p e o p l e are also included in this category.
" Nurses advise pregnant w o m e n to c o m e to the prenatal clinic at least four times. A routine prenatal care
schedule for low risk w o m e n in the public hospital is monthly visits first two trimesters (week 1-28),
biweekly f r o m week 28 to 36, and weekly visits after week 36.
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Table 3

Timing of First Antenatal Visit, Ban Phaet Hospital Antenatal Clinic, October 2007 to

September 2010

Weeks Pregnant
Insurance
Status

0-12
Total
Number Number
of
People

32-1-

21-31

13-20

%

Number
of
People

%

Number
of
People

%

Number
of
People

%

ucRegistered
to Ban
450
Phaet
Hospital

154

34.22

145

32.22

113

25.11

38

8.44

Migrant

218

34.06 276

43.13

117

18.28 29

4.53

640

In fact, the migrant women in my study had the highest rate of attendance with nearly a
quarter of them making more than ten visits (see Table 2). This pattern is explained by the
fact that Shan women tended to keep most of their monthly and weekly scheduled checkups, while several Thai women often missed their appointments. The other noticeable
difference is that the portion of migrant women who started to visit the antenatal clinic in
the later stage of pregnancy—third trimester and fourth trimester—is much smaller than
Thai women (see Table 3). In the overall pattern of antenatal visits, the women in the
migrant category used the public service more actively and properly according to the
national guidelines for antenatal care.

The Mutual Obligation to Care
The contradiction embodied by this antenatal clinic is that this public facility, whose
purpose is to provide health care to Thai citizens, actually is utilized more by non-Thai
others. How do hospital staff interpret this situation?
Nurse Pu was an experienced obstetric nurse of Ban Phaet Hospital. I asked her, whether
the Shan migrants increased her workload in the antenatal clinic and asked her to comment
on the high proportion of Shan migrants. "No, not at all. They are adorable," she replied. It
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was late afternoon, just before the clinic's closing time and we were sitting in the small
room packed with hospital beds, a gynecology chair, a nurse's station for the computers and
document files, a portable ultrasound machine, and banners for promoting breastfeeding. It
had been a busy day. That day, twenty-six women visited the antenatal clinic and Nurse Pu
had additionally arranged a referral to the provincial hospital for a teenage mother who had
developed symptoms of premature birth. In this clinic, only three nurses, and one full-time
and one part-time nurse's aide handled all the work of providing antenatal care,
vaccinations for children, and managing the labour room. Women who came to the hospital
around 8 a.m. waited between one and two hours in the waiting chairs to be seen. When
demand was high, the nurses had to ask women who arrived in the late morning to come
back after the lunch break. Most of the people who came early in the morning were Shan
women. Nurse Pu explained:
Most Shan women, they are really good. They are adorable mothers. They listen to
us and are willing to know how to take care of their pregnancy. They keep the
appointment date without fail. When we advise them about good eating habits
during pregnancy and breastfeeding, they really try to follow what we teach them.
Sometimes, these Shan women really don't know what they have to do. When we
talk about the risk of being under-weight during the pregnancy and tell them to
drink milk every day, they often say that they don't have money to buy a carton of
milk. But if you had money to put on all those new clothes, you should have money
to buy a carton of milk, right? But it's not a big problem. They just don't know what
they should do. ... Sometimes, Thai women are too stubborn, and they are not really
interested in what we are saying. And, it's quite understandable, because they are
around with their parents, aunts, and grandmothers who can tell them what they
should eat and all kinds of things. But these Shan women are not like that. They
moved from far away, live in a nuclear family in Thailand, and there is no one who
can help them if something happens. These people are relying on us, and it's very
rewarding to provide antenatal care to Shan women.
Nurse Pu offered me her story as a devoted and responsible nurse. In her explanation, the
typical attributes of migrants—lack of education and social support, and economic
hardship—were converted to docility and readiness to accept new knowledge and rules.
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Keeping appointments date on time, bringing an antenatal logbook, and respecting n u r s e s '
advice were voluntary efforts by the Shan w o m e n that the nurses highly valued and
interpreted as good qualities for a mother. The illegality e m b e d d e d in migrant status is not a
concern in this logic of care. In this antenatal clinic, rather, the eligible and legitimate
subjects of public health services are redefined through the interpersonal relationship
between the nurses and mothers.
In the course of antenatal care, the antenatal nurses consider as an important part of their
j o b not only the routine check-ups, but also the provision of " c o u p l e ' s counselling." The
counselling session for expectant parents originated as a simple pre-test consultation to gain
informed consent for the blood test, yet it has been reshaped as a way to find out about the
social condition of the family. The nurse provides basic i n f o n n a t i o n about H I V / A I D S ,
STDs, and thalassemia and gathers basic information on their family. W o m e n can r e f u s e to
bring their partners for the blood test and consultation, and the nurses accept the clients'
decision without any repudiation. Besides getting informed consent for H I V tests, this
consultation is also an extra precaution regarding claims of fake paternity, especially in the
case of migrant w o m e n . By asking them to bring their partners, the nurses' aim is to
prevent illegitimate claims of paternity and citizenship.
When I was allowed to observe consultations, the most interesting aspect w a s the voluntary
collaboration of Shan w o m e n and their willingness to talk about themselves. M a n y Shan
w o m e n openly answered several personal questions about their occupation, level of
education, birthplace, and reproductive histories including miscarriage and abortion
experiences. The counselling nurses often added moral messages on the importance of
fidelity with particular emphasis on the h u s b a n d ' s responsibility to prevent sexually
transmitted diseases. T o come to this consultation m a n y of them had to take a day off, but
m a n y Shan couples reported that the consultation was beneficial and worth doing. Shan
couples often had a longer conversation than Thai couples, and sometimes the consultation
revealed painful experiences of sexual violence and loss. T h e n u r s e ' s main goal for the
consultation w a s to fill in the informed consent form, and their half-an-hour conversation
w a s often summarized into one or two generic sentences in the counselling report. Yet, this
consultation at the beginning stage of antenatal care was crucial to form a certain mutual
understanding between the nurses and mothers. Shan mothers o f t e n e m b r a c e d the nurses'

questions as a sign of caring and getting attention, and the nurses also felt the consultation
gave them better understanding of the patients. Surveillance is still an important aspect of
these meetings, but m o r e importantly mutuality is fostered through these institutionalized
encounters.
The Ban Phaet Hospital nurses tended to adjust their routine practices to fit with what they
thought w a s beneficial to migrant w o m e n w h o had become the m a j o r clients of their
clinic.'" In this adjustment, the deservingness of migrant w o m e n as a legitimate subject of
care is often explained by the obligation of the state, not their right to health. The nurses in
this clinic are aware of the exclusionary nature of the current health insurance system and
migrant w o m e n ' s vulnerable position. In this structural power imbalance, what the nurses
evoke is the moral obligation of the state. When Nurse Pu emphasized to me the
inclusiveness of the system, she w a s quite open in commenting on the issues of
discrimination:
It is also true that Shan w o m e n have a kind of fear of nurses. They think that if they
don't c o m e on the appointment date, nurses will scold them. But w e treat everyone
in the same way. W e provide the same care to everyone. It's not like w e do
ultrasound for Thais only and not do blood tests for migrants. It's not like that. If
nurses treat them badly, it would mean that we don't have a

manutsayatham

(humanitarian obligation). W e have to take care of everyone equally whether they
have a card or not. If babies could not be b o m safely, the government should be
responsible.

Here, Nurse P u ' s emphasis on ''manutsayathanr

(humanitarian obligation) is relational in a

sense that the care for new h u m a n life is offered making reference to her own and the
state's moral obligation. In the routines of antenatal care, the relationship between the state
and non-citizen others is assured by the nurses' everyday work. Although the otherness of
Shan migrants is constantly recognized by nurses and other bureaucratic procedures,

" Public h o s p i t a l s in C h i a n g M a i p r o v i d e similar antenatal services including individual consultations, but
antenatal nurses' m a n n e r can b e d i f f e r e n t . M y additional research in construction sites c o n f i r m s that the
antenatal care s e r v i c e w a s g e n e r a l l y well r e g a r d e d b y m i g r a n t w o m e n . 1 should note that B a n Phaet Hospital
is m o r e - p r o a c t i v e in p r o v i d i n g better antenatal care than any other hospitals, b e c a u s e of the i n f l u e n c e f r o m the
neonatal i n t e n s i v e care unit they h a v e . In 2 0 1 2 , the Ban Phaet Hospital antenatal clinic also started to o f f e r an
extra s e s s i o n for p r e g n a n t w o m e n p r o v i d i n g i n f o r m a t i o n about nutrition, healthy diet, and b r e a s t - f e e d i n g .
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antenatal care does not carry this categorical distinction: rather, the emphasis remains on
the humanitarian obligation to care for new human hfe.
Given this, how do Shan mothers explain their desire to join antenatal care? The main
concern identified here is how new relations to the state are assembled through medical
processes of care, bureaucratic lines of legitimacy, and the agency of migrant women. Shan
mothers' faithful compliance in completing the designed process of antenatal and maternal
care is due to more than just concerns about their own and their babies" health. The
emphasis put on the procedure of antenatal care relates to the establishment of a sense of
mutuality and the procurement of a set of valuable documents.
Maew was a nineteen-year-old Shan woman who had her first birth after nine visits to the
Ban Phaet Hospital antenatal clinic. She had moved to Thailand with her sister-in-law when
she was twelve and never had a chance to go to school. Like many Shan women, Maew
never missed an appointment for antenatal care, but her dedication to attend the clinic was
especially striking: each time she spent almost four hours travelling by public transport to
attend the clinic. In the last month of the pregnancy, Maew attended the hospital every
week. On these trips, she left her house at six o'clock in the morning to avoid the busy
waiting lines at the hospital, and then returned to her house under the sweltering midday
sun, changing mini buses three times.
Her dedication in coming to the antenatal clinic lay in between what she desired and what
she felt obligated to do. Looking at her antenatal logbook in which all of her tables were
perfectly completed, 1 asked why Maew did not miss a single appointment. She laughed at
my question and then tried to explain something she saw as obvious:
The nurse would definitely scold me if I didn't come to the clinic. Also, if I didn't
come to the clinic each time the nurse asked, the baby would not grow properly
(mai sombun). If you want to have a healthy baby and want to give birth without
any problem, you have to come to the hospital all the time. And if I didn't keep the
appointment, nurses would not take responsibility and they would not give us
documents. It's very important.

In Maew's account, participation in the routines o f antenatal care was something that
generated trust. The nurses' request was not only understood as a certain rule that she had
to follow, but also by following the rule, here, Maew created a moral ground that she could
rely upon in gaining accountability from the nurses.
Antenatal care is possible only by a mutual effort between the mothers and nurses; to do
their job, nurses are inherently dependent on the mothers, because they cannot coerce the
mothers into joining every session. Within this basic interdependence, Shan migrant
mothers' faithful involvement not only demonstrates a certain process of subjectivization
by the biomedical authority, but also speaks o f their own capacity to be a part of the
medical and bureaucratic system of counting. Here, the medicalization of pregnancy is seen
less as a system o f surveillance than as tangible and materialized allegiances between the
mother and the sovereign authority.

It is impossible to dismiss the hierarchy between the nurses and mothers, when many Shan
women told me that they should say, "Yes, I understand," despite the fact that they couldn't
fully understand the meaning o f the procedure. Yet, Maew's and other Shan women's
compliance is not just about their passivity under the imposed rules: rather, they are
working on a way to get a public validation of the birth of their baby. The migrant mothers'
willingness and determination to fulfill the required course of antenatal care is based on
their acute understanding o f the social worth of keeping a close relationship with the nurses
and the hospital. The partnership between the nurses and Shan mothers reveals that in this
specific context, "seeing like a state," a project o f verification and legibility (Scott 1998), is
a shared task: the nurses try to produce correct information on each birth, and Shan mothers
attempt to make their child's birth safe and visible. In this case, antenatal care exercises a
form of govemmentality that is constituted through the mutual obligation, rather than
through the panoptic gaze o f surveillance.

Birth Documents and Legibility Effects
The long and busy journeys to the antenatal clinic are carefully recorded in the antenatal
logbook and this specific record eventually holds a power of recognition and identification.
The antenatal logbook is designed to provide information for self-care for maternal and
child health and to document the results o f medical check-ups. It includes several tables to
record the results o f each antenatal visit, the physical conditions of the newborn child, the
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child's vaccination record, and a chart o f body index to check the proper development o f
the child. Nurses advise w o m e n to bring this book to every antenatal visit and to take it to
other occasions related to the child's health until the child reaches age five."^ Instructions
about dietary nutrition for the pregnant mother, breastfeeding and information about genetic
diseases such as D o w n s Syndrome and Thalassemia, a self-check list for the child's
physical and cognitive development, another self-check list for the mother's postpartum
depression, and some pages o f "The Tortoise and the Hare" for a bedtime story are also
included in this small book (see Figure 2). Keeping this book is one o f the important tasks
assigned to Shan mothers during and after antenatal care. After the childbirth, this logbook
is continuously requested during nurses' h o m e visits for postpartum care and at the
vaccination clinic.
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Figure 2

A Self-diagnosis table for postpartum depression

Migrant women who cannot read Thai reported that they checked this table with help from
their children or friends who can read Thai. In my observation in the antenatal clinic nurses never
directly asked pregnant women to fill in this form, but some of my informants were keen to fill in the
form.
' ' The Ministry o f Public Health also publishes an abridged version o f the antenatal log b o o k written in
Bumiese, but nurses .n B a n Phaet Hospital give Shan w o m e n the Thai version, because they k l w t h
c ^ a ^ h l ^ ^ ^ ^ ^ ^

t most
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More importantly, the set of documents that the mother showed me demonstrates a certain
process that makes a specific link between the baby and national collectivity through
institutionalized medical care. Shan mothers' efforts to keep this logbook are based on their
acute understanding of the authoritative effects of antenatal care that can make their child's
birth legible in the Thai bureaucratic system. Even though many Shan women cannot read
and do not know clearly what is written in the antenatal logbook and several other
documents which they received from the hospital such as hospital cards, receipts, and
referral letters, they fully recognize how these documents can be used as a certain social
currency inside the system. When the Shan mother cannot write or read their child's name
in Thai, having something written about the child gives them an assurance to navigate the
busy hospital, immigration and district office. Many Shan women agree that the worth of
keeping the antenatal logbook is high, and they make an effort to keep the book not only
maintained but also protected. In Shan women's houses in construction sites, it is easy to
see that the logbook and other important papers are stored in a thick plastic bag hanging
under the shabby crossbeam to prevent soaking by water and losing it accidently.
The last page of the antenatal logbook is for a birth certificate. Among several documents
that are requested when registering a newborn baby at the district office, such as a copy of
the parent's ID card and house registration, and copy of the employee's ID card and house
registration, the antenatal logbook and the birth certificate from the hospital are the most
important."'^ Migrant parents regard birth registration as a serious matter and put special
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This IS a table for birth and death registration in the local municipality (thetsahan) near Ban Phaet Hospital
from January 2010 to December 2010. Three sub-districts (lamhon) are included in this local mumcipality:
103

care into keeping these documents. Shan parents w h o have a temporary resident status
expect that their children may get Thai citizenship in the future, and they give great weight
to the proper birth registration. A h h o u g h some Shan parents, w h o have a w o r k i n g permit as
a registered migrant, do not expect that the birth registration can m a k e their child a Thai
citizen, these documents still have many practical uses. Shan mothers k e e p the original
copy of the birth certificate and antenatal logbook for future use, especially for school
enrolment, and make several copies of the birth certificate to use it as a formal
identification of their child."'' If the parents do not have any legal documents, in s o m e cases,
the antenatal logbook becomes a proof of the parent's residency in Thailand.
The utilization of the pregnancy and birth documents has dual impacts. On the one hand,
for many illiterate migrants, dealing with these papers can cause complicated problems. 1
once met a volunteer interpreter f r o m a migrant health organization w h o struggled to
correct the name of a mother that was mistakenly written in the antenatal logbook. His
niece, a seventeen-year-old young mother, didn't know that her n a m e written in the
logbook was wrong, and when she tried to register her b a b y ' s birth at the district office, the
official rejected the registration because the m o t h e r ' s n a m e in the house registration and the
birth notification documents from the hospital were not the same. At this m o m e n t , everyone
seemed to become trapped in the bureaucratic process of verification. Although the
interpreter's niece had given birth in the district hospital, the district hospital nurse refused
to correct her name on the birth certificate and urged him to find the actual nurse w h o had
provided antenatal care to the mother. The baby could not be registered in any household
until the family found the nurse w h o wrote the m o t h e r ' s name in the prenatal logbook in
the first place.
This example show the danger of bureaucratic rules, that people might be unable to handle
the conventions of documentation: a Kafkanian nightmare that can be very real in the sense
that people cannot negotiate with the imposed roles and can be stuck in the arbitrariness of

the total p o p u ation of Thai citizens is 18,412 and 5 9 0 migrant w o r k e r s f r o m B u m i a a r e r e g i s t e r e d in this
a r e a - t h e total n u m b e r of m i g r a n t s including u n d o c u m e n t e d m i g r a n t s m this area s h o u l d b e b i g g e r than this
n u m b e r . A l t h o u g h the s a m p l e data does not accurately represent the total p o p u l a t i o n o f m i g r a n t s in this area,
the trend of birth registrations m thj^s area allows us to suspect that the birth rate of the m i g r a n t p o p u l a t i o n
m a y b e m u c h higher than the Thai birth rate.
« Since 2 0 0 5 , the Thai g o v e r n m e n t has p r o v i d e d f r e e p r i m a r y e d u c a t i o n to m i g r a n t c h i l d r e n , a n d m a n y
S f r c L l l ^ ^ : ^ ^ ^ ^ ^

vaccination

the state p o w e r (Decha T a n g s e e f a 2007). Yet, on the other hand, possessing documents still
promises the possibility that one can possess the signs of legality and legitimacy. When
migrant mothers pass through the institutionalized medical procedure of childbirth and
documentation, the effect of writing technologies is not simply alienating. Rather, many
women embrace the potentialities of documentation and, through their own engagement
with bureaucracy, strive to m a k e the verification real.

Figure 3

A Shan mother s h o w s me a whole set of documents related to her baby's birth: an

antenatal logbook, parents' Migrant Worker Card, baby's picture from the hospital, and birth
registration document from the district office.

At this juncture, it is also important to note that the legal implication of the birth certificate
for non-citizens is still obscure. Both for the people w h o require written proof and for the
people w h o ought to submit the document, it is still ambiguous what exactly the document
signifies. What emerges f r o m this identification document is similar to what Cohen would
call an " a s // relation to the contractual narrative of m o d e m statecraft" (Cohen 2004:167).
By possessing and presenting this document, Shan migrants find their locations in the

operation of law and bureaucratic rationality, as i f they are the proper subjects o f the
sovereign state.
The aura o f the document aroused from both its legible and illegible effects is a critical
component that sets up "the double sign of the state's distance and its penetration into the
life o f the everyday" (Das and Poole 2004:15). The effects o f the sovereign state are
manifested not only through its power of exclusion or punishment, but also through its
luring and desiring traits o f security, protection, and potency. In their everyday experiences
in Thailand, such as the yearly renewal o f working permits, check points along each district
boundary, and increased police inspections, migrants are much aware o f the sense o f
security that those copied papers can bring to them. One day I met a Shan father who
brought his seven-year-old son to the emergency room in Ban Phaet Hospital. In the late
evening, he carried a plastic briefcase that was full of documents and papers he had
obtained from the hospital. Old receipts from the hospital organized by date, several copies
of the boy's birth certificate and the antenatal logbook were there. When 1 asked him about
what happened to his boy, he opened the briefcase as an answer, and then handed the whole
case over to me. He explained: "1 have all these documents, so with this I don't have to pay
anything, there is nothing to worry about."
His preparedness relates not only to his concerns about medical costs, but also to the feeling
o f assurance and the semblance of rights that those papers would guarantee: his son must be
identifiable in the state system to receive care. The fetishism o f formal documents—the
object that substitutes for the presence o f a human being in the medical and bureaucratic
system—has vividly affected people who do not have proper legal status. In this condition,
Shan migrants fully recognize the power o f those barely readable and eventually illegible
written forms. The sense o f membership, security, and belonging, the link between the noncitizen subject and the state, is substantiated by producing and embodying the documents. It
is here that the production of political existence is mediated by writing. Entry into the
political realm is an aspiration made manifest by appropriating the technologies o f the
bureaucratic order for one's own ends.

Inscribing and Anchoring
Tracking down the modem construction of ethnic classification in Thailand, Keyes remarks
on an intriguing assumption related to a Thai nation {char Thai)-. "The term chat is derived
from the Sanskirt/Pali term jati, 'that which is given at birth'" (Keyes 2002:1179). Then, in
the late nineteenth century, the meaning of chat was changed to "a people who share a
common heritage from the past" (ibid). The pre-modem form of the connection between
nativity and nationality is resonant with the issues of reproduction of subjects without
citizenship not in a sense of historical continuity, but as a frame for the question. What does
it mean to be a citizen or a member of the nation-state by birth? What is exactly given at
birth for people in the margin of the state?
The first page of a teenage migrant mother's antenatal logbook, which I accidently
encountered in Ban Phaet Hospital, captures how documentation and inscription play a
crucial role in creating associations around liminal subjects. According to the antenatal
logbook, the mother was a seventeen-year-old Shan woman. In the book the entry for the
mother's identification number was blank and, it meant that she was an undocumented
migrant. She had attended antenatal care six times and had given birth to a boy weighing
2,544 grams. The baby boy experienced severe hypoxia and was therefore sent to the
neonatal intensive care unit (NICU), while the mother stayed in the maternal ward. After
the young mother was discharged, the NICU nurse contacted her several times, but the
mother never returned to the hospital to see her baby. The doctor in the NICU, who showed
me the logbook, was very impressed by the mother's effort to fill this special table. The
table, which had been completed by the mother, detailed each time she had felt the fems
kick during a two month period. Usually the antenatal nurses asked a mother to complete
this kind of table when abnormal symptoms were reported in the late stage of pregnancy.
The mother never came to the NICU, but the intensive care for the baby was continued.
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Figure 4

The mother recorded the movement of the foetus from April 2010 to M a y 2010.

In reading this table, I suggest tiiat the inscribing of h f e can be seen as something very
tangible. There are numerous ways to record the condition of the fetus in this era of new
reproductive technology, yet what we have here is a very simple w a y of counting. The
m o t h e r ' s engagement m recording her b a b y ' s m o v e m e n t may not be a particularly robust
Imk to the juridico-political order that defines w h o and what the citizen is. Yet, this diligent
record anticipates a subject whose existence w a s registered already b e f o r e birth. Its
legibility and the iterability of its being with that of the record also suggest that the baby
cannot be reduced to a bare life.

H o w can one be nameable, recognizable and, so, possibly related to others m this world of
written documents? The table in the antenatal log book tackles this practical and
ontological question. In the liminal period of human life, f r o m p r e g n a n c y to birth, a certain
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fact of this unborn subject had been consistently documented and conserved. This
conventional practice o f record keeping is designed to monitor one's pregnancy from a
distance, yet it signifies somethmg more than its intended purpose. Here, inscription is not
just a means o f forcing iegibihty upon unruly subjects, but also an act of preserving and
proving one's very existence. The young Shan mother had faithfully participated in "the
enactment o f bureaucratic objects" (Hull 2012b:18), and, in result, this written form
facilitated a baby with no name and nationality to become identifiable within the wider
bureaucratic associations in this space and time.

In this chapter, I have suggested that the work of inscription is important for understanding
the link between the reproduction o f non-citizen subjects and sovereignty. Shan migrant
women's active utilization o f the public health care system proves that antenatal care is
both a medical and political process that creates certain allegiances and coalitions between
migrant women, medical staff and the state. Through the routines of antenatal care,
migrant mothers and nurses co-produce several documents that not only prove the baby has
been bom in Thailand, but also ascribe identity and value to this new beginning. Here, the
mother's and nurses" mutual obligation to care for the unborn baby is intensely mediated
through bureaucratic technologies o f documentation. Antenatal care is undertaken by a
medical and state bureaucracy, "rule by writing desk" (Hull 2012b: 11), yet access to this
mode of authority is not restricted to the enclosed circle of medical professionals,
administrators, and state bureaucrats. Illiterate migrant women are in part of this authorized
production o f information and data by drawing, accumulating, photo-copying, laminating,
preserving, and carrying around such state artifacts.
French philosopher Jacques Ranciere notes that the very difference between man and
citizen opens "an interval for political subjectivization" and shows the "contingency o f
being bom here or there" (Ranciere 2011:5). Shan migrant women's active participation in
antenatal care shows that they acutely sense the after-effects of this violent contingency and
try to appropriate this interval through producing and accumulating associations with the
hospital, bureaucratic system, and the state. Here, 1 notice that these Shan women's desire
to produce and possess documents have a potential to "put together a relation of inclusion
and a relation o f exclusion" (Ranciere 2004:304). It is not that they enact this technology of
governing only as a means o f ensuring a sense o f security and protection in Thailand, but

also their enactment of inscription hints at the possibility of correspondence and
communication. The very aim of inscription is indeed to preserve information, so a certain
message can be delivered later on. Although these attempts of inscriptions are likely to fail
to negate the state's threats of disregard and expulsion, migrant w o m e n ' s work of
inscription indicates that they and their children, numerous non-citizen subjects, are already
anchored in the realm of the state bureaucracy and attempts to bridge the interstice between
man and citizen with such worn-out but still effective papers.

Chapter 4. The Mother and the Migrant Worker: Dire Existence and
Creative Subsistence

The following stories reveal migrant Shan women's resourceful and resilient capacity to
survive and raise their children in conditions o f scarcity, marginality, and adversity. The
biographies o f four Shan women and their families that 1 present in this chapter open a path
to discern the overlaps between the violent dynamics o f political economic forces and the
everyday subsistence experience. Here I remain attentive to the linkages between human
reproduction and the political as a significant way to think about the productive effects o f
care and nurturance. Previously 1 suggested that for many Shan migrant women, attending
antenatal care and having documentation on the birth of their children have become crucial
to forming political subjectivity and to making concrete allegiances with the nation-state.
Now 1 turn to domestic scenes to give an account of the risk, danger, suffering, and hope
embedded in the social reproduction"' of Shan migrants. M y aim is to grasp how everyday
practices o f care are constitutive o f the creation o f fertility, life, and value in the context o f
precarious lives.
In Shan women's lived experience of migration and dispossession, the effects of various
forms o f violence are pronounced. The terror of the authoritarian state, the state-sponsored
violence that has ruined livelihoods and impelled the massive migration of Shan people
across the border into Thailand can be regarded as a ramification of structural violence. As
several anthropologists working on global health inequality, poverty, and migration have
revealed, structural violence is a crucial category to analyze the historical and politicaleconomic oppression imposed on marginalized populations (Bourgois and Schonberg 2009;

In a feminist conceptualization of political economy, social reproduction refers to the "activities and
attitudes, behaviors and emotions, responsibilities and relationships directly involved in the maintenance o f
life on a daily basis, and integenerationally" (Laslett and Brenner 1989). Many Marxist feminists have
broadened the notion o f reproduction in order to recognize gender struggles in value making and more
importantly to discern the generativity o f caring work: see essays in the edited volumes by Nicholson (1997)
and Luxton (2006). For the discussions of caring work/labour and intimate labour, see Boris (2010), England
et al. (2002), and Folbre (2001). Feminist discussions o f reproduction and motherhood also have deah with
the creation o f the next generation and the nurturance of children as a site of investigating a permanence and
transcendence of the existing social relations and embodied normativity (Browner 2000; Ehrenreich 2008;
Ginsburg and Rapp 1995; Petchesky 1990).
^^ ^

Farmer 1996, 2003, 2004; Green 2009; Gupta 2012; Holmes 2013; Scheper-Hughes 1992,
2008). Structural violence as an analytic concept offers a way to articulate the materiality of
suffering; suffering is individual, collective, and inter-subjective experience, and it is
structured by "the greatly consequential workings of power in social life" (Farmer 2004;
Kleinman et al. 1997:xi-xiii). The close linkage between power and suffering also prompts
us to discern the multi-dimensional nature of violence. Calling attention to the routinized
effects of violence in the daily life of homeless people. Bourgois succinctly summarizes
that "violence operates along a continuum that spans structural, symbolic, everyday, and
intimate dimensions" (Bourgois and Schonberg 2009:16). Elsewhere, Scheper-Hughes
notes that everyday forms of violence routinely feature in marginalized people's mundane
encounters with bureaucratic institutions, legal procedures, indifferent or malevolent
neighbours, and abusive intimate relationships (Scheper-Hughes 1992).
Along these lines of enquiry, this chapter documents Shan migrant women's vulnerabilities
that are materially shaped by numerous sets o f violence and their ways of dealing with
politico-economic precariousness. Paying close attention to the workings o f structural
inequalities and the exploitative migrant labour regime, 1 aim to reveal migrant women's
power to live on, negotiate, and transform such hostile living conditions and adversities of
life. Here 1 focus on childrearing as a way to grasp the generative agency o f care, a power
to construct and sustain relations of interdependence. I reorient the notion o f subsistence as
a proactive mode of living that attempts to make the best from the situation, taking leave of
interpretations of this modality as reductively pre-modem, insular or backward. I suggest
that caregiving embodies a mode of subsistence that requires agentive capacities o f
gathering, activating, and improvising means and resources to respond to identified needs.
Rather than projecting childbirth and mothering as a part o f the normal course o f social and
moral life (Eberhardt 2006), I would like to think of childrearing as an audacious project
located in everyday survival and subsistence experience. While the framework o f the life
course or life trajectory presumes an attainable future and ideal social relations, it does not
allow us to look into calamitous and unremarkable daily problems, failures, and insecurities
attached to familial renewal. M y main focus is not the moral rhetoric o f motherhood and
maturation, but capturing Shan mothers' striving to maintain everyday life with their family
members and to respond to the demands of care in conditions of extreme adversity.

