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Nursing Perspectives on Women, Health and Work in the Socio-
Cultural Context of Poor Communities in Northeast Thailand

Abstract

Women from poor communities in Northeast Thailand can be considered as a
disadvantaged group who have struggled against several problems in their daily living
and who have worked hard to sustain their lives through unskilled labour. In such a
strong Buddhist culture these women have vital roles within the household and in
carning money. The combination of which it is suggested, has had an impact on their
physical and psychological health. In Thailand, there is limited data available about
such women’s health, life experience and work. A better understanding of their
situation is required in order to inform and redesign effective health intervention
programmes to promote the health and well-being of women from these communities.
An holistic nursing perspective was used to inform the design of this research. Only by
understanding the context, the living experiences and the understandings of the women
themselves is it possible to construct effective health intervention programmes.

Thus the purpose of the study was to understand women’s health and work in the socio-
cultural context of poverty in Northeast Thailand. A combination of quantitative and
qualitative techniques were used in the overall data collection process. The study was
conducted in two distinct phases. Phase 1 provided an overall of baseline account of the
socio-cultural context of six communities and the health of a sample of women who live
therein. It involved focus group interviews (N=102) with residents and a survey
(N=209) of households. Phase 2 was a more focused case study (N=49) of women’s
life experiences, their health and work in one selected community.

Phase 1 of the study found that the majority of women had a substantial role in
household economics. Coping strategies that women frequently used were ‘Tam Chai’
(accept and not think too much about it). The majority of women in the communities
were primary breadwinners and were self-employed as vendors. Regarding women’s
health, the findings showed a high level of musculoskeletal and psychological
complaints. The study showed that nearly all of the women were optimists and felt

happy.

In the second phase of the study. Buddhism and the Thai way of living emerged as the
major factors which influenced women’s views on health and well being. The data
illustrated that women struggled to survive in the community and that they had to work

hard to make ends meet. Women used networks in the community as resources for
coping.

They saw ‘health in terms of being strong enough to work and earn a living’. Health per
se 1s the lowest priority in their life. To work and earn money to support their families is
the highest. Indeed, the Buddhist teaching of ‘self-reliance’ has a great impact on them.
The conclusions reached suggest that nursing interventions and health campaigns could
be used to promote and maintain the optimum health of women and their families.
Finally recommendations are made with regard to further research; development of
services; development of nurse-education and health promotion for women in low-
Income communities.
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Glossary

The following transcription system will be used throughout the report (thesis) for Thai
and Lao terms.

The system used below is based upon the application by the Royal Institute (1999).
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Definitions

Low-Income Community or Slum: means disorderly and temporary residential
buildings or shelters with a housing density of more than 15 households per 1 rai
(1,600 square metres), or a residential density of over 80 persons per 1 rai.
Additionally, there are normally problems of lack of drainage, stagnant water
retention created by uncollected garbage and refuse, bad ventilation, and inconvenient

walkways.

Work-Related Health Problems: Health problems (in terms of injury or 1llness) that

result from an acute or chronic episode related to women’s work.

Workload: The amount of time taken to perform activities to earn money, and
includes the domestic work of women. It also refers to a balance between the number
of family members assisting with work and the number of activities (in terms of
quantity and quality) they perform. It is usually referred to with regard to the health

effects of overload and imbalance.

Work: Work or paid employment, typically performed away from home or at home,

which bring money, food or both.

Health Status: The health state (as specified by women’s perception) especially with

regard to the effect this has on the roles of women.
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Definitions (continued)

Baht: Unit of Thai currency; during the period of 1995-1996, one pound was

equivalent to Baht 41-42, compared to Baht 60-64 equivalence in 1997-2000.

Low-Income: State of being poor and resulting in inadequate housing and the
creation of health hazards. Most people in the low-income communities earn less than

5,000 baht (£ 83) per household per month (< 60,000 daht per household per year).
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PREFACE

[ grew up in the northeastern region of Thailand; and have lived and worked as a family
nurse in this region for many years. I have noticed that when poor people, especially
women in this area were sick, they took care of themselves by trusting luck. There
seemed to be no recourse to, or sufficient access to, health care or assistance from the
government health care system. Healers, on whom they seemed to rely, may have been
private physicians, traditional healers, injection doctors, drug store owners or drug
vendors. Furthermore, even people who had chronic diseases such as hypertension,
diabetes, tuberculosis or other severe disabilities, did not routinely benefit from any follow
up treatment, reports, aids or attention from the government (Khon Kaen Provincial
Office, 1991). Hence, it appeared that the provision of health care services to groups of
low-income women who worked hard has been neglected. Moreover, there is still no clear
fundamental knowledge or the imparting of nursing care knowledge to these groups of
women in the Northeast. This lack of knowledge concerning the care of people in low-
income communities is a barrier to teaching and learning in nursing, to the development of

nursing practices; and the enhancement of nursing education curricula.

The author is in agreement with the Robert Gordon University’s address in its guide for
students, which states that “research is the process of generating knowledge in a
systematic way” (Robertson & Mc Ardle, 1996: C2). I felt that each problem that
emerged during the course of research provided an opportunity for learning, as expressed
in the English proverb which states that “experience is the mother of wisdom” (Simpson,

1988). Even though I have experienced both quantitative and qualitative research before, I
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considered the experiences obtained from this research as the most valuable. I conducted
the research without any assistance from colleagues, which left a great impression,

especially when contacting and familiarising myself with the experiences of the women in

these communities.

When I finished this study I asked could it be improved? 1 feel satisfied with the research
methods. This inquiry was humanistic. The combining of quantitative and qualitative
approaches had advantages by providing a more open- ended and comprehensive type of
inquiry. By using a case study approach under the constructivist paradigm, I collected
information to cover all dimensions of the people involved. I selected one community that
contained useful information relating to women’s experiences of work. I then explored
their health problems and life experiences. The advantages of such a case study approach
includes the fact that “everything in the community is data”. All scenes taking place in the
community were able to be observed and a series of discussions and in-depth interviews
regularly took place. It was clear that the research methods employed were rigorous
enough, which then served as a context and a basis of empirical generalisation (Popay,
Rogers & Williams, 1998: 347). Furthermore, the case study approach was not limited by
the sample size, and I was able to triangulate information by collecting data using multiple
techniques. These techniques included observations, participant observations, individual
interviews, group interviews, group discussion and field note records. The information
gamnered came from multiple sources, and included a wide array of people (both men and
women), health professionals, government officers, health volunteers in the community,
key informants in the community and general informants in the community, Therefore,
given the chance to restart this research, I would maintain the current research

methodology.
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My initial concern was to investigate how work effects the health status of women. As the
research progressed I became disatisfied when collecting the qualitative data. I found the
terms work and health too narrow for the methodology which required expansive enquiry.
Obtaining a nursing perspective required an holistic approach which assessed not only the

health of the women but also understood the social and cultural context of life and work.

