Migration and Health in Asia

The processes of migration and health are inextricably linked in complex
ways, with migration impacting on the mental and physical health of indi-
viduals and communities. Health itself can be a motivation for moving or a
reason for staying, and migration can have implications on the health of
those who move, those who are left behind and the communities that receive
migrants.

This volume brings together some of the increasing number of researchers
who are studying health and migration in Asia, a continent which is a major
exporter and importer of human resources. The essays use both quantitative
and qualitative approaches to investigate interdisciplinary issues of health
and health-related behaviours in the field of migration. Migration and Health
in Asia covers major themes including the pandemics of HIV/AIDS and
SARS, differential access to health and civil society for migrants and the
health of the populations who are left behind.
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1 Introduction

Understanding migration and health
in Asia

Santosh_Jatrana, Elspeth Graham and Paul Boyle

Introduction

The relationships between migration and health are multiple. There is
growing evidence, albeit incomplete, that the process of migration and the
health of individuals and communities are inextricably intertwined in
complex ways, with implications for those who move, those who are left
behind, and those who host migrants. One classic conceptualization of the
relationship between migration and health is provided by Hull (1979), who
points out that the causal link between migration and health can occur in
either direction — the health of individuals and communities may be influ-
enced by migration, while the health of individuals and communities may
stimulate migration. Thus, at the macro-scale, migration may influence
population health, although the effects may be quite difficult to disentangle
(Boyle 2004). At the individual level, we know that the relationship
between migration and health varies with age (Findley 1988). Younger
adults who migrate are generally healthier than non-migrants, while older
adults beyond retirement age are more likely to move if they are in poor
health and, for the latter group, health is often an important factor which
influences the decision to move. Health can also influence temporary moves
— a growing literature on health tourism, for example, suggests that the use
of better or cheaper health care abroad is resulting in new patterns of migra-
tion in many parts of the world, including Asia (Borman 2004).

The effects of the migration experience on health have received a signific-
ant amount of attention from researchers who focus on the differences in
health status and mortality patterns between migrant groups on the one
hand, and migrants and the native-born population on the other. Compared
to those they leave behind, international or long-distance intranational
migrants are often relatively healthy, and this is commonly referred to as a
‘healthy migrant effect’. This comes as no surprise, given that migration is
usually selective of those who are in higher socio-economic groups (Boyle ez
al. 1998), but there is evidence that changes in the physical and social
environment in which migrants find themselves also has a role to play. On
the other hand, migrants may be less healthy than those whom they join,
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such that migrant health falls between those whom they leave and those
whom they join (Marmot 1989), although others show that immigrants
often have better health than the host population that they join (Anson
2004; Rosenwaike 1990). This selectivity has implications for the health of
communities both at the origin and the destination.

Thus moving itself can have both positive and negative implications for
health. On the positive side, migrants (especially those moving from a poor
to a rich country) may find better access to health care services in the new
home country, and may benefit from better diets and/or a cleaner environ-
ment. Since such migrants may carry with them a health deficit from their
area of origin, it might be expected that their health would nevertheless be
worse than that of the native-born population. However, new migrants may
also experience certain advantages arising from their continued patterns of
beliefs, practices and social contacts that protect them from the dangers of
the new environment, resulting in an ‘epidemiological paradox’ of better
than expected health outcomes (Morales ez /. 2002).

While migration may offer economic benefits in the form of higher wages
or opportunities for social mobility, and health benefits (as described above),
some migrant populations are vulnerable to health problems (Hull 1979;
Rashid 2002). This vulnerability is the result of a combination of factors,
including the psychological stress generated from the process of removal and
resettlement, and the problems and difficulties migrants confront in dealing
with health problems and the health care culture in the new environment
(Bollini 1992; Chung and Kagawa-Singer 1993; Shuval 1993), reduced
security in daily life (Sundquist 1994), experiences of alienation and dis-
crimination (Kaplan and Marks 1990), reduced socio-economic status
(Harding and Balarajan 2001) and language barriers (Cookson ez @/. 2001).
These factors may result in ill-health and psychological impairments among
the migrant population (Hull 1979; Fitinger and Schwartz 1981; Jones and
Korchin 1982; Kuo and Tsai 1986). Moreover, migration itself compels the
migrants to adjust to a new life-style which often brings with it a new set of
health risks (Evans 1987). Even immigrants who are securely resettled may
be re-exposed to diseases when they return home to visit friends and rela-
tives, or associate with newly arrived members of their ethnic group, and
this has implications for the spread of disease (Cookson ez /. 2001). The
plight of irregular or unauthorized migrants, without official permission to
enter or remain in a host country, may be compounded by pre-departure
conditions such as poverty and armed conflict, with no adequate health care
for months or years during the travel itself, or because they have been traf-
ficked or smuggled (Taran 2002). In addition, there is a large and growing
literature which considers the mental health impacts of migration for
refugees and asylum seekers who often struggle to adapt to the various
changes in their environment (Berry 1997).

Given the increase in migration — both voluntary and forced — all over the
world and the web of interconnections between migration and health, it
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might be assumed that robust theories exist which could explain the mul-
tiple relationships between migration and health in Asia. This is not the
case. In an Asian setting, collaborative research both by social and medical
scientists is mainly limited to the field of HIV wvulnerability among
migrants and/or host societies (e.g. Srithanaviboonchai ez /. 2002). Much of
the research at the intersection between migration and health has focused on
the developed world where, for example, the role of health-selective migra-
tion in explaining the widening health gap between the rich and poor has
been examined (Norman ez /. 2005). The absence of similar studies in Asia
may be due, in part, to the complexities of the relationships involved, but
also results from a lack of reliable data linking health outcomes to migration
status, and the background and experiences of migrants. However, new data
sources in Asia are now providing opportunities for such research, which
promises to enhance our understanding of the dynamics of human migration
and its long-term health consequences in the region. International and
transnational migration seems to be an inevitable feature of globalization.
Better understanding of its consequences for the health of individuals and
communities, along with a recognition that health considerations can also
provide a rationale for migration, is required if we are to formulate policies
aimed at mitigating the adverse effects of migration on health.

Why study migration and health in Asia?

In general, there is a paucity of research that recognizes the complex causal
nexus between migration and health, and evidence pertaining to migration and
health in Asia remains sparse and fragmented. Moreover, there is little empiri-
cal research suggesting that explanations of the relationships between health
and migration observed in Western settings can be extended to Asian societies.
Further research is required in Asia and other non-Western settings in order to
gain a better understanding of how the relationships between migration and
health are manifest across diverse socio-cultural environments. The importance
of examining migration and health in Asia stems from the need to pay closer
attention to the varied meanings of health and illness, as well as to the social
and cultural contexts of its relationships to migration (Boyle and Graham
2003). Empirical studies in an Asian setting provide a valuable opportunity to
extend our understanding of such differences and diversity.

Investigating migration and health as it affects countries in Asia also offers
a unique opportunity to develop theoretical understandings because Asian
countries are both major exporters and major importers of migrants. Over the
past few decades, the mobility of people across borders in Asia has both
increased in volume and diversified into multiple streams, with different
gender, class or race structures, and degrees of permanence. As the process of
migration involves uprooting, displacement and resettlement, it poses a
major challenge to ensuring that population movement and resettlement are
socially productive. This challenge will become an even greater ethical and
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pragmatic necessity in Asia given the likely future increase in population
movements in the region. The cultural and political diversity and differential
levels of economic development among Asian countries mean that migrants
crossing borders grapple with a wide range of social, cultural, political and
economic issues. The ramifications for the public health care systems of host
communities and countries can also be far-reaching; yet the public health
implications of these emerging dynamics are multi-dimensional and remain
under-researched. They reach beyond the potential to increase demand for
health care in destination communities, and raise questions about healthy
environments, cultures of health care (that is, Western versus traditional),
and discourses of inclusion, exclusion and blame.