This approach also requires us to think o f the family as an ambivalent unit of nurture and
neglect. As Nancy Scheper-Hughes shows vividly through pragmatic motherhood in a
shantytown o f Brazil, triage in the home can result in the mother's "mortal neglect" of
doomed infants under the destructive threats o f poverty and violence (1992:343). In this
regard, focusing on mothers' caregiving, obviously, is not about writing against the
significance o f survival tactics and the moral complexity o f motherhood: instead, I hope to
rethink the stubbornness o f caring in family life. While anthropological sensibilities toward
the zones of social abandonment unfold the unequal and painful distribution o f life and
death (Biehl 2005), I suspect that at the other end o f abandonment, domestic
encompassment and social reproduction could be another place to learn about the potential
of caregiving and "people's own painstaking arts of living" (Biehl and Moran-Thomas
2009:282; Han 2012). How can caring relationships continue and extend within the
presence o f suffering? How can we comprehend the effect and weight o f caregiving in the
domestic realm?
In what follows, I convey the stories of how Shan women make relentless efforts to
maintain, secure, and assemble available resources to provide adequate care for their young
children. When pregnancy and childbirth impose physical and spiritual vulnerabilities upon
women, care for the self appears as a necessary and difficult task of mothering. I
particularly focus on traditional postpartum practices to see how this period is experienced
and imagined as a moment imbued with the danger of affliction as well as the promise of
transformation. The overlapping images of the mother and the forest monk, and the migrant
and the madwomen, reveal the creative and resilient dimension o f mothering agency. Then,
I move to two young Shan migrant workers' struggle to raise their disabled children under
conditions o f grinding poverty and dispossession. Focusing on migrant mothers' everyday
struggles to make ends meet, I show how Shan migrant mothers embody a subsistence
mode o f care in finding their own way to attainable solutions. I argue that subsistence is not
a sheer outcome o f deprivation but an active mode o f care to gather and consolidate
available resources.

Ascetic Mothering and Postpartum Practices
In the Ban Phaet Hospital female ward. Sen was noticeable in her winter outfit. In the
middle o f a hot summer day—the temperature went up to 37 degrees—she wore a woollen

hat, a long sleeve shirt over the hospital gown, and thick socks: beads of sweat stood on her
nose. Sen, a thirty-year-old Shan woman, had given birth to a healthy 3,100-gram boy on
15 May 2010. What Sen was devotedly observing was y;/

d u e a n .

a traditional one-month

postpartum practice. In the female ward, it was easy to find several Thai and Shan mothers
observmg some sort of postpartum restrictions including avoiding coldness, keeping dietary
restrictions, and taking herbal medicine. This type of postpartum care has been widely
observed in Southeast Asia, although the patterns of rules and restraints widely vary."'' The
common logic of this practice is that the first month after birth is considered to be the most
vulnerable period for a new mother. To restore strength and make the mother "matured"
(Hanks 1963), the new mother is required to keep several rules and remain in seclusion.
While 1 found many variations of postpartum practice in the Ban Phaet Hospital female
ward. Sen was a most enthusiastic and diligent exponent who kept complex rules. Wearing
all these thick clothes. Sen ate only the rice porridge in the hospital meals and did not touch
any other food. Along with the prescribed drugs, she also took a special herbal medicine to
increase air or wind (hm) in her body."" In the ward, nurses were tolerant of most
postpartum practices, except bathing restrictions. The head nurse of the female ward
explained to me, "We don't ask the patients not to follow 17/

dtiean

rules. We told them

there are many ways of doing this, and taking a warm bath can be good for them. For their
convenience, we prepare the electric kettle for drinking water and water heater in the
shower booth." To show her compliance with the nurses' command. Sen got into the
bathroom but she only washed her body with a wet towel. Sen thought that it was better to
not to take a shower during the first three days after childbirth.
After discharge. Sen's postpartum practice was continued rigorously at home with her
husband's help. KJiiaw, Sen's thirty-four-year-old husband, a daily labourer working on
vegetable plantations, had done all the farm work and laundry for the first month after the
childbirth. When Khiaw went out to work. Sen stayed alone in their little concrete block
F o r t h e w i d e v a r i a t i o n s a n d c o m m o n a l i t i e s o f r e p r o d u c t i v e p r a c t i c e s in S o u t h e a s t A s i a s e e R i c e a n d
Manderson (1996).
" In t h e n o r t h e r n T h a i l a n d e t h n o - m c d i c a l m o d e l , "lorn"

( w i n d / a i r ) is a n i m p o r t a n t e l e m e n t t o k e e p h u m o u r a l

balance. For details of the T h a i - Y u n n a n cthno-medieal m o d e l see also Irvine ( 1 9 8 2 ) A f t e r g i v i n g birth

a

w o m a n ' s b o d y is a s s u m e d t o l o s e m u c h b l o o d a n d a i r / w i n d a n d b e c o m e s h i g h l y s u s c e p t i b l e t o d i s e a s e "
Several postpartum practices including taking herbal medicine are adopted to restore h u m o u r a l balance

The

l o e a p r a c t i c e s o f p r e g n a n c y , b i r t h , a n d p o s t p a r t u m c a r e h a v e b e e n w e l l d o c u m e n t e d a r o u n d v a r i o u s r e g i o n s in
T h a i l a n d : central region ( H a n k s 1963), N o r t h e r n T h a i l a n d ( M o u g n e 1975; M u e c k e 1 9 7 9 ; P r a n e e L i a m p u t t o n g
2004), and northeastern Thailand (Poulsen 1984, 2007; W h i t t a k e r 2 0 0 0 )
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house on the fringe of the village with her newborn son, keeping several prohibitions. Ail
of these efforts were to prevent lorn phit duean (wind afflictions caused by doing something
wrong in the postpartum month), which could affect her health in the long-temi. Any
inappropriate practices or the intake of wrong food during the postpartum month can cause
several symptoms of ill health rangmg from general weakness, headache to partial paralysis,
madness, and even death."^ The symptoms of these afflictions can appear long after the
child's birth, so undertaking proper postpartum care is important for a women's long-term
health, strength to work, and future fertility. The vulnerability of a new mother is attributed
not only to humoral disturbance and physical weakness, but also comes from her
susceptibility to malevolent spirits. Sen explained to me that young women, especially
women who just gave birth, could be easily affected by malevolent spirits. For protection.
Sen wore on her neck and tied on the wrist of her new bom baby red threads, which she
called lak phoy, a kind of auspicious amulet.
Dietary restrictions were crucial parts of postpartum care practices, and Sen was very
cautious about not eating food that could possibly cause wind afflictions {lorn phi!

duean).

As a result. Sen's daily meal became very modest: she took only rice with a small range of
vegetables such as cabbage and mustard greens. Spices and several common vegetables
including cucumber and eggplant were considered as food that could bring bad
consequences. Various cooking sauces and ingredients were also restricted: fish sauce,
oyster sauce, and all kinds of fermented food were not allowed. She drank only boiled
water with dried ginger and no cold drinks. During the postpartum month, I met Sen several
times, but 1 often failed to fit into her dietary rules when I brought her some snacks and
fruits. For example, grilled pork skewers were often allowed for many northern Thai
women and Shan women as appropriate food, but Sen had kept strict vegetarian rules since
she knew she was pregnant.
My original puzzlement started from how Sen's practices differed from previous
anthropological observations of this well-known cultural tradition, yet it had evolved to the
question of how Sen made her own judgements to organize her everyday diet during this
vulnerable time. Although Sen's regime of meticulous dietary abstinence adhered to the

M o u g n e ' s ( 1 9 7 5 ) a n d I r v i n e ' s ( 1 9 8 2 ) classic e t h n o g r a p h y presents detailed i n f o r m a t i o n about p r o h i b i t i o n
rules a n d the c o m m o n c o m p l a i n t s of w i n d a f f l i c t i o n .

general logic of humoural balance,'" the question of what she should eat and should not still
eat required her ongoing judgement. Sen once told me, "When I was in the hospital, they
provided such delicious looking food. One day, they served stir-fried cucumber with oyster
sauce and it smelled very nice, but I couldn't eat it. I decided not to eat that one. 1 saw that
several other women who also gave birth ate the food, but I thought that I shouldn't eat
cucumber. And oyster sauce was definitely wrong to eat." Sen clearly knew that other Thai
women and Shan women in the same situation did not keep any post-partum restrictions or
followed different rules from her. There were different criteria of judgement—her
knowledge of this cultural convention is what Bourdieu would call doxa, "the self-evidence
of the commensense world" (Bourdieu 1977:167)—but as Sen put her own rules into
practice, she had to make her own decisions continuously and stick to them. Being inyu
duean, observing postpartum restrictions, is both dispositional and perfomiative in a sense
that it requires a ritualistic readjustment of one's everyday conduct. Giving up the small
pleasures of eating, what kind of commitment was Sen making at this specific time of her
lifecycle?
Anthropological research on the changing patterns of reproductive health behaviours has
focused on the tensions around modernity. Whittaker's (2000) work is a good example of
how rural women's insistence on postpartum practices reflects everyday forms of resistance
and defiance of biomedical authority. In Sen's case, she clearly recognized the tensions
between traditional belief and modem biomedical intervention, but her idiosyncratic
commitment to postpartum care brought us to another dimension of agency and careoriented relations. During her pregnancy, she was enthusiastic to join every antenatal
session and paid attention to the nurses" advice:
I understand why nurses recommended me to eat eggs, fish, and meat. It is all for
having a healthy baby, but I decided not to eat meat at all as soon as I knew I was
pregnant. My husband needs to eat meat for his strength to work in the fields, and

Sen did not explain all of h e r dietary choices with direct r e f e r e n c e to the h u m o u r a l s y s t e m but she
e m p h a s i z e d that the b a l a n c e of old and new blood after childbirth is the key: d u r i n g c h i l d b i r t h , she lost all her
old b l o o d and her b o d y started to b e filled with n e w blood. This n e w b l o o d could b e very s u s c e p t i b l e to
v a r i o u s f o o d s . B a s e d on his research on texts for ancient m e d i c i n e and local b e l i e f Irvine ( 1 9 8 2 1 1 5 ) noted
that the T h a i - Y u a n h u m o u r a l system consisted of bile, p h l e g m , w i n d , a n d b l o o d . 1 could not collect m u c h
i n f o r m a t i o n about h o w northern Thai and Shan u n d e r s t a n d i n g s on the h u m o u r a l b a l a n c e w e r e d i f f e r e n t : m o s t
of m y S h a n i n f o r m a n t s , rather, e m p h a s i z e d the c o m m o n a l i t y and s o m e t i m e s actively took a d v i c e f r o m their
Thai n e i g h b o u r s .

the baby may need to have protein for his good health. I want to make my baby tall,
so I might need to feed him some meat. But if possible, I don't want to give any
meat to my baby as long as my husband doesn't get upset about this. Anyway I will
not feed him buffalo meat. When I was in my hometown, I saw that people killed
the buffalo that worked for us for a long time, and I thought that it was really bad to
cause such grave suffering to other life. Eating meat will affect my karma and I
rather want to have more merit by only eating vegetables.
Sen's pondering on what she should eat suggests that multiple modalities of care can be
conjoined in postpartum practices. Rather than resisting the nutritional advice from the
hospital. Sen remodified her own judgement according to her and other's particular
circumstance: everyone in the family had a different need, and Sen anticipated that she
would respond to theirs and her own needs differently at the one time. Here, she was
neither oppositional to biomedical knowledge nor solely reliant on customary scripts.
Drawing on multiple modalities of care. Sen rather attempted to be active and experimental
on what kinds of practices could work for her at a certain time.
Sen's newly started vegetarian diet also showed how the question of eating could be an
ordinary and exemplary practice. When her concern turned from nutrition to karma, 1
started to think about how one's ordinary acts of eating, bathing, and everyday living could
be the substance of ethics. Sen never explicitly told me that she pursued an ethical life, but
her everyday endeavours to care for herself at this critical moment entailed a certain pursuit
of self-fashioning. As Lambek eloquently writes, calling for careful anthropological
attention to ordinary ethics, "truthfulness and committing to specific ways of doing or
being are fundamentally ethical matters" (2010b:47). The moment I realized Sen's
truthfulness and commitment was when I smelled her scent, her body in the specific
modality of care.

The Smell of the New Mother

When I entered Sen's room a day before the end of her postpartum month, her room was
fiill of smells. The mixture of body odour, the smell of unwashed hair, herbal medicine, and
soured breast milk was floating in the room. And small flies were swarming around Sen
and the milk drops on the floor. Her room reeked of the odd smells of the unwashed human
body. The unacquainted strong smell gave me a sudden headache. Sen turned on the
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electronic fan for m e and my research assistant and brought us a bottle of water. Fanning
away flies from the sleeping baby. Sen told me, " K h i a w (her husband) forgot to buy
vegetables for me to eat, so 1 just had a bowl of rice with salt." W h e n I asked her what she
wanted to eat right now, she smiled at me and replied, " I ' v e badly wanted to have a soup
with chaom (acasia pennata, green feathery shoots). But I ' m worried that it would be bad
for the baby. I should wait five months more until the baby grows up e n o u g h . "

When I

asked her again why she had to keep all these rules, she remarked, " I t ' s a kind of torture
that you cannot eat all these things and just watch other people e n j o y food. I badly wanted
to drink cold water, but it could cause terrible muscle pain four or five years later. Wind
affliction is such a scary thing. I know many people who suffer f r o m wind affliction and
spent lots of money to treat it. So 1 have to endure this time, because 1 feel for m y baby
(endu Ink). If I became sick, who would take care of my baby? M y parents are not here, and
my husband has to go to work; 1 cannot be sick."
The smell of Sen's body reveals her commitment and determination to care for herself and
the baby. N o one forced her to do this, but she was determined to restrain from eating
certain things and bathing and solitarily remained in the small sweltering room to prevent
possible afflictions in her and her b a b y ' s future. Sen's stinking body illustrates the very
central figure of power and protection in the Theravada Buddhist tradition. The endurance
of bodily discomfort and abstinence produces a certain form of power that can protect
oneself and others from malicious spirits, afflicfions, adversities, as in the potency of the
forest m o n k ' s ascetic body (Reynolds 2005; Tambiah 1984). In the central Thai context.
Hanks' (1963) classic ethnography also emphasizes the theme of self-formation: the
experience of suffering and endurance during the postpartum month can m a k e the mother
into a compassionate being. In her influential study of Shan Buddhism, anthropologist
Nicola Tanenbaum (1995) does not put much emphasis on postpartum rituals, but in her
broader argument the practices of restraints and withdrawal are key c o m p o n e n t s for
acquiring power and protection. The unusual smell from S e n ' s body thus reveals that she
was rotting through her ritualistic daily disciplines: it hints at a process of decay, the ever-

' H e r e Sen m a d e an implicit link b e t w e e n m o t h e r ' s blood and breast milk
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present possibility of death in human life, and marics out her Hminal stage of regeneration
into new motherhood.''
Again, although the postpartum observance (VM duean) is based on certain religious and
ritualistic convention, not everyone does the same thing. The very singularity of Sen's
postpartum practice, her everyday conduct for "ethical renewal" in Lambek's words
(2010a:2), is located within the stream of her particular life experience. For me, the smell of
her body and the story of her painful loss are not separable from understanding her
commitment. What sorts of adversities had Sen previously experienced? How does the
violent past continue and alter the present? To find answers to these questions, let me turn
to her unfinished story.
That day Sen met my research assistant, Aur, a single woman, a graduate student from the
Chiang Mai University, for the first time. Sen was surprised that Aur was four years older
than her, but she looked still young and pretty. Sen told us placidly, "People like me get old
quickly. 1 got married when I was very young and gave birth three times already. And I
think too much. Sometimes 1 can't fall asleep because I worry too much. It makes me get
old." Then, she explained to us how her two children had died at a very early age. Sen, a
thirty-year-old Shan woman, married three times, and also gave birth three times. The
newborn baby I met was the only one who had survived. Her first marriage in Shan State
was arranged by her father in her late teen years: Sen's father who only had daughters
expected that his new son-in-law would provide great help with his agricultural work.
However, Sen's first marriage did not work well: her first husband often skipped out on the
daily agriculmral work, and arguments and quarrels in the family were never ending. After
a two-year marriage. Sen divorced her first husband: her father gave him a half share of the
rice harvest of that year.
Then, she met a solider in the Shan State Army. "He was a really good man and handsome,"
Sen recalled of the most beloved man in her life. Her parents strongly disagreed with Sen's
choice, but she left her hometown and followed her husband for four years in the jungle.
"Life in the jungle was really tough. We had to hide from the Burmese soldiers all the time,
and we were never properly fed. In the jungle, there was nothing to eat. Sometimes we ate

' I thank Philip T a y l o r f o r this s u g g e s t i o n .

only bamboo shoots for so many days. When it rains in the jungle, you even cannot
imagine the life there," she told me.
Her first baby was bom in the jungle and died shortly after birth. "There was no traditional
birth attendant and I had to give birth all alone. 1 couldn't cut the umbilical cord by myself
so my friend cut the cord for me with a bamboo knife. She didn't know how to do it. When
she cut the cord, masses of blood came out and didn't stop. I f the blood didn't come out
like that, my baby might have survived. The baby didn't cry at all and had no strength to
suck the milk. I f 1 could have given birth in the hospital like in Thailand, the baby would
not have died. I held my baby for hours, but he was gone." Another devastation occurred in
her life, when her husband was caught by Burmese soldiers. "I don't know how they knew
that my husband was a Shan soldier. He wore noimal clothes and planned to stay in the
village for a while. I couldn't come out when my husband was caught. I f they knew that I
was the wife of the Shan soldier, they would kill me for sure." Sen's husband was hanged
to death when she was two months pregnant.
After Sen gave birth to her second child, she met KJiiaw, her current husband, who also had
spent ten years in the Shan State Army. After Khiaw was discharged from the army, he
wanted to have a new life m Thailand and asked Sen to go with him. " B o , there was
nothing to do in Burma. It was such a bad drought, so it was impossible to grow anything.
And I hadn't helped my parents at all, since 1 married my second husband. In Thailand, I
can work and send money to my father." Eventually, Sen decided to send her second child
to the baby's grandmother and came to Thailand. After a year, the three-year-old boy died.
"I cried all day after 1 heard the news. Baby's grandmother said that the baby had diarrhoea,
but in Burma, the only hospital is in the city, it's too far." Sen told me.
" M y life is just full of suffering and pain. If I could go back to the past, 1 would just want to
be with my parents. When 1 was young, there was nothing to worry about. I just did what
my parents asked me to do, and they took care of me. Bo, you don't have to marry soon.
Women's life is not easy after we are married. Y o u will be pregnant, and have to take care
of the children. The responsibility of women is full o f suffering because we have less merit
than men. W h y do I have to suffer like this? 1 want to do more good deeds, want to have
more merit." It was Sen's answer when I asked her why she should not eat meat during the
postpartum month. Sen emphasized, " M y life is already full o f suffering. Then, why do I
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have to give m o r e pain to others j u s t to eat? Eating meat involves our karma. I d o n ' t want
to cause pain and s u f f e r i n g to other lives."

Here, I w e a v e together several conversations to show how Sen has hved through violence
and painful loss. Her story of childbirth and child loss offers vivid examples of the state
violence inflicted by the B u r m e s e authoritarian government, the personal and collective
sacrifice around the prolonged military insurgency, the deepened economic dispossession
in Shan State, the risks involving unauthorized migration, and gender inequality. S e n ' s
social roles and identities also have drastically changed from that of a young daughter, to
wife of a militant soldier, and eventually to a transnational migrant worker. And her
personal alterations and involvement in the historical processes have impinged on the births
and deaths of her children.
Were there any direct or indirect links between her past experience of rupture and suffering
and her current e n d u r a n c e and asceticism? In her first postparmm month, she was a wouldbe renouncer in the h o m e : yet her aim for this ascetic practice was repairing strength to
return to the everyday stream of life rather than a gesture at transcendence. Unlike Buddhist
monks, as a lay person and a mother, Sen had to quickly remrn to the everyday activities of
living, not withdraw f r o m them. Here, I suspect that this everyday-oriented asceticism, as a
form of temporal renouncing, w a s a subtle exercise of human agency. Although it was a
temporary regime, for Sen, asceticism as a purposive reduction in the claims on life was a
way to contain the past, reduce her karmic debt and hence limit the retributive power of the
life-destroying forces that had laid waste to her previous family life.
Sen's personal c o m m i t m e n t to traditional postpartum practice also throws light on the
efficacy of tradition being wrought through active appropriation. In S e n ' s practice the local
tradition has been reactivated not in opposition to m o d e m regimes of care, but as an
improvised cultural repertoire. Sen is not caught fast in tradition, but retreats to her
accustomed cultural k n o w l e d g e in a m o m e n t of crisis to intensify her capacity to nurture.
The notion of k a r m a is also critical for S e n ' s practice, because it allows her to pronounce
her suffering and to glimpse a possibility that she can make a different fuUire. In this

religious projection of merit making, her vegetarianism, which has been extended from her
postpartum practice, operates as one of many ways that she can exert control on her life.
After the first postpartum month ended, Sen did not have to wear thick clothes anymore.
But she had to have a herbal bath for another month, avoid drinking cold water for six
months, and she continued to keep her vegetarian diet. She wanted to have a proper ap
(Jiiean ceremony (the celebration for the end of the postpartum month), but she could not
afford the expenses for the ceremony. Inviting an elderly Shan for blessing and preparing
food for guests would cost a fortune. Sen's month-long postpartum practice ended
gradually and heedlessly. The future was unknown, but at that time Sen was strong enough
to raise her child and again work in the fields.

The Madwoman and the Migrant: A Frail Mother and Banal Abandonment

Whereas Sen's practice enunciates the hope of recovery and advancement, it is important to
note that the necessity of postpartum care is preconditioned by the unpredictability of wind
affliction. There are abundant risks and danger that can threaten a new mother's health and
long-tenn wellbeing. Insanity is one of the worst results that a failed postpartum care
regime could cause. At this point, analysing wind affliction illness through a local
ethnomedical model of body and mind goes beyond my ability and scope. Instead, I recount
Nok's ongoing biography and show how her madness, which is partly associated with wind
affliction, is embroiled within the broader disruption between herself, intimate family ties,
and social environment. As the Comaroffs (1987) observe in their article "The Madman and
the Migrant," I also find that violent processes of dislocation and alienation are central to
Nok's experience of migration and mental breakdown. Although Nok's statements
sometimes lack coherence and clarity, her expressions and actions speak of the violent
rupmres that she has gone through.
There were many explanations why Nok was not well or not normal. When I first met Nok
in the Ban Phaet Hospital ward, she was anxiously walking around the ward in her bare feet,
holding a plastic bag that was full of baby clothes. She stormed into the nurse station and
roared at the nurse asking when she could go home. The nurse told her that her daughter
still had a fever, so she had to wait until the doctor came to order her discharge. Nok
returned to her bed without replying and shortly came back to the nurses' station again: this
time she asked for milk for the baby. The nurse was irritated by Nok's rude manner, but she
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gave Nok two packs of soy milk. When 1 asked the nurse what was going on, the nurse told
me that Nok was anxious because she had ran out of her medication. "She is just mentally
unstable, but she is quite chatty, so if you want, you can talk to her," the nurse introduced
me to Nok as a Korean PhD student, and that was the start of our recurrent encounters.
That day Nok told me that she suffered from lorn phit duean (afflicting wind illness): when
it struck her, she became lethargic and could not breathe. Two days ago she felt that her
symptoms had exacerbated, so she called the ambulance and came to Ban Phaet Hospital
with her two-year-old daughter. Nok was the primary patient when she came in, but the
doctor noticed that her daughter had a high fever and ordered hospitalization for her as well.
In our first conversation, Nok was eager to talk to me and did not mind other patients
listening to our conversation. Nok noticed that my Thai was not as perfect as hers and
mimicked my wrong tone with an endearing smile. When I asked what caused her wind
illness, she told me an unexpected story. "I accidently met my brother in the market next to
the big hospital. I hadn't seen him for a long time since I left my hometown in Burma, and
he said that our parents had died several years ago. I was so shocked and sad, so I couldn't
do anything. Then, 1 become phi ha (a mad person). Then, I stayed in the psychiatric
hospital for a month." At this time, she insisted that the grief at having lost parents made
her sick and crazy.
Nok came to Chiang Mai around ten years ago from Shan State. Her age was uncertain as
were many other aspects about her. She told me she was 36, but on her hospital bed sign,
she was 27. She worked as a domestic worker and married a Shan man in her early twenties.
Nok's first marriage went badly wrong because her husband bashed her when he was drunk.
"He used to smash my head on the ground. He hit me so badly that 1 became very weak and
sick." Then, Nok met her current husband, Deng, a Chiang Mai bom Thai man, who was
working as a night guard at the construction site where Nok had lived. Deng felt sorry for
Nok's situation and eventually asked her to leave the construction site with him. After Nok
started to live with Deng, Nok stopped going to work and stayed in Deng's deceased
mother's small wooden house in a rural village located around 40 kilometres away from
Ban Phaet Hospital.
Soon after they lived together, Nok was pregnant and lost their first child through a
miscarriage. Whereas Nok did not put much emphasis on her miscarriage, Deng was the
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one who insisted on the linkage between Nok's ill health and her pregnancy. When 1 met
Deng in his house, he explained to me that Nok did not take care o f herself during and after
her first pregnancy and ate everything without caution. Deng insinuated that Nok's
carelessness had caused wind afflictions. Deng also believed that the soul o f the dead baby
had impacted on them: the baby might be still angiy with them or the baby might not want
to with them, and the miscarriage must be connected to their kanna. When I asked Deng
whether they tried to get help from local healers or monks, Deng told me. "They can make
up anything to get money from us, right? It's just the wind afflicting illness, they cannot
help these problems." Eventually, Nok had two more children and at her second delivery,
she also had a tubal ligation for birth control. While Deng was telling me these things on
the bench under the old tilted house, Nok was sitting close to us, but she did not make any
comments and kept washing her children's clothes.
Exactly when Nok's nervous breakdown had started was unclear. Nok once said that she
had felt depressed and lethargic after the miscarriage. Deng remembered that Nok had a
seizure a year after their son was bom. In 2010, Nok was a frequent flyer o f Ban Phaet
Hospital. Her outpatient file was an inch thick indicating her repeated visits to the
outpatient clinic, emergency room, and ward. Nok was also uninsured and couldn't pay her
hospital bills several times. The nurses knew about Nok's situation quite well, but in many
cases there was nothing much they could do for her. Her first long-temi hospitalization in
the psychiatric hospital had happened just a month before we first met. Nok described her
time in the psychiatric hospital as comfortable: she spent most o f the time lying down and
sleeping. After she had been discharged, Nok continued to take her psychiatric medication.
I didn't have a chance to accompany her to the psychiatric hospital and couldn't find out
about the diagnosis given to her. Instead, she showed me her daily medications and they
were mainly for controlling the symptoms of schizophrenia-like psychosis and epilepsy
(trihexyphenidyl, risperidone, sodium valproate). Nok told me that the drugs made her
sleep like the dead: she couldn't hear the baby's crying at all and wouldn't wake up until
morning.
Nok's claim o f wind affliction illness, a specific example o f somatization, intrigued me and
I wanted to know more about her, but at every interview I felt like I was falling into murky
water. The situation was much more complex than I assumed. The sources of her ill health

were multiple and each cause was incompatible: afflicting wind illness caused by doing
something wrong in the postpartum month, the deep sorrow o f losing parents,
hyperventilation, the trauma o f domestic violence, the wandering soul o f the aborted child,
and the onset o f schizophrenia-like psychosis were all suggested as something relating to
Nok's ill health. The family was poor and both mother and children were not well. Crisis
was chronic in N o k ' s family.

In February 2010, the last month o f my first fieldwork, I visited Nok's house to say good
bye. It was a weekday, but unexpectedly Deng remained in the house to look after his
feverish daughter. Urging me to find Seoul on Google M a p with his cheap smart phone,
Deng told me that he planned to go to Bangkok to work. I was surprised at his new plan
and asked him how he would bring Nok and his children to Bangkok. Deng had once
denied that Nok was a Shan migrant, because he was concerned about Nok's undocumented
status. This time however he was quite open about this issue, "I already made my mind. I
don't know what will happen in the future, but I might send my children to the orphanage.
If Nok is caught by the police, they would send her back to Burma. I don't know." I was
terrified by Deng's new plan. In my several interviews with Nok, she had insisted that she
had completely forgotten the Shan language and couldn't remember where her hometown
was. Nok had also lost contact with her siblings in Chiang Mai. What would happen i f
Deng abandoned her? Every time Nok went to the hospital, she brought a piece of
cardboard paper with Deng's phone number and the emergency number for the ambulance
on it. M y contact number was scribbled on the paper too, but she rarely called me. While
her husband was telling me of his plan to run away to Bangkok, Nok was giving her crying
daughter a piggyback ride to calm her down as if she wasn't listening to us. Abandonment
was being announced from her closest relationship, but at that time I was unable to know
how it would proceed.