I believe that this study into “Nursing perspectives on women, health and work in the
socio-cultural context of poor communities in Northeast Thailand” will be a part of a
knowledge quest, providing information and a better understanding. It will also provide
information to fill the existing gaps in nursing education, in order to enhance teaching and
learning for nursing in the Northeastern region. In addition, it aims to benefit nursing
officers in providing information which will help them carry out high quality nursing
practices with this group of women. Most of all, this study may be helpful to the
government in making policies about health services for less opportune groups in the city,

by providing more precise information and a more concrete direction.

During its long gestation, this thesis benefited from the contributions of many individuals
and peer reviews. The preliminary findings were presented at the Third International
Nursing Conference, held in Brunei Dalassalam, 1-3 November 1998. It was also
published in Thai Nursing Journal in 1999 (Warasarn Khana Payabalsat Maw Khaw). An
abbreviated version of this thesis was presented at The Triennial International Nursing
Research Conference, held April 2001 in Glasgow, Scotland. 1 wish to thank colleagues
who attended my session for their valuable feedback. I am also grateful for the helpful
comments provided by the anonymous reviewers. My thanks also to Prof.Dr.Eileen

Zungolo, senior Fullbright nursing scholar, USA and Dr. Eunchil Kim, Professor of the
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Women Study Centre, Ewha University, South Korea for their helpful discussion on

carlier ideas of writing the thesis.

To provide an adequate answer to the question, the thesis is structured in the following

way.

Chapter one. Concise introduction to the focus of the research is given including the

background and the context for the study. -

Chapter two. Presents the literature, which has been consulted and ‘analysed. The
explored framework for the study is outlined and an overview of the major themes

namely: women and work, poverty occupations, health beliefs and holistic nursing are

presented.

Chapter three. Presents the combined research methodology which has been used.

Chapter four. Details the findings of the household survey phase of the study. This
chapter i1s organised into five sections: the characteristics of the study site, the
characteristics of the respondents, the migration experiences of the respondents, women’s

work and health status and finally the secondary analysis of influential factors.

Chapter five. Presents a discussion of the findings of the survey and outlines the direction

for the next phase.

Chapter six. Presents a profile of the selectively studied Railway Community
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Chapter seven. Presents the findings from in-depth interviews with women living and

working in the Railway Community. Key emerging main themes are identified, extracted

and analysed.

Chapter eight. Depicts a clear picture of women who live in the low-income community,
through their way of life, and a profile of the roles of these women. It also highlights
women’s beliefs, attitudes and practices with regard to self and family health care and
health seeking behaviours, the meaning of health and illness, self-medication, and health
service utilisation. Moreover, this chapter presents the summarised extracted data from
the case study, which permitted a description of the experiential dimension of women with

great workloads and how this has impacted on their health.

Chapter nine. Interprets and discusses the key findings from the in-depth study of the
Railway community. The relevance of the findings to the literature and the professional

nursing and health care implications of the findings are presented.

Chapter ten. Concludes the study with an interpretation of the findings and a discussion

of the implication of these to nursing and health care provision in NE Thailand. The
chapter also covers the recommendations proposed for the improvement of the
disadvantaged women’s health and also their family members; for education and health
care delivery and health care reform; and finally, directions for future nursing care and

further research are suggested.



CHAPTER ONE

INTRODUCTION AND BACKGROUND TO THE STUDY

This chapter sets out the background and context of this study. It provides information on
Thailand, the Northeast region and the particular context of Khon Kaen. The major themes

which will be explored in more depth in subsequent chapters are briefly considered here in

order to illuminate some cultural difference.

1.1 Background

During the past two decades (1976-1996), Thailand has directed its economy through
many National Economic and Social Development Plans. With the rapid pace of economic
growth, there have been dynamic migratory n;ovements within the labour force. People
who worked in the agricultural sector migrated to seek jobs in industry, construction, and
service sectors in cities. Seasonal migration became permanent migration, with rural
people moving to work in cities and then not moving back to their domicile. The economic
growth that was industry-oriented thus resulted in the emergence of many big city slums,

where migrant women were to be found (RDI, 1996).

From the period of the First National Development Plan to the present, sole emphasis has
been placed on the promotion of industry, while the agricultural sector has been neglected.

The consequences of this kind of development have caused big changes in northeastern
rural families, especially in the role and function of rural women. Women have had to
adapt themselves and change their roles in order to survive. Agricultural production has

changed from traditional agriculture, which was labour-intensive, to modemn agriculture or
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a capital-intensive system, which relies more on new technology to increase productivity
(Suntornchai, 1996:76). As a result, women could no longer be involved in farm
production as before due to a lack of capital, knowledge, and opportunity to obtain the
skills necessary to operate modern production machinery. ‘Furthermore, the production
system has changed from subsistence farming to commercial agriculture. Thus, they have
had to face the unpredictable situation of free trade and market uncertainty, and a system,
which requires capital to buy modern production implements. These women have struggled
to earn extra income to support their families by working outside the households. This has
meant abandoning their farms to find jobs in cities. This is the starting point of labour
migration for both men and women; the result of development that shifts the country from

an agrarian society to a modern industrial society.

Table 1.1 Number and percentage of labour force population, by sex and area (1993)

Area |m__

3,234,200 IIE- 4,024,700 I-E- 7,258,900 IIE-
838,600 115 | 842,300 116 [ 1,680,900
2,395,600 3,182,400 | 438 | 5,578,000

Source;: The first report on labor force survey for the whole kingdom, February 1992, The National
Statistical Office (1993).

