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“... when you know for yourselves that certain things
are unwholesome (akusala), and wrong, and bad, then
give them up... And when you know for yourselves

that certain things are wholesome (kusala) and good,
then accept them and follow them.”

The Buddha
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PREFACE

I came to medical anthropology through the unlikely route of international
trade, child nutrition and epidemiology. My interest in studying the impact
of Thailand’s economic transformation on Thais’ sense of well-being and
health began in 1990 when I first visited the Kingdom as a businessman and
tourist. I had come to Thailand as an international marketing manager
responsible for placing a line of surgical microscopes in the Thai medical
market. This was during the heyday of Thailand’s spectacular economic
boom. The trip was fascinating and productive. But the more I worked in the
medical equipment field, the more I realized that “high tech” medical
equipment could only marginally improve the health of people in low- and

middle-income countries.

I made a career change and undertook an M.Sc. in international agricultural
development. As Dr. Pollitt’s student, I conducted a study with a team in
Indonesia showing how the health of young, poor children was influenced
substantially by the social and environmental conditions of the communities
in which they lived. This study presented a challenge for understanding the
specific processes by which community-level conditions caused children to
thrive or falter. During the course of that study, I encountered the work of
medical anthropologists (Dunn 1976; Morgan 1993) who had endeavored to

explain how people’s culture, society, political-economy, and environment
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influence their health. I also learned that medical anthropologists use
methods of observation and interviewing to understand sociocultural

processes, and that these methods could complement epidemiological

methods (Trostle 1986).

At the outset of this study, I should like to declare my biases regarding
research and the value of certain types of data. Every method of data
collection and analysis has its strengths for answering a social scientific
question. Rather than use one method, and thereby being hampered by its
inherent limitations, anthropologists have made efforts to take a holistic
approach to understanding the human experience. This study proceeds in the
holistic tradition of anthropological inquiry, and incorporates a broad range of

methods that are appropriate for the task.

The economic events of 1997-98 that threw Thai society into a crisis created an
unfortunate backdrop for this study. These events also presented a unique
opportunity to discuss the meaning of well-being and good health with Thais
while their attention was acutely focused on reassessing their lives. I, like
many Thais, learned to accept the changes caused by the crisis and make the
best of the situation. It was a difficult year for the Thais. The characteristic
Thai smile had become strained with each lunge the economy took
downward. Remarkably, somehow most Thais managed nonetheless to face

the new reality, go with the flow, and keep their eye on being sabaay.

\ (

\
{
'

A\l

WAL

lx’

O

1 1 (



ACKNOWLEDGEMENTS

Just as life itself, a dissertation is by its nature never just one person’s
achievement, but rather the work of many. This dissertation certainly proves
that rule. I wish to thank Professor Lovell “Tu” Jarvis and Professor Ernesto
Pollitt for encouraging me to strive for the doctorate. Like my other advisors,
they have been my paragons of scholarship. I am grateful for the kindness,
dedication, and thoughtful guidance Professor Christie Kiefer, my major
advisor, has shown me at every step of this journey. I will be forever
enriched by his eclecticism and friendship. Since my first days in medical
anthropology, Professor Judith Barker has fostered the growth of my stumpy
intellectual wings and taught me how to tether my mind. It is due largely to
her encouragement that I decided to study well-being and took the risk of
using an unorthodox methodology. Professors Arthur Reingold, Judith
Justice, Linda Mitteness, Thomas Hall, Leonard Syme, and Stanton Glantz
have all been generous in helping me get over a few particularly challenging
humps in this project. Their accessibility, ecumenical nature, and zeal for
improving people’s health have bolstered my enthusiasm for bridging the
worlds of anthropology and public health. There are of course many fellow
graduate students to thank for their companionship and cheer, especially

Chris Lockhart, Marjery Lazarus, Pi Jeed, and Sunetta Kristhnan.

I could not have written one word worth reading in this dissertation without
the generous support and guidance of many colleagues, friends and
acquaintances in Thailand. There more Thais than can be named who helped

in large and small ways to make this dissertation possible. I wish to thank the

xi -

RIEART AR B

BIALM N



good-natured monks at Wat Buddhapradeep who taught me the essence of

sabaay as they taught me to speak Thai and guided my search through the

Buddhist scriptures. Of those who have been closest to this work, Nuchanart

Paknawin-Mock tops the list. She has shown great dedication in assisting me

as a co-interviewer, transcriber, translator and lay ethnographer. I have
always said she deserves an hoﬁorary doctoral degree in Thai studies. I am
especially grateful to the study participants who spared their valuable time
during a difficult period to share their insights. I am forever indebted to
Ajarn Thavitong Hongvivatana, Ajarn Pimpawan Boonmongkon, Ajarn
Luechai Sringernyuang and their hardworking staff for welcoming and
guiding this American graduate student in his attempt to understand Thai
culture. Dr. Suriya Wongkongkathep and Dr. Prakit Vateesatokit have both
been invaluable sounding boards of wisdom in helping me think about
sabaay and they have made a point of helping me bridge the gap between
academic research and public policy. Ajarn Steve Hamann and Ajarn
Naowarut Charoenca (his “better half”) have been unwavering boosters of
this project from the time we first me. They have opened their home, their
filing cabinets, their computers, and their hearts during the roughest phases

of this work. This work has also benefited immeasurably from the insights

and generosity of Bung-on Ritthiphakdee, Ajarn Sarisak Soontornchai, Ajarn

Opart Panya, Dr. Hatai Chitanondh, and Dr. Manote Lotrakul.

It would never have possible for me to study, travel, live and write without

the generous financial support from the UCSF Medical Anthropology

Program and the Graduate Division through a U.C. Regents’ Fellowship and a

Graduate Dean’s Fellowship, and a U.C. President’s Dissertation Year

Fellowship. This research was also supported through a Fulbright Grant and

- . xii

W

AR

AR

MO

{ \(



a U.C. Pacific Rim Research Program Grant (Thailand Community Wellness
Project 444653-05397). I would especially like to express my appreciation to
Dean Clifford Attkisson and the staff at the Graduate Division, and to Director

Patamaka Sukontamarn and the staff of the Fulbright Program in Thailand

for their kind consideration.

My family has always been there and believed that what I was doing was
worthwhile. My mother deserves more gratitude than I can express. She has
nurturing my inquisitive tendencies and encouraged me to find my own
path. Then there are the friends who stick with you during periods of self-
inflicted poverty, forgetfulness and absence. Tom and Cherie, Kim and
Marie, Pedro and Mad - thanks! I also have my surrogate family at UCSF to
thank, especially Eric Koenig and Linda Tracy for her beaming spirits.

By now, it is obvious that I hardly know where to end in thanking the many
people who have helped me with this project. I hope that those whom I have

forgotten to mention will forgive my oversight. I wish you all many days
filled with sabaay.

xiii

) \_(

\

Al

)
{
\

{1 Rl

’e)

11 (



GLOSSARY

amphoe (Th.) rural district

akusala (P.) things are unwholesome, wrong, and bad

anatta (P.) absence of substantial self or essential identity or soul

anicca (P.) impermanence, transient nature of all things

avijja (P.) ignorance

baan (Th.) house or village

baht (Th.) Thailand’s currency

Bhikkhu (P.) a Buddhist monk

communio (L.) communion

Dhamma (P.) the Truth, the way things are, what the Buddha taught

dukkha (P.) all that is suffering, sadness, illness, disease, and death

gai (Th.) physical body; the biophysical flesh that exists in the material world
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miccha ditthi (P.) false views

naga (Th.) mythic dragon
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puu dee (Th.) a proper person or matron

sabaay (Th.) feeling good and feeling well, comfortable (job), (to take it) easy,
happy (in one’s mind); to be healthy, to be well, to be all right

sabaay eu lew (Th.) to be contented

salam (Ar.) greeting of peace

salud (Sp.)

sanctus (L.) sacred v

Sangha (P.) the community of Buddhist monks and nuns

sappaya (P.) To have a clear understanding and awareness of things, actions,
and places that are suitable for mental development, that
promote practice of prayer, and focus in meditation.

shalom (Heb.) greeting of peace

Songkran (Th.) Thai lunar new year and water festival

somtam (Th.) papaya salad

suan farang (Th.) guava orchard

Tai (Th.) ethnic people of the northern region of Thailand

tam jai (Th.) pursuing one’s desires or pleasures of comfort

tam sabaay (Th.) to do as one pleases and make oneself sabaay

Tawai (Th.) ethnic Tibeto-Burmese

Tipitaka (P.) the Buddhist scriptures

Wat (Th.) Thai Buddhist temple
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ABSTRACT

THAI VIEWS OF WELLNESS: SABAAY, SMOKING AND
BUDDHIST HEALTH PROMOTION

Jeremiah Paknawin-Mock

Thais have experienced rapid economic growth, sociocultural change, and
environmental degradation. Facing increasing trends in “habit-borne”

diseases of modernity, Thailand has begun to shift from a curative health

model toward health promotion which seeks to improve people’s well-being.

Few studies have ever explored what well-being means to ordinary people.
This dissertation seeks to answer the questions: What makes working-class

Thais feel sabaay (feel good and feel well), and does their sense of sabaay

influence their health-related habits?

This study: 1) describes the dimensions of sabaay; 2) identifies its importance
for good health; 3) uncovers differences between subgroups and commonality
in values, feelings and health awareness; 4) explains differences between

nonsmokers and smokers; and 5) proposes a culturally meaningful approach

to health promotion.

To investigate these questions, I conducted anthropological observations and
interviews periodically from 1990-1996 and during the 1997-98 socioeconomic
crisis. Rice farmers in the Central region and Bangkok workers were selected
using a two-stage sampling method for a total sample of 96 participants.

I developed an “insight group method” tailored to Thai patterns of group
behavior. This method generated qualitative and quantitative data used to

analyze sabaay and health habits.
xXv
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The participants valued feeling sabaay and good health as among the most
important aspects of life. Some Thais had begun to realize that “the good life”
of materialistic consumerism caused anxiety and diminished health. Feeling
sabaay differed by age, gender, location and education. Participants said that
their feelings and desires had stronger influences on their habits than did raw
knowledge. Smokers did what felt good (sabaay) even when they had health
knowledge to the contrary. Their sense of sabaay reflected images of material
wealth and modernity projected through the mass media. Nonsmokers’

feelings of sabaay and health awareness more closely reflected Buddhist

values and teachings.

These findings suggest that working-class Thai nonsmokers derive a
protective health benefit from adhering more closely to a Buddhist path of
living well through the cultivation of healthful habits. Buddhism explains
the roots of habits, suggesting that Buddhist health promotion could guide

Thais toward benefitial habits based on a more healthful sense of sabaay.
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INTRODUCTION

This is a study of working-class Thais’ feelings of sabaay (§u1#) which I have

roughly translated as “feeling good and feeling well.” Sabaay is an important,
complex aspect of everyday Thai life and culture. The purpose of the study is
to understand what makes working-class ethnic Siamese (Thai) people feel
sabaay and to understand how the desire to feel sabaay gives rise to habits that
impact their health status. Through this investigation, the main goal is to
provide a social science analysis of the nature of sabaay to assist Thai public
health professionals develop health promotion programs that will be

culturally meaningful for working-class Thais.

I conducted this study in the Central region of Thailand in rice farming
communities and Bangkok working-class neighborhoods because Central
Thailand is the heartland of Siamese culture and civilization where many
changes have occurred. I collected much of the data during the economic and
social crisis that gripped Thailand in 1997-98. To understand the nature of
feeling sébaay, I observed Thais” habits of daily living and interviewed healthy
people living in this region. I observed and interviewed men and women
from younger and older generations. By studying a cross section of working-
class Thais, I have developed an analysis of what working-class Central Thais
universally felt influenced their sense of sabaay, and analyzed how subgroups

differed in feeling sabaay by age, gender, location, and educational status.
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Beyond describing sabaay, this study looks at the connection between Thais’
desires to feel sabaay and their health habits. In particular, I have analyzed
how smokers differed from nonsmokers in their respective sensibilities about
feeling sabaay. From this analysis, I suggest why smokers are different from
nonsmokers, and offer some ideas about how this information can be applied

in health promotion and smoking prevention activities.

In medical anthropology, there appears to be an emerging interest in studying
the sociopolitical context of well-being in non-Western cultures. It is my hope
that this study will inspire further investigation into the uncharted area of
what I call the anthropology of wellness. In this respect, the present study is in
keeping with positive spirit of the health promotion movement. I began this
study believing that to promote health, one must first understand people’s

feelings of well-being.

Briefly, the outline of this dissertation is: to discuss Thailand’s modernization
and increasing prevalence of habit-borne diseases; to review well-being in
health promotion; to present the insight group interview method and data
collection; to explain conflicted feelings of sabaay; and to explain why

nonsmokers’ sense of sabaay was different from that of smokers.

Chapter 1 outlines the epidemiological trends toward a greater burden of the
“diseases of modernity” in the Thai population. In this context, I discuss how
the Thai Community Wellness Study was initiated to provide a foundation for
health promotion that can be meaningful within Thai culture. I then address
issues of transliteration or Thai to Roman script and translation of sabaay and

other key Thai expressions.



In Chapter 2, I explain the research objectives and research questions in this
study. This chapter outlines three premises: 1) in unawareness, Thais develop
habits by doing what feels good (sabaay); 2) Thais do what feels good based on
their culture, cues from social groups, and impressions of Western trends; 3)
culturally meaningful health promotion can reshape Thai norms about feeling
good (sabaay), and in so doing, help Thais develop healthful habits of living.

I outline questions related to the personal values and health feelings,
community-level and regional change, the historical and global picture, and

public health implications of this research.

Chapter 3 covers the development of health promotion as a movement within
international public health. This chapter traces the emergence of health
promotion activities from prevention programs and outline the theoretical
and philosophical overlaps and differences between standard public health
prevention models and health promotion. I also discuss the role of mass
media in health promotion and present a justification for cultural tailoring of
health promotion programs. Finally, I review the ethics of introducing health

promotion into communities and societies.

Chapter 4 reviews the historical, sociocultural and political-economic roots of
sabaay in Central Thai life and gives an overview of the prominent areas of

anthropological interest in Thailand.

Chapter 5 outlines the methods I have used in this study. I explain how I
conducted fieldwork with the assistance of native Thais over a three-year
period, making extensive observations and interviewing Bangkok workers and

rice farmers from the Central region. To understand Thai habits, I developed
3



an “insight group interview” that combines anthropological and
epidemiological methods. In these group interviews, I guided participants in
discussions about their lives and showed them how to map their priorities and
feelings using self-administered “insight scales.” These insight group
interviews explored the following questions: How important are good health
and feeling well compared to other priorities? How are working-class Thais
redefining their sense of feeling good and feeling well (sabaay) as Thai culture
becomes modernized? How good or bad do specific health-related habits and
environmental factors make them feel? Answers to these questions have
provided a basis for developing culturally meaningful approaches to health

promotion.

Chapter 6 reports ethnographic findings from observations and interviews
about the changes that have occurred in the rural and urban communities
where this study was conducted. The areas of change cover a range including
family fragmentation, community relations, social patterns and customs,
women'’s roles, the practice of Buddhism, environmental conditions, and

health concerns.

Chapter 7 reviews the global and domestic events that gave rise to the social
and economic crisis of 1997-98 and then focuses on the study participants’
views about the economic crisis. This section links events that occurred at the
macroeconomic level with the lived experience of ordinary working-class
Thais who were trying to understand the rapidly changing conditions and
survive the crisis. In particular, this section reveals how the economic crisis

impacted the participants’ sense of sabaay.



In chapter 8, I present findings from the first insight game on the priorities of
life. Nearly all the participants felt that having good health, a close family,
clean environs, a modest stable livelihood, and an education were the most
important pursuits in life. These core Buddhist values have remained
remarkably intact. Nevertheless, for many participants feeling good also
meant acquiring wealth, modern conveniences, and high social status. Many
were working very hard and living unhealthy lives to fulfill their dreams of

owning a luxurious house or a Mercedes Benz.

I discuss why these findings show how working-class Thais’ sense of well-being
was caught between two competing value systems of Buddhist moderation and
materialistic consumerism. Many working-class Thais had rapidly and
unwittingly adopted Western cultural patterns and modern habits of daily
living. As Thais were lured into pursuing the marketing image of the modern
“good life”, many had followed a path that led them away from the Buddhist
“good life.” They were increasingly consuming junk food, smoking cigarettes,
drinking alcohol heavily, polluting the air with auto exhaust, dumping
pesticides into the soil and water, working to exhaustion, and accumulating

overwhelming debts.

In Chapter 9, I present the ethnographic findings about working-class Thais’
sense of the nature and dimensions of sabaay. This section covers the
participants’ views about the distinction and convergence of feeling sabaay jai
and sabaay gai. I interpret the ethnographic data to map out some additional
domains of sabaay. Nearly all participants said that many of their priorities
and habits came from the desire to feel pleasure or satisfaction. In some cases,
this desire led them to do things that made them feel good, even when they

knew their habits might have been harmful to their health.
5



Chapter 10 describes habits and conditions that make working-class Thais feel
sabaay or not sabaay. In this part of the study, I interpret findings from the
analysis of data collected in insight games on sabaay and health that explore the
participants feelings and beliefs about diet, exercise, social relations, the
biophysical environment, economic conditions, smoking and drinking
alcohol. I show how the participants’ sense of feeling sabaay depended partly
upon their demographic characteristics and points of view. This section also
describes what the participants said they did to maintain or enhance their
health, and their awareness of about how good or bad certain habits are for
their health. I present the results of comparisons based on age, gender,
location of residence, and educational level. Finally, this chapter identifies
those aspects of everyday life that the participants agreed had a similar impact

on sabaay and health.

Chapter 11 reviews the history of tobacco control efforts and the emergence of
health promotion in Thailand. In this chapter, I briefly review the
transnational tobacco companies’ aggressive tactics in Asia and discuss how
Thailand developed a comprehensive approach to tobacco control. I highlight
a few cases of culturally appropriate approaches to smoking prevention in

Thailand and the Asia-Pacific region.

Chapter 12 covers research findings and discussion on smoking. This part of
the study offers a sociocultural analysis of why some working-class Thais
smoked while others did not. Anthropological observations show that
smoking was slowly becoming less of a norm among Thai men, but was still
expected behavior for “masculine” Thai men. Despite Thailand’s inspiring

strides in tobacco control, smoking was becoming acceptable for Thai women

6
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and youth who aspired to associate themselves with images of affluence and

American-style modernity.

An integrated qualitative and quantitative analysis of smoking among
working-class Thais shows that smoking is not an isolated habit. Being a
smoker or nonsmoker was associated with a constellation of “health feelings”
and health awareness. Smokers and nonsmokers had different feelings about
how habits of daily living and environmental factors affected their sense of
well-being. Nonsmokers said they felt greater well-being than did smokers
from healthful habits of living including eating a healthful diet, getting
exercise, meditating, having a supportive family, and living in a clean
environment. Nonsmokers also felt much worse than smokers from getting

drunk, smoking, and air pollution.

In chapter 13, I explain why these findings suggest that working-class Thais
smoked, or did not smoke, depending on their underlying feelings about
health and well-being. Both groups’ constellations of health feelings were
shaped by their social groups, their understanding of Buddhist values, and the
modernization of Thai culture. Working-class Thai nonsmokers’ sense of
well-being (sabaay) more closely reflected Buddhist teachings. In contrast, Thai
smokers’ sense of well-being was much more consistent with the images of
modernity projected through the media. Smoking has become an antidote — a

way to feel good - to relieve the pressures and anxieties of modern life.

Nonsmokers seemed to derive a “protective benefit” from adhering more
e

closely to the Buddhist path of living well through the cultivation of healthful

habits of living. Moreover, those who had quit smoking found that Buddhist
7
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teachings were a helpful resource for understanding the nature of their

smoking habit.

In Chapter 14, I review the results of this study that show that working-class
Thais found themselves living life out of balance, being pulled by competing
feelings of sabaay. Such a life gives rise to the diseases of modernity and the
modern plagues of stress, anxiety, and smoking. I conclude with suggestions
about how health promotion directed toward working-class Thais could reach
to the core of people’s feelings about health and promote healthful ways to feel

sabaay.
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PART I

STUDY DESIGN AND METHODS

CHAPTER 1
WHY STUDY THE FEELING OF SABAAY? ™ e
| 2
A

From my earliest experiences in Thailand, I noticed that Thais used the word ’m“‘l;:} 2
sabaay ubiquitously in everyday conversation. As I struggled to learn a few ' |
Thai words, I found that the word sabaay could be used for greetings, i g 3
©Xxclamations about life’s pleasures, references to one’s health and mood, and - =3 =
assessments of one’s status in life. It seemed that Thais assessed almost ‘f —'f\l
€wverything they encountered in life by whether it made them feel sabaay or not ’ _«.. ) &
Sabaay. In particular, they seemed to use the word sabaay when talking about =
things that made them feel good or bad, well or sick. .
K began this study with a strong interest in understanding how modernization Y
Lxy flyenced ordinary people’s sense of well-being. I was especially interested in 20
the experience of people living in “transitional”, middle-income countries that ‘
"WVere experiencing rapid modernization. Nearly all of these transitional
“Suntries were facing rising trends in the noncommunicable “diseases of *

rrlQ(:lernity”, and some countries were becoming interested in using the




wellness-oriented approach of health promotion as an alternative to the

standard disease prevention model. Thailand seemed to be a prime example of

these conditions.

This study evolved in four phases spanning from 1990 to 2000. In phase I
(1993-95), I began formulating my basic dissertation topic. In August 1993, I
traveled briefly to Thailand after completing fieldwork in Indonesia for my

Master’s thesis. In March 1995, I made a second brief trip to Thailand in which

I developed the concept of studying sabaay, discussed these interests with Thai - i
and American academics. I approached Ajarn Thavitong Hongvivatana about el ‘*_:
my interests and he confirmed that a study of the Thai equivalent of well-being :3
(sabaay) could make a contribution to Thailand’s nascent health promotion | - ,\“;
efforts. I collected pilot ethnographic data, and conducted a literature review —
on wellness and health promotion. — <
In phase II (1996-97), I developed and pretested the study protocol. In April and ot ' \ |
May 1996, I conducted five weeks of fieldwork in Thailand supported by a U.C. ol Sehem ' ':i

Pacific Rim Research Program Minigrant. In this pilot research, refined the
specific research questions and objectives and pilot tested the study protocol. I
established networks of contacts who would assist me in recruiting participants
for the main study. With their help, I conducted three open-ended group
interviews with rice farmers in the Lopburi and Ang Thong provinces, with
Working-class residents in Yannawa, Bangkok. I also interviewed government
of Ficials responsible for health and education. Throughout 1996 and the first
sixc months of 1997, this research was supported by a U.C. Pacific Rim Research
Program Grant. I analyzed these data and conducted additional pilot

-

interyiews with Thais living in the San Francisco Bay Area on the topic of
10 -
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sabaay. In September 1997, I completed field statements of the literature, passed

the qualifying exam, and became a doctoral candidate.

In phase III, I began conducting intensive fieldwork in Thailand. My fieldwork
lasted from October 1997 through September 1998. This phase was supported
by a Fulbright grant with institutional sponsorship from the Center for Health
Policy Studies, Mahidol University. During the first few months of fieldwork,
I talked with colleagues at the Center about ways to refine my research

questions and approach given the unfolding socioeconomic crisis. Clearly, I

. ¥

could not study how Thais feel sabaay without addressing the changes in the

R F R T

“l ’“ "\' .

context. I hired and trained a Thai graduate student to assist me in collecting

’

newspaper and journal articles, and health promotion materials from which -

make the study current. We performed literature searches for materials at five = _:f ’
Thai university libraries, collected secondary data from the Ministry of Public R &
Health, the National Statistical Office, the Planning Department of the RS AL :

Bangkok Metropolitan Administration, the Lopburi Provincial Health Office,

and the Yannawa District Office.