This volume

This book represents one of the first efforts to collect into a single volume
the work of a growing number of researchers who simultaneously study
migration and health in the context of Asia. It brings together issues and
debates related to the intersection of health and migration. It includes
empirical case studies from countries at various levels of socio-economic
development, ranging from ‘transition’ countries to economically highly
developed countries, with studies in Bangladesh, China, Japan, India,
Indonesia, the Philippines, Singapore and Laos. The chapters not only define
health in a variety of ways, using measures of physical health and functional
health (mobility and disability), but also examine the health-related behav-
iours, social suffering and surveillance of migrants, as well as relative health
outcomes for migrants and non-migrants. Later chapters, in their considera-
tion of the health of those left behind, shift the focus from the migrants
themselves to their communities of origin. The diverse geographies of
migration are recognized in the discussion of transnational, national, rural to
urban, and upland to lowland migratory movements. The country studies
adopt different methodologies, with five chapters (Hugo; Jatrana and Chan;
Feranil; Kuhn; and Roy and Nangia) being primarily quantitative in
approach, while others report data from qualitative surveys.

Overall, the multi-disciplinarity of this research field is exposed, with
authors drawing on concepts and methods from several academic disciplines
including anthropology, demography, sociology, human geography and
public health. The chapters, when taken together, constitute the first serious
attempt to provide an insight into the potential scope of research on health
and migration in an Asian context, and are thus an important benchmark for
future work in this field.

Key themes

At the core of each study included in this volume is a broader question of
how we can propetly understand the health vulnerabilities of migrants, and
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communities of origin and destination. The findings vary considerably,
depending on the specific characteristics of migrants, type of migration
(regular or irregular, national or transnational, rural to urban, or highland to
lowland), the particular health measures used, and the theoretical and
methodological approach taken (for example, a behavioural versus an institu-
tional approach). Although none of the studies in this volume include all of
the important variables associated with migration and health, each makes a
serious attempt to investigate specific linkages, and to reach conclusions that
go beyond the simplistic assertion that migration has positive or negative
consequences for the health of migrants, host communities or families left
behind. Nine key themes structure the discussion.

1 Migrants, sexual bebaviour and vulnerability to STDs/HIV/AIDS

Although the rapid spread and high prevalence of HIV/AIDS in some areas
of Asia has been invariably linked to migration, we are still far from under-
standing in detail just how, and to what extent, migration affects the spread
of HIV. There remain large gaps in our knowledge of the role of migration
in explanations of why levels of infection in one region are higher than in
another region. There is also a need for the conceptual refocusing of research
on the social and sexual disruption that accompanies migration and mobil-
ity. It is in this context that Hugo (Chapter 2) examines possible links
between the current incidence and spread of HIV in Indonesia, and popu-
lation mobility, insofar as it can be established given the dearth of appropri-
ate data. Hugo also discusses the extent to which population mobility is
likely to influence the spread of HIV infection in the future.

Hugo’s findings suggest that high levels of population mobility are not
neatly correlated with high levels of HIV infection. Rather, the latter are
influenced by the type of movement, the context in which it occurs and the
behaviour of the movers themselves. Higher risk of HIV infection appears to
be associated with specific types of mobility, although the research evidence
is as yet limited. These include temporary worker movement to isolated
work sites, such as mining, construction, plantation and sawmilling settle-
ments; rural to urban migration; circulation involved in some types of work,
such as transport, fishing and seafaring; movement associated with the large
internal displacement of population due to conflict; and some international
labour migration. Hugo anticipates that the nexus between the commercial
sex industry, concentrations of migrant workers and HIV infection is a key
to the future course of transmission of the infection in Indonesia and
urgently requires further research. Hence, he emphasizes the need to focus
more behavioural sentinel surveillance activity and programme inventory on
mobile populations of various types.
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2 Modernization and health among ethnic groups

Understandings of migration and health must resist treating migrants as a
homogeneous group, and a more nuanced approach requires a recognition of
diversity in the social contexts of migration. In Chapter 3, Lyttleton consid-
ers the relocation of an ethnic minority group from the highlands to the
lowlands in Asia’s Golden Triangle as an important form of migration that
crosses a significant boundary, not defined by distance or national borders
but by elevation. Although mobility has been commonplace in the high-
lands of the Upper Mekong for centuries, contemporary migration downhill,
even over short distances, requires significant social and cultural change and
adaptation that can be as disruptive as transnational movement. Lyttleton
focuses on the Akha of Northwest Laos who are moving out of subsistence
life-styles in the mountains and entering new forms of social arrangement
that require new social competencies — characterized most strongly by
sedentary life-style, wage labour and cash economy. Voluntary and involun-
tary relocation has created a crucible where lowland Lao, Chinese labourers
and resettled Akha engage in reconfigured social relations with specific
health consequences.

Even though moving down from the mountains improves access to state
medical services and market resources, the negative implications for health
remain pronounced. Lyttleton draws attention to the health impacts implicit
in highland—lowland migration from the perspective of social suffering.
Here the intention is to consider health in ways beyond the presence or
absence of disease, by looking at how the new social relations which emerge
within processes of nationalist assimilation incur forms of marginalization
and exclusion. In Northwest Laos, the uneasy intersection of different cul-
tural systems promotes inequitable economic and social interactions that
foster social suffering.

While empirical measurement of the health impacts may not always be
possible, Lyttleton argues that the effects of social suffering are anything but
ephemeral. Importantly, this perspective draws attention to social relations,
rather than to material conditions, as the underlying preconditions for ill-
health. Lyttleton demonstrates how, despite greater access to material bene-
fits associated with modernization, social suffering among the Akha creates
increased vulnerability to a range of health threats, including heightened
vulnerability to HIV infection, changing forms of drug abuse and embodied
forms of psychic malaise. These health threats emerge as villagers experience
rapidly changing social values, socio-economic stratification and ethnic
exploitation as part of greater involvement in a cash economy.

3 Migration, bealth and the state

The greater vulnerability of migrants is also played out at the national scale.
It has been evident in many circumstances that migrant workers are
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frequently seen as a mobile, floating and even ‘disposable’ population,
making them vulnerable to repatriation, neglect and discriminatory policies
founded on classed constructions of ethnicity and nationality. The onslaught
of SARS in Singapore and elsewhere provides an opportunity to examine the
intersection of national concerns over the ‘behaviour’ of migrant workers,
and over the construction of health as a problem of national security. The
SARS crisis, played out over a period from March to July 2003, sent many
countries into shock, forcing governments to respond with immediacy. It is
during a crisis such as this that migrant workers are exposed as mobile, tran-
sient and not always controllable, requiring the implementation of quaran-
tine measures and other solutions to shut out the killer virus, and to prevent
it from crossing national borders.

Wong and Yeoh (Chapter 4) focus on Singapore and examine how state
policy controls migrant workers, and how public discourse contributes to
the social construction of migrants as ‘health threats’ during a time of crisis
(SARS). They trace the main threads of government rationalization over the
treatment of migrants seen as necessary for curtailing the spread of SARS,
while at the same time negotiating the delicate balance needed to maintain a
healthy, active foreign worker pool for the sake of the economy.