Tai)le 1.1, 1t can be seen that half of the pbpulation in this laBoui force ;survey is female. It
has become Fcust(')}nary to see women working both inside and outside the household,
especially in urban societies. Thai women play an important economic role, as indicated
by the proportion of women participating in the labour force. This figure is nearly half (26
million) of the whole country's formal labour force (The National Statistical Office, 1693).
Work in the informal sector is unregulated and i1s not recbrded In tlie official statistics.

Many women are informal sector workers (e.g. hawkers, housemaids, homeworking



subcontractors) and are not entitled to any legal employment protection. Women,
especially those who have migrated can be considered as income earners who support
entire families. However, this migration to cities to earn a living causes problems of

encroachment on public and private areas and the creation of slum areas (Lapanun, 1998).

1.2 Low-Income Women

Generally low-income women have a low level of education, i.e. they have completed
primary school only, and indeed some are illiterate. They lack the knowledge and skills
appropriate for higher-status occupations (Tulapunt, 1998: 105). The labour market for
these women consists of only low-status work, which is comprised of lower-paid jobs
where no welfare is provided. These women have neither the time nor opportunity to
obtain more education or skills that can enable them to earn higher wages. This is because
they have family responsibilities as well as occupational demands. Both housework and
occupation are a necessity for women who have a duty to support their families to survive.

In Khon Kaen province alone, there are more than 6,000 women who now work as home-
working subcontractors, i.e. sewing articles of clothing, making artificial flowers, or
cutting gems. 75 percent of these women are married, have children and have been

educated to primary school level. The average age of these women is 25.5 years (Labor

Force Protection Office, 1996).

Traditional values state that men are the income earners who support families. As a result,
they are considered to be superior to women, who are raised to be sweet, gentle, attentive,
and to take care of the elders in the family. Sons, who will inherit family names and feed

their families in the future, are be encouraged to obtain more education than daughters.



There are beliefs in Thai society that when women get married and have children, they will
be housewives thus the saying “why should women get much education for it will only
make it difficult for them to get married’ is widely used. These beliefs and values in

varying degrees are influenced by a religion (Buddhism) which gives importance to men,

(Sindhu, 1992).

Research on women's occupations, their family roles and the subsequent psychological
impact on well-being has been widely reported in western societies, particularly the United
States of America. The studies found that a heavy workload has an impact on health
conditions (Barnett et al, 1993:794; Messing, 1997:40; and Messing, 1993:1). However,
most studies of this nature have been limited to professional women (Noor, 1995:87).
Some have paid attention to women in low-income parts of society in western contexts
(Harphan, 1994:233-45) whose society, culture and economy are vastly different from a
comparable Asian context (Lai, 1995:11-37), and not at all comparable to the Northeast of
Thailand, which is the poorest region of the country. This research study is an endeavor to
understand the role of women, specifically the impoverished people who live in the highly

populated area of Khon Kaen Municipality.

1.3 Aim: To understand women’s health and work in the socio-cultural context of poverty

in Northeast Thailand.

Objectives:

(1) To understand the meaning of health and wellness for women living' in poor
communities in Khon Kaen Municipality.

(2) To explore the work and familial roles of these women.

(3) To understand the women’s perspectives on health, work and their caring ability within



the family.
1.4 The Economic Context of the Research

The primary location of the research was the suburban areas of Khon Kaen Municipality,
in northeastern Thatland. The Northeast is the most economically disadvantaged part of
Thailand and has a long history of labour migration (Refer to Table 1.2 and 1.3 - RDI,
1996: 30). Khon Kaen Municipality covers an area of 46 square kilometers with a
population of 142,314 people. It is estimated that the total population of Khon Kaen
Municipality i; much higher, even double the official figure, since there are many people
who move into the area without registering in the municipality. Moreover, as the city has
expanded very rapidly in the past ten years, there are many low-income communities
occupied by migrants. Nowadays there are six recognizable low-income communities,
known as, Guardian, Rental, Stranger, Temple, Railway, and Joss respectively'. Reports
show that more than 40 percent of the people in these low-income communities earn less
than 5,000 baht (£ 77) per household per month (< £ 1000 per household per year), and a
further 40 percent earn between 5,000-10,000 baht (£ 77 - £ 155) per household per month
(£1000-£1863 per household per year). The last 20 percent earn between 10,000-20,000
baht (£ 155 - £ 310) (£ 1863-£ 3726 per household per year) (RDI, 1996). These figures
are quite different from the city records of per capita income, which show that the monthly
per capita income of people resident in the city in 1996 was 39,139 baht(£ 607). This was
calculated at 156,556 baht (£ 2430) per household (estimated to four persons in one

family) per year (Chanawongse, Kamnuansilpa, Wongtanavasu, and Techmanee, 1999:

27).

! To assure confidentiality pseudonyms has been used for these communities.



Table 1.2 Thailand/North-East Region: Per Capita Income 1990-1995 (baht per person per
annum in current prices)

1990 o 199t | 1992 1 1993 | 1994 | 1995
Source: National Economic and Social Development Board
Table 1.3 Thailand: Percentage of the Poor by Region, 1988-1996
_NorthEast | 484 | 431 | 399 | 286 | 194
 North | 320 | 232 | 226 | 132 @} 12 |
_Central | 252 | 205 | 121 | 84 | 59
17.3

Source: National Economic and Social and Development Board

In order to define “low-income community”, the proposed research builds upon an earlier,
preliminary study, which I conducted amongst low-income earning women who work as
housemaids at facult)} houses on Khon Kaen University campus. In addition, discussions
were held with a Thai scholar who does research on low-income communities, and with an
officer from Khon Kaen Municipality who has responsibility for low-income communities

and could provide information to assist with the profile of these communities.

1.5 The Cultural Context

The Northeast of Thailand (Isaan) covers some 170,000 square kilometres, almost exactly
one-third of the total area or the country, with about 3.4 million people in 1995 (Roger,
1989: 33). Isaan officially consists of 18 provinces. About 80% of the population of Isaan

are in the rural and agricultural sector (Cummings, 1997: 598).
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A mixture of Laos and Khmer has evidently influenced Isaan culture and language.