In phase IV, I returned to the San Francisco where I conducted my analysis and

wrote this dissertation. This phase was supported by a U.C. President’s

Dissertation Year Fellowship. During this phase, I presented papers I had

authored singularly and coauthored with Thai colleagues at several ..
international professional conferences. To disseminate my findings and gain
feedback from Thai colleagues and students, I made presentations at the Thai
Ministry of Public Health, the School of Health Science at Sukhothai
Thammathirat Open University, Mahidol University Faculty of Social Science

and Humanities, Mahidol University Faculty of Public Health, and the Faculty
11
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of Medicine at Ramathibodi Hospital.

The methods in this research were reviewed and approved by the National
Research Council of Thailand and University of California, San Francisco
Committee on Human Research. All data was collected in accordance with
Thai government regulations and UCSF-CHR requirements of informed
consent. Although others generously contributed to this research, I accept sole

responsible for its content.

What does sabaay mean? g "fi;"“,.::.

The question: What does sabaay mean? is the central question of this i 'ﬂ “::

dissertation. Before outlining the approach and methods I have used to :?_» ‘ ’;,;3 -
answer this question, it is necessary to make some brief comments about using h::i

English to write about Thai culture. The feeling of U8 (sabaay) is distinctly ' =
Thai because it flows from Thai culture. In the language of the Central Thai ¥ -'\‘ =
people, the word sabaay expresses a complex feeling that is intertwined with ‘: Q
Thai values, belief systems and habits of everyday life. Any careful study of a - *,? :
feeling that is so central to life must go beyond simple translations. Thus, in <N
this study I have chosen to bring the non-Thai reader into Thai language as

much as possible, just as Buddhist scholars have preferred to familiarize x
Western audiences with fundamental Buddhist concepts (e.g., karma/kamma -
and nirvana/nibanna) using the original Sanskrit or Pali words rather than 20,

relying on translations. For many Thais, the feeling of sabaay is as complex as
some Buddhist concepts, and cannot be expressed by any single word in
English. I have therefore chosen to use “sabaay” throughout this dissertation

Tather than using a unsatisfactory translation.
12
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To present research about sabaay to a non-Thai-speaking audience, I face two

significant challenges. The first is the challenge of transliteration — using
Roman script to transliterate Thai into English i.e., @U1#into sabaay (sa-ba’i,

say sab as in sabbatical, -aay as in bye). This is largely a linguistic problem that
all students of Thai culture face when writing in English because there is no
widely-accepted standard for the Romanization of the Thai language. The
absence of standardization leaves each author to conjure up what are

inevitably less-than-satisfying representations of Thai speech. Each system has

its limitations because Thai language is tonal and has sounds that do not occur \':* “

in English, and because the alphabet has 44 consonants and 22 vowels. Most '_,";:_;t_';".'
transliteration systems are either too cumbersome in their attempt to be f o= ;,’,

precise, or are too ambiguous in their attempt to be streamlined. I have , l:.: :;

attempted to find a balance. ”;'.-:;:::

Accordingly, these are the principles of transliteration on which I have settled. iL & -

S

I have selected compound consonants e.g., #=dth for those consonants which €. \i -
are not found in the English language because these may help the non-Thai v— - -; &
speaker to approximate Thai speech. Vowels are even more difficult to ¥ rh'w-*: )
transliterate because many vowel sounds are unfamiliar to an English speaker, .

and Thai vowels are spoken with attention to duration (short or long) and
tone (one of five). For my purposes, I have chosen to represent short duration
by a single vowel, and long duration by doubling i.e., the difference in sabaay s
between the first vowel (short “a”) and second (long “aa”). I have chosen to
disregard tonality in my transliteration because tones are beyond the level of
complexity necessary for most non-Thai readers to understand this research, an
and because I have presented the transcripts in Thai - the form in which I

Originally analyzed them. =




Language, of course, lives in culture. Language is a convenient but sometimes
vague vehicle for representing and exchanging feelings and ideas, and for
reflecting and creating culture. Thus translation is the second, and more
formidable challenge of this work. Much of this study is about translation -
how Thais translate their feelings, ideas, and views into words and phrases,
and how I manage to translate my sense of those into English. I have found
that language and writing are iterative and holographic processes. Their

iterative nature arises from constant references to what has been said or

written beforehand and what is expected to follow. They are holographic in —

that fragments — words and phrases — contain the meaning of an entire image, X :};

concept, or experience, most of which is implicit and assumed, and thus never | : A-":"_i‘-:;

revealed in its entirety (Wilber 1982). My efforts here to convey the feeling ™. J,"

implied in the word sabaay are examples of how iterative, holographic ,‘_‘:t_”__“a

language creates methodological paradoxes. How can a reader understand the T :
findings about sabaay, without first having an understanding of the meaning { 'E RaaR :
of sabaay? There is no linear solution. Thus, my suggestion for reading this €. S > :
dissertation is to understand that there is a holographic image of sabaay in the asass ‘ 7 4
Thai collective unconscious. I have attempted to reveal this holographic e ~:#: s
image by defining sabaay in multiple iterations throughout this dissertation. >
As I have said, the feeling of sabaay is distinctly Thai. There is no exact e
equivalent feeling in the American experience. Nevertheless, I believe the »
word sabaay describes some aspects of the human experience that transcend ,;

specific cultures. For my translation of sabaay to be reasonably accurate, my
challenge is to describe sabaay in a way that relates the feelings of ordinary

Thais living in the middle 21st Buddhist century (B.E.) to feelings of English- o
reading, non-Thais living in the early 21st century (A.D.). :

14
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Definitions of sabaay

Thais use sabaay commonly in greetings such as: Are you all right? How are

you? How do you do? Synonyms for sabaay are: suk (§%) happiness, and

samran (§1357%)) to be content. In the New Model Thai-English Dictionary, So

Sethapura has translated sabaay (dU1#) as: comfortable (job), (to take it) easy,

happy (in one’s mind); to be healthy, to be well, to be all right (Sethaputra 1980).

Sabaay, like many words in modern Thai language, can be traced back to Pali,

the language of Theravadan Buddhist teachings in much of Southeast Asia.

Phra Payutto, the eminent monk-scholar has translated the Pali word sappaya

(fUdee) as sabaay based on its usage in the Tipitaka (Buddhist scriptures)

(Payutto 1989, pp. 170-71). As described in the Tipitaka, The Buddha taught that

sappaya has three related dimensions:

* Sappaya: To have a clear understanding and awareness of things,
actions, and places that are suitable for mental development, that
promote practice of prayer, and focus in meditation (DA.I.183;
VbhA.347).

* Sappayagari: to do what is suitable for oneself, and favorable for good
health and a long life (A.II1.145).

* Sappaye: to be moderate, even in things that are suitable and favorable
(A.IIL.145).

o AU 3EAENTU Msnsziniu Anerliumaineiu Aueu
PBETUAYUNMSLURYNIUY aNBAU (71.D.1/228; 3ngA.D.451).
o §1Bznn3: JINATIIINTANLN AU IR R R aT LAY
gz wiuaziiongdus (aquaan. 22/125-6/163).
o dtltlue: s9nUsznaludeiauns (aqUagen. 22/125-6/163).
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some Thais, this feeling may also include the sense of being “well off” as in
financially comfortable and secure. It may also reflect how one feels about
one’s socioeconomic status in a modern, consumeristic society. I have used
“feeling well” to mean having good mental and physical health, feel inner
peace and happiness, and being physically relaxed. It also includes the socially-
derived feeling of being a good person who does good deeds and is rewarded

with gratifying personal relationships. I have used “well-being” and

“wellness” to describe the states of “feeling well” because these phrases suggest

a positive, vital sense of life that resonates in the spirit that dwells within the

biophysical body. 180 e 3

So what does feeling sabaay mean? Do Thais feel sabaay in the same way? For

T
;
LT
\\

the same reasons? This dissertation seeks to clarify the meaning of sabaay for e

working-class Thais. This research is not designed to compare Thai and P—

N/
£

American notions of “well being” or “wellness,” but to use English words to
evoke somewhat analogous feeling in Westerners. Such translation is possible €. S

because of the fundamental importance of well-being to the human experience ‘ > 2
and our common humanity. The importance of good health to feeling sabaay o rf«

may lie at the core of the human experience of vitality, sickness, and death. 3,
Still, the way Thais feel sabaay in its complexity is somewhat unfamiliar to the

Westerner because it has been shaped by Thai values, traditions, and

environmental conditions. One notes that Thais express this feeling using a =
single Thai word “sabaay” because of its central importance in everyday Thai

life and culture. By comparison, in American culture “well-being” is a

somewhat cerebral construct that must be hyphenated to be expressed in .

English. This comparison illustrates why feelings must be understood in their

cultural context. ~
17




Part of the cultural context in Thailand is that 95% of Thais are at least
nominally Buddhist. Therefore, this study of Thai feelings of sabaay is framed
by Thai Buddhist cosmology in which each person is a spiritual being who has
been reincarnated and dwells in a biophysical body. Most Thais believe that
mental, spiritual and bodily well-being are intertwined one with another.
Because humans are by nature social beings who need to feel a sense of
belonging, human values are largely shaped and imprinted by families,
communities, and culture. This frame of reference obliges one to study sabaay
comprehensively using multiple disciplinary perspectives and methods. 1
have therefore used an integrated social science approach informed by
Theravadan Buddhist teachings to explore how feeling sabaay flows from the
convergence of one’s life experience within one’s own culture and biophysical
surroundings. Because sabaay spans across many aspects of Thai life — in the
way one is with people, in one’s state of mind, in how healthy one feels, and in
how much money one has -1 have developed a research strategy that is
grounded in medical anthropology and draws from social psychology, social

epidemiology, political science, and economics.

In June 1997, shortly before I arrived in Thailand to conducted extended
fieldwork, the Thai economy and society plunged into a crisis. Thailand was
the first nation to catch the so-called “Asian flu” triggered by speculative
attacks on the Thai currency (Terdudomtham 1998). The social impact of that
crisis became the topic of international interest. When the currency was
“floated” and then “sank” with frightening speed on the “Thaitanic”,! the

economy became a topic of real, lived concern for working-class Thais. For

those who were part of the nascent Thai middle class, the economy had been in

' A pun coined by thefnglish language press in Thailand in reference to the blockbuster movies
the Titanic that was released the year of the socioeconomic crisis.
18
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epidemic and do not reflect the latent burden of much higher rates of HIV
infection (Thailand Ministry of Public Health 2000). Mental illness prevalence
data are not available for this period, but the demand for mental health

services, and death due to homicide and suicide, had risen steadily (Bussaratid

and Ruangtrakool 1983).

Fig. 1. Thailand Epidemiologic Transition and GNP Per Capita, 1967-96
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Source: Thailand Ministry of Public Health

My hypothesis is that the “diseases of modernity” arise largely as a consequence
of what people think, feel, and do in their everyday lives. Humans habits are
shaped by the sociocultural patterns of everyday life. These habits of daily
living have a cumulative impact on the biophysical environment, the social
conditions in families and communities, and the physical, mental, and
emotional health of individuals. Thus, I have chosen to refer to the diseases of

modernity with the neologism “habit-borne diseases.”

20
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Fortunately, the suffering caused by these diseases is not inevitable because
human habits are not permanent and cultures are not static. Just as Thais have
adopted unhealthy cultural patterns and habits, I believe they can be
encouraged to avoid them. The challenge for Thailand, a rapidly secularizing
Buddhist society (Von der Mehden 1986), is to reestablish healthful norms and

encourage healthful habits that were once commonplace.

To this end, Thai public health professionals have been experimenting with
health promotion to improve and enhance Thai people’s health and reduce
the diseases of modernity (Wasi 1987; Buasai 1995, Wasi, 2000 #392).
Innovative Thai public health officials have looked to Canadian and
Australian models as starting points because these approaches promote
wellness and practical skills. Nevertheless, many of these Thai officials are
aware that Western approaches are based in Western belief systems and
sensibilities about well-being (Vateesatokit 1999, personal communication).
They are also aware that Western approaches reflect political-economic
contexts in the West that are relatively dissimilar to the context in Thailand
(Chitanondh 1999, personal communication). Thus, while Thailand can
benefit from studying models developed for Western societies, Thai officials
are developing a Thai approach to health promotion that will be effective

given the realities in Thailand.

21
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CHAPTER 2

RESEARCH APPROACH OF THIS STUDY

This medical anthropological study focuses on understanding how the lived
experience of sabaay (feeling good and feeling well) in contemporary Thai
society is shaped by the sociocultural and political-economic context. Within
this study of what makes working-class Thais (ethnic Siamese) feel sabaay, I
have specified several research objectives and questions outlined below. The
main focus is to understand how the desire to feel sabaay gives rise to habits
that impact working-class Thais” health status. This study is rooted in the
notion that to promote health, one can use social science methods to
understand people’s feeling of well-being. Such analysis may form a basis for
culturally meaningful health promotion programs. To show how this
research may be applied practically in health promotion programs, I have
chosen to examine the habits of nonsmoking and smoking to identify the

influence of sensibilities about feeling sabaay on habits of daily living.

Research Objectives
These are the objectives I have set out to accomplish in this research:

* To explain how sabaay is a product of Thai culture and why Thai culture

places a high value on feeling sabaay.

22
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e To describe, in the historical context of the recent economic boom and social
and economic crisis of 1997-98 (B.E. 2540-41), how Thais perceived the

influence of modernization and globalization on their way of feeling sabaay .

* To identify which aspects of sabaay are universal; and how feelings of sabaay
vary by gender, age, education, occupation, social class, economic status, place

of residence, family history and self-reported health behavior.

* To determine whether the desire to feel sabaay (a health feeling) has an

influence on the habits Thai people develop in everyday life that may impact ! -t Ol ._
their health, and to explore nonsmoking and smoking as specific examples. e -.-‘»"':
* To determine if Buddhist psychology can explain how feelings influence . — :
health habits and outline how Thais may benefit from health promotion ; m:f
|
that is rooted in a culturally-meaningful perspective. wucarases
Research Questions b .
The following research questions explore different aspects of the feeling of P S— :
sabaay and its importance in Thai culture. These questions are organized into .
levels according to scope starting at: the individual level of personal values
and understandings; to the meso level of the regional and community change;
to the macro level of national history and international relations; and then to
7

the public policy level. This form of organization provides a useful way of
organizing one’s understanding factors that influence a complex feeling in

Thai culture. Naturally, many of these questions overlap several levels.

23
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1 val nd health feelings

Feeling sabaay seemed to be ultimately influenced by personality, life
experience, personal values and preferences. To build an accurate analysis of
the value of sabaay in everyday life and how it overlaps with health, I asked
whether the feeling of sabaay is a product of a Thai person’s experience living
simultaneously in all of these levels, and if feeling sabaay in the present period
is connected to sabaay the past. These questions open the gateway to explaining
why Thais of varying backgrounds view some aspects of sabaay and good

health similarly and why they differ significantly on other aspects.

* How important, in principle and in practice, are good health, feeling well, T ‘_‘
T gy,

and feeling good (feeling sabaay gai and sabaay jai) relative to other R ol
important aspects of life? S

e nag T

* What are the nature and dimensions of sabaay that have implications for

health behavior? How sabaay or not sabaay do these personal and contextual e
g = - T i &
factors make individual Thais feel? et -
* What do working-class Thais say they do to take care of their health? What R

can one observe that they actually do in general?

* What are Thais aware of that makes their health good or bad, and how good
or how bad? And why? Who and what is responsible for one’s health?

* From the points of view of working-class Thais, what dimensions of sabaay

overlap with factors that influence health?

N
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Community-level and regional context

Thais experience the impact of changes social and environmental change at the
level of the communities and regions in which they live. To understand how
change impacted feeling sabaay in everyday life, I explored questions about
local surroundings and patterns of social interaction by interviewing people in
their communities and comparing their responses with information from
official sources and ethnographic studies. The main focus of these questions
was to uncover the relationship between socioeconomic development and

positive or negative feelings of sabaay.

* What changes were Thais aware of that have occurred in their i 3
communities /neighborhoods and their surroundings over the past 20 years? : - - : ;’
How do Thais explain changes in the environment, social relations, customs : e %
and celebrations? B .

* Had communities /neighborhoods developed for the better, and did Thais . - & parnce <
feel sabaay or not sabaay living in their communities/neighborhoods as a (" .
result of these changes? i i :

* What were the living conditions and patterns of everyday life in Thai rural

communities and urban neighborhoods amidst the socioeconomic crisis?

‘Ihe Bidiasical aisd olobal
To understand how working-class Thais defined their feelings of sabaay, I
developed questions to uncover the cultural origins of sabaay, and looked at

how the value of sabaay is part of, and influenced by, the historical

development of Thai society.
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* How does feeling sabaay reflect Thai cultural and spiritual traditions, and is
feeling sabaay interconnected with the values in traditional and

contemporary Thai society?

* What impact have the predominant trends in modernization had on the
health of the Thai people over the past thirty years and in the current era of
globalization, particularly as a result of international trade, development

policies, and foreign direct investment?

e How did the social and economic crisis unfold? And how did these events

impact the lives, health and well being, of working-class rice farmers in

Central Thailand and working-class laborers and shopkeepers in Bangkok? Lo R

1 ntex

To increase the relevance of this research to the public health challenges the
Thai people face now, and will likely face in the future, this study takes on an
applied approach of producing analysis and recommendations that may be
translated into policy and programs. In the 8th National Economic and Social
Development Plan (1997-2001) the Executive Committee on Health
Development adopted the following “human-centered” image of the health
conditions of the Thai population.

“All Thai citizens, regardless of sex, age, occupation, religion, locality,
race, educational and economic status, are those who live a normally
happy life, physically, mentally and socially, with the following
characteristics and/or services:

1. Being born and growing up in a well prepared and warm family
environment.

2. Being adequately developed physically, mentally and intellectually,
to be capable of adjusting themselves in a rapidly changing world,
and able to make rational consumer decisions, maintaining good
health behavior and living happily (sabaay jai) with peaceful mind.
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3. Having health security or insurance and access to rational and
appropriate health services, with good quality and at reasonable,
equitable cost.

4. Living in a well organized community where resources are pooled

and responsibilities are shared, particularly in taking care of health of

individuals, families and communities with emphasis on children,
the elderly, and underprivileged and the disabled.

Maintaining lives and working in a safe and sound environment.

Living a long life with good quality, without any unjustifiable illness,

and dying with human dignity.” (Thailand Ministry of Public Health

2000, p. 10).

o

To contribute to these laudable goals, the overriding question is thus, what can
one learn about how Thais feel sabaay that will help improve the effectiveness
of health promotion strategies in Thailand? To answer this question I have

asked:

* Which aspects of personal values, feelings of sabaay, and health awareness
(believed knowledge) are consistent among all Thai interviewees, which

differ between groups, and how can they be unexplained?

* Which aspects of health awareness can be explained by Thai culture and by

individual values, and preferences?

* Which individual attributes such as age, gender, occupation, socioeconomic
status, place of residence, self-reported health behavior can explain

interviewees health awareness and habits?

* Has modernization reshaping Thai culture and influenced Thais’ feelings
about is important in live, what makes them feel sabaay, and what makes

them healthy or sick?
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e How had the social and economic crisis impacted the Thai sense of feeling

sabaay? And what would Thai people believe caused the crisis?

¢ How can future health promotion efforts in Thailand be crafted using the
understanding of sabaay to foster physical, mental, emotional, spiritual,

social and economic well-being and good health?
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CHAPTER 3

THEORY AND APPROACHES IN HEALTH PROMOTION

In its most progressive form, health promotion is as much a social movement

as a revolutionary way of thinking about human health. Health promotion

emerged in response to shifts in public health that began in the mid-twentieth
century in which public health efforts in America and throughout the world )
became highly medicalized (Leeuw 1989; Haymaker, Kelly-Hayes et al. 1991). e T

Throughout this dissertation, I will refer to health promotion as a subfield o . _ |

b % owole g

within the larger discipline and practice of public health. IR

Although the early advances in public health that reduced infectious diseases
had resulted from rudimentary epidemiological observation, improvements
in living conditions of populations (i.e., water and sanitation) and social
development (i.e., poverty alleviation and health education), public health
became overtaken by a biomedical orientation to cure disease (Minkler 1989).
Prevention shifted away from social and structural approaches toward
biotechnological interventions such as immunization, clinical screening, and
surgical or drug therapies to retard disease processes (Omenn 1992). Social
prevention did not lend itself to individualized biotechnical interventions. In
the biomedical framework of the “universal biological body” non-biomedical
factors that contribute to health status such as socioeconomic status, culture,
€thnicity, environment and behavior were considered largely irrelevant

(Heggenhougen and Clements 1990).
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Yet, as biomedical approach have increasingly been frustrated by the
complexity and chaos inherent in addressing human illness, socially-based
prevention has begun to reemerge as a major focus in public health (Downie,
Tannahill et al. 1996). After a long period of technically-dominated
interventions, the idea of communicating with groups of people to enhance
their well-being and address structural and personal barriers to health
experienced a renaissance in the form of health promotion (Badura and

Kickbusch 1991).

g { the healtt ion alternati

In many ways, the health promotion approach to improving health is not new.

Health promotion hearkens back to the somewhat forgotten era of the “first »
public health revolution” sparked by John Snow’s observations at the Broad L .
Street Pump and Virchow’s conceptualization and practice of social medicine R TR

in the 19th century: increase awareness and improve living conditions and you
will improve the public’s health. Nevertheless, modern health promotion “ o -
differs from the mission of 19th century public health to supply able bodies for |
industrialization because it is historically rooted in the convergence of several
social change movements of the 20th century (Lupton 1995). The community
development movement established the framework for a “bottom up”
orientation to government programs in the 1950s. Health promotion was
founded on the principles of equity, self-reliance and social justice from the
civil rights and women’s movement in the 1960 and 70s. As health promotion
began to evolve as the ‘new’ public health approach (Lupton 1995), it was also
heavily influenced by Rachel Carson’s (1962) seminal work on the
€nvironmental damage and health effects of pesticide use, thereafter

inc()rporating an ecological systems approach to understanding human health.
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The health promotion movement stimulated new thinking about the
relationships between social justice and healthful living. Borne of public
health workers frustration with persistent social inequities, health promotion
formally emerged in 1974 Canada with the proclamation by Lalonde, the then
Minister of National Health and Welfare, and later in Australia and America
as a radical challenge to the established curative approach in the biomedical
system. It gained greater rigor from the strengthening of social science theory
and methodology, particularly from Paulo Freire’s (Freire 1970) radical
‘consciencization’ (conscientizagdo) model of educational reform that sought to

teach poor people to ‘free themselves’ from poverty. B o

More recently in the West, health promotion has responded to the growing e _- ‘x

public dissatisfaction with a limited biomedical paradigm by offering a more o o

Ll
-
LA N

holistic understanding of health. The health promotion movement rejected a BN
highly medicalized understanding of disease in favor of a concept of health C
tied to wellness. Clinical medicine, both in preventative and curative forms, P f

has had a relatively circumscribed impact on the health of populations because
it is concerned with addressing disease in individual patients, and treats those
diseases as individually occurring processes often with limited consideration
for the patient’s social and environmental context. Health promotion has also
rejected institutionally-centered approaches in favor of community
participation methods that reach populations through mass media and
community-based organizing (Bracht 1990; Dhillon and Philip 1994; Barnett
1995). The dissatisfaction with biomedicine has also become manifest in
Political-economic assessments of health as expressed in David Werner’s

(Werner 1981) approach to training health promoters.
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1 an it be promoted?

Historically, disabilities, injuries and anatomical abnormalities have been
wrapped up in definitions of ill health. In the field of public health, Aaron
Antonovsky (1979; 1987; 1993) has had the greatest impact of any theorist in
redefining health and redirecting the focus in public health from disease
prevention to health promotion. Antonovsky, like many others, was
dissatisfied with the limited degree of research concerning the nature of health.
He was also dissatisfied with the World Health Organization’s definition of
health: “the complete physical, mental and social well-being and not merely
the absence of disease or infirmity” (WHO 1981) because this definition was
overly optimistic and because of its implied reinforcement of the dominance of B L
medical institutions. From my own point of view, the WHO definition of -

health simply replaced the vague conceptualization of “health” with an even

el oy ek

more vague reference to “well-being” without defining either term. Yet,
slogans and programs about “health” continue in abundance: Health for all
2000, Healthy People 2000, Healthy Cities, Healthy Public Policy, Health
Maintenance Organizations, not the least of which is the field of health

promotion itself.