Wong and Yeoh argue that the government’s attitudes, some of which
were built upon discourses that emerged during the time of economic boom
and global restructuring, were often contradictory and did not always reflect
the patterns of the spread of SARS. First, migrants underwent a higher
degree of surveillance than did Singaporeans, in spite of Singaporeans com-
prising the vast majority of SARS victims and ‘infectors’. Second, although
low-skilled labour migrants have always been more tightly controlled than
migrant workers in the professional and managerial categories, it was low-
skilled foreign workers who faced harsher penalties and a higher level of
checks than workers at the other end of the socio-economic spectrum, even
though SARS appears to have crossed into Singapore through the movement
of middle-class Singaporean travellers. Wong and Yeoh show that even
where the cause—effect relationship between migration and health is
extremely tenuous, health security concerns become a ready platform for
expressing deep-rooted prejudices against migrant workers in public dis-
course, as well as a raison d’étre for strengthening the role of the state as
gatekeeper of the nation through its finely tuned, selective control of
national borders.

4 Do migrants face greater health risks than non-migrants?

The multiple vulnerabilities of different migrant groups within different
local and national settings raise questions of how their health compares with
that of non-migrant groups. Answering such questions is difficult, however,
since it involves addressing several key issues, including how migrants’
health status differs from the health status of the native-born, and how the
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health status of migrants evolves over time after their arrival in the host
region or country. In what ways and how quickly, for example, does the
health status of migrant populations change through exposure to the social,
cultural, economic and physical environment within the host area? Which
covariates are associated with health in general, and migrants’ health in
particular? Thus far there has been little research into these issues in Asia.

There are indications in literature on Western settings that some migrant
populations may experience important health disparities, relative both to other
migrant groups and native-born populations (Newbold and Danforth 2003;
Sundquist and Johansson 1997). Indeed, a critical review of the literature
demonstrates that although migrants are generally healthy at the time of
arrival (the ‘healthy migration effect’), their health status and that of the next
generation tends to decline and converge (downwards) towards that of the
native-born population. But why does the health status of some migrants dete-
riorate with duration of residence? Some researchers attribute the deterioration
to the uptake of unhealthy life-styles, including poor dietary habits, smoking,
and/or drinking, upon arrival in the host country (Frisbie ¢z 2/. 2001).

However, it may take decades for the negative health implications of
behavioural change to become apparent and other, perhaps countervailing,
factors may intervene in the shorter term. Any overall decline in the health
status of migrants thus seems likely to be the result of a complexity of
factors operating within the broad context of the migrants’ social, political,
economic and cultural position within the host community. The local
determinants of population health may be magnified within a migrant
population as loss of socio-economic status, social networks, discrimination,
language barriers, and lack of knowledge about the availability of health
facilities contribute to declines in health (Newbold 2005). Moreover, unfa-
miliarity with the health care system may lead to relative underuse of pre-
ventive health screening and underdiagnosis and treatment of health
problems, which in turn may lead to a worsening of health status over time.
In empirical studies, however, tracking health status longitudinally is prob-
lematic, especially where health status is self-assessed. In the Canadian
context, McDonald and Kennedy (2004) find that immigrants’ use of basic
components of health care approaches native-born levels. Nevertheless,
improved access and use of health services can lead to increased recognition
and reporting of conditions, and consequently poorer self-assessed health.
Understanding the trajectory of change in migrants’ health status thus
requires close attention to the health measures employed.

In Chapter 5, Jatrana and Chan examine the population of Singapore in a
quantitative analysis of the influence of country of birth (born in Singapore
versus born in China, Malaysia or elsewhere) on self-reported functional dis-
ability among older adults. The question they explore is whether nativity is
an independent risk factor for reporting a functional disability, or whether
nativity differences in self-reported functional disability merely reflect dif-
ferences in socio-economic and demographic characteristics. This is an
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important question for policy makers. If nativity differences in self-reported
functional disability can be attributed to demographic and socio-economic
characteristics, rather than to nativity itself, then functional disability
reduction programmes can be targeted to compensate for the differences
between groups based on traits such as education, employment and income.
If, however, nativity itself is a significant determinant of functional health,
then a culturally based barrier may exist, in which case simply expanding
the availability of health services or altering socio-economic conditions of
people may not enhance functional health.

Jatrana and Chan’s results indicate that nativity is not a significant risk
factor for reporting functional disability once demographic factors are con-
trolled for. Thus the difference in functional disability between native- and
foreign-born older adults is largely explained by the demographic variables
in their model. Socio-economic, health-related behaviour and social net-
working factors do not affect the nativity differences in functional disability
to any significant degree. Rather, Jatrana and Chan attribute the difference
to the erosion of the healthy migrant effect over time and the ageing of the
foreign-born population who are much older in their demographic composi-
tion, compared to the native-born population.

Feranil (Chapter 6) also explores the differences in health between
migrant and non-migrant populations, focusing on internal migrants and
using a more specific measure of health. He examines maternal anaemia
among migrants and non-migrants in his analysis of a range of data from a
survey conducted in disadvantaged communities in one of the island groups
in the Philippines. His findings indicate that migrants tend to be healthier
than the native-born, supporting the argument that migration is a selective
process, favouring healthier individuals. Although other factors such as age,
education, number of births, living conditions, and the mother’s previous
practice of taking iron supplements also influence maternal anaemia, he
stresses that the health of both the native-born and migrants are equally
important, particularly in disadvantaged areas. Feranil recommends that
public health services and nutrition campaigns should address the predica-
ment of both groups (migrants as well as non-migrants), a recommendation
endorsed by Jatrana and Chan (Chapter 5).

5 Irregularlunauthorized migration and bhealth

The importance of the social and political context of migration is again
emphasized in Chapter 7, where Asis draws attention to the ways in which
migrants’ unauthorized status in receiving societies can affect their health.
As documented in various settings, unauthorized migrants are generally
more vulnerable to health risks than are legal migrants. The working and
living conditions of unauthorized Filipino migrants in Sabah are no differ-
ent. The hostile attitude of the general society towards Filipinos in Sabah,
the precarious terms of their employment, the lack of services provided by
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the Philippine government to its nationals in Sabah (a situation arising from
the unresolved Philippine claim on Sabah), and the absence of non-govern-
ment organizations — an alternative source of assistance for migrants in other
receiving societies — contribute to the vulnerability of irregular Filipino
migrants in Sabah. In this context, it is not surprising that health concerns
do not figure as much in migrants’ assessment of their situation as do the
uncertainties of their unauthorized status. Their lack of legal status and asso-
ciated rights circumscribe the options available to migrants, including
options for health care.

Asis finds that when migrants fall ill, they do not access government
health facilities; rather, they seek out private practitioners, opt for tradi-
tional healers, or return to the Philippines to seek medical help. In other
words, the concern of local residents that migrants put strain on local
medical facilities seems to be more perceived than real. In clarifying the
linkages between irregular migration and health, Asis suggests the need to
consider other variables that could explain the varying degrees of health
vulnerabilities and access to health care of unauthorized migrants. Migrants’
ethnic background, whether or not they migrated with family members,
and their occupation, are some of these intervening variables, suggesting
diversity, as well as commonality, in the circumstances of this migrant

group.