Isaan culture is different from that of other areas such as the Central and Southern
Thailand. This culture is known as the ‘Heet 12 Kong 14’ Model. The words ‘Heet 12,
includes the synonym for ‘Jareet’, meaning customs or traditions of Isaan which includes
merit making during the twelve lunar months. Isaan people have followed these practices
for so long wherein they would go to the temple, have a merciful heart, and avoid being
sinful. The twelve merit-making traditions are a process for celebrating crop production,
reminding people to think about sins, and remembering the ancestors and village spirits.

As for ‘Kong 14’ this tradition includes practices for different classes of people in Isaan
society, namely, the kings or the governors, the monks, and the people. ‘Kong 14°, for the
people in general, consists of reminding people to have a public mind, to behave
themselves decently, and devote themselves to their religion (Boonjerm, 1993: 555; and
Sohm-In, 1994: 76-77). It can be concluded that ‘Kong 14’ teaches people to be a good, to
behave well, and to strictly follow Buddhism. Therefore, any person who follows ‘Heet 12

Kong 14, will be a good person in the society, one who doesn't create any problems for

other people.

1.6 The Municipal Context

Khon Kaen Province is situated in the central part of the Northeast region, on the highway
between Bangkok and Nongkhai which is on the border with Laos, and opposite Vientiane.

It is approximately 449 kilometres from Bangkok (Pocket Thailand Figures, 1996).

Municipalities in Thailand were established by the Municipal Act of 1953 to provide large

urban areas with limited self-government. (DANCED, 1996: 15). Budget is derived from
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two sources, partially from the support by the central government and from tax collections.

(1) Urban Slum Settlements

The NSO (1989) reported the results of a survey on the reasons for immigration,
particularly to Khon Kaen Province. According to this report, those who immigrated had
four main reasons: (1) returning home (47.8%), (2) following their husbands / fathers
(35.5%), (3) seeking jobs (5.4%), and migrating for job assignment, job training, or
studying (11.3%).

In Thailand, the rapid growth of urban populations throughout the country is accompanied
by a rapid growth in the number of slum communities. For Khon Kaen, the socioeconomic
change began in 1959 when the government stipulated Khon Kaen as the centre for the
development of the Northeast. Following this, the university was established in 1967 and
then Ubolratana Dam was constructed for the purpose of electricity generation. Expansion
also meant the establishment of the official centre, the radio station, Mitraparp Highway,
and other important infrastructures. Khon Kaen has therefore changed from quiet
agricultural town to the business, service, and financial centre of the Northeastern region
(Lapanun, 1998). These developments also led Khon Kaen to grow rapidly with slum

settlements.

Urban slum settlements can be defined as places where a high proportion of the residents,
in slum or squatter settlements, are people who were originally migrants from rural areas
(cited in Lapanun, 1998: 127). 'Slum' means disorderly and temporary residential buildings
or shelters with a housing density of more than 15 households per 1 rai (1,600 square

metres), or a residential density of over 80 persons per 1 rai. Additionally, there are
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problems of lack of drainage, stagnant water retention created by uncollected garbage and

refuse, bad ventilation, and inconvenient walkways (cited in Lapanun, 1998: 127).

The magnitude of the health problems of the urban poor, in many countries, is rarely
reflected in official statistics. This is mainly because the people often occupy land illegally
or unofficially and are therefore under-enumerated (Harpham, 1994). The World Health
Organisation (1988: 20) states that urban poor are “at the interface between
underdevelopment and industrialisation”. The disease patterns are a reflection of both the
burden’ of infectious diseases and malnutrition, and the spectrum of chronic and social

discases, such as cardiovascular disease, cancer, mental diseases and accidental injuries

(WHO, 1988).

The limited literature covering the health status of people living in slum in Khon Kaen
Slums has been reviewed. In 1991, there was a report of the common diseases detected
which included common cold (66%) and digestive disorders (12.2%) such as stomach
aches and diarrhoea (Kasemmanat, et al, 1991). Thongbor (1996) examined the mental
health status and coping devices among the heads of families in slum areas in Khon Kaen
Municipality and indicated that in general the mental health status was relatively low.

These studies suggest that there are specific health issues of concern and worthing of

further study.

1.7 Health Services in Thailand

The health service infrastructures in Thailand can be categorised into three types, or

sectors, namely government, private, and informal sectors, which includes profit-making
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clinics or institutions.

1.7.1 The Health Service Infrastructures -

The Ministry of Public Healthis the main provider of health services in Thailand. All
provincial health services are the responsibility of the Provincial Health Office which
reports professionally to the Office of the Permanent Secretary and administratively to the
Provincial Governor (Ministry of the Interior). The next hierarchical level is the District
Health Office, which reports to both the Provincial Health Office and District Office. The
District Health Office provides technical and logistic support to all health centres. A
health centre is usually staffed by a nurse and a sanitary officer, and is the main health
facility at a tambon level (sub-district). Its services range from curative and preventive

activities to promotional work for maternal and child health care (Bureau of Health Plan

and Policy, 1997).

Additional health services provided by other government organisations include a network
of university hospitals under the jurisdiction of the University Bureau. Many ministries
and some state enterprises also have their own hospitals whose services are made available
to the general public as well as their own staff. The services provided by these hospitals

are mainly curative, but certain preventive and health education measures are available

(Archavanitkul and Pramualratana, 1990).

1.7.2 Private Sector Health Services
The private sector is comprised of private hospitals, polyclinics, clinics, and pharmacies or
drug stores. Private hospitals and clinics have become a rapid growth industry in recent

years in Thailand.
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They tend to be clustered mainly in urban areas. Private clinics usually operate in the
evenings and weekends because most of the staff work for the government during office
hours. Polyclinics operate 24 hours a day and seven days a week, providing inpatient beds,
laboratory facilities and more specialised services than clinics (Mongkolsmai, 1996). Most

doctors who working for the government have their own clinics or practices in private

hospitals after working hours.

1.7.3 Pharmaceutical Service

There are two types of private drug stores: type I and type 1I. According to the law, the
first type of drug store must have one pharmacist available during official hours. These
drug stores-sell sophisticated as well as prescription drugs. In practice, all kinds of
medicine can be purchased without prescription. The second type of drug store sells

simple pharmaceuticals and medicinal packages (Mongkolsmai, 1996).