One of Antonovsky’s major contributions was to raise the sights of public
health professionals to consider theoretical models of health. Antonovsky
stressed the importance of studying those who were healthy and survivors of
illness or traumatic life experiences, rather than those who had fallen ill or
died from disease. Antonovsky believed that the focus on epidemiologically-
defined risk reflected a medical preoccupation with pathogenesis and distracted
Public health professionals from understanding how humans achieve and

Majntain a generally healthy status (Antonovsky 1979; Antonovsky 1987).
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His own model of salutogenesis, in contrast with pathogenesis, lead a search
for the origins of health. The salutogenic orientation sets up a continuum
between health and dis-ease to explain how people move in a direction toward
health. Rather than investigating risk factors, Antonovsky attempted to
identify “salutary” factors which he ultimately linked with a construct called
“sense of coherence.” Antonovsky recognized that all humans face entropy
and unavoidable death, facts that the Buddha observed in the First Noble
Truth. He found that those who were able to respond to a world of stressors
through an understanding that their world to be comprehensible, manageable,
and meaningful tended to be healthier. He associated the notion of the sense
of coherence with Kobasa’s (1982) analysis of the three components of
hardiness: commitment, control, and challenge; Boyce’s (1985) concept of the

sense of permanence.

“Good health” remains a central, yet unclear goal of public health efforts.
Ironically, even today, the understanding of “health” remains enigmatic
within the fields of Western public health and Western medicine.
Antonovsky’s inspiring insights only indirectly unraveled the “health”
concept by focusing on a select group of contributory factors described above.
His understanding of health remained rooted in the specific contribution of
the sense of coherence to health and therefore did not become a unifying
theory. It is interesting that Antonovsky’s formulations and empirical
observations in many ways parallel Buddhist teachings about the nature of
human suffering and support the view that systems that make the world

coherent, such as those offered in Buddhist teachings, seem to improve health

status and contribute to longevity.




Downie, Tannahill and Tannahill (1996) have taken on the more practical task
of developing a working definition of health. They have focused on two
aspects of the WHO definition to explore different dimensions of health: the
absence of disease or infirmity (negative) and presence of well-being (positive).
These thinkers explore the more traditional and limited negative definition of
health by framing ill-health as a result of the disorders of disease and illness.
They argue that disease, a biological process, and illness, an individual feeling,
are unwanted states because they cause suffering. Nevertheless, the definitions
of these states are not static because as Young (1982) has asserted in his model
of disease, illness and sickness, and individual’s consciousness about R
abnormality and ill health is shaped by the social construction of symptoms T
and outcomes. This sociocultural process is by its nature dynamic. The 5 N

socialization of the illness experience generates expectations in which e,

-
o ]
N
o
-
4

o

individuals interpret their illness symptoms according to a given age and

particular sociocultural and institutional context (Lupton 1995).

In considering the positive dimension of the definition of health, Downie,
Tannahill and Tannahill (1996) describe two dimensions of well-being: the
“subjective” feeling and the “objective” assessment. They equate the
subjective experience of well-being as feelings that are often transitory i.e.,
momentary euphoria or disappointment. According to this argument, these
subjective feelings may be spurious when compared with “true” well-being
derived from the lasting experience of empowerment. This “true” well-being
is equated with a “good life” in which one has control over one’s life and can
attain one’s goals or realize talents. It may be undermined by undetected

disease or social restrictions on self-fulfillment. These ideas are linked to an
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idea of physical fitness defined as the combination of strength, stamina,

suppleness, and skills.

The resulting model is one in which individuals seek to achieve a balance
between the physical, mental and social aspects of “true” well-being thereby
improving their state of health. In sum, this theory of health is the basis for a
workable definition of health promotion as “the balanced enhancement of
physical, mental and social facets of positive health, coupled with the

prevention of physical, mental and social ill-health” (Downie, Tannahill et al. 1996). ‘ .

Theori ¢ rationality in healtl t o
Health promotion, by virtue of its public health origins in the Enlightenment | ’
traditions, has been dominated by theories rationality and behavioral change

derived from social psychology. Because psychology is itself deeply rooted in

L -
=
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the pursuit of understanding cognition and is therefore a highly rationalistic,
academic discipline, nearly all social-psychological theories place great
emphasis on framing individuals’ as rational actors and their actions as
intentional behaviors that are the product of rational choices governed by
rational decision-making processes (Kemm and Close 1995). As Lupton points
out, the very names of these theories — The Theory of Reasoned Action, The
Health Belief Model, and Subjective Expected Utility Theory — plainly

demonstrate the predominance of rationality in their orientation.

Nearly all of these theories have been employed as the theoretical ‘legs’ of the
more generic Knowledge, Attitude, and Practice (KAP) model which has been
replicated faithfully in legions of public health studies across Asia. The Health
Belief Model predicts that individuals can be made to perceive their

Susceptibility of developing a disease and be made to perceive the benefits of
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engaging in protective behaviors. According to the related Theory of Decision
Balance, individuals can use knowledge in a cost-benefit analysis to choose the
‘appropriate’ behavior. KAP and Health Belief Model have been adapted in
smoking cessation to formulate the Transtheoretical Model that describes a
linear progression of ‘stages of change’ from ‘precontemplation’ to
‘contemplation’ to ‘preparation’ to ‘action’ to ‘maintenance.” An individual’s
movements across this linear dimension are explained by Bandura’s (1971;
1997) Theory of Self-efficacy which suggests that individuals can develop skills

to face high-risk situations and make ‘appropriate’ choices.

These models have made important contributions to understanding the role of
knowledge in human decision-making. Still, they tend to be limited to the S

cognitive domain and attribute a great deal of intentionality to individual ST

- v . . A
D N

actions, considering actions as ‘behaviors.” Until recently, the dominance of SR
these cognitive models has overshadowed investigation into alternative

models that conceive of most human actions as unconscious habits shaped by o o
human feelings, interpersonal entanglements in a social fabric, shifting

cultural patterns, political-economic systems, and a dynamic biophysical

environmental. Moreover, cognitive models have tended to be highly

individualistic in orientation, treating humans more as autonomous self-

regulators rather than highly socially-engaged creatures. Although some

theories recognize the influence of social norms, they often treat these norms

in the absence of an understanding of culture, or label social norms as ‘cultural’

and proceed to ‘control’ for culture, under the assumption that culture is a

static, immutable hindrance. Social interactions become reified with terms

such as ‘peer pressure.” Ultimately, the individual is saddled with the

responsibility of developing such cognitive skills as ‘self-efficacy.” This may be
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because these theories are themselves cultural products of the individualistic

American academy.

While the intentions of health promotion are laudable, the common
prescription for correcting so-called ‘maladaptive behaviors’ all too often has
been to impart knowledge to the unknowing masses (Bunton, Nettleton et al.
1995). Health promotion has often presumed that people do not know that
their health is important, and assumed that by pouring knowledge (i.e.,
medical facts) into each individual’s mind and manipulating their attitudes,

desirable behaviors will pop up.

Philosophical distinctions | healt : ] ,

Prevention and health promotion arise out of similar concerns for improving
human health. In practice, the words “prevention” and “health promotion”

frequently appear together in the public health literature and in practice, often
in the same phase. Although these approaches share sympathetic tendencies,

there are important distinctions between them.

In public health, prevention is a well-establish belief system that argues for
stopping disease before it happens, usually by reducing a narrowly defined
range of “risk factors” and changing “risk behaviors” (Omenn 1992; Williams,
Popay et al. 1995). The notion of risk lies at the core of prevention programs
while being less important in the health promotion approach. In prevention,
if there is no expert judgment of substantiated risk of disease, there is no need
to prevent (Grinyer 1995). What often varies in efforts to control disease is the
Socially constructed perception and appreciation of risk (Douglas and
Wildavsky 1982).
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In contrast to the prevention orientation, risk plays a less significant role in
health promotion because of the positive orientation toward supporting health
for its own sake. Health promotion, which emerged out of, and in response to
prevention, seeks to foster and sustain a healthy state throughout a lifetime
(Nutbeam 1986). Primary prevention encompasses health-related efforts
which are intended to reduce poor health before it becomes a consequence of
detrimental practice (Spencer 1995). Health promotion is an approach that
works at the earliest stage of prevention seeking to encouraged people to care
of themselves to preserve and enhance their health. While the prevention
and health promotion approaches are generally complementary, some
tensions exists between them because historically health promotion projects
have competed ideologically and financially with prevention efforts, which in
turn have competed with, and been influenced by curative biomedicine

(Nyamwaya 1998).

The health promotion approach recognizes the “total environment” -
political, socioeconomic, cultural, biophysical - as the context in which human
health occurs (Minkler 1989). At the same time, health promotion focuses on
the development of individual understanding and healthful life ways in the
process of defining and maintaining health. Health promoters work with
communities and populations in an attempt to directly engage individuals in

the process of conceptualizing their own health as an integral part of the total

environment.

Social marketing has been the most visible form of using of mass media to

COmmunicate prevention and health promotion messages. Social marketing
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has generally gained wide acceptance in public health, although health
promoters caution that social marketing and health promotion are not

synonymous (Lefebvre 1992). Lilien et al. (1992) offer the following description:

“Social marketing is the design, implementation, and control of
programs seeking to increase the acceptability of a social idea, cause, or
practice in a target group(s). It utilizes market segmentation, consumer
research, concept development, communication, facilitation incentives,
and exchange theory to maximize target group response” (p. 92).

This approach to persuasion has a strong consumer oriented focus on
individuals who are lumped into a market segment or “target market.” One of
the main tenets of social marketing is that ideas may be promoted through the
right “marketing mix” e.g., product, price, promotion, and distribution, to
achieve maximum “exchange” of a social concept (Rachman 1985). The main
criticisms of the social marketing approach are that the strong consumer
orientation focuses excessive attention on individual behavior rather than the
social “upstream” causes of poor health (Wallack 1990a) and that social
marketing can be a manipulative approach that reinforces the

commodification of health as something to be bought or sold (Heggenhougen

and Clements 1990).

Media advocacy is a newer yet form of communication used in health
promotion (Wallack 1990b). While social marketing tends to focus on
delivering information to affect individual behavior, media advocacy places an
emphasis on delivering information to affect policy change (Maibach and
Holtgrave 1995). As a communications strategy, media advocacy is designed to
introduce a public health issue to the public agenda by framing it around root

levels of causality. Generally this approach is used to gain unpaid access to the
39

y @



media by staging newsworthy events. Clever epidemiological descriptions can
be used to heighten awareness about health issues such as the American
Cancer Society’s video statement that “1000 people quit smoking every day — by
dying. That is equivalent to two fully-loaded jumbo jets crashing every day
and leaving no survivors” (Wallack 1990a). This aspect of health promotion
communications is used to advance the political and social justice aspects of

health promotion.

I ionalizati f healtl t i
In 1984, this emerging perspective on health became institutionalized in the ‘
World Health Organization through the Program in Health Promotion.
Initially, much of the discussion and planning in the WHO focused on chronic
health problems in the highly industrialized Western nations. In 1986, the

. .,
ol YoM e g .

first International Conference on Health Promotion was held in Ottawa to T e
form a charter for action to advance the Health for All 2000 goals and promote

health into the future (World Health Organization 1986). The conference was

organized in response the increasing interest in reinventing public health to

make it more accountable to people by being responsive to their needs (Lee and

Paxman 1997). The Ottawa charter put forth the following definition of health

promotion:

“Health promotion is the process of enabling people to increase
control over, and to improve, their health. To reach a state of
complete physical, mental and social well-being, an individual or
group must be able to identify and to realize aspirations, to satisfy
needs, and to change or cope with the environment. Health is,
therefore, seen as a resource for everyday life, not as the object of
living. Health is a positive concept emphasizing social and
personal resources, as well as physical capacities. Therefore, heath
promotion is not just the responsibility of the health sector, but
goes beyond healthy life-styles to well-being” (World Health
Organization 1986).
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While the Ottawa conference continued to focus on health issues in Europe
and North America, a group of representatives from the newly industrializing
countries (NIC) set out their own priorities for health promotion. Their report
stressed the important role traditional community patterns and family ties

continue to play in the sociocultural fabric of their nations.

This group articulated four areas of concern and corresponding
recommendations for health promotion progress. First, because health is
influenced by a constellation of factors including education, agriculture,
industrialization, and the environment, this group stressed the importance of
intersectoral policy and cooperation. Second, the group admonished the
industrialized nations to halt the export of health-damaging products and
substances like tobacco to other nations. Third, they cautioned that health
promotion activities funded by the industrialized nations should not subvert
the indigenous patterns of culture and community. Finally, they stressed that
health promotion should be locally managed and based on local priorities.
Above all, these programs should be complementary to existing family and
community traditions and should work to enable communities and
individuals to apply their native potential to better their own health. These

have all been concerns in Thailand.

The concerns and recommendations of the representatives of the NICs
resonate with Lupton’s Foucaudian investigation into the ways public health
has used biopower to regulate the health of populations by ‘critically

interrogating:
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“. .. the covert political and symbolic dimensions of these [western]
institutions; the ways in which the practices and policies of public
health and health promotion valorized some groups and
individuals and marginalize others, the concepts of subjectivity and
rationality they privilege and exclude, the imperatives emerging
from other socio-cultural sites that intertwine and compete with
those of public health and health promotion, and the discursive
processes by which these institutions are constituted and
supported.” (Lupton 1995, p. 5).

Lupton’s argument also supports the NIC participant’s skepticism regarding
the implied community development orientation in the Ottawa Charter. All
too often, those who advocate community-based approaches have seen that
institutions put forward rhetoric about ‘empowerment’ and ‘bottom up’

community development, but ultimately steam roll over community concerns

to protect and preserve bureaucratic interests (Lupton 1995).

In Southeast Asia, anthropologists have made some contributions to
addressing these concerns. Researchers have investigated ways in which local
people have attempted to maintain or regain their health using indigenous
practices and by selectively adopting or rejecting exogenous biomedical
practices (Cunningham 1970; Golomb 1985; Brun and Schumacher 1987). As
Western public health interventions were introduced into Thailand in the
1950s, anthropologists began to document how these programs transformed
Thai notions of disease. Hanks (1962) conducted one of the first sociocultural
studies juxtaposing local Thai’s “felt needs” with Western-trained

professional’s sense of urgency based on biomedically-perceived health risks.

Dunn’s (1976) seminal analysis of medical systems in Asia places the diffusion

of biomedicine in the historical context of the co-mingling of Chinese,
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Ayurvedic and Unami (Arabic-Persian) medicine with indigenous medicine.
Dunn defined cosmopolitan as a local variant of biomedicine practiced
differently in each locale. His conceptualization of “cosmopolitan medicine”
resulted from his analysis that “biomedicine” practiced in non-Western
cultures is no longer biomedicine as it is practiced in the West, but rather a
hybrid produced by the sociocultural interpretation of Western medical theory
in the context of indigenous beliefs. Dunn showed how Southeast Asians
have modified biomedicine to make it conform to their own cosmologies and

belief systems.

Interventions occupy a pivotal position in public health. Health promotion, o
an emerging subset of public health, is no exception. One of the main
anthropological critiques of health promotion has been that the field has not
been sufficiently reflexive about the role of power in intervening in the lives ST
of others. Public health has often resisted a critical examination of this

utilitarian tendencies that dictates what is best for others, perhaps because such

ethical inquiry may produce equivocal answers to utilitarian questions

(Karhausen, 1987).

Nevertheless, unlike other public health fields, health promotion, by its very
principles, can escape the ethical trap of utilitarianism. One of the
fundamental principles of health promotion is the recognition that political
power is an important determinant of the public’s health. In order for health
promoters to achieve their goals of creating a “new public health” paradigm,
they must address the ethics of intervention because intervention is a political
act that often involves the assertion of the state’s will.

43

J e EEEEEE————



Social scientists have asserted critiques of governmentality and the state’s
compulsion to exert power through health care (Foucault 1991). Although
most health promoters remain on the “radical” side of the public health
establishment, the vast majority nonetheless obtain their power through the
state or other large institutions (i.e., non governmental organizations, private
voluntary organizations). The “targets” of these interventions deserve
protection not only against oppressive state power but also against professional
and bureaucratic paternalism (Doxiades and Blaney 1987). Given that most
health promoters have the upper hand in the relations of power with local
communities, this protection must come from an internal assessment of the

ethics of intervention.

Medical ethics has served as a reference point for public health ethics, but are of
limited value for health promotion because codes of medical conduct
(Declaration of Geneva 1948, 1968 and Declaration of Helsinki 1964, 1975, 1983)
are centered around the interpersonal relationship between the individual
patient and a provider or clinical researcher (Doxiades and Blaney 1987).
Doxiades lays out six ethical considerations that public health interventions in
general, and health promotion interventions in particular face. Public health
interventions: 1) impact larger numbers of people; 2) impact people’s lives
over a long term; 3) affect those who are generally healthy; 4) impact
disadvantaged groups who are often uninformed and powerless to exert their
rights in response; 5) invest the responsibility for actions with professionals

working as agents of the state; and 6) are evaluated using criteria for success or

failure that are often ambiguous.
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Historians of public health credit Rousseau as the first Western thinker to
articulate the sociogenesis of disease, having done so in the same period as he
put forth lasting notions of individual freedom (Duffy 1992). Still, throughout
the 18th and most of the 19th century, Americans and Europeans of means
employed arguments of ethical relativism to support their claims that the state
had no particular ethical obligation to protect the health of the poor.
Rousseau’s notion of the sociogenesis of disease took on new meaning in the
wake of the 'European cholera epidemics which motivated Virchow, Chadwick,
Snow and others to rebuff libertarian laissez-faire attitudes (i.e., J. S. Mills) and
organize the utilitarian sanitary movement. This utilitarian philosophy

— do the greatest good for the greatest number — has had a lasting impact on
public health.

Western public health emerged from utilitarian notions borne of a social
contract and increasing solidification of the democratic nation-state. In the
early arguments about the place of public health, Kant’'s philosophical
argument against ethical relativism may have had sway with some. But most
influential Americans and Europeans were persuaded by the scientific
evidence demonstrating that diseases of squalor affected rich and poor alike. In
this vein, Brockington (1975) has argued that the “first public health
revolution” occurred because of enlightened self interest rather than social
conscience; that is, from the elite class’ ability to intervene in the lives of the

poor for their own benefit.

The very ambiguity of “their” in the previous statement reflects the subtle
slippage between the elite’s self interests and paternalistic treatment of the

poor. Historians are now largely in agreement about the true intended
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beneficiaries of 19th century public health interventions. Hume exposed the
sleight of hand in most utilitarian arguments that can trample individual
liberty warning that arguments about social conditions, at some point,
seamlessly shift from observation to proscription - from “is” to “ought”

(Duffy 1992).

The proscriptive tendencies of the sanitary movement carried over into the
“second public health revolution” which began in the 1950s with the
application of epidemiologic methods to understanding the etiology of
noninfectious diseases. Epidemiologists attributed the causes of the most
common non-infectious diseases in the industrialized nations e.g., coronary
heart disease, cancer, cerebrovascular disease to “lifestyle” choices such as
smoking — the “is” of public health. These findings were predictably translated
into proscriptive utilitarian interventions that dictated to individuals what

they “ought” to do to reduce their risk of disease and premature death.

This is not to say that public health professionals should not intervene under
certain circumstances. For choosing to do nothing to help people improve
their health is itself a form of intervention. Health promotion must therefore
strive to protect the individual’s dignity while fulfilling the state’s

responsibilities to protect and improve the public’s health.
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CHAPTER 4

THE SOCIOCULTURAL AND POLITICAL-ECONOMIC ROOTS OF SABAAY

Having discussed the overall health promotion approach, I turn now to
review the context of well-being and health in Thailand. Culture and context
shape human sensibilities of feeling.well. The anthropological and historical

literature on Thai culture provided a foundation on which this study is built.

A brief history of the Siamese people

Emergence of Siamese culture along the watercourses

The feeling of sabaay has been shaped by multiple influences in the water
cultures of the ethnic Tai (Northern Thai) and Siamese (Central Thai)
(McDowell 1982). Sabaay has its origins in generations of farming and fishing
that shaped Tai pastoral and aquatic rhythms of life and social practices.
According to the archeological record, the Tai people are the decedents of the
earliest humans to develop agriculture about 4,000 BC in the Ban Chiang area
northeast of Central Thailand (Kraus 1972; Henriksen 1982; Pfeiffer 1983).
These people descended from the earliest known groups of humans with
material culture living in the same region roughly 10,000 years ago (Chin 1958;
Kennedy 1977).

47



Linguistic maps show that early Tai populations, ancestors of the Siamese,
migrated throughout Southeast Asia to as far as Indonesia, Southern China,
and Northeast India (Kumar 1979). These people had a strong preference for
settling in river valleys from the Red River in southern China and Vietnam to
the Maekong River, the Lopburi, the Chao Phraya, and to as far as the banks of
the Brahmaputra river in Assam, India (Keyes 1977; Sumet Chumsai Na and
Fuller 1988; Reed 1990). Although there is no written record that explains their
migrations, one may well imagine the Tais’ preference for riverine
surroundings arose from the desire to live near cooler, fertile waterways that
the Siamese still regard as sabaay (Provencher 1975). From agrarian origins,
sabaay is deeply rooted in the sense of being self-reliant, yet interdependent
within family and neighbors (Hanks 1972). Pastoral life is also the root of the
feeling of sabaay that comes from communion with nature and the aesthetic
pleasure of sabaay in natural forms. Thus, Thais value of feeling sabaay may be

as old as the human experience itself.

The spread of Buddhist teachings and

the roots of early kingdoms

Sometime between the 2nd and 3rd centuries B.C. during the reign of the
Buddhist Indian king Ashoka, Indian missionaries brought Theravadan
Buddhism to the Siamese people living in Surphanburi, Central Thailand
(Loofs 1979; Sinha 1980). Thais have been following the Buddha’s teachings
and striving to practice them in everyday life for at least 60 generations2 . The
Theravada school of Buddhism is known as the older “southern” school

because it took the southern route from India spreading in Sri Lanka,

2 One generation equals 30 years
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Myanmar, Laos, Siam, and Cambodia (Rahula 1996). Theravada is also known
as the “lesser vehicle” by those who practice Mahayana Buddhism which
followed the northern route through Asian societies (Nepal, Tibet, China,

Korea, Mongolia, Japan and Vietnam) (Robinson, Johnson et al. 1996).

The importance of social status to feeling sabaay is also deeply rooted in the
history of the Siamese people (Brummelhuis and Kemp 1984).

“Indianization” took place with the vast expansion of Indian trading beginning
in the first millennium A.D. through colonization and transient habitation
(Chandler and Steinberg 1987). This period was one of movement of ideas as
much as people (Codes 1966). This current of ideas shifted the worldview of
cultures from Cambodia to Bali (Sumet Chumsai Na and Fuller 1988).
Southeast Asians transformed themselves into Indic societies as a result of
continual contact with Indian traders and Brahman priests. These Indic
Southeast Asian kingdoms (negara) appeared from the 3rd through the 13th
centuries across the length and breath of Southeast Asia. Hindu/Buddhist
thought and mythology (i.e., the adoption of a numeric zero in the 9th century,
shift of cosmological focus toward mythic Mount Meru in the 11th century)
were conveyed through the Buddhist languages of Pali and Sanskirt (Byrne
1995, Campbell, 1990).

In the Central region in Thailand, the Dvaravati city-states flourished in 6th-
11th centuries (Higham 1989). Lopburi, one of the provinces where this study
was conducted, became a center of Buddhist religion, and continued as such
through the period of Khmer occupation in the 12th and 13th century (see
figure 2) (Mudar 1999). In the 13th and 14 centuries, power shifted as the Thai

regained control from the Khmer of the territories in the northern Central
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region under the Sukhothai (literally “rising happiness”) kingdom.

Sukhothai, the first true Siamese kingdom, expanded its sphere of influence
and is reported to have offered its subjects a life of freedom and abundance.
King Ramkhamhaeng’s famous declaration proclaimed the essence of living
sabaay in this period, “This land of Sukhothai is thriving. There are fish in the
water and rice in the fields. If any commoner has a grievance which sickens
his belly and grips his heart [not sabaay], he goes and strikes a bell” (Neher 1976;
National Identity Office 1991).