A year later, I came back to Ban Phaet Hospital for my second period of fieldwork and I
asked the female ward nurses about Nok. The nurses remembered her well and told me that
she had come to the ward a month earlier because she had attempted suicide: Nok had
insisted that she drank pesticide to kill herself, but her condition was not severe. "She was
calling for attention, that's all." The nurse reassured me that Nok was not seriously injured
at that time and was eventually referred to the psychiatric hospital. Before I went to visit

Nok's house, I accidently met a caretaker from the health station in N o k ' s village. She
remembered me, the Korean student who had visited Nok several times before, and I heard
from her that Nok had been raped by a neighbour and caused a scene by threatening to
commit suicide in her house. 1 called Deng, Nok's husband, and fortunately he was still in
Chiang Mai with Nok.
When 1 arrived at Nok's house in the midday, the village was quiet. From outside the house
I could hear that Nok was watching TV with her son. She was surprised and delighted to
see me again, and she invited me to go to the noodle shop with her for lunch. The owner o f
the shop occasionally took care o f Nok's children when Nok was in hospital. As she was
fixing noodles for us, the middle-aged lady told me, "It's a good thing that her daughter
was sent to the orphanage. The mother cannot take care of her children anyway. See, this
boy should go to school, but still he stays home all day and even can't speak properly." I
realized that that was the reason I didn't see Nok's youngest daughter in the house.
Listening to the chimes from the elementary school, the three of us ate noodles.
On the way back home, Nok took me to the house of her husband's aunt. The old lady
welcomed us and said that Deng hardly came back home, because he had to work all day
and night in the city. The old lady told me, " N o k cannot do any hard work. She had a
seizure before, so she couldn't work in the fields. She barely manages cleaning and cooking
for the children. Today she already borrowed 40 baht from me. Her husband gave her
money, but she just spends the money on this and that, buying food and sweets for the
children. She doesn't know how to save money. She has been like this for a long time, so
what we can do?" It was the first time that I had met Deng's relative and I was afraid that I
might make an impression that I was accusing the family. After a brief chat 1 left the house
with Nok and her son.
In her ramshackle house we talked little bit more. I asked her about her little daughter. Nok
explained that she was in the psychiatric hospital for two months, so her husband had sent
the two children to the orphanage. The orphanage didn't allow her son to stay longer,
because o f his disability. I remembered that Deng had once told me that their first son was
not normal and was diagnosed as "autistic" when he was three. He had registered his son
for a government disability subsidy, so they could get 500 baht per month. I knew that Nok
and Deng had talked about sending their children to s o m e o n e - N o k had once suggested
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that if 1 wanted she would give me her daughter—but 1 did not expect that it would really
happen. She said, "I want to send my children to school, but I don't have money. They
don't have to live like this with me, it's good for her."
Then, I asked Nok why she had had to go to the psychiatric hospital the last time, and Nok
briefly told me about the rape. She went to an old man's house to give him a massage—
Nok used to give massages to old people in her neighbourhood and for this earned a small
amount of money—and he raped her while her son was watching. "He was really violent
and hurt me." A few days after the assault, she took all her medication in one go. After that
Nok was sent to the psychiatric hospital. "Why didn't Deng call the police?" "Deng wanted
to call the police. But I was ashamed. And when I came back from the hospital, it already
had been two months since he did it to me." I couldn't ask anything more about the sexual
assault, but wondered how the hospital had responded to her. "What did the doctor say at
this time? I asked. "It's just about lorn phit duean (the wind afflicting illness) and suemsao
(depression). Staying in the hospital was good. 1 took the medicine and fell asleep. They
gave me food, and I didn't have to think about any bad things."
Although Nok told me she felt better after the hospitalization and medication, 1 was unsure
about the impact of aggressive psychiatric medication which was not regularly monitored.
Nok was not offered any regular consultations or check-ups from any of the hospitals she
visited. Nok explained to me that the medication from the psychiatric hospital was not just
drugs for neurology (ya prasal), but also drugs for protection (j'o khumkhrong).

Nok

seemed to accept different sets of etiology given to her at once: in her explanation, wind
affliction and depression coexisted without tensions and these two different
conceptualizations allowed Nok to express her symptoms. As a patient and an afflicted
person, figuring out the cause of her ill health was not Nok's primary intent, but by drawing
on these symptoms, she could act to address her needs for help. Protection rather than cure
was wanted.
Considering Nok's regular visits, there was a chance that the staff from Ban Phaet Hospital
could be more proactive in Nok's case, yet during my fieldwork 1 rarely saw nurses
organize home visits for patients who suffered mental problems." Instead, since Nok was
labeled as a psychiatric patient, she had been regarded as an uncontrollable patient that
" For the details of the home visit process of Ban Phaet Hospital see Chapter 1.

127

could only be helped by being given psychiatric medication. Returning to the hospital, I
asked the nurses if there were any legal procedures that could help rape victims. The nurses"
answer was simple: until the patient made a formal report, there was nothing that the
hospital could do for the patient. Dunng the rest of my stay in 2012 Nok did not call the
ambulance as often as she had before. She did not stay overnight in the hospital anymore,
although she sometimes told me that she still heard scary voices in her head. Nok still went
to the health station in her village frequently, but being tired of Nok's repetitious visits, the
health station staff had stopped keeping records of her outpatient visits long ago. The nurse
in the health station told me, "She is not normal (mai tern). She just wants some attention."
When Nok's requests for help and care were trivialized in this way, the primary health care
service turned out to be banal and futile.
In the last month of my second fieldwork in 2012,1 visited Nok to tell her that 1 would be
going back to Korea at the end of the week. I asked her if there was anything I could do for
her and she requested some money to recharge her cellphone credit. We went to the shop
together, and Nok called Deng to let him know about my departure. Then, she insisted on
walking with me to the village health station where 1 had parked my car. She entered the
health station first and told the nurse that her foot hurt. The caretaker of the health station
gave her a small bandage for the scratches on her foot. When we came out to the parking
lot, she suddenly said to me, "What he did to me was wrong, right?" "Yes, yes. You didn't
do anything wrong. The man was the bad person," I answered precipitously. Then, Nok
looked into my eyes, "It's not a big deal anymore. It happened long ago. It's okay, right?" 1
repeated what she said, "Yes, mai pen rai" and hugged her briefly. I felt Nok's hands
lightly clutching my back and the warmth of her body around me. When I got into the car,
Nok cheerfully said to me, " S i m i r (Thai translation of Korean-English term "Fighting!" it
means "You can do it!" or "Go, team!"), while pumping her fist into the air as she had seen
in Korean soap operas.

With regards to Nok's story, I do not intend to redefine every experience relating to
afflicting wind illness as a psychiatric crisis. Rather, Nok's case speaks to the traumatic
nature of everyday life through which women in vulnerable situations have to navigate. As
a local biocultural model, afflictmg wind illness makes her ill health understandable and
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recognizable in a certain way, but it also makes her pain and suffering trivial. At the time of
Nok's breakdown, the local care network around her appeared both ineffective and banal.
The continued medication and hospitalization at the time of the crisis offered a short relief
but, in most cases, this remedy was far from acknowledging and engaging the underlying
problems that put her in these vulnerable situations. The incident of sexual assault clearly
attested to Nok's fatal precanousness relating to her lack o f social and legal protection, but
it was unjustly treated as her individual failure. Eventually, not the rapist but the victim was
incarcerated, though it was also undeniable that the psychiatric ward was the only place
providing a refuge for Nok from the violence that been inflicted upon her. The neighbours
did not ostracize Nok and they still interacted with her, but they also at the same time
became distant and damaging. A threat o f abandonment came in her closest relationship,
but Deng had continued to support his frail wife. I also was unable to do anything helpful
for her. Not only N o k ' s humoural balance, weakened soul, mind and body had experienced
breakdowns, but social relations around her also failed to respond.

Nok's lived experience o f insecurity and danger was intensified by her separation from
efficacious social ties. In her life trajectory consisting of migration, domestic violence, and
several nervous breakdowns, Nok had been uprooted from her original Shan kinship ties
and relied solely on Thai neighbours and relatives on her husband's side. When Nok
insisted that she had forgotten her Shan language, Nok might have been claiming her will to
belong to the local Thai society that she currently lived in, but her deep dislocation did not
imply integration. In this simation, the district hospital and health station appeared as an
accessible source o f care and protection: these places allowed Nok to come and stay.
However, when psychiatric confinement and excessive medication operated as the only
solution to deal with the unwanted and uncontrollable, Nok was rendered as an unworthy
and insignificant person to engage with.

Both traditional and biomedical approaches had failed to be successful, but Nok continued
to go to the hospital and health station and demand attention and remedy. What was given
to her fell short, but Nok did not stop pleading. For the whole of two years, Nok had lived
in the same place, called the ambulance, asked for medical attention, took medication she
felt that she needed to take, and scavenged for resources. And more importantly Nok raised
her children by herself As Veena Das (2010) noted in her contemplation on the

convergence of violence and the everyday, we might appreciate N o k ' s everyday life as an
achievement: within the parallels of care and hurt, Nok had secured her and her children's
everyday life as much as possible. This everyday security broke down several times, but it
did not foreclose the possibilities of recovery and growth.

Family Lives within the Migrant Labour Regime
The figure of the Shan migrant woman as a labourer and mother vividly presents the double
burden of wage labour and social reproduction. In the texture o f Shan migrant women's
everyday lives, work and home, productive and unproductive labour, are not neatly
separated. Also, the encampment of Shan migrant families on construction sites and
agricultural farms suggests a direct example o f the condensation o f material and social
reproduction: people work, eat, sleep, have sex, and raise a child in the small radius o f the
work site, and here domesticity is encapsulated within the labour regime. In this condition,
it is important to note that organizing the everyday labours o f caring is fundamentally
affected by economic forces, labour markets, employment patterns, and gendered
responsibilities and inequality.
Throughout my fieldwork, I was struck by the fact that there were many families taking
care of their disabled children in the encampment of construction sites and agricultural
farms. When the camp was deserted during the midday, I often spent several long and hot
afternoons with mothers and grandmothers who remained at home to take care o f young
children and sick family members. Within the daily economic instability o f migrant
families, the burden of care is directly related to the loss of household income. In Chiang
Mai City, a male adult construction worker's daily income is around 180 baht to 270 baht
per day, and it barely covers very the basic expenses for the family. Pregnancy and early
childrearing often pose serious economic instability to impoverished migrant families who
have no social protection. Prolonged sickness and the disability o f children also cause grave
emotional distress in the family and threaten many migrants' common aspirations o f saving
money and going back home. In this section, drawing on two Shan families' experiences, I
focus on how people deal with the precariousness o f wage work in the current exploitative
migrant labour regime and how they ensure everyday caregiving for their infirm children.

Pulling Resources on the Edge
An w a s one of the construction workers w h o built the house near m y foster f a m i l y ' s house.
A relative of m y Thai foster family, w h o had m a d e good m o n e y from catering for weddings,
built a n e w h o u s e using a mortgage, next to my foster uncle's house. An rubbed every
c o m e r of the glass decorated w o o d e n stairs with sandpaper for three days, when she was in
the eighth m o n t h of her pregnancy. It w a s a favour from the construction foreman and her
fellow workers, giving her relatively easy work. An w a s widowed when she was three
months pregnant and b e c a m e the sole income earner for her family. With her daily income
of 180 baht, she had to feed herself with the unborn baby, her eight-year-old daughter w h o
had severe cerebral palsy, and her twelve-year-old brother.
An c a m e to Thailand w h e n she w a s eighteen, a month after she got married to a man f r o m
her h o m e t o w n . Her migrant experience reflects the typical pattern of labour migration f r o m
Shan State to C h i a n g Mai. At the beginning. An worked in an orange farm near the Thai
and B u r m a border. She w a s u n d o c u m e n t e d and got paid only 75 baht per day. In the border
area, Shan labour w a s plentiful and cheap. The household income w a s not good enough,
but the farm o w n e r provided rice and a concrete shack to live in. She recounted, " W o r k i n g
in the orange f a r m w a s not hard, but the pesticides are really bad. 1 had headaches and felt
sick, so I d i d n ' t want to work there anymore." She gave birth to her first daughter, Som, on
the remote orange farm after several visits to the health station for antenatal care. "1 d o n ' t
k n o w w h y S o m b e c a m e like this. The hospital said that it w a s because of oxygen
deprivation." Som, A n ' s first daughter, w a s suspected to suffer severe birth asphyxia and
had been referred to the neonatal intensive unit in the provincial hospital for a month. Som
w a s uninsured, but the hospital did not ask her to pay the hospital bill for the intensive care.
When S o m finally got back h o m e . An thought that she had fully recovered. But Som could
not suck f r o m a milk bottle, so An has had to spoon-feed Som, as she has done until now.
"She w a s j u s t lying d o w n and didn't even cry. Then, she became like this." After spending
two years on the f a n n , saving a bit of m o n e y for the work permit. An and her husband
m o v e d to C h i a n g Mai City and worked at various construction sites. Soon A n ' s mother in
Shan State died, so her younger brother also m o v e d to Chiang Mai and stayed with her. De,
a twelve-year old boy w a s u n d o c u m e n t e d but w a s allowed to enter the local Thai school.
When e v e r y o n e went to work, Som, a baby girl with severe cerebral palsy, w h o could not
even hold up her neck, had to lie alone under the mosquito net.
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An's husband's death was a tragic accident. "He was such a handsome man," Ymg, An's
close friend who came from the same village in Shan State said, showing me a picture of
An and her husband. An told me how her husband died: "I still cannot understand why he
went swimming alone after work. Everybody else went home after work, but he went to the
river all alone and drowned." After An's tragic death, An's friends from the same
hometown were tremendously helpful. Although several relatives of An's husband lived
near An, they rarely visited her after the funeral. Ying and three other of An's friends who
had been working with her and lived close by shared the burden of taking care of An's
children. All of them were at a similar phase in their lives—as young mothers who had
young children under seven years of age and who worked in construction sites with their
husbands. After the death of her husband, the economic stability of An's family
deteriorated rapidly: whereas An's friends were able to start saving some money, buy
lottery tickets, get a motorbike, send remittances to their parents. An barely survived by
getting a small advance from her employer. Ying occasionally lent An a small amount of
money, but An was very cautious not to be indebted to Ying too much.
An's employer and local Thai neighbours also gave a hand. With help from her employer
she had settled in the construction camp located in the middle of the Thai village. The
middle-aged Thai foreman let An remain in his crew and stay in the construction camp,
although she could not go to work for several weeks. An's story, a widow with a disabled
child, spread widely in the local village, and fortunately a primary school teacher from De's
school introduced An to a small Christian organization funded by a wealthy westerner. The
organization offered to have An stay in their shelter with her two daughters. They also
required An to attend church services everyday, but at that time An was not much
concerned about this issue because she thought that under no circumstances would she
become a Christian.
But, after her second daughter's birth, An came back to the camp from the shelter much
earlier than expected. "In the shelter, I have to follow their rules, and 1 have to eat what
they give me. The first day I moved to the shelter they cut the white thread tied on my wrist
that 1 got from the village temple and threw it away. I got a lak phoy (red coloured thread
necklace for protection from evil spirits) for my baby from the very famous Shan temple in
Chiang Dao, but 1 didn't bring it to the shelter, because I worried that I might lose this

precious one." A n recalled her short time in the shelter. A n ' s main concern was carrying
out proper postpartum practices as much as possible, so she could restore her strength and
get back to work in a healthy condition. It should have been her husband's job, but Y i n g
and A n ' s younger brother helped to do laundry and other heavy household chores. After
spending the first postpartum month in the construction camp, An went back to the
Christian organization and stayed there for two months with her daughters.

On the day A n came back to the camp site, she looked fresh in her new denim pants.
Holding the newborn baby with its chubby cheeks in her anns, she was full o f smiles. Som
was also in a brand new baby buggy. A n looked much better after a month's rest from hard
manual work, but she already had started to worry about her out-of-date working permit.
An could stay longer in the Christian organization shelter, but she was wanting to get back
to work. She told me, "It was pleasant to stay there. There was nothing to do, so I just
spent time with m y baby. But I could not rely on them." Her contact with the Christian
organization was quickly lost once An decided to get back to work. The first thing she had
to do was find some money to get a passport and new working permit, so she could get
back to her construction work with her friends. An wanted to borrow some money from her
employer, but she was unsure that she could manage her debt: "But 1 have to borrow
almost 7,000 baht and I ' m afraid that 1 cannot return this amount of money later." The
newly changed migrant registration policy (for details o f this, see Chapter 3) could directly
result in An falling into debt.

Going back to her old j o b also meant that A n couldn't take care o f her children by herself
anymore. A n let Som stay alone in her house, and sent only her five month-old baby to the
small day-care centre in the village. It cost 1,200 baht per month, and within A n ' s tight
household income, it was a big burden. W h e n An barely managed the expense for childcare,
the owner o f the day-care centre felt sorry for A n ' s situation and offered her a job. A n
could bring her two children to the centre and work there as a nanny. In her new job. A n
took care o f twenty children for twelve hours per day and was paid 3,000 baht per month. It
was such a relief that A n could have a regular income, but 3,000 baht barely covered the
basic spending for the family. Som's medication cost around 500 baht in every month.
Som's younger brother didn't have to pay tuition fees, but sending him to school ate money.
As a single mother and the head o f the household. An had finally managed to secure a

stable flow of cash for herself, but, relying on such a meagre wage, meant her migrant life
was stuck in a tenuous hand-to-mouth subsistence.

Living without the Hope of Returning to Homeland
An's migration journey eventually arrived at a moment of immobility. At this point, 1 want
to recall that depicting migration as a linear journey from departure to integration does not
allow us to understand the texture of daily entrapment that An currently inhabited. In their
everyday conversations. An and her friend often spoke of how their aspirations around
migration, a sense of possibility and progression, slowly dried up. To deliver the daily
texture of dispossession and alienation, 1 turn to the everyday scene of the construction
camp site.
In February 2011, An and Ying invited me to have some Shan snacks that they had
prepared for a special Buddhist day. 1 arrived in the camp around 7 p.m. and Ying had just
got back from work. Ying asked me to go into An's room first while she took a quick
shower. In An's room, Som was lying there alone, because An had gone to her work again
for a short while to help her employer. The modest room was neatly arranged, but the smell
of urine from the thin mattress, halitosis from Som's open mouth, and the mouldy odour
from bare concrete blocks lingered in the murky room that had no window. Ying and An
came back to the room soon and brought the Shan snacks. That day An had woken up at 4
a.m. and made the rice cakes before she went to work. The rice cake with peanuts and
sesame seeds melted in the mouth with a delicate sweet flavour. Ying's husband and other
guys were drinking whisky outside, and An's friend gathered with us.
"Even I sometimes cannot fall asleep because of my only child: how can An stop worrying
about her children?" Ying said to me with her usual graceful grin. An just listened and
smiled back. I asked An what had happened when she had gone to the big hospital with
people from the Christian organization to check Som's condition. "Nothing new. They
(volunteers) talked with the doctor, and I was outside the consultation room. The hospital
just gave me the same medicine she used to take," An replied calmly, folding napkins for
Som and the baby. "Didn't you want to talk with the doctor?" I asked An. "You could ask
some questions about how it happened or how Som can get better." She replied: "I don't
know the exact name of her disease. I never saw this kind of disease in my hometown. Thai
people call it lorn chak (epilepsy), right?" Then, An showed me Som's tattered antenatal
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logbook. W h i l e I looked at the tables o f her visits. An added: " W h e n I was pregnant, I
didn't think that anything could happen to Som. 1 went to the health station and even to the
(private) clinic once, and at that time everything seemed O K . " Y i n g joined the conversation
and suspected that something could have happened during childbirth. 1 asked A n , "The
place you gave birth, was it a small hospital? Was there a doctor in the labour room?" W e
had had similar conversations several times already, and A n ' s answer was also quite
consistent. "1 don't think that the hospital did anything wrong. It's no one's fault. It just
happened." Then A n massaged Som's legs and spoke to her softly, "It's O K . Y o u are fine,
right?"

I told them about my latest visit to the house they had built several months ago, to
participate in the house-opening ceremony. "That was a beautiful house. Did you see inside
the house? I f we came back there and asked the house owner to see the house, they would
never allow us in. Isn't it funny? When we built the house, they would be mad if we didn't
go to work, but, now, i f we went there they would definitely chase us away," Ying told me
with a cheerful tone. Y i n g continued, "Later. Now we live in this ugly place, but we will
build our own house later." A n ' s other friend joined the conversation, " H o w could that be
possible? Saving money and building a house? Unless we win the lottery, it will never
happen." Y i n g yawned and exclaimed, "Really want to go back home!" Then they started
to talk about some lucky stories o f Shan people who won the lottery and became rich. 1
asked A n whether she had also bought a lottery ticket. "1 used to. But now 1 don't have
money anymore." Unpeeling a pumpkin seed, A n ' s other friend said that she had been so
sick o f working every day: she would go back to Shan State straight away, i f she won the
lottery. A n remarked placidly, "1 cannot go back. There is no medicine for Som and i f I sent
her back home, she would die."

For me, this conversation was significant in allowing me to grasp the layers of
disenchantment and aspirations. A n spent ten years, and Y i n g seven years in Thailand as
migrant workers. During these years, they picked hundreds o f oranges, built several fancy
houses, made money, and raised their own children and others. This productive life in the
realm o f value making and social reproduction did not offer much in return to them. When
the dream o f winning lottery appeared as the only viable way to escape from current
exploitative wage labour and to return home, it refiected the situation that these women had

become steadily impoverished and lost their initial aspirations of accumulation in spite of
their hard work.
At the other end of the uncontrollable luck, there were unruly adversities that deepened the
precariousness of migrant life. Living through the unexpected disability of her child and the
untimely death of her husband, An found herself being unable to go back home. Yet, the
scene here 1 reconstructed was neither about despair nor abandonment of attachment. An
held her own calmness to accept her current situation and continued to live on.
Consolidating various resources from friends, neighbours, the local Thai community, and
even the Christian organization, she ensured the everyday living of her family. While An's
wage labour barely sustained the household, her other non-monetary labour toward
constructing and retaining the relations of kindness, dependence, and charity eventually
made her small family's survival possible. Certainly these social relations are far away
from achieving equality or empowering, but these tenuous relations have been deeply
woven into a life-sustaining web for this fragile family.

Difficult Birth, Impairment, and Raising a Child with Severe Cerebral Palsy

While An was not inclined to agree with the possibility of malpractice during her childbirth,
Phem was quite sure that the negligence of birth attendants made her son a Ink phikan
(disabled child). Phem and Yi were the couple we met briefly in Chapter 3. For this young
couple, age twenty-two and twenty-four, raising their first son became the biggest challenge
of their life. As I narrate Phem and Yi's efforts to improve their baby son's health, I
continue to show how retaining and expanding connections with the local hospital and their
kin becomes a serious task of care in this family. Their struggle to provide adequate care
for their severely disabled son shows that neglect and disregard are not split from but
always lurk around in relational domains of caregiving. Within this tension, deliberate
efforts to subdue the incursion of disregard and foster caring relations, then, shape Phem
and Yi's life choices.
Phem came to Thailand with her grandmother when she was fifteen years old and started to
work as a domestic worker. During the first few years, Phem made a good amount of
money: she told me proudly, "I once sent my mom more than 10,000 baht. In Burma, it was
a quite big amount of money. 1 really worked hard, doing a domestic work job during the
day and cleaning buildings at night." But she got tuberculosis and became seriously sick.
136

She was undocumented at that time and she could not get any proper care from the hospital
in Chiang Mai. In the end, Phem returned to Burma: she thought that she would die during
her trip back to home, which consisted o f a seven-day bus ride. Eventually her mother
brought her to the big hospital in Yangon. Phem recovered her health after spending an
enormous amount o f money for the hospital fees. Phem felt so sorry for her mother and
came back to Chiang M a i to work. Then, Phem met Y i at work and they married. When I
hung out with Y i and Phem's cousins, Y i told me, when Y i first met Phem, she was so
pretty and there were many guys interested in her. "Living through hardship, Phem is not
like as she was before. See, where is her beauty n o w ? " "No, Phem is still so pretty," we
laughed together, but it was quite true that the young couple had to get through many things
together after K o m ' s birth.

"The hospital treated us badly because we are Shan," said Phem. When I visited Phem's
new place near Y i ' s mother's shack, Phem had many things to say about her birth. Phem
never thought that anything could happen to K.om, her first son. Phem was pregnant the
year she married: " W h e n I knew I was pregnant, I thought that it was not a good time to
have a child. W e couldn't save much money yet. But Y i said that aborting a child is a sin.
So we decided to keep the baby." Phem recounted her first childbirth experience, " W h e n I
went to antenatal care, the nurses all looked angry. I told them I had tuberculosis before,
and I worried that I couldn't give birth by myself But they said that 1 would be fine." Phem
remembered that when she entered the labour room early one Sunday morning, there were
no doctors, only nurses were there to assist her birth. The hospital to which Phem went was
one of the district hospitals in Chiang Mai, which was a similar size to Ban Phaet Hospital.

Phem continued to explain her terrifying birth experience:
The nurses in the labour room were bad mannered. When I lost all the strength, they
scolded me for not pushing harder, I asked them to send me to the big hospital, but
they said that i f they did, I would die on the way. They tried to get the baby out, but
I heard that the machine didn't work. Then, one nurse said that either I or m y child
would die. 1 was already so exhausted. When my baby came out, his body was
greenish. A n d he didn't cry. I hit his bottom, but he didn't cry. The nurse said that
the baby would die soon. Then I just fell asleep. I heard from Y i later that the nurse
told Y i that the baby's body had already turned green. She asked Y i whether he
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wanted to save the baby. Yi told the nurses to do everything for the baby. Yi was
crying and asked the nurse where the baby was, but they treated him badly. They
even didn't tell Yi where the baby was, after they sent the baby to Ban Phaet
Hospital.
According to Kom's medical records, the medical staff had tried vacuum extraction, but the
result was unsuccessful: Kom had suffered severe birth asphyxia that eventually led to
brain damage. After Yi's consent, the baby was resuscitated and sent to the neonatal
intensive care unit at Ban Phaet Hospital. "If they sent me to the big hospital right away to
do surgery, it never would have been like this." Phem fmnly believed that an emergency
caesarean section would have prevented this unfortunate result, but she was never given
this chance. While staying in the Ban Phaet Hospital NICU for a month, Phem also learned
more about the possibility that her son could have been bom safely.
Phem: The doctor in Ban Phaet Hospital said that Kom was deprived of oxygen
almost an hour. If 1 gave birth in Ban Phaet Hospital, they could give him oxygen
straight away. When my Shan friend gave birth, she tried to push five or six times
but it didn't work. So the nurse sent her to the big hospital and her child was totally
fine. In the NICU, I met another Shan woman who also did vacuum extraction, but
the baby spent only a day in the ward and could go home.
Bo: Have you ever been back to the hospital where you gave birth? I once heard a
story of a Shan woman who died in that hospital during childbirth. People said that
her family received some compensation money. Did anyone from that hospital
apologize to you?
Phem: No, they didn't say anything to me. And I didn't want to talk to them at all.
My Thai neighbour said that we could sue the hospital and ask for compensation,
but it was my first birth and I didn't know what I could do. So 1 never visited them
again. Yi told me, "Forget about them. Chang man !her (let it go). He is our son and
we will take care of him anyway."
Phem's rancour and fmstration were deep, but she also felt that, as a Shan migrant,
confronting the medical staff with the accusation of malpractice was not an option for her.

Since his birth K o m had required constant medical attention. A n d Phem had no alternative
except relying on the Thai public health system. Contrary to their previous hospital
experience, in Ban Phaet Hospital N I C U , Phem and Y i eventually had developed very close
relationships with several medical staff. The pediatricians remembered K o m ' s case well
and they often mentioned Phem as an exemplary mother who tried to do her best to take
care of her sick child. The medical staff s close attention to K.om not only originated from
their sympathy for his unfortunate condition, but also was influenced by Phem and Y i ' s
dedication to their son. K o m was weaned o f f ventilation support, but he was still seriously
under-weight and susceptible to several infections and pulmonary diseases. Monthly
follow-ups given by the paediatrician in the N I C U , extra eye tests and cranial ultrasound
tests in the provincial hospital, vaccinations, skin rashes, fevers, pneumonia, feeding
problems, and physiotherapy appointments were constantly coming up. Phem and Y i
brought Korn to the hospital on every required occasion, although they lived far away from
Ban Phaet Hospital. The old motor bike carrying the whole family had shuttled across the
highway overpass to come to the hospital so many times.

To respond to K o m ' s fluctuating condition and most of all to keep close contact with the
hospital, Phem and Y i had to make money and find time. While Y i drifted from
construction site to construction site to find a place where he could get a higher wage,
Phem stayed close to Y i ' s mother, so she also could go to work. W h i l e Y i ' s mother took
care o f K o m , Phem worked 12 hours a day in a small baking factory where she earned only
140 baht per day. Phem's employer allowed Phem to go back home from time to time to
check the baby, but her wage was much lower than other workers. Y i was an experienced
construction worker, so his wage was a bit higher than average: he earned around 270 to
300 baht per day. There was a time that 1 saw Phem and Y i three times in a week at the
hospital. It meant that they had to lose three days' wages that week. Y i once told me that
the doctor's admission order was the scariest thing at that time; not only due to his concern
for the baby's health, but because the burden o f staying with the baby in the hospital was so
grave. Phem had to quit her j o b to stay with the baby at the hospital all day, and Y i ' s sole
income was not good enough for paying hospital bills and everyday expenses. When I
waited outside o f the hospital with Y i while Phem and K o m were in the consultation room,
what Y i first said to me, shaking his head to wake himself up, was " S o tired."