In rural areas, people are familiar with a mobile drug store moving from village to village
to sell a smaller range of medicines and give simple medical treatment to villagers.
Moreover, there are 'quacks' or 'injectionists’, in Thai terms, who unlicensed practice

western therapies at'a low cost to rural people. The usual therapy administered 1s an

injection coupled with oral medication (Archavanikul & Pramualratana, 1990).

1.7.4 Informal Services and Thai Traditional Medicine

This sector includes individuals who specialise in forms of healing which are either sacred
or secular, or a mixture of the two. These healers are not part of the official medical
system (Kleinman, 1978). Thai traditional medicine is based on the belief that illness is

caused by a disturbance in the correct balance of the four basic elements of the human
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body. These elements are termed wind, earth, water, and fire (Le Grand et al, 1993).

Although recourse to traditional medicine in Thailand nowadays is declining, there are still
various types of informal or folk healers at work in Thai society. The decrease occurs
because most traditional doctors now transfer their knowledge only through their relatives
(Mongkolsmai, 1996). Traditional doctors usually use herbs as curing agents, occasionally
in combination with food restrictions and certain traditional beliefs and practices. In
general, most patients who seek traditional treatment have been unsuccessfully treated by

modern therapy methods (Chanposri et al, 1990).

1.7.5 Health Insurance Schemes

In Thailand, there are many types of health insurance schemes. These include: (1)
Government free medical care, (2) Social security schemes and workman’s compensation
schemes, (3) Civil servant’s medical benefit schemes, (4) Private health insurance, and (5)

The Health card (the government free medical care for the poor).

Although there are many types of health insurance schemes in Thailand. The government
free medical care and the health card are the preferred choices of the poor to gain access to

Services.

1.7.6 Health* Services in Khon i(aen Province

Health services in Khon Kaen Province exist in both the public and private sectors.

Public Sector: There are four government working units managing the system of public

health services for the urban population in Khon Kaen Municipality: (1) Khon Kaen
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Provincial Health Office (KKPHQ) which is responsible for provincial health activities; (2)
Khon Kaen Regional Hospital or Khon Kaen Hospital (KKRH); (3) Khon Kaen Municipal
Office or Municipal Health Centre (KKMO); and (4) Khon Kaen Promotion Centre
(KKPC). Khon Kaen Hospital and the Khon Kaen Municipality Health Service are

responsible for six urban communities in Khon Kaen Municipality. In terms of practice,

choice of servicing is up to clients.

The Ministry of Public Health’s additional health facilities in Khon Kaen Municipality
include two maternal and child health hospitals (200 and 60 beds respectively), and a
selection of specialised health service facilities. Health facilities in Khon Kaen
Municipality is provided by other Ministries including Khon Kaen University Hospital
(KKUH) which has 800 beds, one military hospital, two health stations belonging to Khon

Kaen Hospitals, and two other health stations belonging to the Municipality. (Khon Kaen

Provincial Health Office, 1996). L

Private Sector: Khon Kaen Province has eight private hospitals and 188 medical clinics.
Other private sector health facilities include 23 dental clinics, 69 midwifery facilities and
206 drug stores including 73 Type I, 95 Type II and 38 traditional drug stores (Khon Kaen

Provincial Health Office, 1997).

1.8 Work-Related Health in General

Work-related health problems are well recognised by the nursing profession. To determine
the relationship of work and health it is important to understand the type and nature of

hazards in the working environment. Approximately one fourth to one third of an
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individual’s working day is spent at the workplace. Adults are likely to spend 50 years or
longer in their working environment. This affects their health and their attitudes about
health during a large portion of their lives. Maintaining the health of workers is the central
theme of occupational health care. Measuring and evaluating occupational exposures must

be considered in terms of the effects on workers. Nurses must be constantly aware of the

hazards that may endanger the well -being of their worker clients.

Work-related health problems can be classified into three groups according to certain

characteristics, namely occupational diseases, occupational injuries, and  occupational-

related stress diseases.

Occupational diseases are somatic complaints due to work conditions. They include stress
and fatigue, muscular tension, apathy, and musculoskeletal problems. Long working

hours, high workload, shift work, and redundancy are also major factors affecting body

function (Sutherland & Cooper, 1993).

Occupational injuries are the most common cause of work related disability and are mainly
due to inadequate work environmental factors, limited safety knowledge, lack of protective

equipment, and poor general health.

Occupational-related stress diseases cause abnormal physical conditions. These include

coronary disease, hypertension, peptic ulcers, several of nervous conditions, diabetes

mellitus, and arthritis (Atwell, 1996; and Salazar, 1991).
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However, there is still only a limited amount of accurate data about work-related health
problems amongst workers in the informal sector, such as the participants in this study. An
understanding of the problems and processes of living amongst Thai low-income women
will enable Thai nurses to provide culturally sensitive care and help them cope with the
physical and psychosocial impact of hard working. New insights gained from the study
will guide the development of nursing interventions and provide direction for nursing
practice and education in the areas of occupational health, community and family nursing.
Moreover, an understanding of these women from this study will also guide the
development of programme planning and proper intervention to enhance Thai low-income

women’s health.

1.9 Conclusion

In this chapter a concise introduction to the focus of the research has been given including
the background and the context for the study. It is suggested from previous research that
low-income women are a disadvantaged group who struggle against several problems in
their everyday life, and who work hard in order to survive. They have vital work roles
both in the household and in earning money. The combination of these roles has an impact
on their physical and psychological health. This study is thus designed to explore the
effect of work on the health of women in an impoverished setting in Khon Kaen,
Northeastern Thailand. In an attempt to explore the experiences of Thai low-income
women’s health problems related to work, the following research question was posed:

What life experiences and health problems, relevant to their work, do Thai low-income

women perceive?



CHAPTER TWO

REVIEW OF THE LITERATURE

2.1 Introduction

This chapter begins with a review of selected literature to provide an understanding of
women’s health and work in the socio-cultural context of poverty in Thailand and how
they perceive their health. This literature review covers the following themes:
underdevelopment and health, holistic nursing and women's health, background of Thai
women, low-income women's work, migration and health, women's work and health, and
health seeking behaviour in Thai culture. Sources have been obtained from libraries in

Bangkok, Khon Kaen, The Robert Gordon University, specialist seminars as well as Thai
scholars’ unpublished work. Literature was traced back to the 1960s for historical

coverage. Research papers for the last 10 years were generally included.