Fig. 2. Map of Early Dvaravati Kingdoms
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China has long been considered the other major force in trade and ideas in
Southeast Asian cultures (Skinner 1957; Cheu 1993). Although Confucianism
did not become a dominant religion in Siam, the presence of Chinese followers
fostered the distillation of selected Confucian principles into Siamese culture
(Ichikawa 1967; Yoshihara 1987). This is particularly evident in the deep
reverence and respect for ancestors in Southeast Asian societies with large
Chinese populations (Purcell 1965). Moreover, the Confucian emphasis on
scholarship as a pathway to spiritual fulfillment has been translated into a
nearly universal appreciation for education throughout the region (Somers
1974; Wang 1991). Chinese mercantile and scholastic traditions created strong
influences in trade, investment and education (Deyo 1975; Oxfeld 1993). To

have wealth and a university degree is to be very sabaay.

A brief hi f the Si kingd
Thailand has a long history of political linkages between religion and kingdom

(Kirsch 1975; Keyes, Kendall et al. 1994). In Siamese and Khmer kingdoms,
there was never a sharp distinction between Brahmanic and Buddhist
elements which were both derived from Indian traditions (Tambiah 1973;
Tambiah 1977). Royal, monastic, and folk Brahmanic elements such as the
pantheon of gods expand on the themes of coexistence and commingling in
Siamese society (Gesick and Aung-Thwin 1983). Brahmanic allegory,
particularly the Ramayana epic, provided the spiritual foundation of the god-
king status of Siamese monarchs in the development of early kingdoms
(Dhaninivat 1974; Heine-Geldern 1990). Brahmanic influences codified
notions of social hierarchy based on class (Siamese did not adopt a caste

system), the rule of a king and royal elites, and deference to authority

51



(Codes 1966). Thus, Thais often talk about the sabaay people who have a high
social ranking enjoy.

The historical literature tends to trace the origins of modernization through
the policies of successive monarchs and prime ministers. The “Hinduized”
period of the 14th century in mainland Southeast Asia gave rise to courtly
traditions in Ayuthaya and Angkor (Kirsch 1977). During this period, Siamese
society solidified its highly stratified structure; kiné and nobles ruled with
considerable benevolence over the mass of peasants (Evers 1966). The legacy of
the Siamese royal courtly tradition may be seen vividly today in the sense of

sabaay Thais still derive from attaining higher social status (Brown 1976).

In 14th century the Siamese kingdom was consolidated in Ayuthaya (Central
Thailand), which by the accounts of Portuguese and Dutch traders grew to
become one of the most advanced and wealthiest cities in Asia (Reid 1988).
This prosperous seaport became the envy of the Burmese who sacked it in
1767. During the period of European colonial expansion, Siam was the only
state in Asia that did not lose its independence, although the Siamese
monarchs conceded territory to the British and French in the 17th century as
part of diplomatically adroit policies to play competing colonial powers against
one another (Tanabe 1984). The Siamese kingdoms maintained a delicate
balance in tradeoffs between independence and concessions to Western
powers. To this day, the shrewd diplomatic maneuvering and the Siamese
peasant war of liberation from Burmese occupation the 17th century are
important parts of the allegory of Thai values of freedom and independence.
The Thais experience of feeling free and being the master of one’s own destiny

are strongly reflected in the sense of sabaay .
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In the mid 18th century, King Rama IIIl moved the capital to Thonburi across
the river from Bangkok, the current capital. His successor Rama IV (Mongkut)
opened the doors farther to Western civilization, having studied Western
sciences and languages (Banks 1976). King Mongkut skillfully courted
diplomatic relations with Western nations to avoid colonization. Just over 100
years ago, Rama V (Chulalongkorn) established a Western-style court of
nobility and made the first visit of a Siamese head of state to Europe. The 19th
and 20th centuries were eras of national reform in Siam that lead to the
adoption of Westernized bureaucratic and political structures within the royal
administration; the opening of Siamese society to modernizing influences and
international commerce; and the eventual reformation of the absolute
monarchy which was replaced by a parliamentary system under a
constitutional monarchy (Ruohomeaki 1992; Reid 1993). During this period,
the Kingdom of Siam established railways, a civil service, a legal code,
compulsory Western education, and officially adopted the Western calendar
(Anderson and London 1985). These processes culminated in 1945 in the
establishment of the modern nation-state known as Thailand (see figure 3)

(Vandergeest 1991).
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What does Buddhism teach about the nature of human life?

The following brief introduction to Theravadan Buddhist teachings based on
the writings of three Theravadan monk-scholars Ven. Prof. Dr. Walpola Sri
Rahula, Ven Phra Dhammapitaka (P.A. Payutto), and Ven Buddhadasa
Bhikkhu. I have chosen, at the suggestion of Buddhadasa Bhikkhu, to discuss
fundamental Buddhist concepts using their original Pali terms because

translations are frequently misunderstood (Buddhadasa Bhikkhu 1989).

Buddhism is as much a way of living life as it is a religion. The Buddha did
not claim to be a god; he was a teacher. Buddhist teachings explain the
essential truths of life and lay out a path for living well. Theravada doctrine is
based on three fundamental aspects of life: dukkha (suffering, illness, disease),
anicca (impermanence, transient nature of all things), and anatta (absence of
substantial self or essential identity or soul). These three phenomena form the

basis for understanding the nature of life (Harris 1998).

It is important to clarify the nature of dukkha because “suffering” is an
incomplete translation. In the Buddha’s view of life and the world, dukkha
has a broader connotation and greater significance than suffering has as is
understood in English (Rahula 1996, p. 17). While dukkha connotes the
dimension of ordinary suffering and pain with its opposite being health and
happiness, it also encompasses a second dimension, the vicissitudes of change
that make happiness and all other states fundamentally impermanent. Thus,
dukkha describes the transitory nature of all states, objects and beings. These
two dimensions are easier to understand because they are common in

everyday life. The third dimension of dukkha is found in the illusion of “self”
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and “I” to which one becomes attached. The Buddha discovered that because
of impermaﬁence, what one clings to as “self” or “I” is in reality only “...a
combination of ever-changing physical and mental forces and energies...” and
therefore experienced as dukkha (Rahula 1996, p. 20). He said of human life,
“...it is just like a mountain river, flowing far and swift, taking everything
along with it; there is no moment, no instant, no second when it stops flowing,

but it goes on flowing and continuing.”

According to Buddhism, when one does not understand the truth of
anatta(impermanence), one’s attachment to the illusion of self causes dukkha
to arise. Understanding that impermanence or annica is a fundamental truth
in all states of mind, physical states, or experience, alleviates dukkha and opens
the gateway to true happiness. Buddhism is a path to discovering that one can
become happy by avoiding being attached to a “self.” This path emphasizes an
alternative way of being, free from all desire, that is motivated by compassion,
a practice of meditation, and moral conduct. This path promises the ultimate
liberation from dukkha or achieving a state of nibanna (nirvana or ultimate

deliverance from dukkha).

In Buddhism, there are Four Noble Truths:

1. There is dukkha, which the whole of suffering, pain, sorrow, misery,
sickness, attachment to self, imperfection, impermanence, emptiness,
insubstantiality, and death.

2. Craving, desire, and greed are the sources of dukkha

3. The elimination of craving, desire and greed bring about enlightenment

4. The Noble Eight-fold path is the way to happiness.
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The Noble Eight-fold path is grouped into three domains:

Ethical cultivation: right action, right speech, right livelihood,
Mental cultivation: right effort, right mindfulness, right concentration

Insight-wisdom cultivation: right view, right thought.

These teachings show how individuals, communities, and societies can follow
a path of spiritual development that will lead beyond dukkha, to a life of
fulfillment which, through many cycles, can arrive at a perfect state. This path
is called the Middle Path, a way of living well, that is, living “the good life.”
The Buddha encouraged each individual to undertake a quest to understand
the nature of their own feelings, and to be guided by their own insights saying,
“... when you know for yourselves that certain things are unwholesome
(akusala), and wrong, and bad, then give them up... And when you know for
yourselves that certain things are wholesome (kusala) and good, then accept

them and follow them.”

Buddhism teaches that there are five hindrances to clear understanding.
When overpowered by these hindrances, one cannot understand right from

wrong, good from bad. (Rahula 1996, p. 74). These hindrances are:

1. lustful desires,

2. ill-will, hatred or anger
3. torpor or languor

4. restlessness and worry

5. skeptical doubts.
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In summary, Buddhism teaches these insights about well-being:

¢ In a state of unawareness, feelings are our masters.

* As a consequence, good and bad habits result from doing what makes one
“feel good” (seeking unproductive pleasures).

* Yet, by cultivating awareness and insight, one can tame one’s

unproductive desires and develop habits of good living.

The nature of human feelings, suffering in particular, lies at the core of
Buddhism. These feelings are given such centrality because they have a potent
influence over what humans do in their lives. Buddhism recognizes sabaay as

one such potent feeling. y

Buddhi f feeli | . jern Thai soci
Today, 95% of Thais identify themselves as Buddhist by culture and upbringing

(National Statistical Office 1997). For nearly all Thais, Theravadan Buddhism
has been the enduring source of teachings about living well (Kirsch 1977).
Because Buddhism teaches the essential importance of feelings, Thais are
socialized to take great care and concern for the feelings of those in their social
circles (Burr 1977; Khanittanan 1988). The moral context of making merit and
the ceremonial role of Buddhist monastic communities are also important
aspects of the practice of Buddhism in Thai society (Brand 1975; Reynolds 1976;
Tambiah 1976; Kirsch 1982).

The Buddha used the metaphor of the lotus to describe the different states of
awareness people pass through as they gain greater insight into the illusion of

the material “good life.” For some, Buddhism simply serves a religious
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function for important rituals (Keyes 1987). These are the lotus buds that
remain submerged below the water’s surface. For others, Buddhism is a way of
understanding and living life. These are the lotus buds that reach the surface.
For a few, Buddhism is life. These are the lotus buds that bloom. Thus, the
essence of Theravadan Buddhist teachings flow through Thai society in the
ground water that is Thai tradition. This often means that Thais are not fully
aware of the particular Buddhist teachings that have given rise to their
sensibilities about what is appropriate and desirable, or inappropriate and to be
avoided. Buddhist knowledge provides a powerful medium to influence

people’s values and way for conceptualizing health promotion.

Although the core of these teachings form the basis of the value system in Thai
culture, the practice of Buddhism in Thailand has become highly ritualized
(Reynolds 1978). Thais have come to emphasize the importance of “tam boon”
or making merit by offering food, robes and other essential items to monks or
by making donations to build temple facilities (Hanks 1962). Many Thais
believe that giving offerings or conducting acts of charity will allow them to
accumulate merit and improve their possibility of achieving a higher state of
development in future lives (Tambiah 1968; Basham 1989). Thus, making
merit has become closely, and some argue incorrectly, associated with
improving one’s karma - receiving one’s just desserts as is often expressed in
the idea of “Do good, and receive good. Do bad, and receive bad.” Some
scholars and Buddhist reformers consider the contemporary emphasis in Thai
Buddhism on merit making to be an extension of the modern obsession with
the material existence that has obscured the essential teachings (Keyes 1978;

Cohen 1983; Swearer 1991).
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The Buddha, the Dhamma (teachings), and the Sangha (community of monks)
are known as the Triple Gems of Buddhism and are deeply revered by all
Buddhists. Buddha images are found, in temples, national monuments, on
mountainsides, on home alters and alters in government and corporate offices,
on television, in magazines and calenders, on dashboards and bus windows, in
amulets worn around people’s necks, in restaurants and brothels, and in
virtually every other corner of the Thai world. The Buddha taught the
principles of a morally pure existence and the practice of meditation which
form the core of the Dhamma. The Dhamma is taught to school children and
frequently referred to in the media as a framework for understanding events
and occurrences in everyday life. The Sangha made up of some 200,000
saffron-robed monks who take vows of chastity and poverty as they live and
move through society caring for those in need and training their attention on

revealing the joy of the present moment (Evers 1968).

As Thai society has become more secularized, many young Thais have scant
knowledge of even the most basic Buddhist teachings described above. Sulak
Sivaraksa (1987), the well-known social scientist and government critic has
argued that in contemporary Thai culture, science, technology and capitalism
have competed for the same psychological space that spiritual values once
occupied. Evers (1993) has viewed forms of religious revivalism in Southeast
Asia as a form of resistance against Westernization (Darlington 1998). He
maintains that religion has become more, not less, important in recent
decades. Religion has gained prominence in elite intellectual circles as a
countermovement to rationalization and a reaction against the pressures of
modernization (Jackson 1988). The rhetoric of some Buddhist and Islamic

revivalists has been tinged with strong anti-Western and anti-imperialist
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sentiments (Scupin 1987). These anti-imperial sentiments often take the form
of calls for stronger national control over economic resources to preclude
foreign domination of the Thai economy. Thai Buddhist social activists have
observed that Thai society is moving from metaphorical to material. They
observe that there is no time to rest, just to be. Thais are just doing, and
forgetting the dance of life. Where once each life was distinctive, lives were

now becoming standardized.

Sabaay found in material culture, aesthetics, festivals and society

Material cul | heti
Sabaay is produced and depicted in many forms of material culture.

Monsoons, flooding and a once abundant wood supply led Thais to create a
distinctive architectural style typified by steep-pitched roofs covering platforms
elevated on stilts (see figure 4). This kind of housing maximized the sense of
sabaay by providing protection from heavy rains and a cool, shady dwelling in
which large families stayed close together. “Indianization” introduced the
aesthetic sabaay of grandeur in the construction of palaces, towering temples
and pagodas. These structures have been adorned motifs and mythical figures
such as the mythical naga (dragon) (Jumsai and Fuller 1997). Similarly, the
high degree of specialization in batik patterns used for sarongs and head
clothes may be traced to 16th century Indian and Chinese influences (Lefferts
1992). Woven cotton and silk textiles has become a cultural expression of
sabaay in their visual appeal and comfort and Earthenware pottery has been
crafted and fired for thousands of years in the region for water collection, finger

bowls and dishes. Metallurgy has a similar history with the fashioning of
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copper, tin, lead culminating in 17th century bronze castings of colossal statues
of the Buddha and religious instruments such as temple bells and gongs (Kraus
1980). Sights and sounds that evoke feelings of sabaay also come from Indian
and Chinese theatrical and dramaturgical styles and themes [Raymond Firth,
1967) and the art of shadow play and gamalon orchestral arrangements for

which many cultures in the region are so well known (Jennings 1995).

Fig. 4. Traditional Thai Stilt House
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Songkran festival is perhaps the most sabaay time of the year. This is when
Thais celebrate the Buddhist New Year according to the lunar calendar between
April 13 to 15. Just 30 years ago prior to modernization, Thais used to celebrate
Songkran for at nearly one week in their communities to say goodbye to the
old year and welcome the new year by resting, merrymaking, and enjoying
being with extended family and friends (Butt 1978). Making merit or “tam
boon” was an important part of the beginning of Songkran (Ingersoll 1975). All
family members joined together to offer specially-prepared plates of food and
robes to monks at local temples. Offering robes was an important form of
making merit on behalf of ancestors to bring good fortune and a sabaay future
to the living during the coming year (Sukphisit 1997). Monks would visit
homes to sprinkle blessed water on the house and family members and chant
sutras in the evening. Those under 60 years of age poured small amounts of
perfumed water over the hands of those elders over 60 to pay respect. People
also observed the Buddhist practice of pouring water over their own fingertips
into a bowl and saying prayers and making wishes. Families attended to
making merit on behalf of ancestors by visiting the pagoda where ancestral
ashes and relics were kept (Clement-Charpentier 1989). Households would

make repairs to these pagodas and conduct a thorough spring housecleaning.

During Songkran, gambling, playing cards, and general merry-making were
very sabaay and in full swing but because people were so intent on not losing
money, drunkenness was not a serious problem (Sukphisit 1997). The mood
was carefree, joyful and easy. Late in the evening, these games played around
lamps or bonfires turned into singing and dancing until early hours of the

morning (Foster 1976). There was no electricity to power lights, karaoke
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microphones, and loudspeakers (Chapman 1978). In the daytime, people
released birds and fish for good luck. Thais in the Central region adopted the
sabaay custom of throwing water at one another during this dry, hot season
when rail and road connections were established with the Northern region

where throwing water had been adopted from Burma.

ity and sh raditions

The predominant development theories of economic growth and
technological advancement have necessitated the development of Western
forms of cultural modernity (Bertholet 1964). Development may also erode
traditional cultural patterns (Behrman 1969; Bhanthumnavin 1981). In some
cases, the modernization process had precipitated local resistance based on a
revived sense of cultural pride and concerns about environmental "
preservation (Cohen 1985). In Thai culture, resistance is based often on the

solidarity in relationships of horizontal affiliation (Cohen 1987; Tantuvanit 1995).

Socioeconomic conditions have not been universally sabaay for all Thais.
Scott’s (1976) shared poverty thesis on the moral-economy of peasant life
presumes that Southeast Asian peasants are risk-averse and act in a social
order to preserve the “norm of reciprocity” and “the right to subsistence.”
These guiding principles ensure a predictable, and therefore dependable
formula of interpersonal conduct that helps to guarantee some degree of sabaay
through the minimal subsistence of all in a community (Mehl 1986). For
Central rice farmers, this form of solidarity was probably formed in the first
wave of out migration 100 years ago from Bangkok into the Central plains and
beyond to pursue a more sabaay life by clearing land and logging timber to

establish as home and crop lands (Turton and Tanabe 1984).
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Everyday resistance takes the form of small efforts to undermine or exploit the
system that has induced poverty. Popkin (1979) argued that peasants were
willing to undertake certain risks in times of surplus and did not predicate
their behavior on a moral code, but rather on rational economic choices that
further their self-interests. Keyes (1983) reported that additional studies did not
find all of the conditions Scott proposed in the peasant societies. Feeny (1983)
showed how a moral-economy gives rise to peasant rebellions of outrage
against excessive self-interest and forced transition to a capital-intensive rice
agriculture dislocates small-holders, concentrates land and production in the
hands of the wealthy, and causes widespread landlessness. The arguments
highlight the tension Thai peasants have faced in trying to achieve a state of
sabaay by engaging in collective action and individual pursuits in societies

with strong norms of group behavior.

feeling of social status in Thailan
It is against this historical backdrop that anthropologists began considering the
importance of the social structure of Southeast Asian families, villages,
precolonial kingdoms and indigenous political institutions (Lande 1986).
Because hierarchy and patron-client relations are a central aspect of Southeast
Asian cultures, anthropologists made efforts to decode the subtle patterns of
hierarchical relations (Schmidt 1977; Haas 1978; Santasombat 1986). This topic
has proven to be challenging, and therefore an enduring areas of inquiry in the

anthropology of the region (Geertz 1963; Brown 1976; Potter 1976).

Early ethnographers considered the vertical bonds of obligation between two
individuals as the rudimentary building block of social relations and structures

(Bilmes 1976). Embree’s (1950) original conceptualization of Thai society as a
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loosely structured social system stimulated over twenty years of debate among
anthropologists and Southeast Asianists (Cunningham 1969; Evers 1969; Kirsch
1969). This debate engendered commentary and counter critiques from many
of the social scientists involved in the Cornell studies in Thailand (Brand
1969). Lande (1965) described social relations using relatively static models of
power and social control to represent village life. Hanks’ (1975) extended work
on structural models by defining the circle and entourage, that is, by describing
how Southeast Asian societies tend to be organized in central concentrations of
power and prestige surrounded by larger groups of affiliated individuals that

derive benefits from access to those in the center.

There have been challenges to relativistic notions of “loose” in social theory,
and challenges to the use of the construct of social structure to describe
Southeast Asian societies in which social relations are inherently fluid
(Bunnag 1976). Lynch (1984) articulated an analysis of social conditions
underpinned by Marxist theoretical constructs of class exploitation and
dialectical materialism. Pye (1985) broadened the historical picture of hierarchy
and patron-client relationships by examining the role of individuals in macro
political contexts. Pye traces the historical roots of contemporary superior-
subordinate relationships that characterize personal relationships in most
Southeast Asian culture back to Brahmanic codes of moral authority in courtly
and folk practices and the tensions between the local authority and central
authority (Keyes 1976). These competing analyses provide a foundation for
understanding why Thais have come to feel that holding high social status

contributes to feeling sabaay.
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Gender relations and modernization

The process of recreating a picture of gender relations in earlier times in
Southeast Asian cultures has been difficult, in large part because the early
travel accounts and histories were written almost exclusively by men. In one
of the earliest studies of domestic life in Southeast Asia, Rosemary Firth (1966),
established the importance of Southeast Asian women’s work as major source
the production of material culture. Firth chronicled the conditions of
housekeeping, the position of women in domestic concerns, divorce, how
money is spent on daily life shopping and marketing, organization of
household planning and ceremonial obligations and the transformation of

these activities (Bowie 1992).

As in many Southeast Asian societies that have modernized, the dynamics in
relationships between men and women have been changing (Porpora, Lim et
al. 1989). In Thai culture, relationships between women and men have been
defined by new gender roles, the division of labor, and notions of love and
family. Modernization has caused shifts in living conditions and introduced
foreign cultural ideas that have influenced social norms (Kirsch 1982; Wolf
1992; Bowie 1993).

Anthropologists have noted that Southeast Asian women have gained higher
social status than have women in many other societies. (Potter 1977; Ong 1987;
Popuang 1994; Sitthiraksa 1994). For example, Southeast Asian women often
control household purse strings and an are driving forces in organizing their
communities. These norms suggest powerful underlying indigenous

assumptions about relative gender equality (Keyes 1984; Muecke 1992). Some
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authors such as Jayawardena (1977) traced these conditions to the matrilineal
kinship structures and inheritance rules in Southeast Asian societies. These
gender conditions also partly reflect the Theravadan Buddhist teachings of
egalitarian values and the specific religious recommendations for
householders to give wives control over household concerns (Payutto 1992).
Nevertheless, the institutions of Buddhism still deprive women of access to
many important spiritual rights of passage, including becoming a novice
monk, which are reserved for men (Keyes 1984; Kirsch 1985; Chatsumarn 1991).
The retention of Brahmanic traditions in Thai culture have been more directly
responsible for proscribed traditional norms in the separation of roles in the

domestic and spiritual realms (Kirsch 1982).

Thai society has always placed great expectations on men to be strong, reliable
providers of household income, labor and decision-making authority. Thai
society continues to place great expectations on women to maintain Thai
cultural traditions and uphold core values (Hainsworth 1981). The value men
and women have to one another, and the roles they play in each other’s lives,
endure as the ideal of a warm, harmonious Thai family (Foster 1975). This
ideal has not been easily fulfilled because until a generation ago, families
arranged marriages for their adult children (Popuang 1994). As Western
values moved through Thai society, greater allowances have been made for
young Thais to forge their own relationships based on mutual attraction and
romantic love (Khondker 1989; Mason, Efron et al. 1990). Suspicions of
infidelity are not uncommon about Thai married couples who maintain
appearances of commitment to save face. Rumors and actual cases still abound
about married men who have “minor wives” and mistresses (Fuller, Edwards

et al. 1994; Vanlandingham and Grandjean 1997).
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With 80% of the Thai population being distributed throughout rural areas,
scholars have taken considerable interest in understanding the pivotal role of
women in agricultural patterns (Mahajan 1987). Korsieporn (1991) produced
an assessment of the transition from low-input to high-input market-driven
agriculture showing the impact of labor-saving technologies on socioeconomic
patterns of familial cultivation and wage labor. These market-driven processes
have fundamentally altered women’s relationships with one another, their
households, and their rural communities (Foster 1984; Thorbek 1988). In
nearly all rice farming communities, women no longer gather together to
share labor in planting, weeding, and harvesting. Younger women are no
longer needed as household labor and have been encouraged to go to school
and seek employment in factories or service jobs to support their parents,
siblings, and children (Sitthiraksa 1994; Mills 1997). Those young women who
come from families that are too poor to afford schooling become agricultural
wage labors. Van Esterik’s (Van Esterik 1996) ethnographic study of female
farm workers demonstrated how labor contractors force women to forego
breast feeding, thus being forced to perpetuate their own poverty by sacrificing

their children’s nutritional status to earn a starving wage.