Phem and Y i could go to the district hospital near their place, but they faithfully returned to
Ban Phaet hospital. Their relationship with the hospital staff was not exactly like
conventional patron-client bonds, but it was quite clear that they developed personal
dependence on the hospital and received more help than other Shan patients received. For
instance, the paediatrician ordered especially for K o m a special fortified-infant formula,
which was not available in the district hospital dispensary. This kind o f support would not
be given if Phem did not proactively solicit the doctor. When the opportunity arose, Phem
gave a detailed account of K o m ' s feeding problem and effectively caught the
paediatrician's attention. When buying the special baby formula became another economic
burden for Phem, the senior nurse in Ban Phaet Hospital introduced Phem to a Japanese
charity. The arrangement was that Phem joined the monthly charity's meeting at the
hospital, and the charity would pay for the baby formula and hand over 200 baht for the
transportation cost. 200 baht was not good enough to compensate for Phem and Y i ' s daily
wage, but Phem insisted on going to every meeting to fulfil the condition o f the charity.
The social tie that Phem had developed with the hospital was not necessarily based on an
economic interest: rather, it entailed mutual aspirations regarding Korn's development.
Numerous follow-up appointments with the doctor and the recommendation o f
physiotherapy were not regarded as burdensome requests, but appreciated by Phem as the
hospital staff s attention to and involvement in Korn's recovery and growth. In a similar
way, a female physiotherapist around the same age as Phem also became attentive to
Korn's condition. One day when Phem came to the physiotherapy clinic, she was very
upset: she told us that Y i ' s sister said to her mother that it would be better to abandon K o m
somewhere else, like another hospital. At that time, Y i ' s mother was taking care of both
K o m and Y i ' s sister's newly-born son, and Y i ' s sister wanted her mother to focus only on
her own son. When Phem burst out her story, the young physiotherapist stretching K o m ' s
back on the gym ball listened to Phem and gave a nod o f empathy. These two people, who
had been working together for several months to make K o m able to hold a small toy in his
hands, shared a special bond that Phem's other friends and kin members would not bear.
The birth o f Y i ' s sister's healthy baby, who was b o m six months after K o m , inevitably led
to the drawing o f vivid contrasts between the different pace o f growth and development o f
the two children. While Y i ' s sister's six-month old son started to make eye contact with

other people and to crawl around, one-year-old K o m still could not cry out loudly but only
made a groaning sound. Yet this contrast was not spoken o f with disappointment. Rather,
when 1 sat with Phem and Y i ' s mother, they acknowledged how he was growing: since
K o m had been on new medication, his hands and feet had become less stiff and his seizures
decreased; K o m started to make simple sounds of " e " " u " " a , " and when his grandmother
called his name, he looked at her. W h e n Phem's relatives and neighbours mentioned K o m ' s
doomed future, Phem did not refute them directly, but she held on to what the paediatrician
had said about K o m . "His brain became very slow. It will take a long time, but he can help
himself when he grows up," it was Phem's answer to them.

Strength to Live on and New Venture
Phem's strength was in continuing to build life-sustaining relations o f trust instead of being
consumed by her deep rancour. While she condemned the discriminatory practice of the
Thai public health system, at the same time, she actively cooperated with the staff of one
hospital to secure necessary care for her child. Phem could not fight back against the
hospital that she believed responsible for her son's permanent brain injury, but again she
summoned strength to negotiate with staff o f another hospital for necessary medical care
and assistance. Thai public hospitals were not trustworthy places for Phem and Y i , and
there was no ready-made solution to deal with constant problems and difficulties o f raising
a child with severe physical and neurological problems. Against all odds Phem and Y i
made determined efforts to cultivate reliable connections with the hospital staff and these
hard-eamed relationships have secured necessary medical attention and treatment for K o m .
While there were several moments when the pressure from family and kin members to
triage care caused them to doubt for K o m ' s fuUire, help and advice received from an
extended network of carers sufficed to keep them hopeful about K o m ' s prospects for
growth. Within its very own tension between affection, estrangement, and disregard, the
family has expanded and contracted.

As K o m grew up, many things happened to his family. In May 2013,1 heard from Phem
that Y i ' s mother had died of kidney disease. Y i was his mother's dearest son. Y i ' s mother
once said to me, " Y i was the only one ordained for me. When his older brothers had to take
care o f their own family, Y i was the one who looked after me and his younger siblings."
After Y i ' s mother's untimely death, Phem and Y i finally moved to a remote hill area to

start contract farming. Yi had thought about this plan a year before, but at that time they
could not make a decision because they did not want to stay far away from the hospital.
Contract farming was Yi's new plan for escaping from the endless wheel of wage labour
that had started at age fourteen. "It's not like working for others. 1 can have my own work":
it was Yi's main aspiration to start a small flower plantation. A relatively wealthy Hmong
man in his thirties, who owned a large plot of land as a Thai citizen, became Yi's boss and
phor Hang (patron): he provided a land, fertilizer, seedlings, and all other resources, and Yi
sold his harvest of chrysanthemums only to his boss for a fixed price.
After they moved to the new place, Phem still went down to Ban Phaet Hospital regularly.
Phem suggested that Yi would pick me up at their next hospital visit and I could see their
new flower farm. When they came down to the hospital in an old pickup truck that Yi had
borrowed from his new boss, it was not only for me, but more importantly for a reunion
with Phem's mother and stepfather who had arrived in Chiang Mai couple of days earlier.
After long years of separation, it was the very first time that Phem's mother met her son-inlaw and first grandchild. Phem's mother who was in her late fifties looked very tired after a
long trip and was concerned about Kom. She looked at him for a while and told me that she
had not expected that he would be like this. On the way back to the farm, we all stopped at
the small market, and Phem bought an electronic pan, bottle of cooking oil, and bag of
MSG powder for her mother's new hearth. A small shack next to the irrigated slope was
Phem and Yi's new home. That night Phem's cousins gathered around us to welcome
Phem's mother and stepfather and drank until late. Phem's mother asked me when Kom
would walk, and I answered her as Phem usually did to other people, "The doctor said that
he would get better." In the night, the endless sound of water flowing down to the slope
made it feel as if it was raining.
Soon Yi developed an idea that he would rent a larger plot, so Phem's parents also could
join the flower fanning venture. Phem's parents eventually became "illegal" migrants in
Thailand, but with their help, Yi could manage a bigger plot. Yi was excited about his new
work, "As soon as we harvest and sell the flowers, 1 can have a good chunk of money. We
never can save this much money in the construction site." However, after three harvests, Yi
and Phem eventually returned to construction work. Phem had once suffered tuberculosis
and her lungs could not bear the pesticides. "My mother felt such pity for me. She begged

me to go down," Phem explained to me. At this time, Phem's mother and stepfather
continued flower fanning on the hill, and Phem and Yi rejoined Yi's distant cousins.
Yet, their return to the city was not a sign of failure, because Phem and Yi's farming
venture eventually turned out to be fruitful. The money they got from flower farming
eventually allowed Yi to buy an old truck by three-year instalments, although Yi did not
have a driving license. Having their own car was very useful for them, because they could
bring Korn to work. "I felt bad that I couldn't be with him when I had to work in the field
all day. Now Kom stays in the back seat, so 1 can check him from time to time," Phem
cheerfully told me. And having the truck would put Yi in a better position in the
construction work: he transported people from the camp to the worksite and started to take
charge in organizing other workers. One day, Yi might organize his own crew as only a few
skilled migrant workers could do.'' The first fruit of this venture, the old truck, would not
only contribute to Yi's construction career, but also allow them to be responsive to Kom's
need for care and attention.

The Subsistence Mode of Care

In The Art of Not Being Governed, discussing the historical process of population
movement and concentration in upland Southeast Asia, James Scott summarizes Shan
history thus: "The Tai/Shan conquerors grew by virtue of a talent for allying, absorbing,
adapting, and syncretising a confected kingdom out of the peoples available to them" (Scott
2009:81). Shan women living far away from Shan State also reveal a surprisingly similar
talent for living through economic precariousness, dislocation, and the lack of the state
protection. Here my emphasis lies on the contemporary subsistence mode of care. In the
midst of structurally imposed precariousness, these Shan women search for, gather,
scavenge, consolidate, improvise, and assemble a livelihood. In this mode of living, various
sources of care, such as traditional regimes of protection, biomedical treatment and
pharmaceuticals, patron-client relations, kin ties, and charities, are captured, solicited, and
activated. On hundreds of construction sites and agricultural farms in Chiang Mai, as
formal mechanisms of social and legal protection largely remain out of reach for Shan
" To be a changyai a wcll-skilled worker, one should laiow various techniques and skills of construction
including wiring and plumbing. This type of skilled worker would have a chance to be a foreman and a small
contractor In my research at several construction sites in Chiang Mai, it was very rare to find Shan migrant
workers who are in this middle management position, but it was not entirely impossible.
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migrants, one finds flourishing these subsistence relations o f care. They are not sufficient to
resolve all the painful realties of migration, poverty, and violence, but still are instrumental
in helping Shan people raise their children and maintain their family.
Indeed, the struggles o f Sen, Nok, An, and Phem allow us to observe not only how their
capacities to act are determined by the political economy in which they are forced to live,
but also how they live against given possibilities. A l l o f them persistently refuse to being
isolated and continue to make provisional alliances. At this juncture, it is important to note
that these women's capacities to care are indeed not played out as liberating from or
resisting against dominant power forces. Although a universal language o f rights is absent
in these women's narratives, this should not overshadow the fact that they draw upon the
multiple and heterogeneous means and assets that allow them to be responsible and
accountable for themselves and others. This sort o f agency, which does not easily fit into
rights-based discourses o f empowerment (Ahearn 2001; Laidlaw 2010), is indeed crucial to
recognize power innate within the very process o f social reproduction. These mothers are
not autonomous as right-bearing subjects, and at the same time they are not just unguarded
as "bare life" (Agamben 1998). The very power they exercise in their everyday struggle of
childrearing is a sort of "competence" (Held 2006:150-151), a power to create and maintain
ongoing life and growth. The forcefulness o f caregiving and nurturing embedded in the
experience o f precariousness indeed attests to this generative and relational dimension of
power.

Chapter 5. Premature Life, Death, and Being Present
The Abandoned Baby in the NICU
The patient in bed No. 1 was the one we met in Chapter 3, the baby boy left alone in the
neonatal intensive care unit (NICU). His seventeen-year-old undocumented Shan mother
had still not made contact since the baby's hospitalization. Despite continued treatment, the
baby's condition had not improved. Dr Samom suspected that the baby had developed
persistent pulmonary hypertension of the newborn (PPHN), a complicated and lifethreatening lung condition. Dr Phong also suspected that the baby might have congenital
anomalies, but at this stage he was more concerned about the fluid in the baby's lungs. The
patient's most serious problem was that he could not breathe by himself. The baby was
placed on the radiant warmer and wired up with several tubes and lines connecting him to
the mechanical ventilator, cardiac monitor, and IV pump. Except for his regular chest
movements as air from the ventilator pumped into and out of his lungs, the sick baby was
motionless in the midst of flows of medications, electronic signals, and sharp metallic
beeping sounds. When the nurse pricked his sole with a needle to collect a blood sample, he
did not even flmch, although the cardiac monitor beeped erratically. ""Luk, penyangngaiT
(Son, what's wrong?): in response the nurse calmed the baby by gently stroking his back.
The baby boy was pricked several times a day, so that his capillary blood gas level could be
regularly monitored to measure the right level of mechanical ventilator support. As he was
quietly lying on the radiant wanner, his blood samples and X-rays were moving around the
laboratory, the radiology department, and the NICU. Abundant information about him, his
vital and neurological signs, medication lists, and the daily cost of the treatment were
carefully recorded, sorted out, and securely stored. The baby had no family around him, but
his body and life were enmeshed within complex relations of care.
This chapter explores intensive neonatal care as a biomedical and social channel through
which subjects of care engage with each other to traverse the sometimes insurmountable
gulf between birth and life. It starts from the very basic question as to why this near-lifeless
baby IS given such scrupulous care in this NICU. What kind of obligation is constituted and
manifested through his sick body and fragile life? One of the obvious but intricate reasons

for giving treatment to this abandoned baby is the ideal o f universal health coverage.
Regardless o f his citizenship status, nationality, and ethnicity, i f a patient needs medical
attention, it has to be given. 1 have discussed in previous chapters that this peculiar desire to
care is not a specious gesture toward human rights discourses, but is actively and uniquely
substantiated in Ban Phaet Hospital. In Chapter 1, seeking to understand the local drivers of
universal health coverage, 1 proposed that the enactment by hospital staff o f an ethic o f
public service was an underlying impetus for launching the N I C U in this unlikely place.
The Ban Phaet Hospital N I C U has been an exemplary site o f this government o f care by
providing high-cost intensive care to both insured and uninsured newborn patients.
This small N I C U in the district hospital continues to prove that the desire to care is an
entanglement of social interactions, which is something neither given nor imposed but
consolidated through human handiwork. There are two reasons for making the life and
death of critically ill newborn babies so crucial to my ethnographic search for caring
agency. One is the very otherness and alienness that sick newborns have in their liminal
phase o f life. The baby in bed No.l is a foreign being, but not only because his mother is an
undocumented Shan migrant. Unlike adults who have numerous socio-political and cultural
marks that associate them with a certain group, sick newborns in the incubators are all
fairly similar and rather display the bodily universality of humanness. Regardless o f their
nationality, nativity is inherently foreign (Agamben 1998:128-131). Birth as an event
evokes a basic sense o f wonder toward the creation o f the other from the self (Levinas
1981). While in a familiar scenario of socialisation the newly born being is gradually
incorporated into caring relations with its mother, father, and kin, and into the realm of
belonging (Carsten 1997), neonatal medicine poses a kind o f interruption. It makes life
possible for the sickly infant, yet prolongs the in-between stage o f nativity and fortifies the
otherness o f this newly arrived being. To make life continue, the sick newborn baby has to
be detached from its mother and natal family and placed under the biomedical regime o f
intensive care. How are these very strange, alien, and fragile others cared for in the N I C U ?
What kinds of relations are established in this technologically saturated liminal space? I
examine in detail how, through practices of intimate and intensive care, the otherness of
neonates is domesticated and neonatal medicine is improvised to secure their passage back
into the normal course o f life.

Another, equally important aspect is the temporal and transient nature of neonatal care.
According to its medical definition, 28 days after the birth the baby is not a neonate
anymore. It implies that this specific organization o f care for sick newborn babies has to be
dissolved at a certain time. Neonatal care expands the horizon of hope, recovery, and
growth, but it also has to face young premature death. As the treatment for the baby in bed
No.l continues to be futile, there will be the moment that the lines of tubes connecting him
to the machines will be pulled off, and indeed his life-sustaining connections will
disintegrate. H o w premature death as a symptom and an action speaks to the
communitarian obligation o f care is what I will examine in the following.

The sick newborn babies in the N I C U are the living embodiment o f others' actions,
intentions, and obligations. Their very dependency on others" care is different from normal
healthy newborns, because the life-sustaining technology has a fijndamental importance in
determining their courses o f life and death. The advancement of neonatal medicine and
intensive care, which can control the moment of death with high-technology resuscitation
and life-prolonging treatment, raises several moral questions related to the appropriateness
of cUnical intervention and the contesting definition of the future quality o f life (Cadge and
Cathn 2006; Costa et al. 2002; Frohock 1986; Lantos 2001; Seymour 2001). More precisely,
how medical professionals and the parents o f the newborn patients evaluate, reason, and
hope for the fumre prognosis and are involved in or are excluded from making life-anddeath decisions becomes the central moral question o f neonatal care (Anspach 1987;
Vermeulen 2004; Weiner 2009). Although this question has led to fruitful investigations on
the practical and ethical urgency o f neonatal intensive care in different cultural and
institutional settings, perhaps what is undetermined is how biomedical intervention is a part
of the patchwork of social relations in which sick newborns are implicated. The mechanical
ventilator not only provides oxygen to a newborn patient who cannot breathe by itself, but
it constitutes an " u n c o m m o n person" who cannot exist without technological support
(Kaufman 2003). If human relations are "conceived of as bonds, ties, or strings" (Jackson
2011:158), then the ventilator has the similar quality o f the umbilical cord that connects the
mother and the foetus, and the white string on the baby's wrist that anchors his life force.
All o f these material and human, technical and spiritual engagements enable social
connections and disconnections around this newly bom, foreign subject.

In this chapter, I deal with the questions of the withdrawal o f life-sustaining care as a facet
of the double movement between involvement and separation that has crucial importance to
constitute the social relations in the N I C U . The beginnings and endings o f care for sick
newborn babies require numerous strands o f temporal and partial relationships—
connections which are technological and mechanical but also bodily and instinctive,
relations which are intense and intimate but also constricted and distant (Haraway
2003[1985]; Strathem 1991). M y main am: is to unfold which strands o f relations,
including also those that are non-human and technological, are carefully woven into and
removed out from in the process of neonatal care. Rupert Stasch's concept o f social
connections as "mismatches o f close involvement and strange separation" (Stasch 2009:250)
is illuminating for understanding the transitory nature o f neonatal care. In his sensitive
portrayal of Korowai people in West Papua, Stasch points out that in various forms o f
social relating, otherness and strangeness rather than their uniformity and homogeneity are
the foundations of mutual ties between people. The very commonality between so called
"tribal" people living in a tree house and medical professionals in the spotless N I C U is that
both o f them have a pragmatic sensitivity on a "disjunctive synthesis o f otherness and
intimacy" (Stasch 2009:16). As children are "radical strangers o f Korowai kinship" (Stasch
2009:169), in the N I C U sick newborns are sudden aliens who live through the acts o f
caring that always contain the contingency o f estrangement.
In the following, I briefly discuss the changing landscape of reproductive technology in
Chiang Mai that has actively integrated the health of newborn babies into the service of the
state. The high portion of patients from marginalized populations reveals a significant
correlation between prematurity and poverty, ethnicity, and migration experience. I
particularly focus on the spatial composition of the N I C U , which consists o f the nursery for
newborn patients and the extra ward for their mothers and show how neonatal medicine
operates as a media for fostering basic acts o f care, a positive culture for maternal bonds.
Then I present the course o f care for a troubled newborn patient revealing the ways in
which parental neglect and the futility of treatment is handled in the N I C U . The nurses'
tactile engagement with the dying patients shows that conjoining attachment and separation
is the central dynamics o f neonatal intensive care. Focusing on medical professionals'
deliberate efforts to deal with the fragile body and the erratic social relations o f the patient.

I discuss the relational force embedded in neonatal care and its implication in relation to the
communitarian obligation o f being-there-together.

Local Morbidity of Premature Birth
It is rather a surprise that Ban Phaet Hospital, a small district hospital in a rural area, has a
special care unit for newborns. In general, neonatal intensive care is managed by highly
specialised professionals including neonatologists and neonatal nurse practitioners at
tertiary level h o s p i t a l s . I n responding to the chronic shortage o f N I C U beds in Chiang
Mai, the Ban Phaet Hospital N I C U has become one of the important nodes in the region for
neonatal care. Through the public hospital networks and call centre, newborn patients from
all around Chiang M a i and Maehongson province have been transferred to the Ban Phaet
Hospital N I C U . After a year-long preparation, this N I C U opened in 2006 with one
paediatrician and five nurses. In its beginning, it mostly worked as a nursery for the tertiary
hospital NICUs. By 2008, the number o f staff had increased to two paediatricians and ten
nurses and nurse's aides with varying degrees o f training, and the N I C U came equipped
with ventilators, incubators, blood gas analysers, and other testing machines that allowed
this ward to operate independently. From October 2007 to December 2010, it had treated
286 patients with a variety o f symptoms and body weights.
Along the continuum o f universal antenatal care and hospital birth, neonatal medicine has
started to become a normative part o f reproductive health care in Chiang Mai. The total
number o f beds for newborn patients is still not enough for the total population in Chiang
Mai, but establishing the N I C U in the district hospital has been a part o f the significant
public health effort to make neonatal care widely accessible and available. In a situation
where hospital birth is becoming increasingly common even in remote rural areas, the
public hospital network has efficiently transferred premamre and sick newborn babies to
the network o f N I C U s . It also signals the changing topography o f biopolitics: neonatal care
has been recast as a service o f the state, and sick newborn babies have become a legitimate

In 2010, there were in total five wards open with a title of neonatal intensive care in the public hospital
network o f Chiang Mai, and only the Ban Phaet Hospital NICU is at the district hospital level. In Chiang Mai,
two level III N I C U s are in the tertiary level hospitals and have neonatologists. Other NICUs are managed
mainly by paediatricians and mostly offer level II neonatal care, providing care for infants who are
recuperating after intensive care. The Ban Phaet Hospital N I C U is the only facility in Chiang Ma, at the
district hospital level providing level III neonatal care, mainly offering mechan^al ventilation and very
limited and minor surgical procedures. For details about the different levels of N I C U care in general, see
Kenner and Lett (2013:810).

and desirable subject of state-sponsored biomedical intervention. This emerging mission o f
public health care has made a life-and-death difference for numerous sick newborn babies.
Neonatal death also has taken a medicalized fonn: many critically sick newborn babies
from all around Chiang Mai province are given a chance for intensive care, but some o f
them also have to die far away from home. In Ban Phaet Hospital N I C U , there was a case
o f a dying baby already being eaten by maggots who arrived in the N I C U . The baby girl
had been found in the jungle buried in the dirt. A villager picking mushrooms in the forest
found the baby and brought her to the local district hospital emergency room, and the dying
baby was promptly transferred by ambulance around 300 kilometres to Ban Phaet Hospital
and connected to the ventilator. She lived only three hours more in the N I C U , but the whole
public health system had backed her very short survival. The newly drawn baseline is that
the public health system cannot leave the sick newborn baby as it is. Biomedical care must
be given to the newly arrived human being.
The second important aspect o f neonatal medicine in Ban Phaet Hospital is that there is a
significant correlation between premature birth and structured inequality. The internal
statistics o f this N I C U clearly reveals how this ward has provided essential neonatal care to
marginalized non-Thai and migrant populations. The head nurse o f the N I C U often called
her workplace the "cosmopolitan ward" and listed various ethnic groups she had to deal
with: Thai, Shan, Hmong, Akha, Karen, Lahu, Liso, Palaung parents, and a Korean
anthropologist. Similar to what we have seen in the general ward and the antenatal clinic o f
Ban Phaet Hospital, in the composition o f N I C U patients the proportion o f Shan migrant
and non-Thai ethnic minority patients has been large. According to the N I C U patient
registration record from November 2011 to September 2012, 64 per cent o f total patients
were covered by universal health coverage, while 20 per cent were covered by Compulsory
Migrant Health Insurance ( C M H l ) , and 16 per cent o f them were uninsured. In terms o f
ethnic categories, only 37.5 per cent o f total patients were Thai, and the rest were Shan and
many other ethnic minorities.
These statistics are not necessarily representative of the overall trends o f premature birth in
Chiang Mai, but they allow us to glimpse that Shan migrants and non-Thai ethnic women
from remote rural areas tend to have a high risk o f experiencing premature deliveries and
complications. A n d this tendency of neonatal patient admission is certainly connected with

the socio-economic status o f the family. In the past five years, whereas only one patient
was covered by the Civil Servant Medical Benefits Scheme (CSMBS)—covering a segment
of the middle and upper-middle class populafion—the number of uninsured patients,
mainly undocumented migrants, stateless people, and refugees, has steadily increased.
NICU staff also share the view that premature birth, especially premature birth by non-Thai
women, is a result o f economic hardship, rural and urban discrepancies in health service
distribution, and instability related to migration, rather than unexpected misfortunes. In
response to this local morbidity pattern, this N I C U has assumed the serious task o f
incorporating non-Thai, non-citizen others into the realm of the Thai public health care
system.

Nurturing Premature Mothers
Separation is the basic condition of neonatal intensive care. While the mother stays in the
maternal ward for at least two days after the childbirth, the sick newborn baby has to be
promptly transferred to the N I C U . The nursery designed for intensive care is also a closed
space that only the N I C U staff and parents o f the patient can enter. Protecting the patient
from outside contact is one o f the important aims o f intensive care, but the newborn patient
also has to be connected with its mother, father, and broader social relations in the process
of its recovery. The central problem in this local context is that many parents from remote
areas cannot afford the transportafion cost for their visit to the N I C U . To give a chance for
mothers to stay close to their child. Ban Phaet Hospital has opened an extra ward inside the
NICU. Adjacent to the gleaming, fully air-conditioned nursery, there is a modestly
furnished small room with steel-framed beds with thin and torn mattresses, a small table,
three-legged chairs, and an bathroom to facilitate the mothers' long stay in the N I C U .
While the nursery is devoted to clinical practices, this bracketed space for patients' mothers
signals significant social elements o f neonatal care: one of the greatest concerns o f this
N I C U is fostering mother and child bonding.
In the daily texmre of the ward, it is apparent that most mothers who elect to stay in the
extra ward are poor and usually not ethnic Thai. Although they are not patients, the hospital
provides them with three meals, beddings, and patient gowns free o f charge. In December
2010, there were five women staying in the extra ward: Pha, a seventeen-year-old Karen
mother with Thai cidzenship, Lenu, a twenty-year-old Akha woman with no idenfification

documents, Nun, a documented Shan migrant, Ying, a Thai woman in her thirties, a college
graduate working in university administration, and Piae, a twenty-three-year-oid
unemployed Thai woman. Except for Ying and Plae, the women came from far away from
Chiang Mai City. Pha's home was around 170 kilometres away from Ban Phaet Hospital,
and Lenu and Nun came from a remote border area. Nun was desperate to go back home
just for two days to check on her three-year-old daughter, but she gave up this plan because
she could not afford the transportation. Lenu was almost penniless when she came to the
ward after an emergency caesarean section, so she had been solely reliant on the hospital
meals until her mother came to see her. Pha often borrowed my phone to contact her
husband as her mobile credit had run out. Ying, a wealthy professional woman, who was
transferred from the private hospital, was an exception from the majority, but she went back
home after staying only two nights in the ward. Pha told me, "she is a haiso (Thai word for
the upper class), so she said that she couldn't bear us in here. 1 overheard when she talked
to her friends. But 1 don't mind to stay here. 1 must not be haiso. The doctor said that
mothers should stay here for their babies." What Pha intuitively stressed was the class and
ethnic issues that were deeply embedded in this NICU.
With regards to tending to the sick baby's immediate needs, the mother's presence in the
ward is not strictly necessary: NICU nurses and nurse's aides are in the ward twenty-four
hours a day and they provide all kinds of medical and non-medical care including feeding,
changing nappies, and bathing. Although the mother stays in the NICU and can access the
nursery any time of the day, her physical contact with the baby is often very limited. Most
of the time critically sick babies are in an Isolette, an incubator for premature infants, and
are connected to a variety of machines, monitors, and sensors: mothers can hold their baby
in their arms very briefly only during the morning bath. Until the baby is recovered enough
to start breast-feeding, most mothers in the extra ward have a difficult time. Although the
hospital provides food and shelter, staying in the NICU is not an easy task at all. While all
parents with a child in the NICU experience huge emotional distress, the mothers in the
extra ward face additional challenges of isolation from their own family. Similar to her
child, the mother also is separated from her own familiar environment and has to be
confined in the hospital space. There is no private space for mothers and babies, and every
medical procedure can be seen by anyone in the ward. Even death is not hidden in the ward,
and young mothers are sometimes terrified by their first encounter with death. After the
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turmoils of childbirth and sudden hospitahzation settle, N I C U mothers then have to
struggle with the b o r e d o m and d i s c o m f o r t that a c c o m p a n y the slow recovery of the baby.
This difficult trial of staying with the sick child in the hospital is constantly advised and
encouraged by N I C U s t a f f T h e m a i n reason for this co-staying policy is for giving breast
milk to the n e w b o r n patient. Medical professionals cannot force the mothers to stay in the
ward against their will, but if the parents live far away and cannot deliver breast milk daily
to the N I C U , they strongly advise the mother to stay in the ward. In their m o n o t o n o u s daily
routine, the m o t h e r ' s main j o b in the N I C U is expressing breast milk five times a day. Dr
Phong, a male paediatrician in his late thirties, strongly endorses the superiority of breast
milk for preterm infants but his emphasis rests on not only the medical reason but also the
relational force of breast milk. W h e n he has a short meeting with a new patient's parents,
Dr Phong often persuades the mother, w h o is reluctant to stay in hospital, in an informal
manner: "If you are not here, the baby has to be alone and cannot have its m o t h e r ' s breast
milk. Stay here and be a friend for your baby." In this suggestion, he is emphasizing that
giving breast milk initiates mother-child attachment, and cultivating this attachment is what
neonatal medicine can do.
The N I C U has an ability to give treatment and take care of the baby without any support
from its biological parents, but here cultivating the parental attachment, especially motherchild bonding is regarded as an intrinsic part of neonatal care. When the critically sick baby
is on TPN (Total Parenteral Nutrition), breast milk will be not be needed, but the N I C U
nurse asks the m o t h e r to express the same amount of breast milk anyway. The practical
reason is that the nurse tries to keep the breast milk flowing by regular stimulation, but a
more important aspect is that the f l o w s of breast milk continuously confirms the link
between the m o t h e r and child. Although the sick newborn cannot cry out calling for its
mother, the m o t h e r is compelled to give her milk to the schedule set by the N I C U , five
times a day. In the N I C U , giving breast milk to a baby is always mediated by sterilized
bottles, n a m e tags, charts, nurses, syringes, and tubes. And through these biomedical
mediations, the very basic substance of kinship continuously flow f r o m the mother to the
child crossing multiple boundaries between them.
According to this logic, a problematic mother in the N I C U is one not giving her breast milk
to her baby. T h e r e are m a n y "unsuitable," "uneducated" mothers in the N I C U like Lenu, a
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Akha woman, who never went to school and does not k n o w h o w to write her o w n n a m e on
her breast milk botde tag, and Pha, a young teenage mother, but since they r e m a m in the
ward to stay with their child and join in the daily activities of feeding and bathing, the
N I C U staff regard them as responsible and exemplary mothers. In the N I C U , to s o m e
extent, the social chasm created by class, ethnicity, citizenship status, language, age, and
education between medical professionals and mothers is simply e n c o m p a s s e d by their
mutual effort to give food to the child. Moral condemnation t o w a r d s teenage m o t h e r s and
abortion is unmistakable in Thai s o c i e t y , " but in the N I C U , the main concern is whether
the mother has the intention to follow this supervised protocol of mother-child bonding.
Unless these young teenage mothers do not stay with their child and give breast milk, in the
N I C U , there is no reason to problematize them.
Premature births that are the result of self-induced abortion o f t e n pose m u c h m o r e difficult
questions in mother-child bonding. No systemic record exists of the total n u m b e r of
incidents, but in the Ban Phaet Hospital N I C U self-induced abortion is often mentioned as
one of the primary causes of premature birth. Dr Phong often laments that the end of school
break is the peak season for the N I C U . In Thailand, due to the criminalization of abortion,
unsafe self-induced abortion the use of " w o m b - s q u e e z i n g " pills (Misoprostol) is widely
found among young girls and poor w o m e n w h o cannot afford the cost of having an abortion
in an underground clinic.'^ I met several young w o m e n in the N I C U and the inpatient-ward,
w h o had hesitated about seeking an abortion for several m o n t h s after they had k n o w n about
their pregnancy. The c o m m o n pattern w a s that around seven m o n t h s or eight m o n t h s of
pregnancy, they finally decided to use the pill; and it caused excessive bleeding and
premature birth. Most of the young w o m e n explained that they did not k n o w that the baby
would be so big. The referral letter from the ER or maternal ward mostly contained the
information about the self-induced abortion, and it w a s also recorded on the N I C U patient'
chart. Whereas the doctors often used the term "criminal abortion" in the problem list of the
patient chart, it did not mean that the doctors in the N I C U c o n d e m n e d these w o m e n as
criminals or filed a legal report.