During the past 20 years researchers have begun to pay more attention to women’s health
(La Rosa, 1997). In the past there was only limited research in relation to working age
and the effects of working on the health of women (Nieman, et al, 1997: 13; and Waldron,
et al, 1998a). The World Health Organization (WHO) definition of health is defined as ‘a
state of complete physical, social, and mental wellbeing, and not merely the absence of
disease or infirmity (cited in Archavanitkul & Pramualratana, 1990:2). For Tillich (1961),
the meaning of health is related to two basic elements of the life processes-self-identity
and self-alteration, which are simultaneously ongoing elements of human existence.
Herlich (1993) defined health as follows: 1) As a state of being, which implies the
condition of not being sick and living without any abnormality. 2) The individual’s own

perception of their health status, including what constitutes good and bad health
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behaviours can be considered to be part of the overall definition of health. 3) Another
definition of health is equilibrium, which comes from felt personal experiences in terms of
whether there 1s equilibrium or not. It could be shown by having a good livelihood, by
being healthy and energetic, or by having a balanced positive and negative state of mind.
From the aforementioned definition, it could be concluded that people would have good
health as long as they feel themselves as being in a state of equilibrium, and as long as

they can take part in the activities they wish to.

2.2 Underdevelopment and Health

From another more macro perspective there is sufficient evidence to suggest that health is
determined by socio-economic and socio-political factors (Ride, 2000: 73 & Thomson, et
al. 1995). The WHO World Health Report (WHO, 1995) saw the elimination of poverty
and social deprivation as being central to health potential, as well as social and economic
productivity. Several studies have been carried out which. explore underdevelopment
health and economics globally (Thomson, et al. 1995 & WHO, 1996). The global nature
of underdevelopment and health is not the concern of this thesis rather the present research
is focused on women health and work in a context of poverty within specific communities

in Khon Kaen Municipality Thailand.

Thailand is one of 78 developing countries worldwide. In 1997, Thailand experienced a
serious economic crisis, resulting in the proportion of poor people rising from 11.4 percent
in 1996 to 13.0 percent in 1998 (Thailand Health Profile, 1998). Poor Thai people In the
urban context are faced with crowded housing, unhygienic water supplies and improper

sanitation. In addition there are major inequities of service provision within Thailand (in

terms of quality and accessibility) (Bureau of Health Policy and Plan, 1996). The rich and
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poor in urban areas have different opportunities with regard to getting access to health
services (Ministry of Public Health, 1998). However, Thai people have their own way of
thinking, “life, health, illness and death are continuous processes, people should not worry
too much about them”, according to religious and cultural philosophies (Butr-Indr, 1995 &
Bukkyo Dendo Kyokai, 1996). The tight-knit nature of kin support and cultural beliefs
amongst Thai people help to buffer the adverse effects of economic crises on people’s
health (Siamwala, 1998). At present there are a number of temporary schemes for
improving health. There are run both by government and non-government organisations
and have been in existence for many decades (Lapanun, et al. 1998).

The health of poor women in underdeveloped contexts has been a neglected topic in the
literature (Bushy, 1994 & O’Brien, 1983). There have been some studies which indicate
that poor women in developing countries have been socialised to accept their subordinate
position (Arber & Ginn, 1993; Baksh et al, 1994; Bisgrove & Popkin, 1996 & Thomson,
et al. 1995). The man’s wage is often not sufficient to maintain the family, therefore the
wife has to take on wage work, whenever it is available, in addition to her already heavy
burden of tasks such as farm labour for women in Mexico (Young, 1978), additional
domestic worker for women in Columbia (Meleis & Bernal, 1994), or migrant farm-work
for Latina women (Farr & Wilson-Figueroa, 1997). Furthermore research has shown that
such combined work has a subsequent negative effect on women’s health (Facione, 1994,

Farr & Wilson-Figueroa, 1997).

For many underdeveloped countries with limited resources curation has been identified as
the key priority rather than health promotion and disease prevention (Caputo, 13995;
Robinson, 1999 & Williams, 1994). My own understanding of underdevelopment and

health is that one must look at people’s own wisdom. What has allowed them to survive;
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what are their self-care practices and folk remedies. Without the bias of a developed
country’s point of view, local health scholars and local health policy makers need to
consider promoting their own body of knowledge within their locality using scientific
methods. This is a key strategy, which could be the basis to create sustainable health care

development for underdeveloped countries- especially Thailand.

2.3 Holism

The phrase ‘Holistic Approach’ as been generally used for two decades, but the term was
first coined by Jan Christian Smuts in 1926 (Blattner, 1981; and Sarkis & Skoner, 1987).
His holistic views, together with the evolution of science, concluded that scientific
discovery at that time was the study of parts without considering the whole. It was study
by isolation. In contemporary nursing, Holism is defined as ‘a philosophical and
biological concept, which refers to wholeness, relationships, process, interactions,
freedom, and creativity in survival of all living’. This philosophy has been developed

further into the fundamentals of a holistic nursing model (Blattner, 1981; and Dossey,

et al, 1995).

It 1s also important to acknowledge that holistic nursing is harmoniously in accordance

with the roots of an Isaan view of the world; a world that does not separate body and soul
but sees each life as unified (Chunchumnong, 1997; and Bukkyo Dendo Kyokai, 1996: 74-
76).
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2.3.1 Holistic Health

Holistic health is the term that describes concepts and practices of health care, which
include the practices of humanistic medicine, alternative health care, pre-primary care, and
altered provider-patient relationships (Fink, 1976 cited in Blattner, 1981: 13). It is this
model which enables us to have a holistic understanding of clients. Furthermore, the

concept of holistic health, which is applied to this research, is in line with Tao and

Buddhist ideas (Chunchumnong, 1997; and Bukkyo Dendo Kyokai, 1996: 74-76).