6 Migration, differential access to health and civil society

In Asia, immigration laws typically permit unskilled migrants to work for a
short period of time while ignoring their rights as residents and workers.
Official neglect of human rights for migrant workers has created serious
problems for them and for their host society, since they are regularly
exposed to labour accidents and injuries, abuse, violence, illness, depression,
and epidemics such as HIV/AIDS. Nonetheless, citizens of most Asian
labour importing countries remain unaware of these problems, and therefore
pay little attention to the plight of foreign labourers. As a result, through-
out Asia, non-governmental organizations (NGOs) and civil groups are the
only agents dedicated to the protection of migrants’ rights. In response to
the critical importance of personal and public well-being, Asian NGOs have
commonly worked to increase public awareness of health issues, while pro-
viding health services and health training for migrant men and women.

The case of Japan discussed by Yamanaka (Chapter 8) indicates the
importance of international human rights laws as a framework for encourag-
ing governments to eliminate discrimination against unskilled migrants
embedded in law, bureaucracy and conventional social practices. More
research will be necessary if we are to understand how these two forces —
international law applied from ‘above’ and grass-roots activism emerging
from ‘below’ — can bring about significant change to governmental policies
and public attitudes towards migrants’ rights, including their access to
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health and medical care. These rights are fundamental to the public health
and social welfare of the nation at large.

The role of civil society is important and indispensable not only for the
welfare of transnational migrants but also, in the case of China, for internal
migrants whose move from a rural to an urban area is not ‘authorized’ by the
government. Xiang (Chapter 9) highlights this in his analysis of health risks
associated with rural-urban migration in China. These migrants, the so-
called ‘floating population’, face special health problems not only because
they are a new social group, but more importantly because they cannot be
incorporated into the state system, yet at the same time the state remains
the sole provider of social welfare. As the volume of rural-urban migration
increases, this bureaucratic exclusion will have a growing impact on public
health in China’s cities. Xiang concludes that the Chinese government must
recognize that it is unrealistic to provide for all its citizens’ welfare needs
without cooperating with other social forces, and that an active civil society
may thus be indispensable to maintaining social stability within an increas-
ingly diversified population.

7 An institutional approach to understanding migration and

health

In linking migration and health, particularly in studies of migration and
HIV, most of the existing literature adopts a ‘behavioural approach’, which
assumes that certain migrant behaviour patterns are disease-prone (Brocker-
hoff and Biddlecom 1999; Caldwell ez 2/. 1997; Hunt 1989; Jochelson ez a/.
1991; for a literature review see Yang 2004). Moving away from this
perspective, Xiang (Chapter 9) proposes an ‘institutional approach’ which
holds that migrants face particular health problems because of their position
in the established social system. Based on his fieldwork and documentary
research in China, Xiang demonstrates that migrants’ health problems are
fundamentally the result of existing formal institutional arrangements. The
fact that migrants face high health risks at work is seemingly a result of
market segmentation, but fundamentally it is attributable to the unbalanced
relationship between migrants, enterprises and local government, which is,
in turn, related to the hukou system and the current economic growth
regime in China. The existing institutional arrangements not only render
migrants vulnerable, but also impede them from being included in the
formal medical care system.

More specifically, Xiang identifies the major reasons for this exclusion as
including various vested interests and the government’s immediate goal of
reforming the social security system; the gap between the medical care
system in urban and rural areas, which makes it impractical to provide
migrants with formal medical care in the cities; the localized, and therefore
geographically fragmented medical provision, which discourages migrants
from joining the system; and finally the informal employment relationship
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prevalent among migrant workers, which conflicts with the medical care
system’s reliance on formal employment contracts for implementation.

In terms of policy recommendations, the behavioural approach tends to
focus on policies that directly affect migrants’ health-related behaviours,
while the institutional approach draws attention to the fact that medical
policies are embedded in various other institutional structures and, accord-
ingly, stresses the importance of examining underlying institutional
arrangements in order to identify realistic strategies for policy change. The
focus on structural determinants of risk emphasized by the institutional
approach provides a useful corrective to the dominant behavioural paradigm
which encourages the ascription of blame to individuals for indulging in
risky behaviour. Nevertheless, it offers only a partial, albeit valuable window
on to the complex interrelationships between migration and health in Asia.
As Craddock (2000) argues in her discussion of the geography of AIDS, we
need to adopt a combination of approaches in order to develop a more effect-
ive theoretical framework for evaluating vulnerability to ill-health. In the
case of Asia, there is an urgent need both for more empirical research to
establish the scope of diversity across migrant groups and for greater atten-
tion to the ways in which we conceptualize migrants’ vulnerability.

8 Migration and the bealth of left-bebind populations

All the chapters outlined above are devoted to understanding, in various
ways, the health of migrants themselves. In the wider literature, while relat-
ively few studies have been carried out on the topic of migrant health in
general, there are even fewer studies of the impact of migration on the
health of those who are left behind. Recent theoretical and methodological
advances in the study of migration have facilitated analysis of migration’s
impact not merely on the health of migrants, but also on the health and
well-being of family members left behind in the migrant’s household and
community of origin. A few recent papers have examined the impact of
parents’ migration on the health of children left behind (Frank and Hummer
2002; Kanaiaupuni and Donato 1999), but none has yet looked at the
impact of adult children’s migration on the health of their older parents.
Kuhn (Chapter 10) addresses this crucial intersection between global
concern over population ageing and migrant social networks by modelling
the impact of adult children’s migration on the health and survival of a
cohort of respondents age fifty and above living in Matlab, a rural area of
Bangladesh where high rates of out-migration and remittance receipt make
migration a key aspect of social and economic life.

By linking detailed household and health survey data to event records
from an ongoing Health and Demographic Surveillance System (HDSS),
Kuhn shows that, far from having a deleterious impact on elders, adult chil-
dren’s migration has a strongly positive effect on health and survival. Health
is improved largely through the effects of the migration of sons in this
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traditionally patrilineal society, with a significant impact in relation to both
internal and international migration. While migrant educational attainment
can explain the effects of internal migration, the effects of international
migration cannot be explained by education or by measures of financial
transfers in the year of the survey. The failure to find any relationship
between remittances and health calls into question the value of transfers as
an indicator of the Jong-term strength of support from migrant children, and
raises questions over the difficulties of relating remittance and health data at
the individual level. Kuhn concludes that the international migration of
sons is conducive to parents” health, although the mechanism is still unclear.
In Matlab, financial transfers apparently have little effect on the health of
older parents.

However, the negative impacts of migration on those left behind can be
seen clearly in studies on migration and the spread of STDs and HIV/AIDS.
A study in Delhi, India found that migrants living without their families (or
those whose families are left behind) are more likely to engage in paid sex
and extra-marital sexual relationships (Mishra 2004). In this volume, Roy
and Nangia (Chapter 11) use evidence from rural Bihar, India to show that
wives left behind by migrant men report a significantly higher prevalence of
reproductive morbidity than do wives of non-migrant men. Results from
this study also indicate that determinants of reproductive morbidity differ
between the left-behind wives and the wives of non-migrants. Modelling
results show that for the wives of non-migrant men, extra-marital relations
significantly affect reproductive morbidity. In contrast, for the wives left
behind by migrant men, a lower standard of living, shorter marital duration,
the migration of the husband to Western states, the timing of migration,
and the husband’s life-style (habits such as gambling, substance abuse,
chewing tobacco and so on) are significant contributors to reproductive mor-
bidity. Possibly, in the absence of their husbands, wives who are left behind
are unable to take care of their reproductive morbidity, particularly when
they feel shy about discussing it with anyone, including a doctor. Overall,
the reproductive health problems of women are neglected as marital dura-
tion increases, as well as when husbands adopt life-styles that might lead to
extra-marital relations or divert financial resources away from necessary
health care.