For the details of abortion d e b a t e s in T h a i l a n d , see W h i t t a k e r ( 2 0 0 4 ) .
T h e current punitive a p p r o a c h to abortion in T h a i l a n d h a s not o n l y a f f e c t e d T h a i w o m e n but also m i g r a n t
w o m e n . S u z a n n e B e l t o n ' s ( 2 0 0 5 ) research in the T h a i - B u r m a b o r d e r a r e a p r o v i d e s details o f m i g r a m
w o m e n ' s e x p e r i e n c e of u n s a f e abortion.

The N I C U staff share the moral view that abortion is a sinful act, but their interests are
mostly devoted to the current condition of the baby, not the m o t h e r ' s past conduct. "It is
not worth scolding the girl at this time. The baby is already out, we cannot bring back the
baby to the m o t h e r ' s belly," the head nurse of N I C U told me. N I C U s t a f f s concern with
self-induced abortion cases has m o r e to do with the m o t h e r ' s neglect of the surviving baby.
The real p r o b l e m starts w h e n the baby does not have a h o m e after the N I C U saves the
baby's life. For instance, in the early days of the N I C U , the nurses even had taken care of
an abandoned b a b y for up to six m o n t h s until the baby could crawl around the hospital
f l o o r . " In the referral process, the baby has to be sent promptly to the N I C U usually a
hundred or so kilometres a w a y f r o m its birthplace. If the parents did not come to the N I C U
with the baby, it b e c o m e s extremely difficult to find them. To prevent possible
abandonment, the N I C U nurses o f t e n strongly advised a mother w h o had tried an abortion
to stay in the extra ward, and the doctors would have an extra conversation with the mother
to figure out her willingness to take on childrearing. If the mother expressed the will to give
up the baby, the N I C U staff would ask her to stay in the N I C U or at least keep in contact.
Then, if the baby b e c a m e well enough to be discharged, the N I C U would connect the
mother and child with a local adoption agency.

As the N I C U w o r k s as an intermediary locus of separation and attachment, here
motherhood'^ is not a s s u m e d to be something namrally given, but as something that can be
compelled to g r o w through the act of care. Especially in siUiations when the b a b y ' s survival
is uncertain, the N I C U staff believe that co-staying in the N I C U can give a second chance
to a mother w h o o n c e rejected her connection with this newly arrived alien being to
develop an attachment to the baby. Dr Phong once insisted, "They just need a time to feel
that they have b e c o m e a mother. Then, they start to bond with their child. I saw several
women w h o at first said that they d i d n ' t want the child, but while they were staying in the
NICU, they turned out to be affectionate to their child." Dr Phong also knew that this was
not always the case, but by asking the mother to stay in the ward, he tried to incorporate the

" The government-run orphanage did not accept the child as she had a health problem, so the N CU nurses
had to raise this baby girl until she fully recovered respiratory function. The baby girl also developed a mmor
visual impainnent, so it was not easy to find a place for her. Still many nurses remembered her as their very
special patient and child. She was eventually adopted by a western family.
» Because the extra ward opens only for the mothers of patients, fathers from remote areas did not have a
chance to stay close by their child. NICU staff encouraged fathers to visit at any time of the day, and many
fathers, if they could afford transportation, visited their child frequently. Some f hers mamly poor ethnic
minority fathers, often campcd in the hospital for several days to be with their child and wife.
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mother o f the patient as a subject o f neonatal care who also needs to be nurtured. In the
extra ward, every mother is involved in a process of making relations with their own child,
although their pace might not be same. One o f the nurses told me, " W h e n the baby is in the
N I C U , we will take care o f it, and when the mother starts to feel attachment to her baby, we
will teach her how to take care o f the baby. So it is OK. (although she had attempted an
abortion), she still can be a good mother." As she noted, every mother in the N I C U ,
whether she once chose abortion or not, is in training, on trial, to be a mother.
It IS crucial to note that in N I C U staffs perspective, neonatal care is transient; they are the
primary carers for sick newborns only during this liminal phase, and the care for the
recovered patient has to be continued by their own parents or by someone else outside the
hospital. In this N I C U , the object and scope o f neonatal medicine is not limited to the
"biomedical maintenance of a medically fragile child" (Rouse 2004:521).'' Here, doctoring
daily activities o f administering care and treatment, not only requires elaborate
knowledge and technologies o f neonatal medicine, but it also includes deliberate efforts to
make a child belong to its mother. To do this, the N I C U treats the two key poles o f kinship,
co-substance and contiguity, consuming together and living together (Carsten 1995), as a
serious matter. This ward's ideal of neonatal care, that the patient should be fed by its own
mother's milk and cared for with the copresence of its mother, emphasises the building of
relations. Put differently, nurturing the growth of maternal bonds with the baby is an
intrinsic part o f neonatal intensive care. The spatial composition o f the N I C U , which is
bounded by clinical purposes and made pemieable to allow social relations to form around
the sick newborns, manifests the twin faces o f this caring assemblage: in this temporal

" In her interesting case study o f a poor African A m e r i c a n family w h o refused to sign a do-not-resuscitate
order for their critically sick baby, anthropologist Carolyn Rouse (2004) shows h o w f a m i l y members actively
adopt moral signifiers to transform the perception o f medical professionals. W h i l e in this confrontation
between the parents and medical profession, medicine's object is supposed to be related only to clinical
intervention. Yet, what I try to emphasis here is that in this N I C U , the medical professionals d o not delimit
their role to biomedical maintenance, but arc ready to intervene in " n o n - b i o m e d i c a l " issues as a part o f their
job.
" Here, I use the word "doctoring" in a broad sense that refers to a w a y o f administering treatment and care in
clinical settings. W h i l e this term often is used to recognize the distinction between what doctors d o in their
actual practice and the medical science it is based on (Cassell 1997), A n n e m a r i e M o l (2008) develops this
term to denote repertoires o f health care that adjust multiple sets o f k n o w l e d g e , medical technology, skills,
propensities. Doctoring, in this reformulation, docs not only mean what doctors do, but refers to a collective
project that various actors including nurses, patients, non-professional care-givers are i n v o l v e d in. W h i l e M o l
focuses on conceptual elements that m a k e doctoring a shared thing, 1 a m interested in h o w the daily activities
o f neonatal care are organized within this specific institutional and cultural context.
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period of separation and attachment, treating the sick newborn patient's body goes hand in
hand with stitching together social relations.

Dying Baby and the Relational Force of Neonatal Medicine
The most important feature of this small N I C U is that it has saved numerous y o u n g h u m a n
lives. T h e co-staying policy has been actively pursued, gaining positive responses from the
patient's parents. Not all patient mothers come to the ward to stay with their child, but f r o m
2007 to 2010, around 56 per cent of the total patients treated in this N I C U were also cared
for by their own mother. M a n y mothers experienced emotional distress and hardship during
their stay in the N I C U , but they also valued the hospital facility and s t a f f s attention that
allowed them to be with their sick child. O n e of the happiest m o m e n t s for a mother may b e
just two or three days b e f o r e discharge: the recovering baby starts to cry out loudly calling
for attention and is eventually allowed to go to the extra ward to spend more time with its
mother. As soon as the mother proves her competency to do proper breast-feeding without
the n u r s e ' s assistance, the baby and mother can go home. Another happy m o m e n t of the
N I C U is the monthly development check-ups for former patients: parents of all discharged
patients are advised to bring them to follow-ups until the child reaches one year old, and
around 70 per cent do so. On the first Tuesday of every month, friendly faces fill the ward,
and nurses, doctors, and parents are delighted to meet each other again and cuddle the
healthy babies.

Along with the hopes for recovery and growth, people in the N I C U have to deal with the
serious issues of dying and death. The total number of deceased patients in this N I C U f r o m
2007 to 2010 w a s only 20, but neonatal death provides a piercing example of h o w the life
and death of the premature human life is woven into numerous relationships. My focus on
death does not mtend to disclose the incompetence of this under-resourced N I C U , but to
grasp h o w being aware of "contradiction, failure, and incompleteness" becomes a
foundational c o m p o n e n t of caregiving (Kleinman 2010:18). I find that at the m o m e n t of
death, the i m m e d i a c y of care b e c o m e s more revealing and it also allows us to grasp the
unruly relationality around life. In the following, I show how this relational-centred style of
neonatal care is improvised, falls short, accepts its limits, and m o v e s on to deal with the
dying n e w b o r n patient.

The mother vanished. On 22 December 2011, Plae, a twenty-eight-year-old Thai woman
left the extra ward without a word, leaving her baby behind in the N I C U . It was just five
days after she had given premature birth by self-induced abortion in the E R o f a district
hospital. Plae told other N I C U mothers staying in the extra ward that she was going out to
buy some snacks, but she did not returned. The N I C U staff did not have her contact details,
because she insisted that she did not have phone numbers. "Even illegal migrants have two
mobile phones, so how can we believe that she does not have any phone numbers to
contact?" The N I C U nurses believed that Plae had hid intentionally her personal contacts.
Three days later, Lenu, a twenty-year-old Akha woman who had stayed with Plae in the
extra ward told me that she got a phone call from Plae, asking about her baby's condition.
Lenu also passed onto the nurses Plae's explanation: she had gone out to find the baby's
father, and as soon as she found him, she would return. Plae also called me several times
and explained her plan.
Before she left the ward, 1 had had a long interview with her. Plae had her first child when
she was twenty, and currently her mother was raising her son. Plae finished middle school
and went to vocational school, but soon she dropped out. She once worked in a small sales
company in the city, but it did not work out well. Then, she worked in a karaoke bar on and
o f f On the phone, Plae said that she had to find the second baby's father, because her
mother would not help her this time round. Plae's second baby, Suthep, a 1,522-gram baby
boy, was b o m prematurely at 32 weeks gestational age and barely survived after her failed
abortion attempt. Severe birth asphyxia, post-cardiac arrest, and severe R D S (respiratory
distress syndrome) were just the beginning of his Uirbulent life. After resuscitation, the
baby also suffered from several infections and metabolic imbalance. O n 14 January, after
twenty-three days o f intensive therapy, the baby was finally weaned o f f the ventilator. It
was good news, but a new problem was excessive cerebrospinal fluid in his brain. The
baby's head size increased 2.5 centimetres in a week, whereas his weight gain was very
slow. Dr Phong had tried lumbar puncture several times to drain excessive fluid. For the
first five days, the treatment seemed effective, but soon it turned out to be futile.
On 22 January, Plae came back to the hospital with a man who, she insisted, was the father
o f the baby. Leon, a twenty-five-year-old Thai man, a construction worker, five feet-tall,
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thin and small, was not quite sure that the baby was his own. Plae did not tell him anything
when she was pregnant, and they were out o f contact for quite a while. Dr Phong expressed
his concern about the baby's worsening condition. He tried to persuade them that this was
the time that the parents should be with the baby, but Plae refused to stay m the ward. After
having their short conversation with the doctor, Plae and Leon had a horrible fight on the
veranda o f the extra ward. Plae punched Leon badly; Leon's nose bled, then Leon punched
Plae back and kicked Plae's belly. A nurse dragged them apart. N o one in the N I C U ever
imagined that parents would have such a fight in the hospital. Pha, the young Karen mother
we met early in this chapter, told me, "They all looked like crazy people. 1 was so scared."
The stories o f the fight went around the N I C U for several days, but only the dying baby
with his swollen head and stiff body was silent.

Dr Phong did not hide his frustration and bitterness: "They should understand the serious
condition o f the baby. But, no one is standing by him now. What more do I have to say to
them? I f there is no one left for the baby, it's impossible to solve this case. But we will do
full treatment for the baby, anyway." He hoped that the baby's grandmother would
intervene and take charge. Leon, the young man who suddenly became a father, was
doubtful about his abilities as a father figure, although he started to find some resemblances
between him and the baby: "Plae wants me to take the baby, but I can't. I ' m living in the
dormitory with other guys. Work all day, earn 200 baht, drink and spend some 200 baht a
day, and fall asleep, that's my life. I can't raise the baby." After the fight, the couple came
back to the N I C U with the idea o f having a D N A test. They would take a D N A test to
confirm the baby's paternity. Dr Phong's frustration burst forth, "They watch too much
soap opera. It's just crazy. A D N A test is not something you just do on order in Thailand."
The N I C U s t a f f s request to the parents was minimal. They were asked to register Suthep's
birth in order to ensure his health insurance coverage. Without birth registration, Suthep did
not exist in the universal health coverage system. This small procedure would make the
referral process much easier for arranging possible surgery. Yet no one wanted to do this
simple procedure.

In the end, Plae had become the most problematic mother in the N I C U , not because she
wanted to abandon the baby, but because she reftised to take any role in caring for the baby.
However, Nurse Thip told me several times that there was no reason to feel sad or bitter

about the baby, " W e can take care of him anyway. A n d i f he survives, 1 will find a place
that the baby can go. The mother is just confused. I explained to her several times that birth
registration does not mean that she has to raise the baby herself, but she doesn't understand
what really goes on here. That's all. She is so confused and cannot think straight-forwardly.
But we will do what we can do for the baby." As Thip confimied, regardless o f the drama
around him, Suthep received full attention from the N I C U staff.
On 3 February, the baby's condition drastically worsened. At 8 p.m., the baby's oxygen
saturation level dropped to 60 per cent and his heart rate fell to 50. Ari, the oldest N I C U
nurse, in her fifties, gently rubbed the baby's body, calling him, "Son, what is happening?"
Ari disconnected a tube to the ventilator and did hand-ventilation for half an hour. Finally
the baby was stabilized and eventually put back on the ventilator support. At 11 p.m., when
Ari changed Suthep's nappy, she made a gentle humming sound to console the baby who
could not cry because of the tube. "Um-," a soft and calming sound filled the space in the
quietness of the late night.
On 5 February, Dr Phong changed the direction o f Suthep's treatment to basic care by
moving him to the oxygen box. N o medication and no further tests. Next day, Sunday,
Leon, the baby's presumed father, finally brought his mother. Despite Dr Phong's
anticipation, the baby's presumed grandmother did not want to be involved in this drama
but only wanted to send him to the orphanage. Dr Phong explained to her again that the
baby's head was filled with water, and his lung condition was also very bad. He also asked
the grandmother what she wanted him to do for the baby in his last minutes. The
grandmother answered, "It's up to the doctor." Dr Phong asked her again whether she
wanted him to do CPR for the baby. She replied, " W h e n the time comes, then he should go."
It was the moment that informed consent for a do-not-resuscitate order was made without
any paper work.

After Suthep was detached from the ventilator, the nurses continued to care for him; regular
feeding, a gentle morning bath, and monitoring o f his vital signs were maintained. Yet
although some medications were still given to him, the doctor's daily order for him had
been minimised: no more extra tests were ordered for him, and no attempts were made to
arrange a consultation with specialists to investigate the excessive fluid in his brain. Dr
Phong did not expect that Suthep could survive for such a long time with no mechanical
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respiratory support, " T h e baby is really patient, isn't h e ? " Dr Phong had once planned to
send the b a b y to the university hospital as soon as he stabilized enough for further
treatment: but, in his current condition, this plan would not work. In the o x y g e n box, the
baby did not m a k e any noise and lay silently, with no tubes around him. Hong, the y o u n g
n u r s e ' s aide w h o had bravely stopped S u t h e p ' s parents' nasty fight, told me, " T h e baby
cannot g o until he has paid all of his karmic debt. W e all k n o w there is no hope for the baby.
But, after w e r e m o v e d the tube, the baby continued to live. His suffering will continue until
he exhausts his k a r m i c debt {thimg motwen

motkam)."

Here, her emphasis on the karmic

cycle of life did not m e a n that Suthep w a s destined to suffer: rather, she noted that the time
for S u t h e p ' s death w a s set by his fate, so no one could alter this.

The baby survived in the o x y g e n box for five days m o r e and died at 2:37 a.m. on 10
February. He had lived for fifty-one days. W h e n I arrived in the N I C U around 8:30 a.m.,
Suthep had j u s t been w r a p p e d in new clothes and put into a Styrofoam box. Plae and Leon,
and L e o n ' s mother, S u t h e p ' s possible family members, did not leave their contact details,
so there w a s no w a y to let them k n o w about the death of the baby. In this case, the baby had
to be sent to the refrigerated mortuary room in the provincial hospital. That day I
a c c o m p a n i e d S u t h e p to the mortuary. M y j o b w a s keeping an eye on the S t y r o f o a m b o x
when the a m b u l a n c e m a d e a turn and holding the box to save it f r o m tipping over. S u t h e p ' s
body w o u l d b e stored in the mortuary for five days to await contact from the family, then it
would be cremated. Under the sweltering sun of the afternoon, the nurse rushed to submit
the d o c u m e n t s to the hospital administration, and I w a s left alone in the a m b u l a n c e with the
baby in the box.

In S u t e p ' s f i f t y - o n e day life, there were m a n y failures and shortcomings. His b o d y failed to
find the right track of biological growth and his parental relationships crumbled. P l a e ' s
escape w a s surprising, but what really struck m e w a s the head n u r s e ' s calm response. This
experienced and decisive nurse readily accepted the situation rather than criticize the
mother. A s she e m p h a s i z e d , o n c e the patient entered the N I C U , the obligation of care and
protection w a s primarily given by the N I C U staff Here, the medical professionals are
proactive to f o r m maternal b o n d s and kin relations around the patient, but w h e n this effort
fails, they b e c o m e the only responsible party for the baby. This pragmatic attitude also
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makes us rethink the nature o f biomedical authority. O n the one hand, medical
professionals in the N I C U seem to have a commanding presence that compels the mother of
the patient to remam in the ward and exhibits the disciplinary power to mould a particular
kind of mother. Yet, the central tension of this co-staying principle is that the nurses and
doctors simply cannot force mothers to remain in the N I C U . As in Plae's case, when the
mother left the ward leaving the baby alone, there was nothing that the N I C U staff could do
to stop it. I f there was no breast milk from the mother, the nurses had to feed the baby on
powdered milk. Dr Phong hoped that his authoritative intervention would help the
formation of kin relations around Suthep, but Suthep's supposed kin were not that
malleable.
In this liminal phase of human life, the N I C U operates as a collective form o f the parental
agent, and in Strathem's words, reveals its "enveloping maternity" (Strathem 1988:250).
As long as Suthep remained in the ward, the N I C U had to provide a base for his life and
death. And the social life of Suthep had mainly emerged from biomedical mediations and
prosthetic extensions: the ventilator, cardiac monitor, tube, touches o f the nurse, nursing
notes and doctor's orders, birth and death certificate, and his karmic ties—all o f them were
the elaborations of partial connections that had extended from his fragile body and made his
short life possible. These circuits of care, which were partly effective and dysfunctional and
partly mechanical and human, had enabled Suthep's existence. One thing should be
clarified is that the reason that Suthep made it this far was not only because he manifested
"a knack or a talent for life" (Scheper-Hughes 2008:28), a will to live or toughness for
survival. Rather, as a living and dying embodiment o f others' acts o f care, his survival was
elicited only by others' intention and obligations (Strathem 1991:104), more precisely,
biomedicalized intentions and obligations.

Suthep's very short life crystalizes two core issues o f caring relations mediated by
biomedicine: how the subject of care is constituted, and how medicalization comes to
appear a relational force. W h y did the N I C U staff have to take care o f this futile patient?
One answer is that the very passivity o f Suthep, as a biological being and a social person
who existed only through these circuits of care, had exercised his unexpected agency. His
very fragility and biological unsustainability compelled others to do something and made
others search for possibilities to engage with him, regardless o f his obscure status. Suthep

shared several commonalities with the "undeserving" and "illegitimate" patients who
sought care from this hospital: he was like an ahen "illegal migrant" with no status, papers,
identification, or local ties. Because Plae declined to register his birth or add him to her
household registration, practically Suthep could not be a beneficiary o f universal health
coverage: he did exist on the daily chart and the hospital record, but his membership o f the
nation-state was unidentifiable and untraceable outside the N I C U . But regardless of his
very alienness and lack o f qualification, Suthep had been one o f most deserving patients
who had exhausted expensive medications, human resources for intensive care, and scarce
ventilator support. For Suthep, biomedicine became an anarchic expenditure that was
poured into the immediate continuance o f his biological trajectory.

This temporal excessiveness also reveals how Suthep's life was deeply medicalized. The
term medicalization is often used to refer to a process o f cutting the bridge between mind
and body, nature and culture, and individual and society, and mystifying the intricacies o f
life through biomedical idioms. Scheper-Hughes and Lock (1987:10) succinctly note,
"Medicalization inevitably entails a missed identification between the individual and the
social bodies, and a tendency to transform the social into the biological." A different twist
that I notice from Suthep's life is that the medicalization o f life also exhibits a relational
force that makes undoing the knot between the social and biological impossible: Suthep is
only identifiable as a social being in the whole process o f the medicalization o f his life.
Without perinatal resuscitation his life would not even have started, and after that his death
also could occur only through caring practices mediated by neonatal medicine. His initial
social tie with his mother also could not have been substantiated without neonatal
intervention. In this sense, medicalization is not a missed identification or reification, but a
wilful enactment o f involvement and separation to emplace a person, a human subject in
the social world. The medicalization o f his life process draws him into a web o f
intersubjective relations and proliferates his personhood.

Then, how did this assemblage o f care that once made Suthep's life possible facilitate his
death? Clarifying some preconditions o f Suthep's personhood helps answer this question.
In the process o f providing care to Suthep, medical professionals were not much concerned
about whether he was conscious or free o f pain. Surely, they were interested in the
neurological signs and interactive cues he showed, but the general consensus was that the

integrity o f consciousness did not define his personhood. Unlike a comatose patient, a
critically sick neonate does not have a previous identity and memory to recover. A l l newly
b o m babies are an incomplete person to a greater and lesser degree according to their level
of development. In addition, the idea o f personhood in Thailand is not to be separated from
the notion o f karma. In the course o f care, Suthep's karmic debt also appeared as an
independent force that could define the length of his life. It was impossible to know how
much pain he had experienced because o f the clinical interventions, but he suffered as do
all other human beings.
It is interesting to note that to allow his death to occur in the N I C U where there was no
ethical committee, the law o f kanna was mentioned several times. For his family members,
his life and death was not something that they wanted to be involved in; it had to be
determined by his own fate. For N I C U staff, once they reached a clinical impasse when
there was no available treatment for making changes in Suthep's deteriorating condition,
withdrawal of life-sustaining care was realised in a passive and gentle manner. He was
moved from the ventilator to the oxygen box; several tests were omitted; and no more
treatment orders were given for him. But this changing pattern o f engagement was not
regarded as a way to hasten his death. As the nurse's aide eloquently said, the baby would
remain under her care, until his destined time for death arrived.
The oddity embedded in this passive approach to the withdrawal of life-sustaining care is
that although Suthep's life was totally dependent on care from others, the people who had
ministered his life process rather expressed incapacity and powerlessness by invoking
Suthep's own fate. In this N I C U , medical professionals shared the idea that withdrawal of
life-sustaining care was not something they could choose or execute. A n d this moral
positioning is surely related to broader Buddhist ethics. Discussing common objections to
euthanasia in the arena of Buddhist medical ethics, Damien Keown (1995:63) notes that, in
the vein of canonical teachings that emphasize profound respect to life, "death is neither
intended nor chosen as either a means or an end." Yet, I want to emphasize that neonatal
medicine's complicated ethical and practical role o f administering death is deeply situated
in the process of the relational transition from involvement to detachment, rather than
originating from a general Buddhist moral disposition. When 1 asked Dr Phong how long
Suthep would be in the N I C U , his answer was, "It is not something we can decide. It might

be worthless to take care o f him this long, but i f he tries to live, we should let him live." By
disclaiming his ability to make a decision as a doctor, Dr Phong carefully conferred power
to Suthep's unruly life. In doing so, he limited his involvement and acknowledged that
caring relations around the dying baby had been strained. He had tried several clinical and
non-clinical interventions to assert relational connections around Suthep, but his aim was
not to make him live against limits. Neonatal medicine had worked as a relational medium,
but within its double movement, it also carefully had to be disconnecting and separative.

Since the medicalization o f neonatal life made Suthep an embodiment o f connection and
relation, his death was possible only through the interlaced processes o f biological demise
and relational severance. The flourishing intimacy and care toward the critically sick baby
indeed contains careful detachment. The very moment that neonatal death occurs may let us
know how neonatal medicine operates as a wilful enactment o f involvement and separation.
Let me turn to the last moments o f the baby in bed N o . l , who we briefly met in the
introductory part o f this chapter.

Nurses' Tactile Engagement in Death
On 6 June 2010, the baby's condition had worsened and his mother was still out o f contact.
After nine days o f intensive respiratory therapy, Dr S a m o m finally wrote " N R (No
Resuscitation)" on the daily chart o f the patient in bed No. 1. O n 7 June, around 8:30 p.m.,
the cardiac monitor connected to bed No. 1 was beeping unceasingly signalling the baby
was in a critical condition. There was no more daily order from the doctor in the baby's
chart. The last dose o f IV fluid ended, and Nurse N i m muted the cardiac monitor and
checked the baby's body temperamre again. Then, she put a small and soft blanket over the
baby's belly and increased the temperature o f the radiant warmer to give him more warmth.
She flashed the penlight at the baby's eye and explained to me that there was no pupillary
reflex. Nurse N i m checked and recorded the baby's vital signs on the chart, but this time
she did not give him any more chest massage with the electronic toothbrush. The baby was
still connected to the ventilator, but his capillary blood gas level and oxygen saturation had
not been monitored since yesterday. Without the test results, it was impossible to know
whether his oxygen demand was being properly met. When 1 asked what more the doctors
could do for him, Kaet, a thirty-two-year-old N I C U nurse, said to me that the baby needed
his mother, not the treatment. W h e n I asked Nurse N i m about the condition o f the baby, she

told me, "He may not make it until tomorrow morning." The vital signs o f the baby had
fluctuated, but remained in bad shape. That night 1 was unsure whether it would be better to
remain in the N I C U and await the moment o f death or go home. Then, Thip. the N I C U
head nurse, invited me to stay during her shift that would end at midnight.
The night feeding was done and 1 was sitting near the nurses' station and chatting with the
nurses. Thip taught me how to sing the legendary folk song, "Chiang Mai Girl," and m y
rendition brought a gale of laughter from the nurses and mothers staying in the N I C U . The
nurses looked tired, but we all tried to keep some cheerfulness in the ward. At 9.30 p.m..
Nurse Kaet, turned off the muted monitor o f bed N o . l and disconnected the tube linking the
ventilator and the endotracheal tube inserted into the baby's windpipe for a short while.
Then, she checked the baby's heartbeat with a stethoscope. It only took couple o f minutes.
Then, Nurse Kaet re-connected the tube to the ventilator and lowered the ventilator setting.
Because the baby could not breathe without respiratory assistance, the lower setting would
cause the end o f breathing. Nurse Kaet listened to the baby's heartbeat again and repeated
the procedure at intervals.
Just before 10 p.m.. Nurse Kaet pronounced the time o f death, and Nurse N i m called Dr
Samom to report the death of the baby. Nurse Kaet took o f f the cotton pads shading the
baby's eyes from the light of the radiant wanner. The baby's eyes were open. As Nurse
Kaet took out the tube from the baby's mouth, the baby's lips were blue. Nurse N i m
applied baby powder on the body and put him in new clothes. She again covered the baby
with a new cotton blanket. Then Nurse N i m put the baby's body into an orange plastic bag
and put on the label the baby's name that was given to him by the nurse for his birth
certificate. As the dead body was left alone on his bed, the monitor connected to bed No.6
started beeping. Nurse Nim urgently reported the blood test result for the baby in bed No.6
to Dr Samom on the phone and prepared an extra blood pack for the struggling baby. At
11.30 p.m., the night shift nurses arrived in the N I C U and started a change-of-shift-report
with evening shift nurses. Nurse Nim sorted out the documents for the death registration o f
the baby in bed N o . l and told the other nurse that the "passport to heaven" had not yet been
filled in.