Modernization has also influenced Thai women’s experiences in the capitalist
economy (Evers and Korff 1986). Although Thai women have gained more
economic independence, they have often borne a greater burden in sustaining
their families while trying to cope with the ambiguity of their status and the
“pink ceiling” in some organizations (Lim 1978; Blake 1982). Although Thai
women still fill the ranks of clerical staff, mundane assembly-line jobs, low-

level service jobs, and construction and farm labor, they also hold the highest
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positions of authority in elective office, the civil service bureaucracy, academia,

and business (Springer and Gable 1981).

In the Western academy, gender studies now occupy a central role in
formulation of social theory about the organization of Southeast Asian
societies. In the Thai academy, feminism - in the Western sense — has only
gained appeal among those women who have come into contact with Western
thought or culture through education or travel (Nagata 1996). Postmodernist
perspectives in gender studies have largely failed to influence Southeast Asian
scholars because some postmodern arguments have attempted to reject
absolute categories of female exploitation and abuse, and because Southeast
Asian scholars have been reluctant to accept yet another Eurocentric model to

explain their world (Wazir-Jahan Begum 1992).

Nagata’s (1996) introduction to, and Nagata and Salaff’s (1996) conclusion of, a
special journal issue on Southeast Asian women’s survival strategies describes
recent changes in women's lives in Malaysia, Singapore, Indonesia, Thailand,
and the Philippines. Ethnographic data, representing the diversity of the
region, depict the coping mechanisms women use to deal with externally
imposed social and political pressures, and local transformations in kinship
and ethnic religious structures (Ong 1987). The majority of the women
interviewed dealt with their problems without directly challenging traditional
roles. Researchers have argued that although social conditions may be
changing, traditional ideology and values have not yet fully adjusted to these
changes (Ford and Kittisuksathit 1994). They have also argued that both
Western and Asian theorists have frequently overlooked the non-market labor

contributions of women. Still, generally feminist researchers find limited
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evidence of female exploitation or oppression, noting that, in general,
Southeast Asian women are highly skilled at advancing their personal
interests through domestic and corporate means. In their estimation, the
inequalities and exploitation that affect women in Southeast Asia are largely
the product of class prohibitions or particular political situations that impact

men also, but disproportionately impact women.

Prostitution and AIDS have become pressing topics in gender studies of the
region, particularly in Thailand (Thitsa 1980; Shah 1991). Muecke’s (1992)
article is a recent addition to her many works of the status of Thai women
(Muecke 1976; Muecke 1979; Muecke 1994) in which she provides a cultural
interpretation of female prostitution in contemporary lowland Buddhist Thai
society. Her critique of research on the heterosexual transmission of AIDS
through prostitution has exposed the superficial understanding of prostitution
as a sociocultural phenomenon. In a provocative analysis based on
ethnographic and literary research, Mueche has argued that the simultaneous
rapid growth of a lucrative sex industry and of the Thai economy as a newly
industrialized country (NIC) have paradoxically enabled female prostitutes to
conserve the basic institutions of society. This phenomenon has occurred at a
time when landlessness, rampant commercialism and poverty have
threatened the survival of traditional life among the majority rural
agricultural population. In an argument that counters Western moralistic
assessments of prostitution, Muecke contends that this sociocultural and
socioeconomic practice, although illegal, has flourished at least in part because
it enables women, through remittances home and merit-making activities, to
fulfill traditional cultural functions of daughters, conserving the institutions

of family and village-level Buddhism.
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Recent history of industrialization, prosperity and consumption

Sabaay appears as an important driving force in development and commercial
marketing. The economic history of Thailand over the last 30 years has created
the context for contemporary notions of sabaay. Thai culture has a long history
of trade. Perhaps because Thais are “water people” (Sumet Chumsai Na and
Fuller 1988), they have coexisted easily with the flows of ideas, labor,
agricultural products, and capital throughout the region. This fluidity has
produced a confluence of cultural changes. For the last 100 years, Thai society
has navigated its own course by selectively incorporating ideas and technology
which it chooses from abroad (Aseniero 1996; Rhum 1996; Siriyuvasak 1996;
Thompson 1996). This is a position afforded because Thailand was neither
subjected to the imposition of Western colonial rule nor to the forced

extraction of commercial resources.

Thailand has coped with the challenges rapid modernization introduces into a
Buddhist society. Here, “modernization” and “development” are shorthand
for the whole package of “izations”: Westernization, Americanization,
urbanization, industrialization, capitalization and commodification. What
took the United States more than 80 years to accomplish, Thailand has
compressed into the space of less than 30 years. In Thailand, the major cultural
response to modernization has been in the political-economic sphere
(Pressman 1994). Thailand embraced the early phases of industrialization in
the 1940s having built up some base of capital and experience in international
trade through the export of agricultural products - especially teak, rubber, and
rice. A small number of families began investing in rice and lumber milling

and competing in the international rice trade (Vandergeest 1989). In this
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period, only 2 percent of the Thai labor force worked in large manufacturing
enterprise in a handful of factories that made cement, paper, tobacco, beer,
soap, textiles (Phongpaichit and Baker 1996). Slowly, families of Chinese
decent began consolidating their earnings to establish enterprises they would

turn into empires in banking, agribusiness, and real estate (Deyo 1975).

Thailand also became an eager partner in the commercial era dominated by
America and later Japan (Ichikawa, Cusumano et al. 1991; Deyo 1995). In this
period, Thai society selectively embraced Americana and began adopting
Western technology (Gable and Springer 1979). In 1945, the Rockefeller
Foundation established its presence in health and rural development
(Hutaserani and Roumasset 1991). In the 1950-60s, the United States Agency
for International Development (USAID) introduced Green Revolution
technologies, transforming the Central region into “the rice bowl of Asia”

(Motooka 1967).

By the early 1950s, Thai military generals had consolidated their hold on
political power and persuaded the increasingly prosperous and powerful
bankers and industrialists to put them on their boards of directors. Such
“marriages of convenience” became the mode for maintaining political
cooperation and financial stability for industrial expansion in Thailand for the

next four decades (Thompson 1996).

Generals who controlled Thailand’s government forged an ever stronger
relationship with the United States in the late 1950s and early 1960s. They
embraced the American model of capitalism and free markets (White 1967).

To fend off the “threat of communist expansion” in the region, the US eagerly
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provided technical assistance to help Thailand create the physical and
commercial infrastructure necessary to build a modern industrial complex
(London 1980). This partnérship carried over into military cooperation. From
1963-76, Thailand became a major U.S. staging ground for the air and ground
war in Vietnam. The United States operated three air force bases on Thai soil
from which it flew thousands of bombing missions. This was the era when
Thais played host to throngs of cigarette-smoking American GIs, observed an
implantation of go-go bars and brothels, and housed refugees from Laos,

Cambodia, and Vietnam.

While the United States was prosecuting the war against Vietnam with the
cooperation of the Thai military, Sino-Thai entrepreneurs were busy
consolidating their business to establish a small group of industrial
conglomerates (Evers 1978). Several established joint ventures with Japanese
manufactures which others accepted investment capital from American and
European companies (Ayal 1963). The Thai government adopted tax and tariff
protection policies and contract and licensing schemes that created a favorable
climate for these conglomerates to grow. By the late 1970s, about 30 family-
based conglomerates had carved out all of the major industrial sectors and

established core businesses with related daughter companies.

A recession in 1984-5 prompted the military-led Thai government to shift its
focus outward. Thailand adopted the export-driven model of growth and “took
off” to becoming a so-called “newly industrialized country” (NIC). This process
was driven primarily by the rapid expansion of Japanese, European, and
American multinational corporate operations and foreign direct investment.

Between 1985 and 1990, the net inflow of foreign direct investment increased
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ten times (Bank of Thailand 2000). The quality of the civil service, which runs
the country, began to decline dramatically as the “best and brightest” were
being lured away by the private sector. Many doubted that democratic
traditions were solid enough to undertake difficult political reforms necessary

to reduce corruption.

Consistently, growth rates in manufacturing were at least double that of
agriculture. This contributed substantially to overall growth, thus
transforming the economy from a primarily agricultural base to an industrial
base (see table 1). In the period from 1967 to 1996, the contribution of
manufacturing to the overall economy went from less than half that of

agriculture to nearly triple.

Table 1. Thailand Demographics and Economic Indicators, 1967 and 1996

1967 1996
Population 31 MM 60 MM
Pop. growth rate 3.3% 1.1%
Life expectancy at birth F 62, M 56 F75 M70
GNP per capita (baht) 3,200 75,500
% GNP from agriculture 33% 11%
% GNP from industry 14% 32%

Source: Thailand National Statistical Office
National Economic and Social Development Board

By the mid 1970s, Bangkok had become a classic Southeast Asian “primate
megacity (McGee 1967; London 1986). It remains the center of government,
commerce, and culture in Thailand. With rapid industrialization and
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commercialization, Bangkok also became a magnet for migrants from all
corners of Thailand and beyond seeking work in the booming industrial
complex. Manufacturing growth has been concentrated almost entirely in the

Greater Bangkok Metropolitan Region (Browder, Bohland et al. 1995).

In the 1980s, Thailand found itself joining a small club of Southeast Asian
nations called “tiger economies.” Throughout this period, Thailand’s gross
national product (GNP) grew at an average of +8%. By 1985, 75% of all
industrial output in the kingdom occurred in Bangkok (Komin, Forbes et al.
1991). In 1988, GNP growth peaked at 13%, the highest growth rate recorded in
the world. During these years, inflation and unemployment rates remained
low. Great strides were made in improving the lives of ordinary Thais. The
percentage of Thais living in poverty declined from an estimated 31.0% in 1976
to 11.4% in 1996 (Thailand Ministry of Public Health 2000).

Growth in Bangkok followed the classic pattern of unbridled urbanization.

The rapid industrialization and urbanization of the Bangkok area led to a
concentration of wealth in the only large city in Thailand (Hackenberg 1980).
One raw measure of economic activity, gross domestic product (GDP) per
capita, shows that by 1985 the economy of Bangkok was producing 30,828 baht
(US$1,233) per person compared to only 6,708 baht (US$268) per person in the
surrounding Central provinces. This disparity reflects the political-economy of

extractive linkages between urban centers and villages (Kemp 1989).

i i lobaliz
In the early 1990s, “developing countries” became “emerging markets.” Under

intense diplomatic pressure from the U.S., the “emerging markets” were pried
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opened to the full blast of global competition. Nations that wanted entry into
the club of industrializing nations removed barriers to allow the free flow of
capital to get an admission ticket into the global trading system. Some
observers such as William Greider (1997) warned in books such as “One World
Ready or Not” that U.S. insistence on the unfettered flow of capital would
prove to be dangerous. The U.S. government ignored the warnings and
continued to use its trade missions to force countries to accept American trade

and investment capital.

In the 1990s, Thailand chose to swim with the rising tide of history and was
rewarded with a boom of foreign direct investment for several years. The U.S.
Federal Reserve Bank had lowered interests rates to help U.S. commercial
banks and stimulate the US economy. U.S. commercial banks could borrow at
3% and enjoy a return to capital of 15-20% by lending to “emerging markets.”
Thailand became a prime recipient of such capital. In 1993, Thailand lead the
way in Southeast Asia by establishing the Bangkok International Banking

Facilities to channel foreign capital into its commercial and financial markets.

What happens to ordinary people’s lives when an economy such as that of
Thailand’s is infused with massive amounts of foreign capital over a short
period? The capital primarily fuels industrial growth. If poorly allocated and
regulated, it also fuels speculation in stock markets and “trophy” real estate
ventures. These applications of foreign capital create jobs, primarily in urban
areas which in turn attract labor, primarily from rural areas. An explosion in
commercial and industrial activity creates urban sprawl as factories are build
up and newly arrived families seek inexpensive housing in track projects.
Modernization becomes widely distributed. By 1994, 93% of the population

viewed TV regularly in Thailand (National Statistical Office 1997).
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In reality, Thailand was in the process of fomenting what Thais came to call,
“the soap bubble economy” based on corporate greed, lax government controls,
and unprecedented corruption (Phongpaichit and Phiriyarangsan 1996). The
driving philosophy was that anyone could test their skills and see if they could
make it in Bangkok’s brokerages, banks, shops, malls and factories. In
Thailand, this period was typified by Thongchai Macintosh, the Thai pop star,
and his hit single “Sabaay sabaay” in which he can resign himself to losing
love floating in an impenetrable bubble of bliss. The disparity in wealth in
Thailand increased as the rich got richer and the poor got poorer, making
Thailand join the ranks of highly inequitable countries like Brazil. In 1996, the
Thailand National Economic and Social Development Board (NESDB)
reported that the income gap between the rich 20% of the population and the
poorest 20% had become the widest in East Asia, growing from 43.2% in 1975 to
48.5% in 1996 when the wealthiest 20% controlled 53.3% of the income and the
poorest only 4.8% (Staff 1999; Thailand Ministry of Public Health 2000).

Although Thailand’s public sector debt was only 7.9% of GDP in 1996, the
private sector was borrowing heavily in the short-term capital market. Most of
the Thai corporations were still controlled by families. These firm borrowed
heavily to meet their capital needs. Corporate bond markets were almost
nonexistent in Thailand, and the capital market has been insufficient. Many
Thai companies were borrowing large sums in short-term credit, so-called

“hot money”, for non-productive investments in long-term real estate
projects. Average debt-to-equity ratios for these companies rose to 1.98. Much
of the capital for these loans has been supplied by foreign sources wishing to
cash in on the high growth rates here. The private sector had developed an

insatiable appetite for foreign capital which foreign investors and bankers were
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all too happy to supply on a short-term basis. Local lending rates have been
between 16-18% p.a. - with lending rates from foreign sources (passed through
local finance companies) being 4-6 %. In 1995, Thailand’s private sector
absorbed capital amounting to an astonishing 20.8% of GDP, and another 18.2%
the following year. Estimates were that by 1996 the country’s private external
debt was about $71.7 billion, or a whopping 40% of GDP. In effect, by 1996
economic growth was being fueled largely by infusions of short-term capital

rather than exports.

This cheap source of loans fostered a boom in real estate development in the
mid 1990s, because property is the most widely accepted source of collateral for
more loans. Thus, the “great pyramid” was constructed. By 1995, it became
apparent that an enormous oversupply in commercial property and housing
stock in the Greater Bangkok Area had accumulated (see figure 5). By the mid-
90s, real estate developers were having increasing difficulty selling new stock
and suddenly found their creditworthiness eroding as they began defaulting on
loans. Thailand’s Central Bank became concerned about the quality of
commercial loans and raised the prime lending rate to 13.75% in 1995 putting
an additional squeeze on the housing sector. The bottom of the property
started to fall out in 1996. Regrettably, much of the additional debt taken on by
these companies was not used for plant and equipment, and those companies

that were publicly traded suffered sharp declines in share values.
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Fig. 5. Cumulative Growth in Construction Areas Permitted
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In recent decades, Thailand has experienced an increasing influence of

Western models of wealth accumulation and material prosperity

(Bhanthumnavin 1981). Nevertheless, the process of establishing a robust and

relatively independent domestic market is largely incomplete. The process is

incomplete because the wealth that has been created in the country is due

largely to massive foreign investment and credit which is by nature an external

source of economic stimulus (Jansen 1995). As Berger (1996) points out, Thai

marketeers and industrialists learned how to “manufacture desire” by

capitalizing on shifts in values. As early as the 1950s, Thais became enamored

with using modern technologies and consuming prestigious brands to feel
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sabaay. These trends set up conditions for the socioeconomic crisis of 1997-98

that I will discuss in chapter 7.

Anthropological assessments of globalization

In recent years, anthropologists and other social scientists have taken up the
study of globalization, conceptualizing this process as a boarderless flow of
people, ideas, capital and products. World systems theorists have called
globalization the “new world order capitalism” characterized by a relative
decline of U.S. and European economic hegemony; global price competition;
stagnation or declines in working-class standards of living; capital mobility;

and the extraction of resources in the form of profit.

Even among social scientists, there was great optimism prior to the Asian
economic crisis about the dynamism of the region. In asking the question:
“Will the twenty-first century be the Pacific century?”, Bell (1995) has suggested
that in the twenty-first century, the focus of future modernization will be the
Pacific region. The importance of these modernizing societies to the global
economy guarantees that whatever course of events unfolds in the region will
have an impact throughout the world. In looking to the future of
globalization to answer the question of the Pacific century, Inayatullah et al.
(1992) have discussed the concept of the “Pacific shift,” defined as a transfer of
wealth, culture and innovation from the Atlantic to the Pacific region. Citing
growth trends in East and Southeast Asia, the analysis predicted that the Pacific
would become the new economic center of the world. Furthermore, the
analysis projected that many social facets of the Pacific century would be based
on new technologies, and new uses of telecommunications to bring about a

"Pacific telecommunity."
81



Aseniero (Aseniero 1996) reviewed broader economic trends throughout Asia,
noting that in contrast to three decades of steady deceleration in the world
economy, Asia’s economic performance has been exceptional. But Aseniero
cautioned that the Asian “miracle” must be understood as an integral part of
the world-system. If the limits of economic growth have been reached and a
period of high inflation were to occur in the near future, as some suggest, this

will only increase the region’s importance.

Although the large-scale forces of globalization and industrialization are
important to overall improvements in fundamental conditions such as health
and education, different members of Southeast Asian societies experience
globalization in their daily lives according to their particular characteristics and
circumstances. Among Thais, the quests for modernization have not been
uniform. Those elites who dominant the political and economic scene have
pefsuaded economic growth by employing science and technology (Berner and
Korff 1995). Those who are more traditionally oriented have been more critical
of the dilemmas raised by modernity and enlightenment. Women have
experienced additional challenges and opportunities in responding to the
demands of globalization as a result of kinship, social, religious, and ethnic
proscriptions (Nagata 1996). Mittelman (1994) has discussed the experience of
ethnic minorities, peasants and the poor who manage to survive (or not) at the

margins of the global economy.

Anthropologist specializing in Southeast Asia are now exploring the current
impact and future implications of globalization on the health of peoples of the
region (Ong 1987; Herskovits 1999). In recent years, anthropological research

has looked at three aspects of contemporary global flows — television, tourism
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and scholarship. Although TV was previously considered a somewhat isolated
means of advancing local cultural production, often operating under state
control, global telecommunications have expanded its influence and reach.
Largely because of pressure from media superpowers in the U.S., GATT was
expanded to include free trade in audiovisual services. TV may now be used as
a means of global indoctrination and cultural imperialism, and as a facilitator

of socioeconomic progress, democracy, and global cooperation.

Richards (Richards and French 1996; Richards and French 1996) has framed the
seemingly irresistible infiltration of global TV (i.e., CNN and Rupert
Murdock’s Sky TV) in Southeast Asia as a potential threat to the maintenance
of distinctive national, regional, and local culture. TV services in Southeast
Asian have been and will continue to be exposed to foreign competition from
transnational media corporations with massive advantages in resources,
market share, technology. Richards notes that several Southeast Asian
countries have been successful in resisting external pressure and maintaining
national TV as a means of localized cultural production, education, and
information dissemination. Under these circumstances, scholars, politicians,
and entrepreneurs will continue to compete for the legitimacy of their own

visions of what TV can and should be.

International tourism has propagated remarkable growth in the flow of people
in Southeast Asia, both by foreigners visiting the region, and Southeast Asians
traveling abroad (Tang 1990). Much of the literature prior to the 1980s on the
cultural consequences of tourism was limited to critiques of Western
ethnocentrism and narrowly defined cultural contexts in which tourism

occurred (i.e., sex tourism) (Cohen 1988). Two arenas of tourism and culture
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change have garnered recent attention. First, new research has considered the
expanded cultural role of the Southeast Asian state brought about by tourism
(Cohen 1995; Forsyth 1995). Peleggi (1996) explores the relevance of Thailand's
heritage attractions to international and domestic tourism. The ideological
implications of tourism may be such that the official historical narrative
becomes a vehicle for state manipulations of Thai heritage for the
consumption of foreigners and Thais (Elliott 1983). Second, anthropologists
are now investigating the cultural characteristics of tourism (Pongsapich 1982;
Cohen 1992), as opposed to other industries as a medium for face-to-face

contact between strangers encountering one another in a “global village.”

Finally, Evers (1994) has discussed the impact of globalization and modernity
on what he calls the take off of the social sciences in the Southeast Asian
Universities. Researchers are now promoting the interdisciplinary exploration
of social issues in the region using information technology. Topics range from
globalization and modernity; the state, society, and development; culture,
religion, and ethnicity; and family, gender, and socialization (Chomchai 1969;
Bell 1991). The flow of digital information between scholars throughout
Southeast Asia and the world, particularly through the internet, is an

anthropological topic sure to be discussed in the near future.

Background of research sites

To make a rural/urban comparison, I interviewed rice farmers from the
Central provinces of Lopburi and Ang Thong and shopkeepers and laborers

living in Yannawa district, in the core area of Bangkok. I choose to work in
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these two locations because they are important areas of Central Thailand, the
region which has dominated the Kingdom for several centuries. Many Thais
claim that the way people think in the countryside is different from the way
Bangkok residents think (Korff 1993). This was a perception I wanted to
explore. The following sections provide some background about the social

history of these two field sites.

Background on Ang Thong and Lopburi Provinces,
Upper Central Thailand

The provinces of Lopburi and Ang Thong are located in the Central region
near the northern rim of the upper Chao Praya delta — Thailand’s great “rice
bowl” (see figure 6). The Central region is home to 23% of the Thai population
(excluding the Bangkok metropolis). Ang Thong covers 968 square kilometers
and borders the west bank of the Chao Praya river while Lopburi covers 6,199
sq. km and lays slightly to the east of the Chao Praya (National Statistical Office
1997) (see fig. 6). The provincial capital of Lopburi is located 154 kilometers or a
two-hour drive north of the core of Bangkok, Ang Thong being 105 kilometers
away. The field sites selected for this study in Ang Thong were rice farming
villages along the Chao Praya river in Chai Yo district and near the western
boarder with Surpanburi in Samko district. In Lopburi, villages were selected
in three districts of Ban Mi, Ta Wung, and Muang Lopburi where rice farming

is the main agricultural activity.



Fig. 6. Map of Upper Central Provinces
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Historical background

Lopburi was one of the centers of early Dvaravati Buddhist civilization from
the 6th to the 11th centuries. The Dvaravati kingdoms, named for the city of
Krishna in the Indian epic poem Mahabharata, was strongly influenced by

expanding Indian civilization. These small kingdoms, the first complex
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polities in these lands, established a network of moated cities around the
coastline of what was the Early Historic Bay of Bangkok (National Identity
Office 1991) (see figure 7). These settlements were likely supported by broadcast
and paddy rice cultivation (Mudar 1999).

Fig. 7. Map of Historic Bay of Bangkok
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The Dvaravati produced fine works of art, and were particularly advanced in
the aesthetics of Buddhist iconography and architecture. Ruins and statuary
from these periods are still preserved in the provincial capital. In the 11th or
12th century, Lopburi was overtaken by the invading Khmers of the Angkor
empire and later by ethnic Siamese of the Sukhothai kingdom. It became a
religious center of the commingling traditions of Theravada and Mahayana
Buddhism and Brahmanism. Ang Thong has a less prominent history because
most of the area of the modern-day province was a submerged under the Bay
of Bangkok until it filled in with sediment. As Ang Thong was settled it

became a minor trading hub within the Ayuthaya dominion.

Ethnically, the majority of inhabitants of both provinces are Siamese, many of
whom still call themselves “rice folk.” Some are the decedents of at least 46
generations of rice farmers. Linguistically, most of the people living in these
provinces speak the Central Thai dialect, although there are pockets of Lao-
speakers because of past migration. The region is also home to the decedents of
ethnic Chinese who immigrated roughly 100 years ago and became farmers and
merchants. The Chinese-Thai residents of these provinces are well-integrated

into the wider society.