Both Kuhn, as well as Roy and Nangia, tackle important questions about
the impact of out-migration on population health in communities of origin.
Both studies focus on South Asia where traditional patriarchal values
prevail. Further research in other cultural contexts could usefully explore the
different vulnerabilities of those left behind in diverse settings across Asia.
This evidence base is necessary for the design of effective policies to mitigate
the negative health impacts of out-migration on communities of origin.
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9 Migration and bhealth: a policy perspective

Migration has always posed particular problems for economic and social
planning. The same is true for health planning. Governments are under
pressure to give priority to the ‘permanent’ population (that is, long-term
residents vis-d-vis temporary migrants in the case of internal migration; cit-
izens vis-a-vis labour migrants in the case of transnational migration).
However, in relation to labour migrants, there is frequently a willingness on
the part of the governments of both sending and receiving countries to trade
off migrant welfare against the economic benefits that a largely unregulated
and unprotected flow of labour migrants brings. We have only begun to
identify the dimensions of vulnerability of migrants and left-behind families
but, as a first step to addressing some of the problems and risks discussed in
the chapters of this book, governments across Asia should be prevailed upon
to fully implement the policy guidelines developed by the International
Labour Organization in the 1990 International Convention on Migrants’
Rights.

Assuming that Asian governments have the political will to look after the
interests of migrants, including their health needs, Jones (Chapter 12) out-
lines the different levels at which policy may be directed. At the ‘coal-face’
there is the need to deal with the immediate health needs of migrants. At
one remove, steps are needed to ensure that the context in which migrants
find themselves is improved, through such means as ensuring that employers
comply with regulations and provide satisfactory working conditions, along
with checks on conditions in employer-supplied accommodation. At a
further remove there is the need to improve understanding of the political,
social, economic and cultural contexts of those migratory movements that
have come to be associated with particular health problems. In the policy
arena, civil society actors have an important role to play and may be more
effective than governments in addressing the health needs of migrants and
their families.

Effective policy requires better understanding of the issues and the will to
do something about them. On the former, more targeted research is
required, and improved assessment of the implications of research already
conducted. On the latter, the needs of both migrants and left-behind famil-
ies require a voice that can influence policy making, perhaps through NGO
and other non-governmental groups. As new forms of transnational and
internal migration emerge in Asia, studies of the many intersections
between migration and health have a valuable contribution to make in
shaping public health agendas. It is hoped that the contribution of this book
will be to encourage further research into migration and health in Asia.
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2 Population movement in
Indonesia

Implications for the potential spread
of HIV/AIDS

Graeme Hugo

Introduction

The most recent estimates suggest that between 90,000 and 130,000
Indonesians were infected with HIV in 2002 — an infection rate of 0.1 per
cent (Ministry of Health, Republic of Indonesia 2002). These rates are much
lower not only than many sub-Saharan countries, but also than other South-
east Asian countries such as Cambodia, Thailand and Myanmar which have
serious HIV/AIDS epidemics (Brown 2002). However, there is little room
for complacency in the world’s fourth largest nation because, first, in recent
years there have been substantial increases in the overall number of reported
cases of both HIV and AIDS, as well as evidence of increased infection in
some samples of high vulnerability groups (Hugo 2001). In 2002 it was
estimated that 80,000 people would be infected by HIV in 2003 (Ministry
of Health, Republic of Indonesia 2002: 5). Second, several commentators see
Indonesia as being vulnerable to the possibility of a substantial increase in
HIV transmission due to the presence of conditions which have elsewhere
been associated with the spread of the disease (Kaldor 2000).

Recent estimates also suggest that the number of people vulnerable to
HIV infection in Indonesia is estimated at between thirteen and twenty
million (Ministry of Health, Republic of Indonesia 2002). Since HIV is
spread by actions requiring close contact between individuals — sexual inter-
course, transferral of contaminated blood and the sharing of contaminated
hypodermic needles' — understanding the mobility of infected individuals and
groups at high risk of becoming infected is crucial to understanding the pat-
terns of transmission and spread of the disease, and for developing interven-
tions to slow down or stop its spread. It is therefore important to consider
the potential role of population mobility in the spread of HIV/AIDS. Popu-
lation movement has been established as an important independent risk
factor for HIV infection in many contexts (see e.g. Appleyard and Wilson
1998; Decosas ¢t al. 1995; Gardner and Blackburn 1996: 10; Haour-Knipe
and Rector 1996; Herdt 1997), building on a substantial literature which
has established the links between population movement and the spread of
infectious disease through history (see e.g. Prothero 1965, 1977; Wilson
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1995). In Indonesian work on HIV/AIDS this issue has received little or no
attention, but I argue that the high levels of population mobility in Indone-
sia, the nature of that mobility, the characteristics of the movers and the cir-
cumstances of their movement have important potential implications for the
rapid diffusion of HIV infection in Indonesia.

Unlike the case elsewhere in Asia, there is little explicit research which
has explored the links between HIV/AIDS and population mobility in
Indonesia (Walzholz 2003). I seek to draw together knowledge of popu-
lation mobility in Indonesia, and assess its likely implications for the spread
of HIV/AIDS and for planning interventions which seek to prevent the
spread of the disease. I argue that contemporary population mobility in
Indonesia has the potential to facilitate the rapid spread of the disease, as it
has done in parts of Africa (Brockerhoff and Biddlecom 1999; Caldwell ez /.
1997; White ez al. 2001). Hsu and Du Guerny (2000: 2) point out:

In Africa, the epidemic was for many years considered to be urban-based
which [led} to an ignoring of the vulnerabilities of rural populations,
returning migrants and other mobile groups such as travelling sales-
men. This neglect of the rural populations led to the epidemic spread-
ing unnoticed for a long period.

Such a neglect of the role of population mobility in the early stages of the
epidemic should not be allowed to occur in Indonesia or elsewhere.

Conceptualizing the link between population mobility
and HIV/AIDS

One of the most universal features of migration is that migrants are fre-
quently stigmatized by majority communities at destinations. They become
scapegoats and are blamed often, if not usually unfairly, for perceived negat-
ive aspects of destination life including crime, disease, social conflict and the
lowering of work conditions. Hence it is important for movers 7ot to be seen
to automatically be at higher risk of HIV infection than non-migrants.
Indeed, there are many cases where migrants have a lower incidence of infec-
tion than do non-migrants.

Among the large Indonesian migrant worker population in Malaysia
there has long been a concern that they may be associated with the spread of
infectious disease. This is often part of a general ‘scapegoating’ of the
migrant workers which sees them as the cause of a range of social, health and
economic problems in Malaysia. Indeed, in 1992 it was reported in the
Malaysian press (The Nation, 31 July 1992) that 30 per cent of those who
registered for work permits in Malaysia ‘were carrying the AIDS virus’. The
great majority of people applying for such permits were Indonesians.
However, another newspaper (Szraits Times, 6 August 1992) reported the
Malaysian Minister of Health as saying that a random sample of 5,000
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foreign workers who were tested for HIV found only twelve HIV positive
cases.