As I described briefly in the beginning of this chapter, from the start every available
treatment from this NICU had been given to the patient in bed N o . l , the son of an
undocumented Shan migrant. His hospital bills chmbed to more than 50,000 baht (around
1,670 AUD), but the termination of treatment had nothing to do with the treatment cost and
his uninsured status. Doctors often did not know the cost of treatment they gave to the
patient, and the insurance status of the patient was not at all relevant to determining the
ending of care. Dr Samorn wrote the NR (No Resuscitation) order based on the baby's
deteriorating physical condition: she had tried to treat his persistent pulmonary
hypertension for several days, but his lungs failed to start their normal function. And it
became clear that the baby could not be weaned from the mechanical ventilator. No
pupillary reflex could indicate brain death, but in this blurred boundary of life and death,
making the diagnosis of brain death was not the utmost concern.
That night, the nurses' act of care eventually demarcated the boundary between life and
death. What the nurses did that night was a rite of ploy (letting go), allowing the patient to
leave. Similar to what had happened to Suthep when the available treatment turned out to
be futile, all the medical professionals could do in this NICU was ploy, allowing the sick
newborn to live as long as it could, or releasing it to die when the time came: it conveyed
both the meaning of letting live and allowing to die. In the case of the baby in bed N o . l , the
"no resuscitation" order did not mean that the medical professionals formally decided to
terminate care for the patient. Rather, caring continued within the continuum of dying and
death. Although the doctor did not give any specific order for the patient, the nurses kept
checking vital signs and recording the baby's movement and provided warnith. When the
nurse put cream on the baby's eyelids, there was no hope for dramatic recovery, but caring
attention lingered.
In this context, it is very important to note that the doctor did not direct the nurse's actions:
lowering the ventilator setting and separating the baby from the ventilator temporally was
not ordered by anyone. No one directly asked Nurse Kaet, the nurse who finally
pronounced the death of the baby, to undertake these procedures. Indeed, the death was
initiated by the nurses' intimate trials. As we witnessed from the scene, the nurses did not
explicitly discuss the process of the death with their colleges, but they included this passage
into death in the flows of their mundane caring practices: as they changed the diaper for the

baby, as they measured the amount o f milk for feeding, the nurses sought potential avenues
of inviting death. Decision making or making a choice is, again, not the right way to
describe this particular moment: the nurse's acts did not result from discursive negotiations
assessing value and social worth o f giving care to this dying patient. Rather, they kept on
trying as long as the fragile patient's body allowed them.
The nurses' action as death drew near was partly intentional and partly spontaneous: the
baby might survive the night and live one more day, or tonight might be its last. If the
parents were on the way to see their child, the nurses surely would let the baby live one
more day. But the mother never answered the phone, and the nursery had become busy with
new patients. Here, I do not imply that the nurse made an economic decision to maximize
the use of the N I C U facilities. Rather, within the contingency o f the ward situation, such as
the number o f total patients, the graveness o f the patient's condition, and the baby's family
situation, the N I C U nurses were attuned to the moment in an undetermined way. Separating
the baby from the ventilator for a short time might hasten the death o f the baby, but at that
moment the nurse's action was intuitive rather than calculative. The art o f caregiving that
the nurses presented in this context was fluid, neither forcing the ending nor resisting the
limits o f h f e ( M o l 2008).
Indeed, the N I C U nurses are the main carers for the newborn patients from the beginning to
the ending of their hospitalization. In this N I C U , the nurses have a wide range o f
responsibility and autonomy: while the paediatricians do not stay in the N I C U twenty-four
hours a day, the nurses' observations are critical to every treatment decision." At the
moment of death, doctors are not often present, but the nurses are still in charge. While the
baby in bed N o . l never met his mother, the nurses often called him, " M " (son or my child).
Yet, the nurses, who had their own children at home, did not define themselves as the
mother of the patient. The ending o f care, eventually, reveals the quality o f the social
contacts that have formed between the nurse and the dying baby: the nurses were very
closely involved in the baby's life, but they also had to simultaneously detach themselves

Anspach's (1987) influential study on prognostic conflicts in the N I C U shows that physicians and nurses
have different modes o f k n o w i n g . In this N I C U , nurses m a n a g e to collect laboratory data (e.g., blood samples
for blood gases) and record several kinds o f information: activity level, muscle tone, neurological signs, and
interactive cues including the baby's responsiveness to various stimuli. W h e n doctors take a role in analysing
respirator settings, radiological evidence and laboratory data, there is a subtle tension between the doctors and
the nurses around the credibility o f the observation. The N I C U nurses sometimes m e n t i o n that the doctors
often give less attention to non-laboratory information that they collect from their interactions with patients.
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from him. The caring relation in the NICU is temporal and two-faced in a most respectful
sense; it contains the conjoining of intimate involvement and impersonal detachment
(Stasch 2009). In the passage from birth to death, the newborn baby has been incorporated
into the social world through the mediation of neonatal medicine, but these intense and
primary ties have to be estranged and severed at the time of their departure. In the patient's
transition out of the NICU, separation due to death is a central facet of care.

The Power of Being-there-together

For the NICU staff, neonatal death is distressing, but it also contains something hopeful as
in the name nurses gave the death certificate, "the passport to heaven." Death signifies that
the baby is on the move into streams of rebirth, and its pain and suffering have ended. After
a baby dies, there are still several things left to do for the nurses. The baby in bed No. 1 had
no family, so one of the nurses had to go to the district office to register his death. Through
this bureaucratized and institutional practice, the very short existence of this obscure alien
would become a part of the wider collectivity, the population. Unlike Suthep whose mother
was a Thai, this baby of a Shan migrant mother did not have to be sent to the public
mortuary. Nonetheless, the dead body had to be sent somewhere. The NICU has an
informal arrangement with the local temple such that if the parents do not want to take the
dead body of their child, the body would be directed to the temple. Most parents were not
willing to bring their dead child home, so many NICU patients were buried in the small
yard of the local temple. When I visited the temple near to the small forest, a monk told me
that the newly bom babies were so pure, that a funeral service and cremation would not be
necessary." The head nurse made a call to the temple about the dead baby still lying on bed
No. 1, and he also would be buried at the temple. All these arrangements that have to be
done after death indicate the scope of the NICU nurses' duties: not only the patient's life
but also its death has to be mediated by them.
This practical engagement with many forms of life, being newly bom, dying, being alive,
being dead, is not something peculiar or noble, but is commonly found in Chiang Mai at
several moments of the transitions of life. When the nurse put the dead baby in the paper
box to send him to the temple, they also put in some new clothes and baby blankets. It was
a kind of offering made for the spirit of the baby. And the head nurse also prepared a small
" The other local explanation is that the newly born baby's fontanel, the soft spot on the skull, is not closed
yet, so the baby's spirit can easily go back to the worW of spirit, and its body does not need to be crcmated.

amount o f money to send the temple: there would be no special funeral service for the dead
baby, but the money would be used to make merit for his spirit. The nurses made these
small caring gestures toward the baby's spirit, as people usually did for the funerals for
their family members, friends, neighbours. The basic logic o f making merit for the other is
that the living aid the dead. By giving offerings, the dead are elicited as consociates o f the
living, and the strings between them are reconfirmed (Eberhardt 2006:70). As we have also
observed in the N I C U , this power to invoke the other's presence and power to be present to
the other's needs are grounds for making relations of care.
In this chapter, I argue that the practices o f neonatal medicine open a relational field in
which social others engage each other. The increased access to neonatal intensive care
signals how the health of infants has become an object o f biopolitical intervention. Within
this changing landscape o f reproductive technology and public health services, babies born
from mothers of low socio-economic background, especially from marginalized non-Thai
populations, also can have a chance to be treated in the N I C U . Treating premature and sick
babies entails not only clinical interventions to the body o f the patient but also deliberate
efforts to foster social relations around them. In the daily texture o f the N I C U , mother and
child bonds are not assumed as a given virtue, but are actively compelled to grow. The
N I C U exhibits its biomedical effectiveness not only by saving sick newborn babies from
death, but also in presenting a ritualistic force that incorporates sick newborn babies into
relations o f moral obligation and social attachment. Critically sick babies' dependence on
life-sustaining care also reveals biomedical mediations and technological prosthetic
extensions are constitutive of a particular personhood. Here, as a living and dying
embodiment of others' acts of care, neonate patients are enmeshed in conjoining relations
of involvement and detachment.

As a relational being, these premature, underweight, and sick babies define the people who
have given their care and attention to them. In the N I C U , we met several mothers who
refused to be a mother: consanguinity, blood relations, lost their meaning rapidly when they
declined to share food and copresence with the baby. Yet, by attending to those abandoned
ones' lives, the doctors and nurses make the efficacy o f medicine happen. Their desire and
duty to these strange and unqualified subjects o f care somehow shed light on the moments
when the ethics o f care come together with the power over life. The quality o f social ties

between the caring but detached medical professionals and the powerless and incomplete
babies is explained by neither institutionally structured pragmatics nor sympathy for human
misery. More importantly, it is not the question o f who has the power to authorize and
administer Hfe and death, to make live and let die. Again, it is not about making the choice
of whose life is worth being saved and whose life is not; rather, in the nurses and doctors'
day-to-day practice o f care, the life and death o f others fall upon t h e m . " Indeed, the N I C U
operates as a temporal site o f communitarian obligation (Ranciere 1995:89) that is bounded
to the precariousness o f life and is compelled to find a way to be together with the
contingency o f others. A n d the power that the nurses manifest, their ability o f saving,
nurturing, comforting the fragile human life, and sometimes making death happen, is based
on this communitarian obligation to be present in others" lives.

" See also Levinas( 1981:91).
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Chapter 6. Spirits, the Potency to Care
Recharging Auspiciousness in the Hospital
In September 2010, a house-blessing ceremony was held in Ban Phaet Hospital. A n altar to
the Buddha statue was set up on the second floor o f the main hospital building, and hospital
staff and patients brought offerings of yellow robes, food, and money. Staff on duty had to
remain at work, but the head nurses of each hospital department and doctors in charge o f
the surrounding village health stations gathered in Ban Phaet Hospital for the ceremony.
Before the chanting of prayers started, the abbot and monks from the nearby temple had
walked around to every comer of the hospital buildings and sprinkled holy water with
words of blessing. When the monks eventually arrived at the second floor and entered the
inpatient ward, patients sat up in their beds and placed their palms together, and nurses
stopped what they were doing briefly and kneeled down on the floor to receive a blessing.
After the purification, the abbot and monks were seated near the altar. A white string tied
around the building was attached to the Buddha statue, and it was also held in the abbot's
hands. Then, a senior doctor got up in front o f the congregation and lit a candle. Soon the
chanting and the sacred words of the monks, amplified by the microphone, filled the
hospital corridor. Once a year, the hospital as a community and a social body had to make
merit and be charged with auspicious power and protection.
This annual ceremony acknowledges the very basic fact that the hospital also
accommodates the power of sacred forces. Such rituals are not unusual components of
modem hospital medicine in Thailand, which is not only ruled by the principles o f sterility
and contamination (Katz 1981), but also occasionally requires techniques o f purification
and sacralisation. Souls of the dead, spirits, and deities are dispersed in the hospital space as
in any other place in Thailand. Informing us that supernatural beings and sacred forces
somehow attend to human life are the coins left under a patient's bed for the souls of the
dead who once had lain on the same bed, the small altar in the N I C U dispensary, the
elaborately decorated shrine o f guardian spirits in the backyard o f the hospital, and the
amulet under the doctor's white coat. How do these non-human entities engage with the
provision of health, well-being, and protection for humans? O f course, this question does

not undermine the scientific and modernist rigour o f contemporary biomedicine in Thailand.
Rather, the merit-making ceremony at the hospital hints that different modalities o f care
and protection coexist in this locus, mirroring the basic logic o f the Thai Buddhist religious
field, which is that ritual complexes are "separated, segregated, and yet complementary"
(Tambiah 1970:340). Medicine in Thailand is pluralistic in a sense that multiple modalities
of health and healing keep the distinction but also are accessed in supplementary and
complementary manners.

In this chapter I consider how the availability of spirits and deities occurs through local
circuits of care connecting the hospital to the patients' homes and the shrines o f spirit
mediums. Spirit cults o f healing in Thailand have been widely discussed as a significant
part o f religious beliefs and folk medicine (Golomb 1984; Tambiah 1985; Tanabe 2002;
Wijeyewardene 1981, 1986). Although the notion of healing is crucial in understanding the
local logic o f causality and efficacy (Kirmayer 2004; Kleinman 1988), here, m y interests in
spirit cults rest less with the therapeutic process o f healing than with the alliances between
people and spirits that dispense care and protection. Apart from the therapeutic effects o f
rituals, I am concerned with a specific attentive connection between sufferers, mediums,
and spirits that conveys a "continuous fiow of care" (Langford 2009:690), as Langford
observes from the persistent practice o f spirit worship among the Southeast Asian diaspora.
Shifting focus from the categorization of healing rituals to the communication o f care, I
tackle the contemporary practices o f spirit cults in Chiang Mai as a collaborative project for
dealing with human predicaments and suffering.

A central focus o f this chapter and the preceding one is the idea that practices o f care are
shaped in the conditions o f interdependence, and relations o f care that can be actively
formulated with strange and unfamiliar others. I have discussed how non-Thai others or
patients o f in-between status such as sick neonates become proper subjects o f intense care.
Yet it is also undeniable that universal health coverage is never perfect, and many poor
Thai and Shan people have to struggle with the limits o f universal access. H o w do the
living and dead, these ontologically different entities engage with each other to deal with
such gaps and interstices? H o w is sovereignty as power over life distinctively envisioned in
the realm o f human-and-spirit alliances? Exploring various practices to enact relations with
spirits, 1 map the multiple and intersecting experiences o f affliction in the borderlands

between Burmese, northern Thai, and Shan, and human and non-human entities, and show
how the potency of spirits reflect and produce different possibilities o f care for the self and
others.
Several discussions about the practices to access the power o f various spirits and Buddhist
magic emphasize the pragmatic exchange of favours as a key feature o f contemporary Thai
popular religion. Spirits appear as available sources o f good fortune, protection, and health,
and ritual repertories are employed to formulate mumally beneficial relationships with the
spirits in order to fulfil worldly human desires and needs. For example, the proliferation of
urban spirit shrines, amulets, and other commercialized ritual practices has been discussed
as the rise of prosperity religion that is practiced in commercial realms as well as daily life
(Jackson 1999a; Wilson 2008). Many others also focus on how spirit-oriented religious
practices have upsurged as a means to address and respond to existential and structural
crises, which originated from modernisation or post-modernity, experience o f urban
expansion, displacement, and the violent intersection o f capitalism and the occult (Irvine
1984; Johnson 2012; Klima 2002; Pattana Kitiarsa 2005).
While the emphasis on religious and magical instrumentality is based on the general
assumption that people invoke the power of sprits to foster what they think o f as good and
desirable, it opens a whole new series o f anthropological questions o f how the good is
practically and imaginatively conceived (Robbins 2013:457). Moving away from
considering spirit cults as a modality of instrumental knowledge and practice to bring about
common and agreed-upon values such as prosperity, wealth, and success, I pay close
attention to how and when such connections with non-human entities turn out to be
meaningful and apprehensible within people's experience o f pain, loss, violence, and openended commitment to creation of the good. The very notions of healing and care
fundamentally differ from the absence of illness and cure and remind us that the efficacy of
spirit cults cannot be confinned through their expected calculable ends. Continuing to
develop my focus on care and relatedness, I show how spirits are conjured up as negotiated
possibilities and how their presence can revivify people's political and ethical aspirations.

Looking after the Dead and the Living
When 1 was doing a short survey on migrant workers' perceptions o f the Thai health care
system in one o f the long-running Shan construction camps in Chiang Mai, Aunt Uan's
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story was often mentioned by concerned female workers. Aunt Uan's long struggle with
i<idney disease was a case that showed how little help the Thai hospital system could
provide to impoverished Shan migrants within certain circumstances. Many o f her
neighbours did not know the exact name of her disease, but remembered the painful process
of her death: " I n the end, her foot was swollen so big, and she barely walked," the
shopkeeper w h o often accompanied Aunt Uan's temple visits recalled. I never had a chance
to meet Aunt Uan, but her husband told me details o f his wife's last three months. Both o f
them had worked as painters for almost ten years in Chiang M a i , and two o f their sons also
became construction workers.

Aunt Uan died when she turned forty. "She was still so young. She used to be healthy, not
weak," Uncle K h a m lamented, as he was grilling dried bean paste in front o f his makeshift
house in the camp. W h e n she first begun to feel sick, what Uncle Kham heard from the
hospital was that her blood pressure was not normal. After several outpatient visits, a doctor
in the nearby district hospital told them that her kidneys were not functioning properly.
Uncle Kham expected that she would have to undergo an operation, but it never happened.
He sketched out the long battle to find a way to treat his ailing wife:

I heard that some sort o f skin, like fat, blocked the vessel connected to the kidney,
so i f she undertook surgery to get rid o f that part, she might survive. But, some
people said that she wouldn't live any longer, even i f she had an operation. W e had
every document and health card in proper order, so the district hospital should have
been able to send her to the big hospital, but they never did. The hospital must have
thought that we were migrants, that we didn't have money. I f we were Thai, they
would allow us to pay them back later after the surgery, but we never had a chance.
The doctor told me, '1 know you're a migrant and don't have enough money.' A n d
he said that even Thai people need to spend hundred thousand baht for the surgery. 1
only had 2,500 at that time, but i f he only had offered me a referral letter, 1 would
have given her the chance to undergo surgery, no matter how much it cost.

Uncle K h a m ' s recollection was not much different from that o f the many other Thai and
Shan chronic kidney failure patients 1 had met in Ban Phaet Hospital. People wondered
why the diagnosis was changed from that o f high blood pressure to kidney malfunction.
They were confused about possible therapy options and the viability o f dialysis and
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eventually despaired at the high cost of dialysis. In Chapter 2, we saw the rough and painful
journey of a Thai patient to get dialysis under the universal coverage scheme. For many
migrants, the chance of getting dialysis was much less. Many migrant patients suffering
kidney failure would not even be given a referral to the tertiary hospital and never had a
chance to put their name on the waiting list. In her last three months, Aunt Uan received
ambulatory dialysis only once from the provincial hospital, and then was sent back to the
district hospital. "The doctor said that she was fine to go home. Then, what could we do?"
Uncle Kham told me placidly. As he finished roasting the last batch, we were all buried in
the salty and genial smell of fermented bean paste. Uncle Kham asked me and Sai, my Shan
research assistant, to come inside the house.
At that time, 1 was struggling to manage my morning time in the small provisional kidney
clinic in Ban Phaet Hospital and my evening visits to the construction camp as a daily
schedule. I was also anxious, confused, and in despair about this draining disease. When I
expressed my own frustration about the referral process to Uncle Kham, he replied calmly.
"No reason to be angry at the doctors. They are not the ones who ask us to come to see
them. We are the ones who go to them to ask for help. It's our own burden, not theirs."
Although Uncle Kham was still upset about the fact that his wife never had a chance for
proper treatment, he was quite firm about his expectations of the hospital. When 1 asked
about the quality of care given to her, he continued: "I don't think that the hospital did not
take care of her. Whenever we went to the hospital, they helped us. But they did not give us
to the chance to undergo surgery." I was puzzled by this mixed response of grief and
resignation. Later, he continued to tell us about Aunt Uan's grave pain that prevented her
from eating the food she wished to taste and her unfulfilled wish to go back home before
she died.
Uncle Kham was also the person who introduced me to Jao Phor (an honorific title
meaning 'Lord Father') Phusorphai, a medium of Shan guardian spirits. Since Aunt Uan
died, his first son started to hear the strange noises in their house: a rattling sound, a sound
like someone using a spoon, and the sound of footsteps. His 20-year-old son visited the
Lord Father Phusorphai and asked for help. The spirit medium performed a ceremony to cut
the attachment between the deceased mother and the son, and the sounds were gone. When
Uncle Kham also went to see the spirit medium, the medium told him that his wife was

staying with old ladies in white clothes. According to the medium, it meant that Aunt Uan
was in mueang phi, a heaven for sacred beings, staying with nuns.®'' Then, the medium
asked them to set up a small altar in Uncle Kham's house: the altar would let Aunt Uan
acknowledge her death and help the family stay well. The medium prepared several ritual
ornaments for Uncle Kham's family and asked the family to keep this altar for at least two
years. Uncle Kham's young son spent 7,000 baht in the preparations for the altar: at that
time, he worked six days a week and made around 4,000 baht per month.

Figure 5

The Altar for Aunt Uan

The conversation with Uncle Kham was mainly in the Northern Thai language, yet, "mueangphr is a Shan
word The medium seemed to confirm that Aunt Uan's spirit was with "the spirits of virtuous dead who arc
not yet reborn but who arc 'in a good place,' that is, not hungry and wandering the earth" (Eberhardt
2006:185-186).

In their shabby makeshift shack, the b a m b o o floor w a s the f a t h e r ' s and s o n ' s only bed. The
thin torn mattress, mosquito net, burlap sacks full of clothes, electric fan, and m o s t of their
possessions were cluttered on this floor. There were two altars at the side of the r o o m : the
altar for the Buddha statue high up on the wall, and the altar for A u n t Uan on the bottom.
The white cloth on the altar and the adorned bowls m a r k e d out the spot f r o m ordinary
household items. Aunt U a n ' s funeral picture, which would have been the picture on her ID
card, and several amulets hung close to the altar. In this c r a m p e d space, these auspicious
objects were just adjacent to the crude w o o d e n bench for kitchen utensils. Both the living
and the dead needed these materials to reside and traverse in this world.
In this particular family's experience, the efficacy of the spirit rested on m e n d i n g family
relationships after death rather than healing the sick body. Even w h e n Aunt U a n ' s health
had seriously deteriorated and the hospital was not offering any effective treatment. Uncle
Kham did not seek help from any spirit mediums: he thought that spiritual healing was
unnecessary for a kidney patient. But when his son noticed the odd events occurring after
her death. Uncle Kham was willing to follow the m e d i u m ' s advice. Only w h e n the
relationship between the dead and the living seemed to be unsettled did they see the
necessity for spiritual care. The medium made sure that Aunt Uan had accepted her death
and had taken the journey from this world to another, even though her last wish to go back
to her hometown before her death had never been fulfilled. The m e d i u m ' s ritual
intervention, indeed, allowed the family to continue to care for Aunt Uan after her death.
By setting up the altar, the threshold between the dead and the living w a s reconfirmed, yet
it was not meant to be a way to forget the dead but to incorporate space for their spirits in
the domestic space.
Spirit mediums and devotees build a particular social relationship. In Uncle K h a m ' s
accounts, spirit medium-devotee relationships clearly differ f r o m doctor-patient
relationships. When Uncle Kham accepted the limited responsibility of the doctor, his story
was not just about structural exclusion from the public health care system based on o n e ' s
citizenship status. It was about the basic limits of sociality between the doctor and patient.
The hospital's failure to save Aunt U a n ' s life was a matter of sorrow, but Uncle K h a m did
not fault the doctor for a lack of personal involvement in her treatment. T h e spirit medium
provided a different sort of attention and caring efficacy: as a mediator w h o could access

sacred forces and supernatural powers, the medium opened up a different sphere of
accountability and moral responsibility for human suffering and pain. Then what kinds of
sociality and mutuality are assumed and evoked in human-spirit alliances? To answer this
question, I turn to the shrines of the spirit mediums and look into the details of the rituals.

Migrating Spirits: Shan Spirits and a Thai medium

When I visited Jao Phor Phusorphai, he could not remember Uncle Kham or Uncle Kham's
son. Contrary to my expectation of meeting with an old Shan man, the Lord Father was a
young man, living in a freshly built two-story house on the outskirts of the city. The
medium was busy with continuous flows of people who came to see him, but he graciously
welcomed me and Sai and allowed us to stay. As the spirit already had descended into the
medium's body, he spoke like an old man with a mix of Northern Thai and Shan language
and called me a little girl. To me, his outfit, white scarf around forehead, silky shirt and
dark brown phalhung, was not much different from other spirit mediums, but Sai, my Shan
research assistant noticed that he was dressed like an old Shan man.
jj
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Figure 6
Shan l<ingdoms.

The picture of the Shan Prince that Jao Phor Phusorphai found in the history book of

In the middle of the consultation with one of his clients, the m e d i u m s h o w e d us a page
from a book (see Figure 6) and pointed to the face of the man in the picture. He asked,
" D o n ' t you think w e look similar?" It w a s a picture of a Shan prince in a history book of
Chiang Tung. I asked him the meaning of his name, but he pointed at the picture again
instead of giving m e an answer. In the late afternoon, w h e n the spirit left his body, Chom,
the medium, told us more details about him and the spirit. The spirit w a s a guardian spirit
of Chiang Tung in Shan State and makhi (a h u m a n m e d i u m ) C h o m w a s a 38-year-old who
was b o m in Chiang Mai. The link between the m e d i u m and the spirit w a s that C h o m had
been a prince in Chiang Tung in his previous life, and in this life the spirit found him as his
medium to make merit together. Like m a n y other spirit m e d i u m s , C h o m had experienced
serious disturbances and strangeness. At age eleven, he j u m p e d f r o m the top of a tree to kill
himself, and after this incident he realized that he had to accept the spirit. He prepared his
initiation ritual by himself at this young age without any help f r o m other senior mediums.
Chom has been a spirit medium since then, though the spirit allowed him to study and work
like other ordinary people did. He had a bachelor degree, had studied in Australia, and had
worked in a leading bank in Bangkok as a customer service trainer. Then, five years ago,
the spirit asked him to devote more time to helping other people as a spirit m e d i u m , so he
had quit his job and had come back to Chiang Mai.
That afternoon, I sat in the room and observed the rituals that the m e d i u m organized for his
Shan devotees. Shan people flowed to his neatly adorned shrine, and the m e d i u m dealt with
a wide range of illnesses, discomforts, and concerns. For example, a father brought a young
boy who had had a fever for several days. They had gone to the hospital several times, but
the boy had not improved. The medium explained to m e that the c h i l d ' s soul (khwan)

often

went away and it made him sick. He tied the young b o y ' s wrist with black threads and blew
breath onto them. Then he chanted into a filled water bottle that the father had prepared.
The medium advised the father to give the boy the water every day and to c o m e back again
if the boy did not get better in two days. The father thanked the m e d i u m and left the place
without any payment.
There was also a case that required more delicate rituals including lengthy chanting and
bathing. A successful Shan couple, w h o had migrated to Thailand twenty years previous
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and now owned a big karaoke restaurant, had come to this shrine several times already. The
middle-aged woman explained to me that her husband started to suffer ill health several
months ago, and they believed that it was caused by their aborted child. The medium
checked whether they had brought the right number of eggs and ordered them to prepare a
bag of sixty-six eggs and other items on the small veranda adjacent to the main room.
These ritual materials were for the dead baby's spirit. Another set of offerings that was
placed high on the inside altar was for the higher deities. After long chanting, the medium
poured sompoy water on the man's upper body to let his bad luck wash away. Finally the
medium brought the husband to another room and put thin gold papers on his upper body,
forehead, and tongue. The medium invited me to see this ritual, explaining to me that it
would help to increase his client's charm to others.
Another interesting case was a couple travelling from far away Maehongson. The wife in
her early twenties originally came from Muang Kun in Shan State and the husband's
hometown was near the Burma-China border. The couple looked very tired and were
dressed in shabby clothes. While they were waiting their turn, the husband told me more
about his symptoms; he had started to feel pain in every part of his body and could not eat
anything for three days. The medium confirmed his presumption that he might be afflicted
hy phi tai hong, a wandering ghost. The couple brought two cooked chickens, a bottle of
whisky, and a bag of grain. The medium asked about his condition and the man answered
that his head had cleared after he had drunk the water that the medium gave him. The
medium rubbed the man's upper body with sticky rice and threw it away. He explained to
me that the rice would absorb all the bad things attached the man's body. The wife asked
the medium about the life extension ritual (suep chala), but he didn't recommend doing it.
He worried that the couple would have to organize extra travel and offerings and it would
cost them too much. The wife replied that they could make money later when her husband
got better, so she was not concerned about the expense. She also complained about the bad
dreams she had started to have. The medium replied that because she had not been given
proper protection, the ghost had tried to move from his husband to her. In the middle of
their conversation, the wife put 100 baht on the small adorned tray for her inquiry and put
329 baht for her husband's candle lighting ritual. The medium tied her wrist with black
threads and gave them two small bird-shaped amulets for protection.