Demographic trends

In the last 1990s, the Central region had the highest population density of the
four regions of Thailand at 135 persons per sq. km. in 1996 (National Statistical
Office 1997). Nevertheless, the region is still sparsely populated compared to
Bangkok at about 3,500 inhabitants per sq. km. In 1996, Ang Thong ranked as
the ninth most densely populated province in Thailand at 297 per sq. km. as
compared to Lopburi at 121 per sq. km.
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Over the past three decades, the population growth rate has declined steadily.
In 1966, Lopburi had a population of 441,002 and grew to 662,341 by 1981 for an
increase of 50% in 15 years (National Statistical Office 1996). During this period
the population of Lopburi was growing at an annual rate of 4.2%, but slowed to
2.1% primarily because of rapid adoption of family planning. By 1996,
Lopburi’s population had risen to 749,487 having increased by only 13% over
the previous 15 year period, and the growth rate had dropped to 0.5%. This
shift was due to continued family planning and net out-migration. Ang
Thong’s population growth rate was low between 1976 (pop. 247,404) and 1981
(pop. 256,854) rising an average of 0.7% p.a. also due to family planning and net
out-migration. In the period of 1981-86, the rate increased to an average of
1.3%. By 1996, the population had grown to 288,037 and was growing by 1.7%
per year. The populations of Lopburi and Ang Thong provinces are relatively
young, with approximately 21% being under the age of 13 (see table 2).
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Table 2. Demographics and Economic Indicators in the Upper Central Region,
Ang Thong and Lopburi Provinces

Upper Central Region Ang Thong Lopburi
Population in 1996 (1) 2,884,741 288,037 749,487
Birth rate (1) 1.34 1.7 1.24
Death rate (1) 0.57 0.7 0.52
% of pop. that are children under 13 (1) 21.0% 20.5% 21.0%
Total workforce 13 and over (1) 1,536,218 11,192 429,091
% workforce as farmers (1) 34.5% 37.6% 53.3%
% female workers as farmers (1) 35.4% 37.2% 52.8%
% male workers who are farmers (1) 33.8% 38.1% 53.6%
% workforce in manufacturing (1) 26.6% 23.6% 12.2%
% female workers in manufacturing (1) 29.6% 29.5% 14.4%
% male workers in manufacturing (1) 24.1% 18.1% 10.2%
Land tenure
Total area (rai) 10,370,922 503,808 3,874,846
Total area (sq. km.) 16,593 968 6,199
% land in farm holdings (2) 64.4% 94.9% 64.5%
% of area owned (2) 31.9% 45.7% 31.1%
% or area rented (2) 20.7% 30.8% 15.8%

Gross provincial product 1990 (B1,000) 75,382,617 5,283,458 13,643,186

GPP 1980 per capita 26,383 18,736 18,587
from agriculture 14.3% 17.8% 24.5%
from manufacturing 25.9% 15.5% 5.0%

Gross provincial product 1994 (B1,000) 125,674,128 6,461,212 18,337,786

GPP 1994 per capita 43,984 22,717 24,846
from agriculture 10.1% 13.5% 20.7%
from manufacturing 41.8% 16.1% 10.7%

Land use in 1996

Housing (1) 1.7% 4.2% 1.0%
Paddy land (1) 41.1% 76.1% 24.9%
Under field crops (1) 19.1% 2.4% 35.4%
Under fruit trees and tree crops (1) 2.6% 8.3% 1.7%

Upper Central region is Chainat, Singburi, Lopburi, Saraburi, Ang Thong and Ayutthaya
(1) National Statistical Office Statistical Reports of Region, Sub-Central Region 1997
(2) National Statistical Office Social Indicators 1997

(3) constant 1988 prices
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Agricultural conditions

The Central region has become one of the world’s great agro-industrial
production centers of rice. Farming has completely shifted to the use of “green
revolution”, high input, mechanized farming of high-yielding varieties of rice
and other field and fruit crops. It is fitting that Ang Thong means giant golden
bowl because the province has become a basin of agricultural prosperity. In
Ang Thong, 76% of the land was used for paddy rice cultivation because the
province is flat and has a well-established irrigation system, while in Lopburi
25% of land was used for rice cultivation due to the province’s varying
topography. Nearly all of the paddy rice cultivation was irrigated, allowing
farmers to plant and harvest at least two rice crops per year, and three crops in
the northern-most region of Lopburi. In 1993, the majority of the province’s
66,888 land holders held between 20-39 rai (3,200-6,240 ha) of land (see figure 8).

Fig. 8. Number of Lopburi Holders Holding Area (in units of Rai)
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In both provinces there was virtually full employment before the economic
crisis hit in 1997. In Lopburi, slightly over half of the workers were farmers. Of
land holders in Lopburi, 75.2% earned income only or mainly from agriculture
(National Statistical Office 1996). Ang Thong had a higher percentage of
workers, particularly women, working in manufacturing jobs because of its
proximity to many large industrial parks and factories in neighboring
Ayuthaya. In 1994, the average monthly household income in Lopburi was
6,612 baht (US$259) for an average family of size 3.8 persons. Of this income,
an average of only 17.8% was derived from farm profit and 30.7% from wages
and salaries. Average household expenditures were 76.1% of income. In Ang
Thong, average monthly household income was considerably higher at 10,309
baht (US$404) for household of 3.2 persons. Only 4.7% of income was derived
from farm profit and 31.7% from wages and salaries. Average household
expenditures were 106.6% of income. These statistics confirm that although
the majority of households in Lopburi and Ang Thong were farm families
with medium to small holdings, farming alone was not economically viable.
Many of the households depended on transfers from adult children working in

industry and the service sector to stay afloat financially.

Changes in farming

As farmers in the Central region have adopted mechanized, labor-saving
farming methods, the number of small tractors, “iron buffalo” as they are
called, has increased steadily since their introduction in the late 1960s. As a
result, the population of water buffaloes the faithful draft animal of Southeast
Asia of which Thailand had highly prized domestic stock, has declined
precipitously. In 1959, Lopburi was home to 82,632 head of water buffalo. By,

1979 the number of tractors had risen to 1,931 while the buffalo herd had
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declined by 56% to 36,653. In 1995, Lopburi farmers owned 12,986 tractors but
only 9,725 buffalo. From 1995 to 1996, Lopburi farmers sold off or slaughtered
73% of the remaining herd leaving only 4,578 head. By time I conducted
fieldwork, it was nearly impossible to see a water buffalo, the traditional source

of manure, anywhere in this region.

In the meantime, the quantity of government-produced chemical fertilizer
sold to Lopburi farmers increased from 2,576 metric tons in 1990 to 4,476 metric
tons in 1994, or 74% in only four years. At the time of this study, Central
farmers were complaining about the skyrocketing cost of chemical fertilizer
and the poor response of their rice crops to increased fertilizer use because of

deteriorating soil fertility.

Pesticide usage rates among farmers in the Central region are believed to be
among the highest in Southeast Asia (Lopburi Provincial Health Office 1998).
Nationally, farmers who were tested for cholinesterase, an abnormal enzyme
that results from exposure to pesticides, were found to have high levels in
their bloodstream. Over the period from 1992 to 1998, rates ranged from 16.0%
to 21.1%. Public health officials in Lopburi province have detected similar
prevalence rates among farmers. In five provinces in the Central region, 58.2%
of a sample of 545 farmers were found to have developed signs and symptoms

of Paraquat poisoning.

Development
Until the 1950s, river and canals provided the primary thoroughfares for travel
(Phillips 1965). With the rapid expansion of the highway network beginning

in the mid 1970’s and secondary, laterite “Kukrit roads” named for the former
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prime minister, the travel time and psychological distance between the
farmlands and provincial capitals, and between these provinces and Bangkok
have shrunk dramatically. Travel has been greatly facilitated by the rapid rise
of bus and truck transport as well as use of personal vehicles. Lopburi, like
many Central provinces experienced a dramatic increase in the number of
motor vehicles owned over the last two decades. Comparing levels over the
sixteen-year period from 1970 to 1996, the number of sedans jumped from 1,559
to 14,261, pick-up trucks from 1,729 to 29,089, and motorcycles from 1,590 to
123,668. Within just the short period between 1992 and 1996, the number of
pick-up trucks per household more than doubled in both Lopburi and Ang
Thong (see figure 9). The number of motorcycles per household increased

from 37% to 63% in Lopburi and from 45% to 70% in Ang Thong.
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Fig. 9. Vehicle Ownership in Lopburi and Ang Thong Provinces, 1992-96
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The transition to a mechanized, modernized way of life lead farmers into
greater indebtedness. Total loans outstanding from the government Bank for
Agriculture and Agricultural Co-operatives (BAAC) to farmers and co-
operatives in Lopburi in 1993 was 796.4 million baht (US$31.2 mil.). This

figure does not include loans from private lenders or loan sharks. That year,
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only 43.5% of farmers reported being debt-free (National Statistical Office 1996).
In just two years, outstanding loans had risen 20.9% to 962.6 mil. baht
(US$37.7 mil.).

Public health situation

Thailand has made great strides in improving public health by expanding the
public health infrastructure and instituting prevention programs. For
example, the proportion of households nation-wide that had sanitary latrines
increased steadily from 33.9% in 1975 to 96.1% in 1995. These coverage rates
were typical of Lopburi and Ang Thong. Potable water supply facilities were
installed in nearly all of the communities during this period. In the Upper
Central Region, the number of hospitals increased from 59 with 4,728 persons
per bed in 1986 to 83 with 6,437 persons per bed in 1995. Over the same period
the ratio of persons per physician declined from 7,660 to 5,361. For nurses, the
ratio declined from 2,283 to 1,118. A network of well-supplied district
hospitals, community health clinics and health posts was established and
staffed with qualified personnel. Near universal immunization was achieved
by the early 1990s. As a result, the burden of infectious diseases and infant and

maternal mortality declined substantially.

Today, with the rise in life expectancy and changes in the way of life and
environmental conditions, these provinces face a rising burden of
noncommunicable diseases (see table 3). Smoking remains a serious problem,
although rates have declined slowly but steadily over the last 20 years.
Excessive alcohol consumption has emerged as a major public health problem.
With the explosion in motor vehicle and tractor ownership, traffic accidents

have risen dramatically in the Upper Central Region from 42,583 causing 8,069
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deaths and 21,617 injuries in 1988 to a peak of 102,610 accidents causing 15,176
deaths and 43,541 injuries in 1994. This represented an 88% increase in auto-
related fatalities in just 6 years. In the years 1995 and 1996, the region witnessed

a welcome decline in accidents due to increased public awareness campaigns.

Table 3. Health Indicators, Smoking, and Alcohol Drinking in Lopburi,
Bangkok, and Thailand Nationally, 1995

10 leading causes of death in 1995 Lopburi National
Heart disease 54.4 69.2
Accidents and poisonings 29.8 61.5
Malignant neoplasm, all forms 19.4 50.9
Suicide, homicide and other injury 11.2 7.2
Diseases of liver and pancreas 8.4 11.8
Pneumonia and other diseases of lung 7.4 11.0
Hypertension and cerebrovascular disease 4.7 13.3
Tuberculosis, all forms 3.6 5.8
Diseases of the respiratory system (excl. upper tract) 34.7 27.0

Prevalence of smoking in working-age population
Central Bangkok  National

Total 14.1% 11.6% 19.9%
Male 39.8% 28.8% 42.5%
Female 2.7% 4.4% 4.4%

Prevalence of alcohol drinking in working-age population

Total 28.8% 22.9% 33.7%
Male 53.7% 40.0% 54.8%
Female 17.8% 15.9% 19.4%

Source: National Statistical Office
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Background on Yannawa District, Bangkok

Historical background

The original settlement that gave rise to the modern metropolis of Bangkok
was established on the west bank of the Chao Praya river in 1767. This area,
known as Thonburi, was the former capital of Siam until 1782 when the capital
was moved to Bangkok on the opposite bank of the Chao Praya river. The west
bank was considered less vulnerable to attacks from the Burmese who had

sacked the upriver capital of Ayuthaya.

For many years, Bangkok was a small settlement covering only 3.5 square
kilometers in the middle of a large floodplain ideal for rice cultivation
(Poungsomlee and Ross 1992). Originally, the area known today as Yannawa
was open farmland located south of the core of Bangkok. This area was called
“Baan Tawai” because ethnic Tibeto-Burmese “Tawai” people had settled in
this area for sometime before the capital was moved to Bangkok (Yannawa
District Office 1997). The Tawai people raised and traded water buffalo for
goods with ethnic Siamese living in the area. During the late 18th and 19th
centuries, the Siamese also called this area “Baan Kok Kwai” (Village of Water
Buffalo Stables). The villagers established a Buddhist temple during the
Ayuthaya period (14th and 15th centuries) called “Wat Don Kwai” (Water
Buffalo Hill Temple) which became well-known during the Thonburi period.

During the era of King Rama V (1868-1910), the Ministry of Interior decided to
formally designate this rural area as “Amphoe Baan Tawai.” In 1913, the
Minister of Interior decided to change the name of this area because the name

“Baan Tawai” was not of Siamese origin. He selected “Yannawa” which can be
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roughly translated as “transport vessel” apparently because of the district’s
reputation as a hub of trade being located inside this crook of the Chao Praya
river close to the mouth of the Gulf of Siam (Yannawa District Office 1997).
Most of the commodities bound for export such as rice, rubber, tin and teak
passed through the docks and piers of Yannawa. Many ethic Chinese settled in
Yannawa as it became a hub of commerce. The Chinese-Thai society built the
Buddhist temple Wat Proman in 1958, adopting a blend of architectural motifs
from Chinese, Tibetan, and Western styles not commonly found together at

other Thai temples.

Expansion of Bangkok

Between the 1950s and the 1980s, Bangkok grew exponentially in population
and area (see table 4 and figure 10). By the late 1990s, the Bangkok metropolis
covered 1,565.2 sq. km and was home to about 5.5 million Thais or about 9.3%
of the total Thai population. Through the mid 1960s, Yannawa was still mostly
a wide-open territory sparsely inhabited by farmers. It was famous for its guava
orchards (suan farang). As Yannawa was being engulfed by the ever expanding
Bangkok metropolis, the orchards were uprooted and paved over to make way
for garment factories, foundries, shophouse metalworks and streets lined with

commercial shops and jampacked with pedestrian and auto traffic.



Table 4. Bangkok Population Growth, 1976-96

Total Density Population
population (per sq. km.) growth rate
1976 4,545,600 2,904.5
1981 5,331,400 3,406.6 17.29%
1986 5,468,900 3,494.5 2.58%
1991 5,620,600 3,582.9 2.77%
1996 5,585,000 3,560.2 -0.63%

Source: National Statistical Office

Fig. 10. Maps of Expansion of Bangkok Footprint, 1900-94
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In 1971, Yannawa was incorporated into Bangkok’s core under the Bangkok
Metropolitan Administration and its administrative designation was changed
to the District of Yannawa (kaad). As new housing stock was built in areas like

Yannawa, household size in Bangkok declined steadily from an average of 6.32
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persons per household in the 1960s to 4.45 persons in the 1990s. With rapidly
expanding urbanization and increasing population, Yannawa was divided in
1988 into the three separate administrative districts of Yannawa, Sathorn and
Bangkolam. Yannawa was bordered by Sathorn district to the north, the Chao

Praya to the south, Klong-toey district to the east, and Bangkolam district to the

west (see figure 11). Yannawa district covered 16.7 square kilometers or about

1% of Bangkok.

Fig. 11. Map of Yannawa District, Bangkok
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This study was conducted in the northern registered subdistrict called
Bangpongprang in the area around Chan Road and Wat Paingung. This area is

considered to be a high-density working-class neighborhood with a mix of
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industrial and residential buildings. In general, the industrial labor force in
Thailand is highly mobile and transitory, moving between Bangkok and rural
home provinces (National Statistical Office 1997). Because of the constant flux
of people moving in and out of Yannawa, it has been difficult even for local
officials to accurately describe the demographic profile of this district. Yannawa
attracted a large pool of industrial labors who took up residence in three-story
concrete shophouses, high-density apartment buildings, dormitories and
slums. By 1990, Yannawa had become typical of Bangkok as a whole with 34%
of the population having been born outside of the city (Bangkok Metropolitan
Administration 1995). At the time of this research, Yannawa had 29 legal

communities and 12 squatter communities that had not been registered.

During the 1990s, Yannawa, was one of the most economically active and
densely populated areas of Bangkok. Yannawa’s district motto sums up the
drive to transform this area of farmland into a metropolitan zone: “Beautiful
bridge, attractive temples, well-known for industry” (Sapan suay. Wat-gnam.
Namgaduang rungoodsahakum.). “Beautiful bridge” refers to the first
suspension bridge (sapan-kwaan bridge) build over the Chao Praya River that
makes Yannawa a gateway to Thonburi. Yannawa also became one of the
main founts of cash transfers that flowed from workers particularly in their 20s
and 30s to extended family members up country. With the constant
movement of people between Bangkok and the rural provinces, Yannawa like
many other urban districts became portal of consumerism, new customs,
fashion trends, tastes and habits that shaped the “modern lifestyle.” All this
changed during the economic crisis of 1997-98 when Yannawa experienced a
dramatic drop in population due to the mass exodus of young workers and

whole families who were laid off from jobs in the construction,
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manufacturing, and service sectors (Assavanonda 1998). According to official
records, in March 1998, Yannawa had retained only 94,186 inhabitants and

38,523 households, or just 2.44 persons per household.

Traffic and other environmental problems

Bangkok has become famous for its nightmarish traffic. The city was originally
organized primarily for boat traffic on the river and network of canals, and not
for automobile traffic. With rapid urbanization, a somewhat haphazard road
network was laid down at a breakneck pace. Because Bangkok was built up
without a master plan, many of the roads were created 10 to 20 years ago by
simply paving over the network of klongs (canals). By the 1990s, roads covered
a mere 9% of the total surface area of the city compared to 20-25% in other
major cities throughout the world (Bangkok Metropolitan Administration
1995). This process transformed Bangkok from being the “Venice of Asia” to

being one of the most congested “automobile cities” in the world.

Yannawa is crisscrossed by 10 arterial roads and a maze of countless tiny sois
(lanes) in which even experienced taxi drivers get lost. In the years prior to the
study, principal thoroughfares such as Rachadapisek road and Chan road had
become extremely crowded because of the construction of office buildings, open
markets and entertainment activities. Noise pollution became a serious
problem with motorcycles, truck traffic and people moving 24 hours a day
through Yannawa'’s streets. Fortunately, with the economic crisis and the
flight of many workers to the countryside, traffic congestion declined
noticeably. Elevated expressways and tollway bridges have carved through the
neighborhood in the last 10 years, displacing people who were living in low-

cost, concrete housing. And a massive Central Department store Mall had
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been put up almost overnight along side a new elevated expressway and a

cluster of luxury condominiums.

As a consequence of filling the canals, Bangkok suffered serious problems with
water supply, drainage, and flooding for many years (Poungsomlee and Ross
1992). The city is located on an alluvial pan of clay covered by sediment at an
elevation of 1 1/2 meters above sea level. Yannawa was one of the worst areas
for flooding because it is situated with the Chao Praya on three sides and is at
the southern end of the city closest to the rising tides of the Gulf of Thailand.
More recently, the Bangkok Metropolitan Authority has installed sewers,

storm drains and operated pumping stations to reduce flooding.

Social and health conditions

The residents of Yannawa are served by nine Buddhist temples, two mosques,
one Chinese vegetarian temple, twenty-seven non-profit organizations (such
as the red cross), and eleven benevolent societies (such as the Chinese Tajil
society). Several temples have open lots that they make available for weekend
markets, sport competitions, and other community activities. Bangkokians
have only 0.59 square meters of park space per person compared to the WHO
standard of four sq. m. per person. There are no community parks in the
northern area of Yannawa where this research was conducted. However there
are some privately-owned areas for activities close to the Chao Praya river. Six
primary schools are located adjacent to Buddhist temples and thirteen private
schools ranging from kindergarten to vocational and technical colleges are

located in Yannawa.
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According to a study conducted by the Office of Housing and Urban Programs
in the U.S. Agency for International Development (1990), Bangkok residents
have been living for many years with serious environmental health problems.
The highest risk problems were particulate matter which substantially reduces
respiratory functions and can be a source of cancer; lead in the air, drinking
water and food which causes hypertension and reduces mental capacity among
adults and children; and a high concentration of infectious organisms which
cause respiratory and gastrointestinal diseases. Medium risk environmental
factors were carbon dioxide and trace metals. In 1997, Bangkok failed seven out
of 23 indicators of a "healthy city" set by the World Health Organization
standard. Environmental quality and management in Bangkok was graded
unhealthy. The seven indicators deemed unhealthy were air and water
quality, waste disposal and open space, public participation, transportation, and
income distribution. Based on measurements taken in August 1996, Yannawa
was declared the most polluted area in Bangkok with dust levels in the
Sathupradit area measured at 4,850 micrograms per cubic meter of air, 15 times

the acceptable standard of 330 mg/cu (Staff 1996).
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CHAPTER 5

METHODOLOGY

“The cell biologist or membrane biologist poses the problem for
the cell or membrane, the social psychologist for the small
group, the anthropologist for the culture. In each case, the
problem is: How, in the face of the constant seeming wild dance
of the reality of the stimuli bombarding the system from
subsystems and suprasystems, does one separate information
from noise, makes sense of one’s world? For if one does not, if
one does not succeed in some adequate level of filtration, “one”
— the system - will inexorably go mad and die”

Aaron Antonovsky, Unraveling the Mystery of Health

This study is based on a combination of classic and new anthropological
methods. To understand sabaay in everyday Thai life, I used ethnography, that
is, the practice of observing and participating in everyday life, and speaking
with people about their culture, society, and surroundings (Keyes 1978 Miles
and Huberman, 1994; Hammersley and Atkinson 1983). Additionally, I
complied data from written field notes, photographs and videotapes,
newspaper clippings, and impressions and memories which are both
descriptive and analytical in nature. I also collected and analyzed available

historical and official statistical data, and interviewed experts.

Because of the complex nature of sabaay, I developed an informal group

interview method I call the “insight group interview” that is tailored to Thai
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behavioral patterns and group dynamics. This group interview method
generated qualitative and quantitative data that I analyzed using an integrated

ethnographic and statistical analysis (Fry 1981).

Participant observation and informal interviews

I used ethnographic observations and informal interviews to generate
qualitative data about sabaay in everyday life. This part of the research
examined the relationships between change at the global and local levels. I
observed Thailand’s economic boom and bust through three lenses. One lens
was participating in the lives of my wife (a native Thai), relatives, friends and
academic colleagues while living in Thailand and the San Francisco Bay Area.
The second lens was the academic literature, press and popular media. And
the third lens was the specific research undertaken for this dissertation. I also
collected anthropological data on the sociocultural and personal nature of
being as a working-class Thai nonsmoker or smoker. I used these data to
understand who smokes in Thai society, and why. The analysis of these data
provided a basis for deeper investigation into the differences between

nonsmokers and smokers.

Throughout this phase, I took a ‘dragnet’ approach to learn where sabaay was
discussed in everyday life. This was the phase of intensive observation and
and what anthropologists call ‘hanging out.” I spent time with my Thai family,
my wife and my in-laws, and their friends learning about what was happening
to Thailand, to their families and friends, and why from their points of view. I
drove around and chatted with people in Bangkok, at my sister-in-law’s beauty

salon in Yannawa and the area where I lived in countryside in the Central
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Plains. I went regularly to the malls at Future Park, Rangsit and Central, Lat
Pao, and Rama III, local markets in Yannawa, and the massive regional
produce market at Dtalaad Tai (maranl). I participated in festivals and
funerals. I watched TV, listened to pop rock and Thai country music (luk
toung) on the radio. I read books on Thai culture and Buddhism, and read the
Bangkok Post cover to cover every day and clipped articles. I also talked with
faculty and graduate students in the Health Social science program and the
environmental resource program at Mahidol University. I interviewed the
Director General of the Ministry of Public Health, MOPH officers and staff
working in health education, the Lopburi Chief Provincial Health Officer,
attended national meeting on health promotion, and gave guest lectures at

several universities.

From all of these experiences, I wrote ethnographic field notes on health
feelings, observations of Thai health-related behaviors, and images of sabaay
and health in the mass media and everyday life throughout the early stages of
the social and economic crisis. These data became the foundation from which I
formulated a series of specific research questions to explore in semi-structured,

group interviews.