Skeldon (2000: 1-2) identifies three critical issues in the population
mobility/HIV/AIDS relationship. First, it is not so much migration that is
important as the bebaviour of migrants. It is the combination of migration
and high-risk behaviour (unprotected sexual intercourse or sharing needles
by injecting drug users) that is central. Second, the most ‘at-risk’ group are
not so much migrants as conventionally defined but non-permanent movers.
Finally, mobility may place people in high-risk situations. Thus the rela-
tionship between population mobility and the spread of HIV/AIDS is clearly
not a simple one. Movers are only at higher risk of HIV infection than non-
movers if they engage in high-risk behaviour to a greater extent than do
non-movers. Clearly this is the case for some groups of movers, but not all.
Nevertheless, having become infected, they can then transfer the disease to
other places to which they move and to their home areas if they return.
Some movers will be more at risk than non-movers at origin and destination
because they are at greater risk of engaging in risk-taking behaviour. This is,
first, because the selectivity of the migration process means that people with
higher risk are more mobile, and, second, because the effects of the context
of the migrants, especially at the destination, may predispose them towards
high-risk behaviour.

Several writers have developed conceptual models which make these rela-
tionships explicit. Most notably, Brockeroff and Biddlecom (1999: 834)
show that the sexual behaviour of migrants is a function of their character-
istics (gender, marital status, education level, socialization, ethnicity, reli-
gion and age), the process of migration (separation from spouse/partner), and
the new social environment at the destination (permissiveness, support
network, income earning opportunities and so on). These influence their per-
ception of the risks and consequences of their behaviour. The authors use the
1993 Demographic and Health Survey for Kenya to test their model, and
conclude that while there was evidence of a possible relationship between
migration and high-risk sexual behaviour in Kenya, the relationship was not
consistent across different gender and migration flow groups.

Yang (2002a, 2002b) and Smith and Yang (2002) argue that it is import-
ant in examining the role of migration in the spread of HIV to go beyond
migration’s role as a ‘virus carrier and population mixer’ and to identify and
understand the underlying mechanisms which make migrants more suscep-
tible to risk-taking behaviour. They see migrants as being more vulnerable
because, first, they are more socially and economically marginalized and spa-
tially isolated at the destination, and, second, because of diminished social
control at the destination and their removal from much of the influence of
community norms due to migration. However, this is not always the case,
since much research in Asia shows that many migrant workers move along
well-established migration routes and stay with relatives and friends from
their origin areas when at the destination (Hugo 1978).
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HIV/AIDS in Indonesia

In Indonesia the reported numbers of AIDS and HIV positive cases, as Table
2.1 shows, are quite small, although there has been a substantial increase in
numbers in recent years. There is little room for complacency because
reported cases are only a fraction of actual cases. The UN, for example, has
estimated that in China, in a similar situation, only 5 per cent of all
HIV/AIDS cases are reported (Bickers and Crispin 2000: 38). There has also
been a rapid increase in reported cases in the past few years, and the con-
ditions in Indonesia are seen to be favourable to a rapid spread of the disease,
perhaps in a similar way as to what has occurred in Thailand (Kaldor 2000).
One estimate puts the number of Indonesians living with HIV in 2001 at
between 80,000 and 120,000 (Directorate General of Communicable
Disease Control and Environmental Health 2001: 4). The same report points
out that ‘the consistently lower rates of HIV infection recorded over the last
decade are a thing of the past’.

The spread of HIV/AIDS in Indonesia appears to have gone through three
stages (Utomo, personal communication, February 2001) after its initial
introduction in 1987. In the early years it was confined to small groups and
was spread mainly by homosexual contact. By the 1990s the main method of
transmission was through heterosexual contact. Since 2000 there has been a
major increase in the amount of transmission via shared needles by intra-
venous drug users, although heterosexual sexual transmission remains the
main mode of transmission.

Table 2.1 Number of HIV/AIDS positive cases in Indonesia 1987 to November

2000
Year AIDS HIV (+) Total
1987 2 4 6
1988 2 5 7
1989 3 4 7
1990 5 4 9
1991 12 6 18
1992 10 18 28
1993 17 96 113
1994 16 71 87
1995 20 69 89
1996 32 105 137
1997 34 83 117
1998 74 126 200
1999 47 178 225
2000 (up to Nov) 172 344 516
Cumulative total 446 1,113 1,559

Source: UNAIDS (Jakarta) (2001).
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In the present context it is important to point out that there are import-
ant variations in the incidence of HIV/AIDS between different parts of
Indonesia. Figure 2.1 shows the numbers of reported HIV positive infec-
tions, AIDS cases and deaths from HIV/AIDS in each of Indonesia’s
provinces as of the end of November 2000 per 100,000 residents. It is
immediately apparent that HIV/AIDS reported cases are most prevalent in a
few provinces. Importantly, in each of the areas in which HIV notification
rates are greater than the national average, there is a high level of population
mobility.

In parts of West Papua there is an HIV/AIDS epidemic well underway.
The first HIV/AIDS cases were reported in Merauke in 1992 — six cases. By
March 2001 there were HIV/AIDS cases in eleven of the thirteen kabupaten
in the province and a total of 546 reported cases (Indonesian Directorate of
Direct Transmitted Disease Control 2001). This represented a notification
rate of six per 100,000 — twenty-eight times higher than the national rate
(0.22 per cent). Merauke is the only place in Indonesia where the notifica-
tion rate is more than 1 per cent of the population. The bulk of people with
the disease are indigenous West Papuans, among whom there are a number
of local behavioural and cultural elements which favour the spread of
HIV/AIDS, especially having multiple partners. Table 2.2 shows the inci-
dence of HIV in particular high-risk groups in West Papua in 2000. The

4.26

1.09

0.10

0.02
1 D.I. Aceh 8 Lampung 15 W. Nusa Tenggara 22 N. Sulawesi 0kms 500
2 N.Sumatra 9 DKI Jakarta 16 E. Nusa Tenggara 23 C. Sulawesi
3 W.Sumatra 10 W.Java 17 East Timor 24 S. Sulawesi
4 Riau 11 C. Java 18 W. Kalimantan 25 SE. Sulawesi
5 Jambi 12 D. I. Yogyakarta 19 C. Kalimantan 26 Maluku
6 S.Sumatra 13 E.Java 20 S. Kalimantan 27 Irian Jaya
7 Bengkulu 14 Bali 21 E. Kalimantan

Figure 2.1 AIDS case rate by province: cumulative cases per 100,000 people as at 31
August 1999 (source: UNAIDS (Jakarta) (2001)).
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Table 2.2 West Papua: range in prevalence rates of HIV in high- and low-risk pop-
ulations at the end of 2000

Type of population HIV prevalence range found in surveillance sizes
Female sex workers 0-26.5

Clients 0-2.75

Fishermen 0-2.8

Transport drivers 0-2.6

Factory workers 0-1.2

General population 0-1.16

Students 0-0.6

Pregnant women 0-0.25

Source: Directorate General of Communicable Disease Control and Environmental Health
(2001).

highest incidence was among female sex workers. There was a considerable
regional variation in the concentration of female sex workers, with the
highest concentration in Merauke (Figure 2.2). However, substantial infec-
tion was present in all the sites, especially Sorong, Biak and Manokwari. The
bulk of HIV positive cases have involved heterosexual transmission (94.9 per
cent), with small proportions through homosexual (2.2 per cent) and perina-
tal (2.9 per cent) transmission. One aspect of the infection in West Papua is
that there is a larger proportion of AIDS cases that are female (35.5 per cent)
than nationally. Some 39 per cent are aged twenty to twenty-nine and
another 31 per cent are aged thirty to thirty-nine.