Several details of Jao Phor Phusorphai's practices present key features of Thai and Shan
cosmology: the pemieability of the human body and the ambivalent power of spirits. One's
health can be affected by the ever-changing orchestration between the khwan, life essence
or soul, and the body (Eberhardt 2006; Irvine 1984; Wijeyewardene 1986). As the khwart
leaves and returns to the penneable body due to the impact of external forces, exogenous
spirits also can penetrate the human body (Tanabe 2002). Thus, spirits exercise what
Durkheim famously called the "ambivalence of the sacred" (Durklieim 2001:306). While
divine spirits and deities exist as a source of potential and protection, malevolent ghosts and
unruly spirits—such as phi tai hong (a ghost resulting from a violent or unnatural death), or
an aborted baby's soul—also exist and can cause illness, misfortunes, and even death.
The most interesting aspect of Jao Phor Phusorphai's this shrine is what it reveals about the
presence of this spirit from Shan State as a source of care and protection in Thailand. Here,
my main inquiry is not about identifying fundamental cultural differences between northern
Thai and Shan spirit cults. In the spiritually rich landscape of Chiang Mai, many mediums
are found who access a multitude of spirits from various cultural traditions.'"' Within this
diverse and fertile field of cultural convergence, this shrine shows how multiple cultural
markers and attributes are imaginatively recombined.'® The spiritual authority of the Shan
prince in Thailand, then, is not uniquely attributable to Shan tradition, but is derived from a
particular ontology of power.
The Shan spirit's descent to contemporary Thailand is based on two elementary dynamics
of human-spirit alliances. First, the activity of spirit mediums or spirit experts, song jao
(mediating or launching the spirit), is based on the spirits' desire to be involved in human
affairs and to help humans.^' Second, migration, travelling and moving from time to time

" S u r i y a S a m u t k h u p t et al. ( 1 9 9 6 [BE 2 5 3 9 ] ) s u g g e s t e d f o u r m a i n c a t e g o r i e s w h i c h are used to sort the
m y r i a d s of spirits f o u n d m Thai m e d i u m s h i p in the 1990s: v a r i o u s H i n d u deities, B r a h m a , C h i n e s e deities,
and w a n d e r i n g spirits w e r e all c h a n n e l e d b y Thai m e d i u m s (cited in J a c k s o n 2 0 0 4 : 3 6 2 ) . G o l o m b ( 1 9 8 4 ) also
s h o w s an interesting illustration of a B u d d h i s t curer w h o w a s also c o m p e t e n t in a c c e s s i n g s e v e r a l d i f f e r e n t
ethnic a n d literary s o u r c e s of supernatural p o w e r s i n c l u d i n g M u s l i m occult t e c h n i q u e s a n d K h m e r m a g i c .
For e x a m p l e , he used b l a c k threads for rituals instead of w h i t e o n e s ; h e h a d n o p r o b l e m in a d d r e s s i n g his
d e v o t e e s by their n a m e s ; h e did not j o i n in a n y annual c e r e m o n i a l d a n c i n g u n l i k e o t h e r C h i a n g M a i m e d i u m s
w h o m a k e a great play of o r g a n i z i n g these. Several o\d yantra c l o t h e s c o v e r e d w i t h a n c i e n t scripts f r o m a
Shan t o w n w e r e also p r o u d l y p r e s e n t e d to us. e m p h a s i z i n g his S h a n o r i g i n .
T h e m o s t c o m m o n e x p l a n a t i o n of their desire to h e l p is that spirits a n d deities are a l s o w i l l i n g to a c q u i r e
religious merit f o r their o w n sake. J a c k s o n ( 2 0 0 4 ) locates the g e n e r a l link b e t w e e n m e r i t - m a k i n g a n d spirit
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and place to place, is in the nature of spirits. Just as people leave their original places and
cross the border, spirits too have their own original territory and can travel beyond it.*"** And
through their movements of crossing and descending, like Doctors Without Borders, the
spirits in this humanitarian convocation undertake their own journeys to alleviate human
suffering. A khon miieang (northern Thai) medium once explained to me, "All of those
spirits, of course they know each other. In their world, there is no division between Thai
people and Thai Yai (Shan). We all are the same humans. And these spirits all want to help
humans."
These common motifs of benevolence and boundary crossing are crucial in understandnig
the ontology of power embedded in the relations between spirits and humans. When the
medium, a reincarnation of the prince of the old Shan city, calls the deity possessing him
jao, 'Lord', I suspect that we are witnessing a metaphor for sovereignty in practice. As
Tambiah briefly notes, ritual enactments to access the potency of spirits has a resemblance
to "the benevolent acts of the universal king toward his subjects" and contains "a rich and
potent Buddhist religio-political analogy" (Tambiah 1985:11?).**'Re-reading Paul Mus's
classic study of Southeast Asian religions, John Holt also summarizes the notion of power
found within the Lao spirit cult as "a power that accounts for the dynamism of life
associated with that locality" (Holt 2009:24). Although Holt does not directly adopt the
notion of sovereignty, 1 suspect that his conceptualization has resonance with the
anthropological discussions that broadly define sovereignty as tentative and emergent forms
of power over life within a territory (Hansen and Stepputat 2006; Singh 2012). In this
mcdiumship within syncretic Brahmanical and Buddhist symboMsm: -Immaterial beings mhabiting the
Brahmaoloka heaven do not possess the physical form needed to perform good deeds on hearth. These begins
arc incapable of acquiring the additional religious merit that would permit them to ascend to a yet higher
heaven, or aUematively to attain the ultimate salvation of ninaiw" (Jackson 2004:363). Like human beings,
even spirits inhabiting heaven also need to boost their store of religious merit, and for this the spirits need a
human medium. For a common local interpretation of spirit mediumship and merit making in Chiang Mai
context, see also Wijeyewardene (1981).
Holy High (2006:262) shows how the spirit of the place is "itself 'extravertcd' and -travelling' rather than
' r o o t e d ' " in the context of Lao territorial spirit cults. Discussing the effect of migration on religious
resurgence in Vietnam, Philip Taylor also notes that the mobility of spirits indicates "relationships between
people and places of considerable complexity, extension, and dynamism" (2004:114). The Southeast Asia
diasporas' accounts of death and kinship also vividly reveal the translocality of spirits, see Langtord (2005)
and T a p p ( 2 0 1 0 ) .
" Wijeyewardene also pointed out that in Chiang Mai spirits are often related to or owe allegiance to the
origirial 'lord' but not necessarily so. When people differentiateyoo p/io/' (Lord Father), Jao phi (Lord Elder
Brother) iao noy (Little Lord), what is important is their different characteristics and capabilities, not their
hierarchy (1981 7) Craig Reynolds succinctly summarizes how Buddhist' ideas of power can be glossed in
terms of "potency, potentiality, sovereignty, and the ascetic body" (Reynolds 2005:226).

rendering of spirit cults,yao, the lord or the deity, may refer to a concrete form of force and
potentiality that has a specific reference to the local geography and historical imagination:
to manifest their power, spirits and deities always require anchoring in a specific territory
and human life.™

The Power of the Spirit, a Conceptualization of Sovereignty
In Chiang Mai, Shan mediums, as migrants and as mediators, are on the frontiers of the
nation-state as well as the human and spirit world. And their peripheral positions do not
simply make them bereft of proper protection, but allow them access to overlapping spheres
of power. Ajam Yot's shrine is one of the places where the geography of the sacred is
actively reconceptualised.
Ajam Yot, a Shan man in his forties, provided a wide range of services mainly for Shan
migrants in Chiang Mai. He was a well-established businessman who owned a general
merchandise store near one of the famous Shan temples in Chiang Mai City. His two-story
shop was a place where Shan people could get the latest Shan music DVDs, books,
traditional clothes, and spiritual care in the centre of Chiang Mai. In the upstairs of the store,
Ajam Yot consulted with his clients and offered fortune telling, life-enhancing rituals {suep
chata), and misfortune reduction rituals (sador khro). Many of his ritual practices were not
much different from those adopted by professional northem Thai spirit mediums in Chiang
Mai. His other specialities were defending curses and black magic and calling for the
clearance of back wages. Withholding of wages was a major problem that many Shan
migrants faced because of their vulnerable social and legal status in Thailand. In this case,
Yot would make a special candle containing ang (yanira paper) with the employer's name
and then light the candle. It would bring about good intentions and compassion from the
employer to the employee."
In fact, Ajam Yot was not a spirit medium in a strict northem Thai sense. My Shan
informants usually called him mor phi (spirit doctor), but when we visited his shrine
together, I was asked to use a more respectable term when addressing him—mor du, mor
sola, or ajarn, a doctor or expert of spirits and magic spells. As his title suggested.

™ See also Morris (2000).
" It is similar to other forms of love magic that aim to increase one's charm toward others. Love magic for
the couple is also very popular in the Shan migrant community because of the fragility of marital affinity
during the migration and settlement process.

possession by a specific spirit or deity, which is common for northern Thai spirit mediums,
was not required for his ritual practices. But Ajam Yot emphasized to me that his
invocation of thep (divine d e i t i e s ) " could be similar to jao song (northern Thai spirit
mediums). In his twenties, Ajam Yot had learned his khatha (chants) from his teacher in
Shan State and had received powerful tattoos. Each teacher has his own spells, and his own
teacher had accumulated the power to use his spells through strict precept-keeping and
meditation.'' Yot also had been involved with the Shan State Army and had taught young
soldiers Shan language and literature for several years.
1 was originally interested in the ritual logic involved in Ajam Yot's healing, but our
conversations often extended to his comparisons between Thailand and Burma. In making
his case for why Thailand was much safer than Burma, Yot stressed to me not his healing
abilities, but how the sacred order of the nation-state could be so critical to people's health,
safety, and well-being. Yot's basic argument was that each malignant spirit also had a kind
of national characteristic: "Wandering ghosts in Burma and Thailand, they are so different.
Not only do they speak a different language, but Bumiese ghosts are also much more
violent. Think about it, in Burma, it is commonplace to see the soldiers hit the villagers
badly. But in Thailand, even when police catch a thief they are so polite. They still say
"khap, khap (please, please).' Spirits are basically not much different from humans."
On one occasion, I came to see him to ask about a ghost attack that one of my informants
had experienced, but Yot did not answer my question about the characteristics of wandering
ghosts. Instead, he stressed the different general spirimal environment between Thailand
and Burma. "In Thailand, it's rare to find a ghost which is totally out-of-control. Ghosts in
Thailand, they do not go around attacking people. They are not really destructive and don't
hassle people too much, because Thai people do the proper things for spirits. Thailand is in
order. But in Burma, it's not like that. If someone gets drunk and causes a problem, the
soldiers just shoot him dead, and the family couldn't even ask for his body for a funeral.

' ' People use the word thep to emphasize the hierarchy between nuinerous forms of spirits: ihep is a divine
deity which IS a more powerful and morally higher being than other ordinary spirits or a ghost (phi). In this
chapter, I use the term "spirit" to refer to a general category of non-human entities and "deity" to refer to a
particular personalised instantiation of this general category.
" Spiro (1978) notes the use of the spell for treating supematurally caused illness in the context of the
Burmese belief system, but his discussions are mainly about shamans and exorcists. Tanenbaum also
discusses the use of khatha and amulets in the context of Shan Buddhism (Tannenbaum 1995:180-181).
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Without the sermon of monks, this poor being never knows he is dead and just wanders
around this world. He never has a chance to be reborn."
Then, he suddenly broadened the topic of the conversation.
In Burma, the government use sayasat (magic) to control people. The government
of Burma {rauhaban phama) is a government of sorcerers. Not just the army, also at
the every level of the government, there is a sorcerer. In Burma, soldiers make a
pagoda, not monks. One time, there was a big flood in Shan State and the pagoda
collapsed. Do you know what was inside? It was a picture of a Shan man whose
throat was pierced by a spear and a naked woman. In Burma, they don't build a
pagoda for the religion. It's a tool for using sayasat (magic) and making people
scared, stupid, silent, and obedient.
Ajam Yot's voice was as calm and gracious as usual, but his eyes were piercing. He
continued:
In Thailand, everything is ordered, from house spirits to guardian spirits of the city,
they all have their shrines and receive proper offerings. Thai people also have all
sorts of benevolent deities,yao mueang, phraphit kanet, phra phrom, phra siva''' all
of these elevated deities, they have their own place in Thailand and care for Thai
people. Thai people have so many sing saksit (sacred objects). In Chiang Mai, the
Doi Suthep Mountain is full of sacred powers. But, in Burnia, the government rules
the country only for its own sake, not for the people. So many evil spirits and spells
are used for them. And the Burmese government never cares about the people. But,
in Thailand, the government look after people from the time that they are in the
mother's belly. The government takes care of pregnant women and gives
vaccinations to young children. All sacred things are so abundant in Thailand.
That day's conversation eventually ended with how the great Shan generals defeated the
Burmese army with help from powerful spells and the power of King Naressuan's amulet.
His concluding remark was about his conviction that the sacred forces in Thailand had good
intentions for helping Shan soldiers.

Here, A j a m Yot lists several c a t e g o r i e s of spirits i n c l u d i n g tutelary spirits a n d H i n d u deities s u c h as
B r a h m a , Shiva, and G a n e s h .

W e conversed m a i n l y in Thai, and Yot w a s not interested in telling m e h o w the Shan spirit
cult w a s different f r o m that of the Thai or Burmese. What he was insistent to convey w a s
the perspective of a Shan migrant and m e d i u m w h o s e life had been fundamentally affected
by the b o r d e r - m a k i n g projects of the nation-state and the overlapping realms of the spirit
and h u m a n . A s an ex-combatant and a spirit doctor, Y o t ' s comparison of the structures of
sacred p o w e r gave voice to his strong condemnation of the oppressive Burmese regime.
Conversely, the Thai state w a s envisaged as an ideal "democratic state." In Y o t ' s
reflections, the contrast between " m a l e v o l e n t " and "benevolent" spirits provides an analogy
for the potentialities of sovereign power that can be realized as life-threatening violence or
life-giving welfare. In his account, both sovereign states and sacred forces are
complimentary to each other, existing in a relation of ruling over, administering or
terrifying their territory and subjects. The precariousness of o n e ' s life is exacerbated not
only by state violence, but also by the violence of sacred forces.
The comparison between two different conceptualizations of sovereignty, the nation-state
and the spirits, seems possible because they share an ambivalent potency. Anthropologist
Bhrigupati Singh (2012) suggests the concept of "deified sovereignty" through the
ethnographic example of Thakur Baba, a minor deity in central India. Focusing on the
deity's ability to harm and to bless people in the region, he re-conceptualizes the concept of
sovereignty as " v a r y i n g relations of force and contract" (Singh 2012:386). I find that this
approach useful in thinking about this double m o v e m e n t of power over life. The
forcefulness of deified sovereignty as coercion and aggression is vividly expressed in Y o t ' s
emphasis on the current political and spiritual violence in B u r m a . " On the other side of this
life-denying exercise of power, the aspect of contract is c o m m o n l y found in the mainland
Southeast Asian context in w h i c h spirits are regarded as highly malleable entities
(Eberhardt 2006; M u l d e r 1979).^*^ M u n d a n e offerings to household and other guardian
spirits are often regarded as a process of domestication (Walker 2012), and the ritual logic

" For more details of politieal and spiritual violence in Burma, see Skidmore (2003).
™ In the context of Thai and Lao cultural traditions, Holt also (2009) notes that spirits (phi) in many forms are
often regarded as "protective m nature," but their power is also understood as "potentially destructive," and
because of this ambivalence spirits exhibit "a power to be feared" (Holt 2009:19-20).
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of te bon (fulfilling a contract) " reveals more straightforward examples of give-and-take
relationships between spirits and human beings (Johnson 2012:771).
In this morphology of power, the vulnerability of Shan people is twofold: they are
politically disempowered and they are susceptible to malicious spirits and spells. Yet, this
aggravated burden of affliction does not mean that Shan people are evicted from the realm
of protection. Rather, in these dispersed and malleable networks of deified sovereignties,
new and old alliances can be continuously drawn up and projected outward by the people
on the margins. Ajam Yot, on the very periphery of the gradation of power, is able to mend
the ordinary disruptions through his ritual techniques. What Yot demonstrated to his clients
and me, indeed, is that there is a way to bring order back: the normalcy of body, life, and
sovereignty can be restored. Although spirits and deities can be mobilized for the sake of
oppression and domination, in his everyday ritual practices, it is still possible to find a way
to solicit protection from the world of spirits and encourage the life-enhancing aspects of
sacred forces.
This proactive horizon of channelling protection and enacting relatedness appears not only
at the shrines of eloquent mediums but also in people's everyday religious practices. What I
want to do now is to turn to a Shan and Thai couple's house and demonstrate how care
emerges through improvised ritual repertoires and everyday forms of religious devotion.
How do these migrating and anchoring spirits engage with human vulnerabilities?

An Uncanny Abundance of Care: Protective Spirits in Home

Choy, a 37-year-old Shan woman, a HIV patient, and mother of three children, was the one
who gave me a grounding in the confluence of caring modalities. Choy was a model patient
at the Ban Phaet Hospital ARV clinic as we saw in Chapter 1, but that was not the whole
story. There was another source of care that she had relied on. In the nurse's record, Choy's
CD4 counts had been in the appropriate range, but it did not mean that Choy had always
been healthy. As Choy recalled, her passage through illness had been bumpy and rough. "I
was so sick, I couldn't work at all. Bad headaches continued and I had no strength to work.
I also felt so nervous when I went to places where there were many people. I felt terrified
and uncomfortable so I went to the market only early in the day when people were not yet
" If a person asked a specific request or for luck from a spirit and one's venture succeeded, then the person
should offer certain gifts in return.

there. I told these things to the nurses, but they said that I was fine. I had no fever, and my
blood pressure and CD4 was all fine." She told me how she had experienced pain and
disturbances that were not redressed by the continuous antiretroviral treatment. Choy was
well aware of how antiretroviral drugs worked and reported that she had not suffered any
serious side-effects from drugs.
Two years ago, Choy and her forty-three-year-old husband, Wang, became disciples (luksit)
of a village spirit medium. It was during a time when their health and family situation had
seriously deteriorated. While Choy was not well enough to work, Wang also had to quit his
job because of a back injury. The couple, a Shan migrant wife and husband from Isan (the
north-eastern region of Thailand), had struggled for a long time to settle down in Chiang
Mai. On my first visit to their house, I had heard the long story of the sweat and tears that it
took to build their home together. "I did everything 1 could do to make money. It was the
time 1 was paid twenty baht per day," Wang often told me of his young days. By working
out small debts from neighbours and employers for many years, Wang had finally
completed the construction: "We eventually sold a small TV to buy wood panels for the
ceiling. People like us, khon jon khon thuk (poor and suffering people) have to fight to live
every day." Wang had been a hardworking father, but since his injury, his poor family had
to struggle with great difficulties. Matters went from bad to even worse when their first son
was involved in a fight and needed a large amount of money for an out-of-court settlement.
This series of family catastrophes eventually ended up in another recurring debt. During
this tough time, Choy and Wang decided to undertake a ritual to invite protective spirits
into their house under the guidance of the local spirit medium.
"I became much better since 1 accepted khan. My CD4 has gone up and I gained some
weight. The thep (divine deity), they take care of us. They tell me when I need to take a rest
and where the danger is hidden," Choy explained how she regained health under the care of
the spirits. We were sitting in her living room where the side wall had been turned into an
altar for the spirits. The altar was decorated with gold and silver tinsel trees, paper fiowers,
vases of flowers, candles, packets of joss sticks, silver bowls and swords, and assorted
flower bunches. This exquisitely adorned altar took up a large amount of the modest
concrete block house's living space. "Did it cost a lot?" The first thing that had come to my
mind was the price of the ritual. "The big one for my husband is around 3,000 baht, and

mine was less than that, but money didn't really matter." Considering Choey's family's
austere spending, 1 knew that this was a considerable sum to them, but it turned out to be
necessary. Eventually Wang accepted two khan, two sets of special ornaments for spirit
worship from the village spirit medium, and then Choy also obtained one.
Lap khan''^ refers to the practice of setting up a spirit altar or shrine in one's house and
taking care of the shrine as a way of paying respect and asking protection from spirits and
deities. This is a kind of religious service provided by spirit mediums as a way to solve
disciples' worldly problems such as bad luck and ill health. Lap khan is also a part of the
initiation ritual to be transfonned into a medium", but in Choy's and Wang's case,
accepting the symbolic bowl and setting up the spirit altar did not mean that they would be
immediately turned into professional spirit mediums. Rather, this ritual practice was a way
to acknowledge the spirits who had willingly been involved in Choy's and Wang's lives
and to formally invite them to their house. "I always knew that I needed to do this. But I've
rejected it. 1 kept saying no, no. no to the spirits. But now I cannot say no anymore," Wang
recounted. Choy's khan was for guardian spirits from her hometown in Shan State Burma,
and Wang's khan was for warrior spirits originally from Chiang Dao. A multitude of spirits
from different places was harboured in this small one bedroom house.
The care and protection from the spirits did not negate the efficacy of biomedical care.
Wang's back injury was a kind of trigger that made him surrender to the inevitability of
being a devotee of spirit worship, but Wang also continued to take medication and receive
physiotherapy to redress his back pain after the surgery. In Choy's case, her symptoms and
discomfort reflected a generic pattern of complaints that I heard from many people who had
visited local spirit mediums: the doctors and nurses could not detect any problems in their
bodies, but they experienced serious disturbance and physical pain. Choy believed that the
protective spirits eventually helped her to regain some health, yet this endorsement did not

™ Lap khan literally means to receive a bowl. Re-examining Rosalind Morris's (2000) work, Peter Jackson
(2004) points out the importance of differentiating between Central Thai and Northern Thai pronunciation:
while in Central Thai, the verb form of "to receive" is rap. in Northern Thai the " r " sound is often changed to
"I" or "h." More importantly, Jackson offers a detailed analysis of the symbolic meaning of khan: rap khan
refers to not only the phase of accepting the symbolic bowl, but it also signals the state of "the spirit becoming
embodied by 'receiving the body' (rap khan) of the human medium" (Jackson 2004:364-365). The bowl
(khan) has a double meaning in that it indicates the ceremonial bowl as well as the spirit m e d i u m ' s body, a
human vessel that is prepared for the possessing spirits.
™ In Chiang Mai where spirit mediumship has held a key position in popular religion and northern Thai
matrilineages, it is easy to find a consultation service from home-based professional spirit mediums or small
shrines of lay people who pay respect (Hale 1979; Mcmorran 1984; Wijcycwardene 1981, 1986)
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mean that she discredited the importance of the continuous care and treatment she had
received from the hospital. Rather, Choy acknowledged the limit of care from the
protective spirits as well. "AIDS and cancer are not something that the spirits can help. It's
already attached to my body, so it's impossible to get rid of it," Choy said to me, explaining
why she had to continue to take antiretroviral medicine. Although Choy was convinced of
the efficacy of antiretroviral treatment and the protective spirits in their own right, she
asked me not to talk about her devotion to spirit worship to the nurses in Ban Phaet
Hospital. She told me, "I don't want to make the nurses and doctors feel affronted. If they
don't believe in this kind of thing, there is no need to let them know about this. These are
just two different kinds of things. The hospital can help us and the spirit also can. And we
can use both of them."

Figure 7

Wang is praying In his own shrine before he leaves the house to go to work. Before it

was turned into a shrine, this room was his teenage son's.

Since Wang and Choy became serious devotees of the spirit cult, they started to keep many
ascetic rules in their daily lives. Wang and Choy emphasized the importance of following
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the five precepts/" and Wang even started to add more precepts. Adhering to strict dietary
regimes, Wang and Choy stopped eating any meat on the Buddhist days (wan sin). They
also stopped eating buffalo meat and killing any animals or insects. Every Buddhist day,
Choy and Wang went to the temple and took a bath with sompoy water to wash off bad
things attached to their bodies. The couple also observed sexual abstinence. Moreover,
Wang studied ancient Lanna scripts and religious books by himself He joined every
afternoon sermon and chanting session in the village temple during Buddhist Lent,*" and
Choy also joined Wang in meditation and temple going. Compared to other devotees 1 had
met who also had accepted khan. Wang and Choy's practices were highly intensive. Wang
and Choy explained to me that each spirit had different demands of their devotees.
Accompanying their visits to the local temples and shrines, 1 started to suspect that Wang
might want to be a professional spirit medium like others who had their own shrines and
devotees. When 1 asked Wang when he would become a spirit medium, he corrected my
language: "We don't know when the spirits will make a decision to choose us. The time
hasn't come yet." In this in-between period, what Wang had pursued as a serious spirit
devotee or novice medium was rather unconventional. Compared to several mediums'
stories of how they were chosen regardless of their will after being "mad" or seriously sick,
Wang was more driven to reorganize his life as he felt that it ought to be. He prepared trips
to famous places for spirit worship and continued to join many merit-making ceremonies
and prayers. He even undertook extra volunteer work such as directing traffic at the front of
a busy temple in the city. These were regarded as ways of taking more advantage of
chances for merit making.^^ In addition, Wang obtained several amulets for his family,
deliberating on which amulets would get along well with the protective spirits around him.
Although Wang never explicitly told me what he aimed to achieve through spirit

° For the links between precept keeping, potency, and power in Thailand, see Tambiah (1984), Tanenbaum
(1995), and Reynolds (2005).
" The Buddhist Lenten season lasts for three months from the full moon of the tenth month to the full moon
of the first month and there are thirteen holy days or Buddhist days (wan sin) within the three months of Lent.
These three months are regarded as a "period of retreat and isolation from worldly affairs by the clergy, and
of piety and asceticism on the part of the laity" (Davis 1984:180).
Here, Wang's pursuits of merit making, which was encouraged by the spirits' requests, shows the "inutual
accommodation between Buddhism and the spirit cults" (Tambiah 1970:377). Dealing with contemporary
religious repertoires in Thailand, Justin McDaniel summarizes this complementary dimension as an "ongoing
and nontelelogicial process of creating Buddhism person by person, ghost by ghost" (2011:230).

mediumship, it was quite clear that answering the spirits' requests and re-adjusting
everyday behaviours had become an important part of Wang's and Choy's hves.
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On this page, three different chants are written: 1) a chant for returning a curse 2) a

chant for returning a curse and using betel leaves for healing 3) a chant for making magic water and
curing stomach ache.

At the end of my first fieldwork, in early 2011, Wang showed me his own protective chants
(khatha) that he could use for his young children. "If they have a fever, 1 just put my spell
and breathe into the water and made them drink it. Then they get better soon." Khatha is a

chant of blessing that can send dangers away and bring protection and prosperity. Monks,
witch doctors, and spirit mediums are regarded as having a power of blessing through their
khatha. While some well-established spirit mediums I had met had an adorned paper or
palm-leaf manuscript of the khatha, in Wang's shrine, there was an ordinary school
notebook in which he had written several chants himself Each page of the notebook
contained a different chant, such as for making magic water for treating a stomach ache;
protection from robbery; invoking others' compassion; curing fever, seizure, muscle pain or
food poisoning; returning a curse from others, curing every kind of dizziness; avoiding
snake attack; dealing with wandering spirits; charming magic; and even curing insect bites.
Wang wrote down each chant by hand in a mix of Pali and Northern Thai language. I
wanted to know more about the origin of each chant, but Wang only told me that the spirits
gave these spells to him, or he learned them from somewhere. On the pages of the notebook,
1 could see that there were some unfinished spells written here and there, and eventually
they became complete as the pages went on.
Wang, who had once suffered from several afflictions, now become a healer who could
administer spiritual treatment and care for his family. I wondered again whether Wang
should be considered as a spirit medium, but Choy's answer was not definitive yet. She told
me, "We will know when the time comes. It is just the same as when we try to choose good
stuff in the market. The spirits also try to choose a good human being." Then, she added,
"One time when we went to the jaophors

(village spirit medium's) house, we saw three

big elephants in front of the house. All of them were so big and handsome Wang and I saw
them at the same time. I even touched the elephant with my hands. The jao phor told us that
those elephants were for the deities. Three ong thep (sacred deities) all came down here
riding an elephant. Only a person who has enough merit can see them." The way she told
me about this mystic moment was just as mundane as if she told me about yesterday's visit
from her neighbour.