The concept of humanistic health, one of the sub-concepts of holistic health, has
emphasized that nurses should not provide health care by only considering clients,
diseases and its diagnosis as the only model for health practice (Armentrout, 1993 and
Benson & Mc Devitt, 1989). They have to consider other physical, mental and spiritual
elements to create a dynamic balance amidst changing social circumstances and
surroundings. This concept is in accordance with concepts found in Isaan Buddhism and
Tao, which do not emphasise only one direction, but rather a middle path which is most
suitable life (Bockmon & Riemen, 1987, Dossey et al, 1995: 18 and Sodsuchat, 1993).
The concept of alternative health care is also related to Isaan beliefs regarding the causes
of illness, which are influenced by semi-Buddhist beliefs and spirit, where curses are
found in magic. Isaan people believe that there are 3 causes of illness, therefore, the
treatment would be successful in curing disease according to these causes. Firstly, the
illness could be due to natural causes such-as stomach pain because of bad food.
Secondly, preternatural causes relate to unnatural illness caused by the casting of a spell,
which in turn can beaverted by another spell. Lastly, illness caused by supernatural
causes is the act of one’s soul being possessed by evil spirits. This has to be cured by
witch doctors, who would act as a medium to apologize to the spirit. However, concepts

of alternative health care may not require health professionals to believe in spirits, but
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rather to value people’s beliefs and allow them to perform rituals of faith, which are not
harmful to health. Rituals can also provide mental support. Therefore, it could be said that

the holistic model is the fundamental basis which is in line with the teaching of Buddhism

and Tao, the major eastern beliefs.

2.3.2 The Holistic Nursing Model

The model that I have chosen to present here is the Holistic Nursing Model of Blattner
(1981) because of its easy implementation style. The model is composed of nine
important processes, and all these processes involve the idea of overlap. Those are the
processes of self-responsibility and self-awareness; life caring; human development; the
stress 1n hfe; the individual life style; individual communication; individual problem

solving; the nursing profession teaching role; and the individual and group life changes.

These nine important processes are interrelated and help nurses in achieving their nursing
goals through the principles of nursing, which include preventive, nurturative and

generative nursing care. These are important for clients in order for them to reach optimal

health.

An important point that nurses cannot neglect is an interest in client factors, including
culture, development, gender, personality, health beliefs and socio-economic status.
Furthermore, they should be interested in provider factors relating to how much they can
support clients. This can lead to useful solutions only after they have assessed the clients’
problems, which can be done through teamwork using multidisciplinary case conferences

without neglecting the factors of caring communication, and creativity, with the clients

(Barnum, 1987; Vessey & Richardson, 1993; and Wenger, 1993).
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In conclusion, the Holistic Nursing Model emphasizes factors that cause any abnormality
within the human body, and works on the belief that illness is caused by the imbalance of
body, soul, and surroundings. For these reasons the nursing practice could empower a
person. This is especially true in the case of women, because women would be able to
provide and prevent self-care disease by avoiding risks and taking care of oneself and
one’s family members. Performing &ercises to decrease tension by holding daily

activities and following the middle path is in accordance with the Buddha’s teaching.

In this research, I have used the Holistic Model to inform the conceptual framework in
order to understand the behaviour of respondents with regard to family and the community
in which they live. In addition, respondents way of living, working, their work places,
family system, socialisation habits, sub-culture in the community, customs, beliefs, values
and spiritual elements have all been studied and analyzed. All of the information studied

1s used as a guide to discussing women’s health.
2.4 The Framework and the Outline

Building on these definitions and perspectives a conceptual framework for understanding
women’s work conditions and their health status was used to guide this study. This
framework is viewed and categorized into four components: (1) environment, (2) women,

(3) health status, and (4) nursing system. (Figure 2.1)

Environment is the first component of the framework and includes three factors, work
conditions, women’s way of life, and their social context. These three factors influence

one another and affect a person’s experience in terms of health behaviour and health risk.

Health behaviour and health risk influences the person’s health status. Finally, procedures
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involved in nursing or health systems can become to alter and modify a person’s

environment and experience and therefore can influence a person’s health status.

Figure 2.1 The Conceptual Framework for Understanding Women’s Work Conditions and
their Health Status.

Environment

-Work Conditions

-Ways of Women’s
Lives & Culture

-Social Context/Factors

(Political system, T

Women’s experiences
-Health behaviours

-Health risks
-Work experiences

Economic system,

Educational system)

| Nursing/Health System

In addition, the social context or environment can be seen to be composed of four
dimensions: the political, economic, educational, and cultural systems. All of these
factors, both independently and interactively, can cause changes in an individual’s health

status. It is the interpretive of these themes which allows for the understanding of the

major issues and the contribution of nursing.

In order to clearly explain each component of the conceptual framework used in this
study, the following literature themes were reviewed. Selected literature which provides
an understanding of the impact of work on women from low-income communities in
Thailand, and how they perceive their health is considered. It then covers the following
themes, holistic nursing and women’s health, the background of Thai women, low-income

women’s work, migration and health, women’s work and health seeking behaviour in Thai

culture.
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2.5 Thai Women

A brief review of the literature relating to Thai women is given in order to gain a better

understanding of the viewpoints regarding Thai people and especially women, their family

and social relationships and social attitudes towards women.

2.5.1 Thai World View and Cultural Values toward Women

The roles of Thai women have changed. Thai society has greatly changed, resulting in
women being more educated allowing more opportunities to be employed in different
sectors of the labour force. Women who received less education however and who are in a
low socioeconomic status group still face constraints. This is particularly true in families
with limited financial resources, where the son will be the first to be invested on through

education. Daughters will stay home, do housework, or help do jobs which bring money

for the family (Archavanitkul, 1988).

Due to the majority of Thai people (95%) being Buddhists, Buddhism has become "a
symbol of unity" (Limanonda, 1995; 69). Buddhism plays a very significant role in the
daily life of the Thai people. Buddhism relates to almost every occasion including
birthdays, marriages, moving to a new house and funerals (Chadchaidee, 1994: 42).
"Matriarchy” in the Thai society was overthrown owing to changing social conditions,
which in turn resulted partly from the influence of Buddhism both from India and China

that limited the status of women to a level lower than men.(Wongphrom, 1998).

lawsriwong (1995) gave an overall profile of the status of Thai women according to the
former Thai cultural frame, particularly in rural areas. It was shown that the roles and

status of Thai women were lower than men in many aspects, especially where Buddhism
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1s concerned. For instance, women could not be ordained to be a monk, who obtains a
famous position as a disciple of Buddhism. Men were conditioned to build up the
family’s prestige, and thus a greater portion of the family’s money was spent on their
education than on women’s. On the contrary, women held roles in the family’s finances,

from assisting in paddy fields to selling products at the market (Kabilsingh, 1984: 63-74).