Aside from West Papua, in Indonesia the largest number with HIV/AIDS
are in Jakarta which has more than one-third of reported cases. It also has
the second highest notification rate in the country, slightly less than one-
third of that in West Papua. Indonesia’s dominant urban centre has concen-
trations of many of the high-risk groups for HIV infection, including large
numbers of female sex workers, a substantial gay population, large numbers
of single and unaccompanied migrant workers, and intravenous drug users
(IDUs).

The province of Riau also has an above-average prevalence of HIV, and
population mobility has played a significant role in this. In the Riau archi-
pelago, there has long been a great deal of movement between the various
islands — Sumatra, Singapore and Peninsula Malaysia. There is also a well-
established commercial sex industry and pattern of Indonesian female sex
workers serving males from Singapore. This has been partly through the
women going to Singapore (usually undocumented) to conduct business
overnight and then return. In more recent times the entertainment industry
in several of the islands near Singapore, especially Batam, has become highly
organized to serve day-tripping Singaporeans (and increasingly Malaysians),
and the sex industry is a major part of this. Batam is the main centre but the
industry is also thriving on several other islands (Jones ez 2/. 1998).
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Figure 2.2 West Papua: prevalence of HIV among female sex workers in Sentinel
Surveillance Sites, 1997 to 2000 (source: Directorate General of Commu-
nicable Disease Control and Environmental Health (2001)).

Among the remaining provinces, there is a significantly high reporting of
HIV/AIDS cases and rates per 100,000 population. Bali, for example, has
the third highest notification rate (0.8/100,000) and the sixth largest
number of reported cases among the provinces. Irwanto (2001) reported that
in December 2000 HIV testing was conducted by the Bali Health Depart-
ment on 187 prisoners in Kerobokan Prison in Denpasar. Of these, 160 were
drug users and sixty-six IDUs and of these, thirty-four were HIV positive.
The reasons for the above-average incidence of HIV infection in Bali are
unclear. Setiawan (2002: 24) found high levels of use of commercial sex
workers (CSWs) by men in rural eastern Bali. Some have suggested that it
could be associated with high-risk activities linked to the high level of
tourist activity in the province, especially in the substantial local drug and
sex industries. However, it is also true that there are perhaps higher levels of
surveillance in Bali, and so it is more a matter of a greater proportion of
infected people being detected.

Among the other Indonesian provinces, North Sulawesi has the fifth
highest rate of reported cases per 100,000. The reasons for this elevated level
are unclear, but the province is an important source of female sex workers
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from elsewhere, including East Kalimantan, East Malaysia and the Philip-
pines. In South Sumatra, Palembang city is the third largest outside of
Java. It has a thriving sex industry and is a major target of migration
(Jones er al. 1998). In East Java, Surabaya is a major centre of brothels in
Indonesia (Jones ez @/. 1998; Steele 1981), as well as a major source of CSW's
throughout Indonesia. Surjadi (2001) reports that CSWs in Surabaya in
1996, 1998 and 2000 reported sexually transmitted infection rates of 37.0,
60.5 and 31.3 per cent. Finally, West Java is the largest province in Indone-
sia, and although the sex industry in the main city (Bandung) is not as sub-
stantial as in Surabaya, some areas of West Java (especially kabupaten
Indramayu and, to a lesser extent, Cirebon, Subang and Purwakarta) are
origin areas for CSWs.

The age distribution of people reporting infection is depicted in Figure
2.3. Almost half (46.2 per cent) were aged between twenty and twenty-nine,
while 25.9 per cent were aged between thirty and thrity-nine, 8.6 per cent
aged forty to forty-nine, and 8.1 per cent aged fifteen to nineteen years.
Among the cases of HIV infection, 38.2 per cent were female and among
those with AIDS, 19.3 per cent were female. Some 18.4 per cent were
foreigners. The modes of transmission among the reported cases were hetero-
sexual (70.5 per cent), homosexual/bisexual (9.6 per cent), and injecting
drug user (18.3 per cent).

350+
3004

250+

04 5-9 10-14 15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60+

Age

Figure 2.3 Indonesia: age structure of the population reported with HIV infection,
November 2000 (source: Directorate General of Communicable Disease
Control and Environmental Health (2001)).
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Internal population mobility in Indonesia

Indonesians are stereotyped as having low levels of population mobility and
this, to some extent, is confirmed by census data on migration. In the most
recent population census, for example, only one in ten Indonesians was
classified as a migrant. Although Table 2.3 shows that this proportion
doubled in the past three decades, it still suggests a low level of mobility.
However, the census data mask the bulk of Indonesian movement. There are
estimated, for example, to be five migrations within provinces for every one
between them, and it is only the latter that is detected in the census (Hugo
1982). More importantly, the census captures only more or less permanent
migrations and ignores moves that do not involve a permanent change in the
usual place of residence. Non-permanent circulation influences many more
Indonesians than permanent displacement (Hugo 1975, 2002).

The massive increase in personal mobility of Indonesians in the past five
decades is demonstrated in Table 2.4, which shows that over this period the
number of Indonesians per registered motor vehicle declined from 1,507 to
eleven. This has greatly expanded the area over which many Indonesians
travel, especially to seek work within Indonesia. Non-permanent internal
circular migration is substantially greater in scale than permanent migra-
tions. Circular migration usually has several characteristics which are
important from the perspective of examining the potential spread of
HIV/AIDS. Migrant workers are drawn selectively from young adults, espe-
cially males, and migration involves separation from spouses and/or parents
for extended periods of up to two years. Migrants are particularly directed to
places where the commercial sex industry is well established, including
urban areas, plantations, remote construction sites, oil rigs, mining sites,

Table 2.3 Indonesia: measures of migration 1971-2000

Year Migration measure Male Female
1971 Per cent ever lived in another province 6.29 5.06
1985 Per cent ever lived in another province 8.37 7.29
1985 Per cent intra-province migrants 7.04 6.75
1985 Per cent five-year migrants:

inter-provincial 2.07 1.85

intra-provincial (between kabupaten) 1.97 1.89
1990 Per cent ever lived in another province 10.62 9.03
1990 Per cent five-year migrants: inter-provincial 3.54 3.12
1995 Per cent ever lived in another province 11.19 10.00
1995 Per cent five-year migrants: inter-provincial 2.46 2.37
2000 Per cent ever lived in another province 10.56 9.57
2000 Per cent five-year migrants: inter-provincial 3.16 2.96

Source: Indonesian Censuses of 1971, 1990 and 2000; Intercensal Surveys of 1985, 1995 and
2000.
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Table 2.4 Indonesia: number of persons per motor vehicle 1950-2000

Year Persons/motor vebicle Persons/motor vebicle
(including motor cycles) (excluding motor cycles)
1950 1,507 1,691
1956 446 735
1961 263 447
1966 191 375
1971 129 300
1976 63 193
1980 38 123
1985 24 80
1990 20 64
1995 15 47
2000 11 39

Source: Biro Pusat Statistik publications on motor vehicles and length of roads.

border industrial areas and forestry sites. Migrants often earn relatively large
amounts of cash, are often far removed from traditional constraints on
behaviour, and almost all commercial sex workers are internal circular
migrants. This type of mobility involves several millions of workers. The
crucial point here is that circular mobility rarely involves entire family
units, unlike permanent migration which tends to involve family groups.