Wang's and Choy's continuous attempts to adjust their ways of life through religious and
daily activities reflect widespread traditions in mainland Southeast Asia that are involved in
accumulating spiritual power. Putting restrictions on one's behaviour such as preceptkeepings and other ascetic patterns of life (see also Chapter 4) and relying on more
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powerful beings and objects are major ways to increase tiie power of protection (Tambiah
1984; Tannenbaum 1995). Wang and Choy's collective efforts surely fit into these religious
conventions, yet this cultural logic does not fully explain the affective relatedness between
the spirits and them. While spirits may appear as available resources or autonomous forces
that can be captured by humans with special skills, what we are witnessing here is how the
protective power of the spirit is drawn into this home through everyday asceticism and
ritual practices as a method of convoking care.
The tactile assurance of protective spirits' presence and the ambiguity of becoming a
medium highlight the convocational dimensions of spiritual care. While human wellbeing
may depend on the presence of beneficent spirits, the potency of spirits fundamentally rests
on the elicitations and materialisations effected by humans. Spirits are sovereign entities,
but not self-sufficient: without being with or near or ihrough or tovvarty humans, there can
be no transmission and manifestation of their power. In this dynamic of interdependence,
Wang has engaged with the spirits judiciously and has cultivated them to be responsive and
accountable for his family without gaining mastery over the forces enhancing life. Here, the
very potency of spirits rests not solely upon their presumed capabilities or malleability but
also on the human actions that can enact such relatedness.
Wang's own magic spells reveal how the "moral, magical, and ritual effectiveness of
certain actions" (Mauss 1992 [1960]:460) are unfolded in times of crisis and insecurity.
Wang's chant book is a kind of bricolage that contains magic-in-progress: some parts might
be repetitions of well-known chants, and some parts might be a new creation. Wang cannot
explain the meaning of each verse of his own chants just like many ordinary Thai Buddhists
cannot articulate the exact meaning of Pali chanting." Not the literary meaning of each
chant, but W a n g ' s bricolage and enactment of chants—making and reciting his own—make
the sacred force around him tangible and efficacious. The ritual originality embedded in his
humble notebook, also, speaks to how the techniques of the body, and eventually the
techniques of caring, can be creative and reflexive projects rather than prescribed rules of
conduct.

" In his contemporary study of Thai Buddhism, McDamel (2011) shows how the ritual efficacy of protective
chants is widely accepted, practiced, and remvented as a part of contemporary Thai religious life.

H o w e v e r there is no magic spell for curing H I V / A I D S . This limitation of spiritual care is
worth to note, not because spiritual care is indeed spurious, but there is no universal w a y to
deal with complex sets of vulnerabilities that they experienced. C h o y ' s cautious attitude—
asking m e not to tell the nurses about her devotion to spirit w o r s h i p — h i n t s at the
hegemonic position of biomedicine, but the m o r e important aspect of this s u p p l e m e n t a r y
appropriation of multiple modalities of care is that both biomedicine and the potency of
spirits are partial and incomplete. At the time of uncontrollable hardship, C h o y and W a n g
did not count on any miraculous cure or rescue f r o m any sides, but they work on to
cultivate and ensure proximity and affinity with both sources of care. At this point, it seems
that epistemological difference between biomedicine and spiritual healing does not matter
much, but their c o m m o n ontological condition does. H u m a n vulnerability and insecurity
that these methods of care have to deal with is not unitary but multidimensional.

Afflictions and Aspirations
It was a quiet and cool afternoon. C h o y ' s two little kids, aged six and eight, were playing
outside and W a n g had fallen asleep in the room. These days, he had returned to his
previous night guard job. Choy had asked m e to visit her on a Buddhist day, because this
year she w a s not going to work on any Buddhist day falling during Lent. In the m o r n i n g ,
C h o y ' s family went to the temple to make merit. "Is it okay to not go to work every
Buddhist day? There are so m a n y Buddhist days during the three months of Lent. I ' m
already tired of going to the temple in the early morning." I m a d e these idle remarks
somewhat clumsily, really wanting to ask her about how she w a s coping with p a y m e n t of
arrears of school bus fees and other bills that she had mentioned before. " I t ' s fine. M a k i n g
merit is what the spirits want us to do. W e d o n ' t have to worry about m o n e y too m u c h . Sit
here," Choy insisted that I sit on the couch, not on the floor. W e were sitting at each end of
the old and tattered vinyl couch under the open window. The house w a s tranquil waiting for
the children to come back.
Choy started to tell m e about W a n g ' s fruitless efforts to get her a Thai ID card. W a n g had
visited the village head several times to ask for help in getting formal identification
documents for Choy, but he had returned h o m e with empty hands. " T h e village head d i d n ' t
want m o n e y . He just c o u l d n ' t bother getting involved with any p r o b l e m s , " Choy explained
to me. " O n e time, a police officer c a m e to m y house. M y next-door neighbour reported m e

to the police. It's just absurd. They had borrowed 5,000 baht from me long ago. At that
time, we had raised a hundred chickens, so we had had a bit of money. I asked them to pay
me back, at least 3,000 baht, and then they reported me to the poHce. I was the one who
needed to call the police!" Choy knew that any kind of ID card would make her and
Wang's life much easier, but without a close connection to the village head or km ties in the
border areas, it was extremely difficult to get any type of identification papers. Her twentyfive years of living in Thailand and marriage with a Thai man seemed to have done nothing
to help her earn Thai citizenship. Yet, Choy was not as anxious about this issue as many
other Shan migrants: "I don't worry about this much anymore. The police knew that I'm a
mother of three children. What they could do to me? The police just went away after the
village head and Wang came to our home. I was able to show my son's birth certificate to
let them know that I'm his mother. Where can I go? I even don't know where 1 lived in
Shan State."
"Don't you miss your family in your hometown?" I asked her. "I can't remember them
much. My sister used to live in Sankhampheng, but she died three years ago. I hardly met
her when she was alive." "You came to Thailand with your mom, right?" I asked. "No, my
mom sold us. My sister and me. We stayed in the big restaurant together only for five or six
months. I didn't know where my mother was," Choy replied me as with her usual calm
voice. She was twelve when she arrived in Chiang Mai. She was sold for 15,000 baht and
"cried till I died," but her tears dried up in the end. Wang met Choy when he was only
seventeen years old. Wang borrowed money from his employer and paid Choy's debt, then
he brought her to his parents' house in Isan. When Choy turned fifteen, Wang's parents
allowed them to marry.
"You didn't want to look for your mother?" 1 asked. "What for? It's unnecessary. My
mother sold us for money. She didn't care about us, how we ate and lived, she cared about
nothing." Choy's reply was less inclined to resentment than acceptance. "When my sister
went back to Burma, I told her that if mother asked about me, just tell her that I was dead
already. Mothers should love their children, right? I don't understand her at all. But what
happened is what happened. Tham jai hew (I accepted it already). If I hadn't met Wang,
who knows what would have happened to me." Young Wang rescued Choy from a Karaoke

restaurant where girls were supposed to sell food and sexual service, and they have been
together until now.
I asked her when the most painful time in her life was. "When I was young. But now F m
happy. I have a family and warmth of children. I'm so lucky that my children and husband
were not infected with HIV." Her childhood story moved to her children. Choy found out
her HIV status only after she visited the antenatal clinic for her second pregnancy: "When
we heard the result, Wang told me. 'Leave it be (chang man they), everyone dies one day.
You don't have to think about it too much.' But my heart was totally torn. I was so worried
about my baby. I couldn't eat anything for several days. But the nurse in the clinic, she told
me, 'You don't have to worry. Your child will be fine as long as you take ARV regularly.'
She gave me such a big assurance. Then, when my daughter was bom, they confimied that
she was fine after several tests. We have so much merit." Two of their children were given
a therapy for the prevention of mother-to-child transmission of HIV in Ban Phaet Hospital.
"If I knew earlier that I got HIV from that rape, I would have just killed m y s e l f "
Choy had told me about the terrible rape incident when we first met in the hospital waiting
room. She was candid and spoke without hesitation at that time, but I was the one who
could not continue the conversation in that public place. "How did it happen? Do you
remember who it was?" I asked, finally able to return to the question. "He was a Shan man
who bought the people from Burma and sold them in Thailand. He bought 50 or 60 people
from Burma at once and sold each for around 30,000 baht. He was a really scary guy who
even could bribe the police. There was no point making a report." At that time Wang had
gone to his hometown in Isan to take care of his sick mother, and Choy was staying in
Chiang Mai with her five-year-old son. "I yelled. Help, help, please help me! It was a
compound house in which each room adjoined. Many people lived there. A couple lived
next to my room and the owner of the house was upstairs, so they must have heard me. But
no one came and helped. My little son was sleeping and I was afraid that if 1 fought back,
he might kill us." Still sitting at both ends of the sofa, we leaned towards each other, eyes
brimming with tears. "How? Why did no one help?" I sighed out. "The neighbours must
have been afraid of him. When I told this to an old lady 1 used to know from another village,
she lamented that she would have helped me right away, if she were there. But no one gave
me a hand. It was so painful. Long after that, I heard from the old lady that the guy died of

AIDS." "But you didn't talk about it to Wang at that time?" "Right, I just told Wang that I
wanted to move somewhere else. Keep it as my secret. Bo, if you hurt your body, you can
endure the pain, but if you hurt your heart, you cannot endure it. 1 didn't want him to suffer,"
as she said this, Choy's fine black eyes were not wet anymore.
Later, Wang woke up and he invited me to go to a temple on the nearby mountain. 1
worried that Wang would become too tired to go to work in the evening, but he wanted to
take me somewhere nice before I left. The children were excited about the short day trip
and already seated in the car. Choy also insisted that we should go to the temple to see the
new Buddha statue. Following Wang's directions, 1 drove the car. On the way to the temple,
Wang told me that the amulet that he had given me, a small wooden nail from a famous
temple in Chiang Mai, would protect me during my trip back to Korea. Soon after, we
arrived at the top of the mountain and went inside the temple. At the comer of the temple,
there was Khun Im's shrine, and Wang also explained to me a bit about how to raise a
kuman thong (baby spirit). On the way back home, we stopped at the street vendor and had
a bowl of khanomjin

(northern Thai style assorted noodle) together. The children also ate

some sweets. Choy once told me that living a life was all about going to work, making
merit, and eating together. That day, we Myu

di kin di, stayed well and ate well.

1 was reminded of the significance of this conversation each time 1 heard of the vivid
presence of protective power around Choy's family. The tranquillity of the afternoon and
the intensity of the story made a vivid contrast—how one can be so fragile and yet so
strong to live in this world? Many parts of Choy's life story share commonalities with what
we have noted in Chapter 4: Choy's life experience could not be detached from the
structural violence that many Shan migrant women like Sen and Nok have lived through.
Moreover, during her life, family ties, home and the neighbourhood had appeared at times
neglectful and vicious without warning. The lack of social and legal protection heightened
her vulnerability. 1 had heard about the protective potency of the spirits several times, but
before this conversation, I never fully grasped the flill intensity and complexity of danger,
violence, and adversity that had existed in Choy's life and that of her family.

In the intimate history o f this family, the protective spirits appear as an actant o f the good
life in the sense that they endorse and reflect wide possibilities for living a life with dignity.
Choy's past shows how danger could strike her life at any time, and the perils o f life might
be what make aspiration so crucial (Kleinman 2006:14). Anthropologist Angela Garcia
notes that an ethics of care emerges from "moments o f rupture and o f shared singularity"
(2010:51): although people experience incommensurate fomis o f pain and desperation, it
does not mean that they cannot share their vulnerabilities with others. Here, I extend her
meditation on incommensurability to note that not only vulnerabilities but also shared
aspirations between ontologically different entities can give rise to relations o f care.
Experiencing numerous obstacles and vicious incidents in their lives, what Choy and W a n g
have pursued is the organization o f the good, and spirits have become the most intimate
associates who have shared and confirmed their aspirations. Here, the presence o f the
protective spirits does matter, not because they can make life immune to danger and
insecurity, but because their presence can recharge human "capacity to aspire" (Appadurai
2004). The uncertainty that Wang and Choy embrace—"We don't know when the spirits
will arrive"—and the virtue of l i v i n g — " W e are full o f m e r i f — r e v e a l moral aspirations as
a crucial component of accessing the potency of spirits.

In Chiang Mai both people and spirits are migrants, and their alliances form part o f the
pluralistic landscape o f care. As a conjunctive mode o f power, the sovereignty o f spirits
becomes operational when they are drawn across geopolitical divisions and into the realm
o f human problems and concerns. Mediums' accounts o f the precariousness o f Shan people
reveal how the relations o f care convoked in alliance with the spirits reflect and mediate
daily disruptions as well as political and structural dislocations. The numerous
vulnerabilities, pain, and suffering that the people in this chapter experienced and addressed,
however, prove that spirits' power over human life is anything but universal and
omnipotent. Here, the potency o f spirits is made manifest, but also their limits: as a source
of care and protection, they are simultaneously accessible and insufficient, indispensable
and inadequate. Spirits are mobilized to suture a variety o f human problems, yet the cures
they effect are inherently provisional. Acknowledging this limit, Choy and W a n g , and
many other spirit mediums and devotees strive to make these tentative methods of repairing
fast through their own committed and insistent enactments. Neither humans nor spirits
know what results their partnership eventually might bring, but because o f this shared
200

incompetence, humans and, of course, spirits cannot stop trying.

Conclusion
Unlikely but Real
Once every two weeks, two nurses from Ban Phaet Hospital visited N u m , a nine-year-old
boy with severe cerebral palsy. In early 2010, N u m developed serious respiratory
complications. A month-long spell o f intensive care in the provincial hospital eventually
saved his life, but from then on he could no longer breathe without ventilator support.
Fortunately the provincial hospital decided to lend a ventilator to N u m , so he could stay at
home with his family. Ban Phaet Hospital, which was the first contact place for N u m when
he had any problems, took charge of assisting his home ventilation care. O n their regular
visits, the nurses checked N u m ' s vital signs and oxygen saturation level and brought new
breathing and feeding tubes to replace the old ones to prevent infection. W h e n N u m ' s
condition fluctuated, he was sent back to Ban Phaet Hospital where he stayed in the ward
with his mother for several weeks to a month before again going back home with his
ventilator. N u m had never walked or sat up his whole life but he had travelled so many
times to hospitals. There were many things N u m was unable to do: he never learned to
speak, stretch his fingers, or close his eyes when he was asleep. N u m ' s whole life was
dependent on his parents' daily care and the public provision o f health care. Without
universal health coverage, this average Thai rural farming family working on borrowed
land could not have afforded the repeated hospitalizations and the cost o f prolonged
ventilator care. N u m was anchored to the world through the tubes that brought air and food
to his body, the repeat visits to the district hospital with his parents for treatment, and the
nurses' recurring journeys to his home, which brought the resources needed to sustain his
life. This ethnography o f care on the margins in Chiang Mai is a story o f these accumulated
connections and linkages that make living possible.
Every time 1 saw N u m , he reminded me o f Phem's son, K o m , the two-year-old baby boy
we met in Chapter 4. Since K o m was b o m with brain damage caused by prolonged hypoxia,
he also was a regular in Ban Phaet Hospital. Phem's and the N I C U staffs strenuous efforts
enabled him to survive, but they could not prevent him from developing severe cerebral
palsy. Although K o m ' s and N u m ' s mothers never met each other, they shared many similar
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struggles: the e v e r y d a y labour of care for a disabled child and the e c o n o m i c difficulties of
m a n u a l w o r k e r s with low and unstable earnings. A s a non-citizen Shan migrant, P h e m ' s
situation w a s particularly precarious and tenuous. P h e m ' s and K o m ' s j o u r n e y s to the
hospitals that w e h a v e f o l l o w e d are striking not only because of the pain, distress, and
hardship they entailed, but also in the firm assertion they m a d e on public care. For s o m e o n e
of K o m ' s standing in Thai society, public health care w a s not an entitlement, but nor w a s it
absent. Instead it materialized in the painstaking passages taken by his m o t h e r and hospital
staff through the s e q u e n c e of antenatal care, assisted birth, neonatal intensive care, and
other general medical treatment. T h e care given to him w a s not perfect but it w a s lifesustaining. W h i l e P h e m ' s r a n c o r and frustration about her distressing birth experience w a s
deep, at the s a m e time she d r e w insistently on the Thai public health care system to keep
her son alive. P h e m ' s and K o m ' s very lack of citizenship could j u s t i f y their exclusion f r o m
the privilege of social protection, yet they w e r e able to compel and secure their share of
public health care. T h e traces of care around N u m and K o m have knotted their biological
and political lives to those of others and to larger social totalities.
In this e t h n o g r a p h y , 1 have argued that these unlikely but concrete connections and
interactions are what thread together the a s s e m b l a g e of care in C h i a n g Mai. T h e poor, the
futile, the marginal, the alien others, the u n d o c u m e n t e d , and the ineligible are not simply
dismissed f r o m the realm of care and protection, nor treated with contempt, but rather they
have b e c o m e finely e n m e s h e d in a set of subtle but real filaments of care. A l t h o u g h the
authority of the law and of the biopolitical state to determine m e m b e r s h i p and inclusion is
pervasive and p o w e r f u l , the w a y care is assembled reveals that there are e m e r g i n g w a y s of
e n g a g i n g with the p o w e r of exclusion and thereby reconfiguring the politics of life. M y
initial w o n d e r at h o w such care had occurred against all odds impelled m e to explore the
obscure b i o g r a p h i e s of people in multi-layered social relations. I have f o c u s e d on the
e n t a n g l e m e n t b e t w e e n different projects of care, such as biopolitical, interpersonal,
d o m e s t i c , and ritual practices, with the purpose of unraveling the forces and limits of care.
At this point, K o m ' s u n k n o w n future m a k e s m e w a r y about the limits of care. I a m unable
to predict his future, but I do h o p e that if it is required, K o m can also receive h o m e
ventilator care like N u m . This uncertainty speaks to w h y the questions of j u s t i c e and
equality are so c m c i a l in the politics of care. The everyday w o r k of care, looking after sick

patients and raising young children, certainly does not get n d o f the root causes o f poverty,
oppression, and marginalization. But reading them through the prism o f socio-economic
determinism or relegating them as arbitrary outcomes o f the state's bureaucratic action*''* is
to overlook the ethical and political implications o f caring practices. These implications
arise from the force o f care that is able to create and affirm habitual and unexpected
responsiveness and obligations toward the self and others. K o m ' s current survival and
precarious future indeed attest both to the concrete achievement and ongoing failure o f the
assemblages o f care that have been spun around him. Various ruptures, which have caused
predicaments and deepened his precariousness, have been sutured through the enactment o f
care. Although it is an incomplete measure, I believe that such suturing is the pre-eminent
force that has let this baby boy grow and flourish against all odds.

Care and the Politics of life
The assemblage of care that 1 have traced is based on the singularity o f lives in Chiang M a i ,
yet it offers crucial insights into the stakes o f care in the politics o f life. Didier Fassin (2009)
acutely points out that Foucault's biopolitics is not really about a politics o f life but a
politics of population: he argues that to confront the issue o f life, the living and lived, it is
necessary to make a theoretical shift from the rules o f governing to "the issues at stake in
the practices o f government" (ibid:48), from a focus on population to political processes o f
producing differentiated legitimacy and inequality o f human lives. This reorientation leads
us to consider that Foucauldian biopolitics is only one way o f conceptualizing the
convergence o f power and life and reminds us that there are many other forms o f politics
that we have not yet fully investigated. This quest for a new politics o f life is particularly
required to fully grasp the political implications o f care. I f we consider the provision o f
health care solely from the perspective of govemmentality, as a set o f technologies imposed
from distance and reduce to the means of normalization and regulation, it appears that
everyday struggles o f care-giving have not much significance in the work o f biopolitics.
Instead, i f we consider biopolitics as amalgamated practices o f care and include it in the
shifting organization o f forces and potentialities in the life world, the logic o f care and the

Focusing on the Indian bureaucracies' relation to chronic poverty, A k h i l G u p t a notes "the ethics and
politics o f care that is arbitrary in its consequences'" ( G u p t a 2012:24). A l t h o u g h this is an important insight on
the association between the state's rhetoric o f care and its violent repression, 1 want to point out that rather
than overemphasizing the spectre o f arbitrariness it is crucial to analyse h o w practices o f care manifest a n d
apply their distinctive logic and modalities in the w o r k o f government.
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politics of life become closely interrelated domains. In the latter sense, practices of care are
neither subsumed into nor eliminated in the process of governing: rather, caring and
governing operate in conjunction. They are in part complementary and in part contesting
against each other.
Within the landscape of Chiang Mai, I have discussed how care comes to appear as a
political imperative to bind localized forms of sovereignties and human life. The medical
staff of Ban Phaet Hospital are guided by their own political and moral ideals of rights to
health and normative roles for medicine as they performatively enact a government of care,
which is partly dictated by the bureaucratic mechanisms of universal health coverage, but
also radically redefines its scope and eligibility. More broadly, in national politics, the
construction of political legitimacy through the promise of care is implicated in tensions
between the overlapping projects of traditionalist paternalism and electoral populism. The
perceived contest in contemporary Thai politics between the Thai monarchy and former
Prime Minister Thaksin Shinawatra as giver of aid in the sphere of public health is not a
result of people's misconceptions but evidence of how the state's power over life has to be
substantiated not only by its capacity for destruction but also by its promise of care. On a
different plane, non-human entities, spirits, also operate as sovereigns of care, security, and
protection: human life is under the influence of these malleable and ambivalent forces, and
people's attempt to invoke the spirits' power over life has multiple registers, which include
critiquing current unjust political orders and envisioning the ethics of hospitality.

These multiple configurations of the sources of care consequently shape a politics of life of
a particular kind. One prominent aspect of this politics of life is that the desire to care—a
particular manifestation of the life-intensifying proclivities of medical, state, and spiritual
sovereignty—creates the very conditions of interrelatedness. In this landscape of care, the
power over life is brought into play not only by ousting a certain subject from the realm of
care and creating a state of exception but also by provisionally and tentatively binding
multiple subjects to local forms of sovereignties. Here, the practice of care is not based on
drawing a distinction between those who are worthy of being saved and those who are
deemed fit to die. Rather, it constantly reconfigures the division between citizens and noncitizens, Thai and non-Thai others, the eligible and ineligible, the legible and illegible, the
deserving and undeserving through the logics and moral economies of care. The practice of

care is political in a sense that it brings into legitimate existence "the part o f those w h o
have no part" (Ranciere 2004:305)—such as Shan migrant women or their premature
newborn babies, who are likely to be uncounted and disregarded within population
biopolitics—in a provisional but actual web o f communitarian obligation. A s Jacque
Ranciere notes, politics is not a sphere but a dissonant process o f bringing into question the
distinction between those who are, and are not, qualified for political life (ibid).
Care as a relational practice problematizes the taken-for-granted assumptions o f belonging
and sameness. In the borderland o f Chiang M a i , political projects o f belonging centred
around citizenship and nationality have powerfully affected people's lives, especially the
lives of migrants from Burma and other ethnic minorities. Yet, it is also important to note
that the assemblage o f care is not always aligned with these markers o f belonging: rather,
encompassing alienness and otherness are defining attributes that construct linkages
between localized forms o f sovereignties and human life. The assemblage o f care deals
with various forms and thresholds o f life: locals and migrants, nationality and nativity as
the different temporality of life, the living and the dying, the living and the dead, humans
and spirits. A n d within the assemblage, these diverse forms and forces o f life are required
to obtain the recognition o f "others from who one cannot escape and with w h o m one must
share the world" (Ardent 1979, cited in Kwon 2008:156). Put differently, giving and
receiving care is a way to share one's life world with others, and in doing so it carries the
political weight o f recognizing and bridging differences and gaps between multiple
modalities of life.
I have highlighted that binding and encompassing are key imperatives o f the politics o f care.
These relational dimensions indeed suggest a quite different political vision from
biopolitics and biological citizenship. The doctors and nurses in the Ban Phaet Hospital
N I C U neither justify the provision o f care based on the criteria o f bureaucratic legitimacy
nor technically measure the outcome o f care based on the patient's future social worth. The
infrastructure o f neonatal medicine is the product o f contemporary biopolitics in Thailand,
yet here the exercise o f neonatal medicine also has its own orientations and logic o f care
that serve to anchor and incorporate fragile human life into the social world. Taking
responsibility for unknown aliens who are passing through the liminality o f birth and life or
life and death, the nurses and doctors in the N I C U hardly asked the question o f " w h y care."

They rather continuously responded to the matter of "how to care" to deal with their
biologically and socially fragile charges. I believe that the practical ethics of this particular
organization of care attests that another politics of life is possible.

The Suffering Subject and the Subject of Care
Many stories I told in this ethnography have revealed complex dimensions of social
suffering caused by structural and everyday violence, poverty, and dislocation. To what
extent is it meaningful to talk about the force of care within this profound experience of
suffering and inequalities? 1 have been cautious about romanticizing a conventional moral
virtue of care. As we have discussed, the gift of care comes with the danger of dependence
and a threat to one's moral autonomy. Giving and receiving care is also not free from social
and gendered inequalities: the difficult but trivial tasks of caring for the infirm and elderly
often fall to women, and unequal power relations direct who should be cared for and who
should provide such care without proper appreciation and reward. Lack of care,
abandonment, disregard, the act of ignoring others' needs and requests are not totally
foreign to the daily life of the ward and home.
Through attending to people's struggle to keep care ongoing, I have aimed at unsettling and
opening up what we take the suffering subject to be. While anthropological reflections on
the plight of the suffering subject sometimes centre on laments over prevailing injustice or
the discovery of heroic survival, the focus on care allows us to discern "both the hurts and
the possibilities" (Han 2012:235 original emphasis) that people live through in conditions
of precariousness, predicament, and adversity. Instead of reproducing abjectness and
despondency, I have argued that we should take seriously the everyday achievements and
failures of care, which might entail other ways of living and relating to others. The subject
of care is not conceived as a negative reaction to oppressive political economies but as an
affirmative acting upon the incidents of disruption. Adopting ascetic living as a way of
caring for the self and others, for example, has shown the unknown strength of people
living through suffering. For instance. Sen and Choy, who we met in Chapter 4 and 6,
retrieved their ability to nurture and to aspire through the creative employment of
techniques of care and making unceasing efforts to heal the wounds of life.
In the tradition of feminist philosophy, the ethics of care has been celebrated as a potent
source for alternative values and political principles (Gilligan 1982; Held 2006; Robinson
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2011; Tronto 1993; Yuvai-Davis 2011). Although I am sympathetic to feminist political
projects, I am wary of generalizing the everyday achievement of care that I d o c u m e n t e d in
this ethnography as a wholly liberating and e m p o w e r i n g experience. Care is a "cluster"
(Held 2006:4) of practices, and within its heterogeneous spectrum, the b o u n d a r y between
concern and disregard (Biehl 2012), generosity and domination is not always fixed. I h a v e
shown how people are aware of the difficulties and risks of being in the m o d e of caring and
taking care and have described several m o m e n t s when the weight of care turned out to be
cruel and frightening.
A more nuanced understanding of caring agency is, then, crucial to appreciate p e o p l e ' s
intertwined experience of freedom and obligation, a u t o n o m y and dependence. This
ethnography reveals the gravity of obligation and d e p e n d e n c e in consideration of the moral
and political perils of unrequited gifts of care and poor p e o p l e ' s pursuit of achieving a
sense of mutuality within unequal social relations. Concerned with the relation between
social inequality and dependence within the historical and e c o n o m i c changes of southern
African industrial capitalism, James Ferguson (2013) argues that d e p e n d e n c e on others is
neither a sheer sign of degradation nor lack of f r e e d o m but the very foundation of polities
and personhood. Emphasizing how an experience of inequality actually binds people in a
certain social group, Ferguson also urges anthropologists to pay m o r e attention to "the very
contemporary needs for care, moral connection, and responsible obligation in w a y s that
emancipatory liberal rights talk often does n o t " (Ferguson 2013:237). T h e a s s e m b l a g e of
care in the context of this ethnography f u r t h e m i o r e suggests the productive dimension of
dependence and the force of moral obligation. Care is not detached f r o m the construction of
m a n y sorts of inequalities, but it also creates inextricable links and relationalities between
the poor and the loci of p o w e r including the state, medical institutions, professionals,
labour market, and spirits. It also discerns that not only vertical hierarchy but also intimate
relations among kin and neighbours are renewed only through great effort. Being
responsive to the self and others is indeed a political exercise. And this agentive submission
into relations of care should not be regarded as a defeat but appreciated as a particular
pursuit of a living with dignity.

Writing of the Good
In the last week o f m y second fieldtrip, before m y trip back to Australia, Nurse Ubon
wished me good luck and did not forget to mention that not only study but also getting
married was an important thing to do at m y age, and asked me to write nothing but good
things about the hospital. She was the one who initially invited me to come to Ban Phaet
Hospital when I had searched for a place to start m y fieldwork and introduced m e to the
Thai family with w h o m 1 lived. Without her and many other hospital staffs tremendous
help and support, I never would have had a chance to research in this depth in and outside
o f the hospital. Smce our last farewell, from time to time, I thought about how I could meet
this request to write about the good in my ethnography. It was not just that I felt obligated
to write something nice about the people and the institution to which I have become deeply
indebted. Rather, it was more about how I could approach the good, not only the personal
virtues that 1 had encountered, but also the collective and social good that had accumulated
through the practices o f care I had observed.

In this ethnography 1 have tried to keep a critical perspective on the workings o f universal
health coverage and public medical mstitutions by placing them within the broader sociopolitical context and people's everyday lives at stake. I have described many shortcomings
and failures o f the current provision o f health care as well as significant successes and
unlikely achievements. In this ethnography, I have taken Nurse Ubon's request as a
reminder that the promise o f the good is in between the possible and the impossible and
resides in an "open-ended layering o f real and imaginary social totalities" (Graeber
2001:257). In this sense, the assemblages o f care m Chiang Mai invite us into the realm o f
the good. It is not because they embody transcendent values, but because they are where the
limits o f the current distribution o f care are revealed and where collective aspirations that
attempt to go beyond the limits appear. Also, this request to search for the good urges us to
appreciate the complex meanings and values attached to the practice o f care. Counting on
this fragile but living assemblage o f care, 1 wish N u m and K o m good health and happiness.
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