However, the structure of Thai society in the early days attached importance on women’s
family lineage. After marriage, a man usually settled in the family of his wife. This
custom can still be seen in these days in Isaan families. A man held a status of a new
comer amongst his wife’s relatives. The women or the wife held the rights of subsistence
land and was the heir who carried on the traditions and accounts of her village and family
from her mother and grandmother. A woman was conditioned to remain in the family, to
look after children and household, and to propagate customs and rituals from the former
generation to the next. She was also assigned to follow her ancestors’ supernatural beliefs,
and was most often assigned the responsibility of rituals such as paying respect to the
ancestors’ spirits or to the village’s spirits and performing spirits’ possession rites.
Therefore, what underlay the unequal traditions which made Thai women not as inferior as

women in other Asian countries (Wongphrom, 1998).

According to Buddhist belief, “to be born female indicates that one has less ment than a
male” in part due to the belief that "women are born from lust”. For Buddhists, merit is
very important as it is the result of previous good deeds performed in past lives. Doing
good or making merit bS/ supporting Buddhism in various forms such as entering the
monkshood, (which is considered to provide great merit), offering food to the monks,
contributing money to build temples and giving alms would provide rewards for the next

life. Therefore, because women cannot be ordained as monks like men, they receive part
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of the merit through the monks indirectly. Thus, is clear that Buddhism has an impact on

women's status.

From the empirical data obtained in previous studies, one notes that Thai women have

received less formal education than men.

Table 2.1 Illiteracy Rate (%) of the Population Age more than 15 by Sex

Sex  J1980  J1985 = l1990 @@
Female  [160 133  fwor 000
Total 1237  [186 150 0000

Source: NCWA, 1996: 23

The overall picture of women and education indicates that chances of women coﬁtinuing
their education has improved but is still not equal to men. It can be seen that there are
higher percentages of women in higher education than men. From this data, it can be
explained that if women have a chance to further their higher education, the women’s
educational ability is not less than men, indeed it appears to be better than men in
Bachelor’s degrees. However, the figure shown here is the number of those who have an
opportunity to study at a level higher than primary school, but the population studied in
this research are poor, and lack opportunities to study. Therefore, it is shown that 5 to 6 %
of the whole population who graduated with primary education do not have an opportunity
to further their education. This is the plight of poor women and the population at large,
who do not have as equal an opportunity as those who are in middle and high- economic

groups (National Commission on Women’s Affair-NCWA, 1994: 108-11 1).
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Beyond religion and education we can explore Thai women status through politics. Thai

women have a small number of roles in political participation (Tantiwiramanond &

Pandey, 1996; 106-107).

The fact that women take fewer roles in politics arises partly from Thai social factors,
which call for women to be attached to and work for the family. Moreover, even if laws
have been changed, offering more opportunities for women to take part in politics; their
roles in this area have only begun recently. According to former laws (1914), the
qualification of a village head was stated as “a man who is the head of the family and is a
Thai”. This law was applied for 68 years, resulting in women having no chance to study
and get themselves acquainted with politics. Thus, their roles in politics are only at a
beginning, similar to the law which has just been amended. A role women has taken in

politics has been to support applicants for political positions at all levels.

2.5.2 Being an Isaan Woman
The difference between Isaan women and women from other parts of Thailand are limited.

Isaan women are generally characterised as having a lower status.

Thammawat (1992) conducted a study on the status and roles of women in Isaan and
found three distinctive female responsibilities: (1) Females work as labour in farming and
handicraft production. (2) Females are responsible for sustaining ethics. (3) Females are
the reproductive source. Women are the major form of household labour for agricultural

and handicraft production. They produce food and clothing from farming, husbandry as

well as weaving during their free time.
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Sons will be taught to be diligent in earning a living, to know how to grow plants and rice,

to know how to sell farm products, to know how to repair the house, and to be responsible

for the family.

Isaan women are taught to be close to their family because Isaan culture holds that
“women’s role 1s to stay home, while men is to leave”. Family therefore, has a great
impact on women'’s psyche. Isaan women are expected to be the core group responsible
for running family activities. Women are required to bring children up to be “good
people”, educated, aware of traditions and to be aware of work responsibilities. Isaan

women hold a major role in teaching their children to behave decently, according to

accepted social standards.

In sum, the status of Thai women is influenced by Thai traditions and Buddhism. This
explains their submission to this patriarchal society. They are characterised by their chief
concern for family happiness, security and peace, and tend to place less value on quality of
life. So, these factors have an influence over women’s values, and provide an insight into
the life experiences of these women. Therefore, it is a challenge to show an interest in

exploring women’s life experiences and their ability to cope with the struggles of life.

2.6 Migration

As early 1982, Tantiwiramanond and Pandey (1996) noted the “feminisation” trend in the
migration stream during 1976-1978. The trend of women outnumbering men in migration
continued until the early 1990s. During 1976-1988, all regions saw more women than

men heading to Bangkok, and the largest portion was from the poorest region, the

Northeast. This has been increasing. Women who migrate to big cities are mostly
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employed in retail and service sectors. The majority of women work in the informal
sectors—as vendors, hawkers, maids or subcontractors—where returns are small and
uncertain. In the export industry, the majority of the labour force are women (70% of all

workers) working in electronic, textile, food processing, lapidary, footwear, and leather

industries (Thompson, 1990).

Urbanisation and rural-urban migrations receive great attention as far as mental health 1s
concerned (Elkeles and Seifert, 1996; Pick and Obermeyer, 1996; and Anson, Pilpel, and
Rolnik, 1996). Two forms of migration in Thailand are identified: a single move (long-
term migration) and a seasonal or repeating move (temporary migration). Long-term
migration is highly selective among young adults, females, and more highly educated

people (Archavanitkul, 1988; Richter et al, 1997; and Chamratritthirong et al, 1995).

2.7 Health of the Urban Poor

The World Health Organisation (1988) states ﬂ;at there are many kinds of disease patterns
among the urban poor population, infectious diseases, malnutrition, and social diseases.
Moreover, it is clear that the urban population is experiencing a high rate of depression
and anxiety (Harpilmn, 1994). The six l<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>