Based on pilot group interviews, I discovered that group discussions offered
rich opportunities for data collection because Thais talk naturally about life in
group settings. Thais like to be in groups and feel more comfortable discussing
feelings among friends. Group interviews offer a natural opportunity to hear
Thais exchange ideas and develop their own insights. One-on-one interviews
were not suitable for collecting data on personal feelings of sabaay for reasons

discussed below.
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f standard group interview method
Group methods used in the social sciences range from the highly naturalistic
approach (also known as the “focused interview”) to the highly structured
focus group interview (Merton 1956; Templeton 1994). In a naturalistic group,
participants are often interviewed in a setting that is familiar. Naturalistic
groups generally bring together people who are acquainted with one another.
The interviewer plays a minimal role in directing the course of discussion and
uses a non-directive approach to explore an area of interest by initiating a
group discussion and then following leads and cues as they emerge in the
interview. This approach is guided minimally by the interviewer, is highly
improvisational and relies heavily on the ability of the interviewer to detect
explicit and implicit themes and tributaries of information. The main
advantages of the naturalistic approach are that it simulates the way in which
participants talk naturally in a group about their feelings. It also creates
opportunities for the interviewer to hear about and explore areas the
investigator might never have considered. The main disadvantage is that it
relies heavily on the interviewer’s skill and can easily drift to topics that

consume limited interview time.

By contrast, the focus group interview is typically much more structured.
Subjects are nearly always interviewed in a controlled, unfamiliar setting
where they can be observed, in some cases through a one-way mirror.

Focus groups generally bring together total strangers who are selected because
they meet some specific criteria of interest to the investigator. A facilitator
generally uses a highly structured approach to interviewing in which they
follow a specific, investigator-driven agenda, usually by sticking closely to a

predetermined interview protocol. The main advantage of the focus group is
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that it allows an investigator to systematically cover a series of research topics
with each group. For this reason, focus groups have become a preferred
method for understanding health problems among some health researchers.
Yet using focus groups for health research may be stretching the limits of this
method because focus group interviewing was not developed for health
research purposes. Originally, focus groups were developed by market
researchers to ask Americans about a specific stimulus such as a proposed
product rather than to understand broad topics typical in health research

(Rachman 1985; Lilien, Kotler et al. 1992).

Regarding the present study, I found in pilot tests of group interviewing
methods that naturalistic group interviews can be tailored more easily to suit
culturally-specific patterns of group discussion. But, I also found that working-
class Thai participants were clearly reticent about exposing themselves to
criticism or ridicule, or to be perceived as undermining the authority of those
few (usually older men) who spoke the majority of the time. Before
proceeding, I should caution that the following generalizations and do not
apply to all Thais. They are not intended as stereotypes, but rather as
observations about general patterns. Most Thais have limited experience with
reflexive, introspective or analytical thinking having been educated in a
system that emphasizes rote memorization and skill acquisition (Thailand
Ministry of Public Health 2000). I found that without some structure, Thais
quickly run out of things to say about broad feelings like sabaay. Furthermore,
when I introduced a specific topic, the participants frequently tried to
determine what I would like to hear, and then framed their answers to please
me accordingly. In a naturalistic interview, participants often lost interest in

the topic if they found it boring, and would drift to other topics.
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When interviewing Thais, I found that focus groups may be useful for some
purposes. The focus group interview, however, presents significant
limitations when asking Thais about health values and habits. It is important
to note that focus groups are a product of American culture and values in
which each individual feels entitled to express their own opinion, and is
expected to defend it through debate. In the Thai context, Thai group dynamics
are different from American group dynamics (Kaufman 1975). Unlike
Americans, Thais who are strangers to one another do not readily form a sense
of group identity or rapport when placed in an artificial situation together. In
formal settings such as an interview, Thais tend to defer to authority, and to
follow the opinion of those at the top of the social hierarchy (Holmes and
Tangtongtavy 1996). Thais tend to avoid conflict and disagreement unless they
are sure it will not lead to someone losing face, that is, intentionally or
unintentionally causing another to feel humiliated, embarrassed, resentful, or
ashamed. In Thai society, it is inappropriate to assert one’s own opinion
forcefully, or to directly criticize others’ opinions, because strongly asserting
own’s own opinion may cause another to lose face. In such a highly
unfamiliar and controlled environment, Thais are unlikely to express their
frank judgment and reaction to specific questions or stimuli. They are even
less likely to volunteer other points of view or ways of thinking which the
investigator had not considered. For interviewing Thais about health and
sabaay, focus groups proved to be too directed and structured to capture natural
conversation. Furthermore, the quality of the data produced in a focus group

depends almost entirely on the facilitators’ skill to manage these hazards.

To summarize, these are some of the culturally specific reasons why both

naturalistic groups interviews and focus groups interviews present limitations
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for this kind of research with Thais. These observations are supported by the
work of Holmes and Tangtongtavy (1996) on Thais’ ordinary behavior patterns

in organizations.

¢ Thais rarely form a sense of group identity spontaneously with strangers

¢ Thais tend to be restrained in groups when they are asked to reflect on
and discuss feelings about health

* Thais tend to defer to authority and to perceived hierarchy

¢ Thais tend to believe that men should talk before women, and speak
with more authority than do women

¢ Thais tend to avoid conflict and disagreement

¢ In Thai culture, it is inappropriate to assert one’s own opinion forcefully,
especially to strangers

¢ In Thai culture, it is inappropriate to directly criticize others’ opinions

The insight group interview method

The observations above set up a methodological puzzle: how can a researcher
create conditions that will stimulate natural group discussions that produce
insights about priorities, sabaay and health awareness without setting up
unfavorable group dynamics or triggering inhibitions? To solve this puzzle, I
asked my advisors who have experience interviewing Asians for advice,
received guidance from Thai colleagues working in anthropology and public

health, and followed my own experience and intuition.

I chose to conduct group interviews rather than individual interviews because
Thais naturally like to talk about their views and feelings in familiar groups

(Poungsomlee and Ross 1992). I learned early in my pilot research that it was
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nearly impossible to conduct a one-on-one interview with a Thai because
someone would invariably join the conversation. It was also awkward and

unnatural for just two people to be isolated in an ordinary setting.

I developed a group interview method that would create a middle path
between a free-flowing, naturalistic group interview and a highly structured
focus group interview. I call this method the “insight group interview”
because it creates opportunities for participants to discover, interpret and share
their own insights about their feelings and views by interacting with one
another. The insight group interview adjusts for some of the culturally
specific ways in which Thais tend to participate in group discussions discussed
above. This method also allows the researcher to explore specific research

questions systematically, yet flexibly.

The insight group interview is a hybrid of traditional anthropological and
social epidemiological data collection methods that incorporates Likert’s scales
(1932; Hayes and Likert 1957) Osgood’s semantic differential (1957; Snider and
Osgood 1969; 1975), and Pelto’s pile sorting method (Pelto 1970; Pelto, Pelto et
al. 1989). This approach allows the researcher to obtain insights from a
combined analysis of qualitative and quantitative data generated by the group
interview. The insights that resulted from these interviews are thus those of
both the participants and the researcher. The insights the participants
produced through self-reflection and talking with one another have been the

principal basis for my understanding of sabaay.
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Insight group interview preparation

To set up the insight group interview, I asked Thais I was acquainted with to
invite a group of four persons in a neighborhood who knew each other to
meet in a familiar setting such as a home or office (see sampling and
recruitment procedure below). I requested that the persons invited to
participate should be within a specific age range and either all of the same
gender or balanced with two men and two women (see selection criteria
below). The recruiters would make arrangements for the group to meet at a
convenient location. I conducted most of the interviews in the afternoons or
evenings at one of the group members’ homes or at a semi-private place such a
small shop. A confacilitator and I sat with the participants either on the floor
in circle or around a table. I introduced the purpose of the research and
explained that the participants’ anonymity would be preserved through
standard procedures of confidentiality approved by the University of
California, San Francisco Committee on Human Research. I asked the
participants for their consent to tape record and use their responses for research
purposes. None of the participants objected. After they gave their consent I

started tape recording the interviews.

Insight group interviewers

The perceived characteristics of the interviewers are important for any
interview. The participants were curious and eager to talk with a farang
(foreigner) about themselves. Many had never met a farang. My wife, a native
Thai, and I worked as a team to organize and conduct these group interviews.
This provided gender and cultural balance. Her contribution was invaluable
for several reasons. First, she was able to help participants who were

unfamiliar with social science research understand the purpose of the
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interview, and make them feel comfortable discussing their personal feelings
and opinions. Second, we conducted all of the interviews in Central Thai
dialect, and there were occasions when she could translate questions or clarify
subtle points that escaped me because of the participants’ pronunciations or use
of colloquial expressions. Third, I could facilitate the interview while she took
notes in Thai, thus providing a back up record for the audio tape recordings.
Finally, she was able to point out aspects of the interview from a Thai
perspective, that is, to offer her own insights while we were conducting the

interviews and afterward when she faithfully transcribed the tape recordings.

In conducting the interviews, I took care to unfold the interview by following
the participants’ deeper interests while fulfilling my research objectives. To
accomplish this, I attempted to create a balance between what I wished to
investigate and what the participants were interested in discussing and

learning. In most cases, our interests converged in the course of the interview.

ight gr intervi nami
This interview method is designed to elicit frank, uninhibited discussion about
a health topic from a small group of persons who know each other. The
insight group interview is fostered by the selection of persons who constitute a
natural group, that is, persons who are friends or neighbors. Combining a
series of unfolding questions with activities stimulates discussion and draws
out a group’s insights about their views, feelings and habits in their daily lives.
The games also appeal to Thais’ sense of fun (sanuk) and their familiarity with,

and enjoyment of, playing card games.
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The interviews lasted between one and a half hours to two hours. Generally,
most participants were somewhat shy and formal in the beginning of the
interview, but at the same time comfortable because they knew one another.
As the interview proceeded, they relaxed quickly and discussed the topics at
hand with little apparent reservation. In some cases, our interview would
draw one or two onlookers whom I allowed to stay as long as they did not

interfere with the discussion.

Stages of the insight group interviews

The interviews followed a flexible, semi-structured interview guide presenting
a sequence of questions and activities (games) that stimulate open, in-depth
discussion. In the course of these interviews, each participant played a series of
“insight games” to help them first independently map out and clarify their
own feelings, and then share their discoveries and compare their views,
feelings and habits with others (see detailed explanation below). Participants
progressively gained insights into their own feelings. This process stimulates
personal discovery (insight) and the exchange of feelings and ideas rather than

simply eliciting responses to questions.

I embedded my research questions into an interview guide that would invite
the participants to: 1) assess the impact of modernization on their

communities and surroundings (history and context); 2) assess the importance
of good health and feeling sabaay relative to other important aspects of their
lives (values and priorities); 3) rate the degree to which certain health-related
habits and conditions in their social and biophysical environments made them
feel sabaay or not sabaay (feelings and habits); and 4) assess how certain factors

affected their health (health awareness).
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As mentioned, the interview guide was designed to stimulate insights within
each participant and among the group through an unfolding sequence of
questions, insight games, and discussions. I organized the insight interview
according to a natural progression beginning with broad background topics,
then focusing down into particular areas of interest, and finally broadening to
larger themes. Because Thais are especially attuned to looking for meaning
through indirect cues by reading the context and a sequence of events
(Moerman 1988; Holmes and Tangtongtavy 1996), I structured the sequence of
topics and activities deliberately to avoid presenting information early in the

discussion that might “contaminate” subsequent activities or discussion.

The insight interview followed eight stages:

Stage 1. Introduce topic, gather and record basic information on each
participant and the community (10 mins).

Stage 2. Open-ended questions about change in community over the past 20
years (10-15 mins).

Stage 3. Insight Game 1: Assessment of priorities, rating importance of factors
in one’s life, and discussion about each participant’s priorities and
views (10-15 mins).

Stage 4. Open-ended questions about feeling sabaay (10 mins).

Stage 5. Insight Game 2: Assessment of feeling sabaay, rating factors that make
one feel sabaay or not sabaay and discussion about feelings and views
(15-20 mins).

Stage 6. Open-ended questions about about good health (5-10 mins).

Stage 7. Insight Game 3: Assessment of health awareness, rating how good or
bad factors are for one’s health (10-15 mins).

Stage 8. Open-ended questions and discussion about topics of mutual interest,

the current economic crisis, smoking, or life in America (10-15 mins).
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In stage one, we introduced ourselves and the general research topic explaining

that I was conducting research on the quality of life (kunapap chiwit
AUNINEIn) for working-class people in Central Thailand and Bangkok. I

assured the participants of confidentiality and asked for their informed consent
to participate. We asked each participant to share their personal background

with us and the group, and recorded these data on a form.

n ions a han
. . | 20
Next, in stage two we asked open-ended questions. I asked the group to tell me
about the history and characteristics of their community or neighborhood
using the question, “Over the last 20 years, is there anything that has changed

in your community/neighborhood?” (Nai chuwan 20 pi ti pan ma mee arai

blean bang rawp rawp mu baan nee? Wyaa 20d7Auwandiaslsasundasly

ﬁ1§78uqnl§:ﬁ1u) I probed about change, including explanations of the reasons

and results, in the infrastructure, surroundings, environment, community
relations, customs and celebrations. These were followed with the question,

“These days, how is it to be living in your community? (Tuk wan nee kwam
, . o o ’ Y & o~ (%
pen eu nai mu baan nee ben yang rai? Niudianudusg luyguuiidusilaiun).

This question was followed with a probe about feeling sabaay or not sabaay, and
why or why not. We then asked specifically about things that made them not
feel sabaay. At the end of this stage we asked, “If you compare 20 years ago and

now, which period is it more sabaay to live in.” (Ta breap teap gab 20 bee ti pan
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ma bag bajuban nee an nai dee gwa gan? aWUTBUWIBUAV2 0T U TUNN

o L A J @ - * o
Aunlsgiuiisulnudnanu).

S 3. First insigl . ranking the i
In stage three, we asked the participants to play the first in a series of three
insight games. I wanted to determine, in the personal philosophy of these
participants, how important sabaay and health were relative to other aspects of
life. In reviewing Suntaree Komin’s (1990) extensive work on Thai values, I
selected 19 factors of life for the participants to rate on importance in their lives
(see table 5). These 19 factors covered five aspects of life: health, well being,
opportunity, material prosperity, and secure conditions in life. The factors also
varied in their sources, some emanating from own’s own resources, some

from outside, and some being a combination of both.
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Table 5. Factors That Are Important In Thai Life

Factor Translation Aspect Source
T9n1sufuse To have a body with strength and stamina Health Both
qsnInéd To have good health Health Both
auisnie Feeling bodily well or comfortable Health Both
auanle Feeling good inside one's heart-mind Well being Both
Talunsugeniale Happiness and inner tranquility Well being One's own
daud Tnuan To be loved by another Well being Both
daui3dn To love another Well being Both
Yoy To make merit Waell being One's own
an1ifnea To have an education Opportunity Outside
AAuEANDN N To have equality Opportunity Outside
wodwaffu To have enough to live, enough to eat Material prosperity One's own
wWuauiie To be a rich person Material prosperity One's own
Furunaslng 9 To have a large house Material prosperity One's own
q30 To have a car Material prosperity One's own
didefio To have a cellular phone Material prosperity One's own
inspsfia’ung Stable economy Secure conditions  Outside
LRE A ET) Good government Secure conditions  Outside
anwuinasuazean Clean surroundings Secure conditions  Both
adudnin Peace in one's world Secure conditions  Outside

Based on my observations about the way Thais arrange elements physically in

relative order of importance, I developed a scale that was laid out vertically

with five levels stacked hierarchically. As shown in figure 12, Thais are

familiar with vertically organized hierarchies because of the influence of

Buddhist cosmology and anesthetics, as reflected in Thai architecture, Buddhist

alters, decorations and language (Jumsai 1997). Kings and leaders are called

“heads” referring to the top of the body which is considered sacred.
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Fig. 12. Buddhist Altar

: e 8 hﬂs’.‘“\ -

Altar showing arrangement of offerings and decorations in a vertical
hierarchical with the most important Buddha image being at the top.

Source: Thailand National Identity Office

For the first insight game, we gave each participant their own large plastic
folder which opened to form a two-sided board (see figure 13). On the left-
hand side of the board, participants were presented with a one-dimensional

vertical scale that they would use to map their opinions by rating items printed
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on small cards. We explained to the participants the purpose of the activity

and showed them how the board was organized.

First, we explained the overall structure of the board and showed them how to
use the scale. Using everyday language, we explained that the board was a scale
that gave them four types of information about the meaning of each level:
position in the vertical hierarchy, a number, a written description, and a color.
These stimuli were selected because they are culturally meaningful and
appropriate for the educational level of the participants in this study. All four

forms of stimulus were harmonized on a consistent gradient.

Fig. 13. Insight Game Board for Rating Importance of Factors

The most
1:important

Very
oiimportant

‘Important

‘A little bit
4:important

Not
5:important

On the left side of each level, a Likert scale was printed vertically from one to

five: at the top, “1” being for factors that were the most important in the

participant’s life (samkan mag ti sut §YRqyuINAgN) , then proceeding
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downward, “2” for very important, “3” for important, “4” for a little bit
important, and “5” for not important. Color was used to visually reinforce the
numeric and written scale. We read the scale out loud asking the group to
follow along on their boards. Each level was a 10 cm long, 2 cm high band
filled with a different color. The colors were organized on a gold-charcoal
gradient because in Thai culture gold implies great value and charcoal
indicates something charred and of little value. The top level (the most
important) was light gold, gold for very important, dark gold for important,

rust for a little bit important, and charcoal for not important.

Each participant was given a stack of 19 randomly sorted cards (2 cm x 2 cm).
Each card had one of the 19 factors printed on it. On the board, each colored
level on the scale was covered with a 10 cm x 2 cm clear plastic flap (modified
from a stamp collection album). The clear plastic flap opened at the top and
was used to keep the cards in place. We explained to the participants that they
should rate the importance of each item by reading the cards and then placing
them behind the plastic flaps on the levels where they though they should go.
We demonstrated this process by showed each of the participants how to slip a

few random cards behind the clear plastic flaps.

We asked each participant to rate all 19 factors independently according to their
own opinions and feelings. We instructed them that they could put as many
cards as they wanted on one level, and leave any level blank. We told them
this was not a test; that there were not right or wrong answers; that it was
natural for people, even friends, to agree about some beliefs and disagree about
others; and that we were only interested in learning about their opinions and

feelings. Each participant would work semiprivately on their own board.
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We requested that they not look at each other’s boards or discuss the items
while they were rating them. In practice, a few participants made an occasional

comment or joke.

Typically, the participants would first flip through all of the cards to get a sense
of the range of elements. Some would spread the cards out on the floor or
table and them place them into their board. Five participants had difficulty
reading the cards either because of poor vision or low literacy. In these cases,
one of the facilitators would sit next to the participant and assist them by
quietly reading the cards as they took them from the pile. The participant
would determine the appropriate level on the scale by referring to the number,
position, and color, and then place the card behind the flap. We would
confirm the level to the participant by reading the definition of the level

quietly aloud.

When the participants appeared to be finished rating the items, we asked them
to check their “map” and make any adjustment they felt were necessary. As
they were finishing, we would begin looking over their boards. This gave us
an opportunity to make mental notes of interesting variations within the
group. Once all four participants had completed this phase of the activity, we
asked them if we could compare answers to see how similar and different they
were. We randomly asked one of the participants to read aloud the cards they
had placed on the highest level to learn which factors were the most important
for that person. After giving an affirmational cue to reassure them that their
answers made sense, we would ask the next person to read their cards in the
first level. As a group, we would take note of which factors were the same and

which were different.
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For each group, we made sure we had covered the health and well-being
factors of greatest interest. Sometimes, we would compare which level they
had rated the same factor if it sparked interest. During this process, the
participants would usually begin to volunteer explanations of their life
philosophy as to what a factor meant to them, and why they rated it at a
particular level. We would draw out shy participants with questions as we
went on and affirm everyone’s opinions. This form of discussion continued
throughout the remainder of the game. We would ask the third person to read
their cards at the highest level and then make comparisons as a group with the
previous two participants. The same was done with the fourth participant.
Once the circle was completed, we repeated the process comparing the factors
rated on the lowest level as being not important. Again, we elicited
explanations of the ratings. The group would develop their own insights
about the similarities and differences in their opinions and feelings. From this
point, the process would become more improvisational and shift toward
natural discussion. In the best circumstances with lively groups, the
participants would interview each other with minimal intervention from

the facilitators.

Stage four provided a transition from the first insight game to the second. At
this point, the group had no specific awareness that we were going to focus
next on what makes them feel sabaay, or that we would relate these feelings to
a discussion about health behavior. We asked the group, “In your life, what

does sabaay mean to you?” (samrap khun, sabaay mai tung wa arai

dmsuamuauenNe§aesls) We also asked them, “Are sabaay jai (feeling
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good in one’s heart-mind) and sabaay gai (feeling well in one’s flesh), one
feeling or can they be separated?” We then asked, “Which of these aspects of

sabaay was more important, and why?”

Stage 5. Second insight game: ranking factors that

make one feel sabaay or not sabaay.

In stage five, we asked the participants to play the second insight game about
what makes them feel sabaay. We gave each participant a second large plastic
folder which opened to form a two-sided board to play on (see figure 14). We
explained that the left-hand side was for things that made the participant feel
sabaay jai (feeling good in one’s heart-mind) and right-hand side for sabaay gai
(feeling well in one’s flesh). In this folder, two printed scales ran vertically

down the sides from one to nine: “1” for factors that made the participant feel
the most sabaay (sabaay mag ti sut ‘«U‘lfm'mﬁiiﬂ), “2” for very sabaay, “3” for

sabaay, “4” for a little bit sabaay, “5” for just the same, “6” for a little bit not
sabaay, “7” for not sabaay, “8” for very much not sabaay, and “9” for the most
not sabaay. The same system of colored levels and plastic flaps was used. This
effectively created a semantic differential grid on which the horizontal axis was
binary (sabaay jai, sabaay gai) and the vertical axis was positive to negative

across 9 steps (1-4 positive, 5 neutral, 6-9 negative).
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Fig. 14. Insight Game Board for Rating Factors on
Two-Dimensional Sabaay Scale

SABAAY JAI SABAAY GAI
INTERIOR/EMOTIONAL EXTERIOR/BODILY

The most The most
sabaay jai sabaay gai 14
Very sabaay Very sabaay
jai gai 2
Sabaay jai Sabaay gai

3
A little bit e L |A little bit
sabaay jai sabaay gai 4
Just the Just the
same same 5
A little bit A little bit
not sabaay ‘|not sabaay @
Not sabaay Not sabaay
jai gai 7
Very much Very much
not sabaay || ; not sabaay 8
The most not The most not
sabaay jai sabaay gai @

We gave each participant a pile of 40 cards to rate. I selected these factors from
the earlier ethnographic work. The cards covered six areas directly linked to
morbidity and mortality trends in Thailand (see table 6). These six areas were
diet, body care, general health, mental health, transportation, and

environmental quality. In each of these categories, I selected a mix factors that

I expected participants would rate on the positive or negative ends of the scales.

Some factors were chosen because they related to other factors, usually in the
opposite direction i.e., getting rest versus working hard. We suggested that the
participants ask themselves how the idea on the card made them feel, if the
feeling was more jai or gai and then if the feeling was positive or negative. As

in the first game, we assisted those who had difficulty reading.
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Table 6. Factors That Influence Feeling Sabaay

Factor Translation Aspect Source
fuunalavesusiined Eating McDonald's burger Diet One's own
fuualy Eating fruit Diet One's own
fus'n Eating vegetables Diet One's own
fiur1wmindaiy Eating rice with tuna and chili sauce Diet One's own
fuiiflodnr Eating meat Diet One's own
fuvrenan Drinking soda Diet One's own
PBNNININTS Getting exercise Body care One's own
wvInniy Bathing every day Body care One's own
quynt Smoking cigarettes Body care One's own
Aumaan Drinking alcohol Body care One's own
wWnuou Getting rest Body care One's own
viaué Meditating Mental health One's own
Tnrwaz Praying before a Buddhist monk Mental health One's own
npUATIBLD Y Having a warm family Mental health Both
1aFunaals Receiving assistance from others Mental health Both
difeafoniou Having a family troubles Mental health Both
n1sufary Competition Mental health Both
So1dwA Wung Having a stable occupation Mental health Both

N uNEN Working hard General health One's own
e PRI Having knowledge Mental health One's own
Tusind Having no debts Mental health Both
fiudond Eating well, living well Mental health Both
gnaemaes? 10,000 um Winning 10,000 baht on the lottery Mental health Both
Wunraduluwely Worrying about not having enough money Mental health One's own
YszimalnsuwuniaSued  Thailand being in debt to the IMF Mental health Outside
Taufala Being hit up for money or a bribe Mental health Both
Yusnssu Riding a bicycle Transportation One's own
vasown Riding a bus Transportation One's own
dusinpTlyn Having a motorcycle Transportation One's own
dI0lwuy Having a Mercedes Benz car Transportation One's own
mifusaidsds Waearing a seat belt Transportation One's own
lanuintiuvon Wearing a motorcycle heimet Transportation One's own
fusad Driving fast Transportation One's own
QnInyy Being in an auto accident Transportation Both
nfa Being stuck in traffic Transportation Both
vilunapauds Polluted water in the canal Environment Outside
pn1mis Air pollution Environment  Outside
ANINUIAR BNAZDIN Clean surroundings Environment Both
ananné Having good health General health Both
31an1sufause To have a body with strength and stamina General health One's own
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As each participant completed the game, we looked over the cards to make
sure there were no glaring inconsistencies, and if detected we would ask the
participant to reread the card and make sure they were satisfied with the rating
they had given it. Once everybody had finished rating all of their cards, we
followed the same procedure in the first game beginning with the highest level
of sabaay jai. As a group, we would compare similarities and differences
among the participants and develop insights into the meaning of the factors
and reasons why participants felt as they did. We moved from the most sabaay
jai, to the most sabaay gai, and then to the most not sabaay jai and the most not
sabaay gai. In covering these four regions on the grid and comparing where
the participants had placed specific factors of interest, we managed to discuss
the majority of the factors. Because of time considerations, we never
attempted to cover all of the factors with each participant. Nevertheless, in the

course of the 24 interviews we discussed all of the factors on several occasions.

Stage 6. Open-ended questions about good health.

Stage six provided a transition between sabaay and health. At this point, the
group had only a vague notion that we were going to focus on health based on
the cards in the second insight game. We used this opportunity to ask
questions and discuss maintaining good health. We asked. “What do you

normally do to maintain or improve your health?” (Bogateet tam arai bang

pua hai sukapap dee unﬁﬁ'\az'lsﬁ'ntﬁa’lﬁqumwﬁ'). We also asked, “How is

health acquired?” (Sukapap dee ma jak nai? §BAINANIININY ) and “Who is
responsible for your health?” (Krai me natee rabpidchop samrap sukapap kong

khun? \asiminfisufingeudmsugenineainw)
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or bad factors are for one’s health.

In stage seven, we introduced the third insight game to identify the
participants’ level of health awareness (believed knowledge). This game gave
the participants a framework within which they could rate how habits, and
social and environmental factors impacted their health. We gave each
participant another large plastic folder (see figure 15). We explained that the
right-hand side was for things that made the participant’s health good or bad.
In this folder, a printed scale ran vertically down the right-hand side from one

to nine: “1” for factors that make their health the best (Tam hai sukapap dee te
sut ﬁ'l'lv;qzm'mﬁ'ﬁ'qn), “2” for making health very good, “3” for making health

good, “4” for making health a little bit good, “5” for just the same, “6” for
making health a little bit bad, “7” for making health bad, “8” for making health
very bad, and “9” for making health the worst. The same system of colored

levels and plastic flaps was used.
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Fig. 15. Insight Game Board for Rating Influence of Factors on Health

Makes health
the best

Makes health
very good 2

Makes health

| Makes health
| a bit good 4

Makes no
change 5

“|Makes health
" |a bit bad 6
Makes health
bad 7
Makes health
very bad 8

‘| Makes health
the worst

©

We gave each participant a pile of 30 cards to rate (see table 7). Many of the
cards were the same as in the second insight game on feeling sabaay. I selected
these factors from the earlier ethnographic and health research. The same six
areas covered diet, body care, general health, mental health, transportation,
and environmental quality. In each of these categories, I selected a mix factors
that I expected participants would rate on the positive or negative ends of the
scales. We suggested that the participants ask themselves how the habit or
condition on each card would affect their health. As in the first and second
games, we assisted those who had difficulty reading and double checked the

participants’ ratings. We followed the same procedure of asking them to share
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their scores at both ends of the scale and generated insights as a group about

how these factors could impact their health.

Table 7. Factors that Impact Health

Factor Translation

fivunnlauoa Eating McDonald's burger .
funaly Eating fruit .
fusn Eating vegetables *
ffus12uwdr Eating rice with tuna and chili sauce .
Auwdedml  Eating meat .
fuvroman Drinking soda .

sann1aan1sGetting exercise
21uwnnTu Bathing every day

gquynd Smoking cigarettes .
fiviwanwn  Drinking alcohol .
WnuBY Getting rest .
fusinWd  Taking Tiffy brand cold medicine

veaug Meditating .
Tnaims: Praying before a Buddhist monk .
dfeakense Having a family argument .
gnasmimes?  Winning 10,000 baht on the lottery .
dUszimalnsuls Thailand being in debt to the IMF .
TWhi'sn Taking a trip or vacation

na3undn - Working hard *
uanunuTus1 Getting a traditional Thai massage

T PRI Having knowledge .
Yusnisau  Riding a bicycle *
lafudniisn: Wearing a seat belt .
lawuaniuue Wearing a motorcycle helmet .
fusnd Driving fast .
qQninyy Being in an auto accident *
1asuuamy Being seriously injured in a vehicle

v luaaaads Polluted water in the canal .
pan1m&s  Air poliution *
animuana s Clean surroundings *

* indicates factors used in the sabaay and health behavior

Aspect

Diet

Diet

Diet

Diet

Diet

Diet

Body care
Body care
Body care
Body care
Body care
Body care
Mental health
Mental health
Mental health
Mental health
Mental health
Mental health
General health
General health
General heaith
Transportation
Transportation
Transportation
Transportation
Transportation
Transportation
Environment
Environment
Environment

insight games
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In the eighth and final stage, we asked the participants questions about the
current economic crisis. Specifically, we asked, “Why do you think that

Thailand is experiencing this economic crisis?” (Tammai setagit muang Thai
ben yan nee? vinluiasughadasinsiiuasad). We also asked about how the

crisis had impacted their lives and feelings of sabaay. To learn about their level
of uncertainty about the economic situation, we asked, “When do you think

the economy will improve?”(Khun kit wa setagit ja dee kurn muarai?
Qmﬁﬂ'i‘llﬁsusﬁﬂﬂzﬁﬁmﬁalwi). In the final discussion we tried to provide

some information about economic cycles and the experience of recession in
America, and some comfort having raised such a distressing topic. We
answered any questions they had about this research and thanked them for
their generosity and invaluable participation. Spontaneous questions and

comments were recorded and transcribed for analysis.

Benefi { limitati f the insigl
. . hod

The insight group interview is culturally suitable for interviewing Thais about
health values and feelings because it maximizes the positive aspects of group
discussion while mitigating against many of the tendencies described above
that can produce unreliable data. By giving each participant their own activity
to complete before beginning group discussion, the method allows the
participants to feel confident and be precise in their comments. Furthermore,
this interview method produces conditions that create a natural context for

participants to compare their thoughts and feelings. Because the participants
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knew each other rather than being selected “at random”, the interview created
a sense of being a group. The participants’ insights arose more quickly among
persons who knew each other as friends or acquaintances because the group
shared a level of rapport and trust. This sense of familiarity was also
reinforced because the interviews were conducted in people’s homes or
workplaces. Insight group interviews yield qualitative and quantitative data
that reflect the insights each individual discovers. In summary, these are some

of the specific benefits of the insight group interview method:

* Tailors the interview to be culturally appropriate for Thai group dynamics

» Offers balance and synergies between open-ended interviewing and
structured activities that stimulates broader thinking

* Gives participants a framework for discussing the participants’ lives

* Offers some structure to help participants reflect, look inside their feelings

* Encourages participants to discover their own insights with a group

¢ Provides a strategic and systematic way to delve deeply into a topic

¢ Allows flexibility in the interview

¢ Stimulates lively discussion among a small group of friends

¢ Liberates participants to express their own opinions

¢ Create a comfortable environment for discussing differences of opinion

¢ Mitigates against tendencies to defer to authority

¢ Mitigates against tendencies to privilege men’s participation over women'’s

¢ Allows the researcher to have contact with more people

* Generates qualitative and quantitative data from each participant

* Saves research-related costs and time

* Makes participation in a group interview stimulating and fun
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It should be noted that although these group interviews were somewhat
naturalistic, that is, they set up conditions for natural discussion, they did not
occur spontaneously. Thus, the results of the discussions are the product of the
interview process itself. The interview questions and the activities provide the
participants with a framework within which they “can think” about things
they may or may not have already thought about. The use of scales, as
discussed below, imposed a somewhat artificial gradient on feelings. Still, this
framework allowed the participants to organize their thoughts according to
ranges and dichotomies that occur naturally in Thai language and therefore

laid the groundwork for meaningful discussions in natural conversation.

Cautions and limitations of this method
As with all methods, the insight group method has some limitations:

¢ Some level of self censorship occurs in group discussion

Some level of alteration of ratings occurs because people may want to be

socially acceptable on certain topics.

Time available for the group may be limited, reducing the possibility of
exploring one specific topic sufficiently

Basic level of self analysis and functional literacy are required

Can be tiring mentally for participants

May not be suitable for interviews on sensitive subjects such as sexuality

Above all, caution should used when discussing sensitive topics:

e Take care not to reveal the research orientation early in the interview
e Take care not to let each participant look on to others’ ratings

¢ Take care not to indirectly suggest answers, leading questions

e Take care not to let “group think” dominate individual opinions

* Take care to keep all cards to avoid losing data

¢ Take care with time as people are usually busy
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Sampling for group interviews

To understand how demographic characteristics influence differing views
about sabaay, I decided to make several types of comparisons to see what was
universal about sabaay and whether one could explain differences between
certain groups. I used a two-stage sampling method to identify ordinary,
healthy, working-class, literate, Buddhists from Central farm villages and

Bangkok working-class districts.

I conducted 24 insight group interviews with four participants per group
(n=96). Within each region, younger Thais (25-35) were selected for 6 groups
and older (45-55) for 6 other groups.

I selected groups of rice farmers living in small farming villages in Lopburi
and Ang Thong provinces because these provinces lie in the heartland of the
Chao Phraya delta, one of the most productive rice growing regions of
Southeast Asia (Kyuma 1978). Over the last several hundred years, rice

farmers, or “rice folk” (chao na ¥17U") as they call themselves have defined the

way of life as a people in Central Thailand (Van Esterik 1984, Watabe, 1978
#218). This makes them an important group to study, particularly in
understanding how they have experienced modernization. I worked in one
ecological zone where paddy rice is the dominant crop. Groups were selected
from communities in different subdistricts (tambon) in these two adjacent

provinces to minimize any administrative effect on the results.

In Bangkok, I selected groups of shopkeepers and workers in Yannawa because

these districts were settled more than 100 years ago as farmland on the
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periphery of old Bangkok, but are now part of the core of the metropolitan
region (Browder, Bohland et al. 1995). They have become working-class
districts entirely urbanized with high density housing and factories in just the
last 20 years (Fuller, Edwards et al. 1993). Groups were selected in different
neighborhoods in the district to minimize any effect of local government

policies or programs on the results.

Recruitment procedure

Participants were recruited with the assistance of persons familiar with
residents in villages and neighborhoods. I did not offer payment to any of the
participants for the interviews, but on some occasions I provided snacks and
gave them a small, inexpensive gift of appreciation at the end of the interview
as is customary in Thai culture. I provided unpaid recruiters with specific
selection criteria (see below) for each group, but was in some cases dependent
on intermediaries to put together groups without being able to review the
participants first. This did not present a problem, but rather eliminated any
potential bias I may have introduced in selecting participants. Because the
world is not a rigidly ordered place, no individual participant was expected to

meet all of these criteria, but all of the participants met nearly all of the criteria.

In the rice farming villages, I received extraordinary support and cooperation
from public health staff and school teachers in recruiting participants. Public
health clinic workers (satani anamai) assisted me in recruiting in Lopburi
Province and public elementary schools teachers assisted in Ang Thong. To
minimize the potential “contamination” of participants, these recruiters
explained our research interests generally as being about “the quality of

everyday life” (kunapap chiwit). In Bangkok, I was able to recruit many of the
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groups through my in-laws’ extended networks of friends and acquaintances.
I also recruited several groups of participants with whom my wife and our

family had no previous association.

Health status
Participants were selected based on their health status. All participants were
generally healthy by their own assessment, although some older participants

suffered from chronic ailments such as lower back pain or diabetes.

Socioeconomic and occupational status

I selected participants according to several basic socioeconomic criteria that, in
the Thai context, defined them as part of the struggling working class. In Thai
society, social class is defined by a mix of educational background, occupation,
home ownership, land ownership and vehicle ownership (Fry 1983). In the
rural Central region, being working-class generally means having a sixth grade
education, being a farmer who owns a wooden or concrete home, owns 10-15
rai (1600 sq m) of land, and owns a tractor and at least one motorcycle. In
Bangkok, being working class means having at least a sixth grade education,
being a skilled factory worker, office worker or shopkeeper, renting or owning
a small apartment or flat, owning some farmland in the countryside or a lot in

a suburban development, and owning either a motorcycle or compact car.

Age
To learn about similarities and differences between generations, I attempted to
recruit participants for six groups in both areas who were ages 25-35, and six

groups in both areas who were ages 45-55 (see table 8). I made every effort to
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put together groups in which all four participants were age mates within a few
years of one another. Most of the participants fell within these two age ranges,
however in some cases I accepted persons who were slightly outside of the age
range because I could not find residents who were within the specified range.

This created a sample with a bimodal age distribution.

Table 8. Profile of 24 Groups Interviewed, by Age, Gender, and Location

24 groups x 4 participants/group. N = 96

CENTRAL RICE FARMERS BANGKOK WORKERS
AGES 25-35 AGES 45-55 AGES 25-35 AGES 45-55

9 dd Q9 Jdd 9 dd 9 oo
99 dd 9 dd dddd 2999
dddd o Jgg 999 Q@ dg
999 999 999 Jdddd
Q999 9 dJd 99 dag (oL -4-4-4
dddd dgddd dddad 2999
F=12, M=12 F=12, M=12 F=12, M=12 F=12, M=12

Gender

I obtained a perfectly gender-balanced sample within both age ranges and both
regions. The gender selection criterion allowed for comparisons to detect
differences between the genders. Insight groups were either made up two
women and two men, or all of the same gender. In all of the subcategories
except older rice farmers, there were two mixed gender groups, two all female
and two all male groups. The recruiting process for older rice farmers
produced four mixed gender groups, one all male group, and one all female

because older participants were more comfortable in mixed groups.
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Birthplace, ethnicity and religion

In the rice farming communities in Lopburi and Ang Thong, all of the
participants were long-time residents of the communities where they were
interviewed. A sizable majority had been born in their community of
residence, the others having moved after marriage to the spouse’s hometown.
The participants in each group were acquainted with one another, and were
either neighbors and friends. With the exception of one couple, none was
directly related by birth or marriage. All of the participants said that their
families had lived in the immediate area since memory, going back at least as
far as grandparents on both sides. All identified themselves as ethnic Thai and
spoke Central Thai dialect at home, although a few could trace their ancestry to

the Northeast (Isan) or Laos.

In Yannawa, the situation was quite different. Because Bangkok had
experienced a steady flow of immigration, many of the working-class people I
interviewed had been born in other provinces, mostly in the Central and
Northeastern regions. All participants, however, considered themselves long-
term residents of Bangkok at the time I had interviewed them. Most had lived

in Yannawa for at least 10 years. All spoke standard Central Thai.

Ethnicity is complex and muted in Bangkok. Many residents of Bangkok have
at least some Chinese ancestry, others being entirely Chinese-Thai. Because
interethnic marriage has been so pervasive, I did not attempt to use ethnicity
as a selection criteria. The selection criterion for religion was that all
participants should identify themselves as being at least nominally Buddhist.

This criterion was included because Buddhism is the predominant faith in
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Thailand (95%). All participants in both the rural Central region and Bangkok
identified themselves as Buddhists.

1 raphics an ri
Table 9 shows summaries of the demographic characteristics of the 96
participants we interviewed. The tables show descriptive statistics for the

entire sample and break them down by age, gender, and location.
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Table 9. Sample Demographics (n = 96)

Age Min
Total sample 22
Men 22
Women 24
Rural 22
Urban 24
Younger 22
Older 39
Born in community Count
Total sample 61
Men 26
Women 35
Rural 44
Urban 17
Younger 30
Older 31
Marital status Never married
Total sample 19
Men 6
Women 13
Rural 5
Urban 14
Younger 14
Older 4
Number of children Min
Total sample 0
Men 0
Women 0
Rural 0
Urban 0
Younger 0
Older 0
Years of formal education Min
Total sample 0
Men 0
Women 2
Rural 3
Urban 0
Younger 3
Older 0

Max
63
63
61
61
63
38
63

Percent
64%
54%
73%
92%
35%
62%
65%

Married
76
42
34
42
34
34
43

Max

D W Lo o ;o

Max

16
16
16
16
16
16

Mean
39.7
40.2
39.2
39.7
39.8
30.7
48.6

Divorced

10.5
11.3
9.9
9.9
11.3
4.5
6.4

% married
79%
88%
71%
88%
71%
71%
90%

SD
1.3
1.3
1.4
1.2
1.5
0.9
1.4

SD
3.8
3.5
4.2
3.4
4.2
3.9
2.7
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Table 9. Sample Demographics -Continued

Own motorcycle 0 1 2 or more % no m-cycle
Total sample 34 54 8 35%
Men 12 35 1 25%
Women 22 19 7 46%
Rural 8 35 5 17%
Urban 26 19 3 54%
Younger 17 29 2 35%
Older 17 25 6 35%
Own vehicle 0 1 2 or more % no vehicle
Total sample 71 20 5 74%
Men 36 12 0 75%
Women 35 8 5 73%
Rural 36 10 2 75%
Urban 35 10 3 73%
Younger 36 12 0 75%
Older 35 8 5 73%
Own tractor 0 1 2 or more % no tractor
Rural 21 25 2 44%
Own house Count Percent
Total sample 75 78%
Men 37 77%
Women 38 79%
Rural 45 94%
Urban 30 62%
Younger 36 75%
Older 39 81%
Own 1 rai or more of land Count Percent
Total sample 68 71%
Men 30 62%
Women 38 79%
Rural 42 88%
Urban 26 54%
Younger 24 50%
Older 39 81%
Land ownership (in rai) Mean rais owned Own SD Mean rais rented
Rural 18.729 24.279 15.479
Urban 1.75 3.79 0

Rent SD
20.351
0
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Table 9. Sample Demographics -Continued
Smoke cigarettes Never smoker Quit Smoker Smoker
All 68 7 21 22%
Men 23 6 19 40%
Women 45 1 2 4%
Rural 36 2 10 21%
Urban 32 5 11 23%
Younger 37 0 11 23%
Older 31 7 10 21%
Drink alcohol Never drinker Quit Drinker Drinker
All 44 1 51 53%
Men 13 1 34 71%
Women 31 0 17 35%
Rural 26 (0] 22 46%
Urban 18 1 29 60%
Younger 22 (0] 26 54%
Older 22 1 25 52%

For the rural portion of the sample, average household size was a negligible 0.3
persons larger than the average for the provinces. As intended, the sample
was somewhat better educated than the general workforce. In 1995, 79.1% of
the national labor force had between zero and six years of primary education
(Thailand Ministry of Public Health 2000). Only 8.1% had completed lower
secondary education and 3.3% had completed upper secondary. In the sample,
38.5% had been between zero to six years of primary education, 33.3%

completed upper secondary, and 19.8 completed upper secondary.

The rural sample in this study is just slightly better-off financially than the
general population of Lopburi and Ang Thong provinces. Ownership of a
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motorcycle is a reliable marker of socioeconomic improvement, that is,
fulfilling what Thais have come to refer to as the “fifth basic need” — owning a
some form of personal transportation. This is particularly true for Thais living
in rural areas, as is reflected in the higher ownership of motorcycles among the
sample of farmers compared to Bangkokians in the present study. The
weighed average of motorcycle ownership among households in these two
provinces in 1996 was 65.1% while 83% of the sample owned at least one
motorcycle. The weighed average of sedan, van and pick-up truck ownership
was 20.1% compared to 25% in the sample. Regarding tractor ownership
among farmers, the sample of farmers was intentionally somewhat better off
than land holders in Lopburi engaged in agriculture in that 56% of the sample
households owned at least one tractor while approximately 26% of holders
own a tractor. Regarding the size of holding among farmers, the ownership
profile of farmers in the sample is similar to the population of farmers. Where
the mean number of rai owned in the sample is 18.7, among holders mainly or
totally engaged in agriculture, the largest number of holders own between 20
and 39 rai. As in the sample, the range of holding size has a large distribution

from less than two rai to over 140 rai.

In 1996-97, the Bureau of Health Policy and Planning in the Ministry of Public
Health conducted a National Health Examination Survey (Thailand Ministry
of Public Health 1997). The smoking rates in the Central region (excluding
Bangkok) were 39.8% among men and 2.7% among women. In the present
study, among the rural sample, 37.5% of the men smoked and 4.2% of the
women smoked. The prevalence of smoking in Bangkok was 28.8% among
men and 4.4% among women. Among the sample in the present study, 45.8%

of the men in Bangkok were smokers in Bangkok, making males smokers
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somewhat over-represented. None of the women in the Bangkok sample

smoked regularly, although one was an occasional “puffer.”

The same national survey found in the Central region, 53.7% of working-age
males were alcohol drinkers while 17.8% of females drank alcohol. In the
present study, among the rural sample 66.7% of the men drank and 25.0% of
the women drank. The national survey showed that in Bangkok, 40.0% of
males were alcohol drinkers while 15.9% of females drank alcohol. In the
present study, in the Bangkok sample 75.0% of men and 45.0% of women
drank, meaning that drinking was somewhat over-represented. In summary,
when one considers the habits of smoking and drinking alcohol, the rates
among the rural participants were similar to those in the Central region. The
prevalence of drinking among the Bangkok sample was higher for both men
and women. This was expected because smoking and drinking are more

common among working-class Bangkokians who were the focus of this study.

Integrated ethnographic and statistical analysis

Opinions in the statistics literature vary as to whether data generated by Likert
scales should be treated as being ordinal or continuous, and as to whether the
median or the mean is the most appropriate measure of central tendency
(Glantz and Slinker 1990). Both treatments of the data have their merits and
limitations. In this study, I have treated the data generated from the Likert
scales as being continuous because I defined the points on the scale based on
naturally-occurring steps in Thai language. These steps were essentially of

equal linguistic “distances” from one another.
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I have calculated standard descriptive statistics such the mean, standard
deviation, and range to produce a analyses of the factors used in the three

insight games.

Analytical procedures used on the scale data collected in the insight games on
priorities (game 1), sabaay (game 2) and health (game 3) are identical. In the
three games, the participants used scales to rate factors. To make comparisons
between categorical subgroups (i.e., age, gender, location, education, and
smoking status), I used analysis of variance (ANOVA) procedures to test for
mean differences between subgroups. I have reported factors that were
significant at the < 0.10 alpha level (p value), indicating that the probability is
10% or less that the difference detected between the subgroups could be
attributed to chance alone. I have used this slightly less stringent alpha level
because the purpose of these tests was to identify probable differences rather

than to exclude all possible explanations.

To make comparisons using continuous demographic data (i.e., age and
education attained), I dichotomized the sample into cohorts (i.e., younger or
older, grade <6 or >6) and used ANOVA to test for differences between age or
education cohorts. Additionally, I analyzed the demographic data in their
continuous form and have reported the strength of association<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>