In recent times there have been some other developments in internal
population mobility which may also have implications for the spread of
HIV/AIDS. The first is the proliferation of large factories in the Jabotabek
area, and to a lesser extent in areas such as Batam and Bandung in West
Java. This has involved the recruitment of many young workers, especially
women, who live in dormitories, barracks and crowded boarding-houses.
Further, the 1997 financial crisis displaced large numbers of these urban
workers, some of whom returned to their rural places of origin, but many
others of whom moved into the informal sector and swelled the numbers
working in the informal commercial sex industry (Hugo 2001). Another
development has been the displacement of more than 1.3 million Indone-
sians by the outbreak of violence in several outer island locations after 1998.
Many of these internally displaced persons have been accommodated in
‘temporary’ camps. These places have a history in Africa of fostering the
extent and spread of HIV infection.

Despite the above, there is no evidence to suggest that circular migrants
in Indonesia have a higher rate of HIV infection than do non-migrants. This
is because migrant workers have not been included among the sites for sen-
tinel surveillance activities and the collection of data on HIV infection. It
must be re-emphasized that it is inappropriate to assume that migrants per se
have a greater vulnerability to HIV infection. The evidence is that many are
placed in contexts where they are at higher risk of infection than would be



Population mobility and HIV/IAIDS in Indonesia 27

the case if they had remained in their home areas. Circular mobility is occur-
ring on a massive scale in Indonesia, and in Java few rural households are not
influenced by it. This is a concern not only because of the high level of indi-
vidual labour mobility in Indonesia, but also because of the nature of that
mobility and the extent to which it puts movers in destination situations
that are potentially high-risk areas.

International migration

Indonesia has a more limited diaspora of citizens who have moved more or
less permanently to other, especially developed, countries than is the case for
many of its Asian neighbours. However, it is one of the world’s largest sup-
pliers of international labour migrants (Hugo 2003). This movement shares
many of the characteristics of the internal circular migration examined in
the last section. Table 2.5 presents an estimate of the current stock of
Indonesian contract workers in foreign destinations. Estimates are difficult
because up to half of the movement is undocumented and does not enter
into official data. Nevertheless, it may be asserted that more than two
million Indonesian workers at any one time are working in other Asian or
Middle Eastern countries. Moreover, the numbers appear to be increasing
since the crisis years of the late twentieth century.

As is the case with internal migration, there are few or no data regarding
the extent of HIV infection among these migrant workers. However, there
are a number of elements to suggest that many such overseas contract workers
(OCWs) are in vulnerable contexts in their destinations. Most OCWs, the
majority of whom come from rural areas and have limited skills, move
without their families and may be separated from family and friends at their
destination usually for a period of around two years. Women are a major

Table 2.5 Indonesia: estimated stocks of overseas contract workers around 2000

Destination Estimated stocks Source

Saudi Arabia 425,000 Indonesian Embassy Riyadh

United Arab Emirates 35,000 Asian Migration News, 30 April 1999
Malaysia 1,376,000 Migration News, October 2001

Hong Kong 66,000 Migration News, December 2002
Singapore 70,000 Asian Migration News, 5 May 1999
Taiwan 90,739 Migration News, April 2003

South Korea 25,473 Asian Migration News, December 2002
Japan 3,245 Asian Migrant Yearbook, 1999: 128
Philippines 26,000 SCMP, 10 December 1998

Brunei 2,426 Asian Migration Yearbook, 1999: 125
Other 20,000 DEPNAKER

Total 2,139,883
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element in the migration and, in fact, dominate in the official migration.
They are employed predominantly as household domestic workers which can,
and does, expose many to the threat of exploitation. There is a significant
movement of Indonesian women to work in the commercial sex industry in
Malaysia (Jones 1996), and there is increasing evidence of trafficking of
women from Indonesia to elsewhere in Southeast Asia (Jones 2000). Ulti-
mately, there is little official support for OCWSs once they are in a foreign
country. Perhaps more than a half of OCWs are not legally resident in their
destination country which exposes them to the risk of exploitation. There is a
thriving commercial sex industry in many of the destinations of OCWs, exac-
erbated by the fact that OCWs often have disposable cash income.

As indicated above, there are few data to suggest that Indonesian OCW's
have a higher rate of HIV infection than do non-migrants at the destination
or origin. While it is illegal to insist that workers be compulsorily tested for
HIV before or after migration (Asian Migration News, December 2002:
1-15), many destination countries and employers do insist on pre-departure
testing and periodic testing while they are in the destination (e.g. Singa-
pore). No data are available regarding either of these activities. A Red Cross
study in Nepal found that 10 per cent of OCW's going to India became HIV
positive due to unprotected sex (Asian Migration News, April 2003: 16-30).
In the Philippines it has been found that 30 per cent of all HIV positive
notifications are former OCWs (Asian Migration News, June 2003: 1-15) but
no similar information is available for Indonesia. One set of data released
relates to Brunei which compulsorily tests incoming Indonesian OCWs; of
33,865 tested, only one was HIV positive (Parida 2000). It should be noted
that Indonesia has an extremely high rate of premature return among its
official overseas workers (Hugo forthcoming), but it is not known what pro-
portion of these returnees has been found to be HIV positive.

While the bulk of Indonesian CSW international labour migration is to
Malaysia, it does occur to other areas. In 2003 (Asian Migration News, May
2003: 16-31), it was reported that 100 Indonesian migrant workers
working as prostitutes in several cities in Saudi Arabia had been arrested and
were being deported. Another report (Asian Migration News, June 2003:
16-30) was that 1,500 young Indonesian women were trapped in the sex
business in Abu Dhabi after being tricked into moving there with the
promise of well-paid jobs as factory workers or domestic workers.

The nexus between the commercial sex industry,
mobility and HIV/AIDS

The previous two sections have examined the strong relationship in Indonesia
between the commercial sex industry and population mobility. Indonesia has
an estimated 190,000 to 270,000 female sex workers and there are seven to
ten million men who are regular clients. Half of these men have stable part-
ners or are married (Ministry of Health, Republic of Indonesia 2002: 10).?
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There are several elements in this relationship. First, almost all commercial
sex workers are themselves circular migrants. They do not practise their busi-
ness in their home communities. Second, mobile groups are among the heavi-
est users of the services of the commercial sex industry. Results of behavioural
surveillance surveys in several Indonesian towns show that more than 50 per
cent of highly mobile males bought sexual services in the past year (Ministry
of Health, Republic of Indonesia 2002: 11). Finally, the Indonesian commer-
cial sex industry is concentrated in areas where there are large numbers of cir-
cular migrants — in cities, border-crossing points, remote clusters of
employment in construction, mining, plantations, at tourist destinations,
along transport routes, and in transport centres and ports.

Commercial sex workers in Indonesia are frequently placed in powerless
situations where even if they wish to use condoms, the prevailing anti-
condom attitudes among male customers prevent them from using them.
The data show a relatively low use of condoms among CSWs in Indonesia
with less than 10 per cent systematically wearing condoms to avoid being
infected (Ministry of Health, Republic of Indonesia 2002: 10). However,
these studies have been undertaken in the lokalisasi or government-condoned
red light districts. The fact is that much prostitution in Indonesia is prac-
tised outside of these zones and is totally unregulated, and almost certainly
the use of condoms in these areas is even lower.

The potential for the spread of HIV infection through the strong
interaction between migrant workers and the commercial sex sector
is demonstrated in Figure 2.4. The infection can readily be passed from

New workplace New workplace

spread of HIV infection
Home area Home area

Figure 2.4 Model of potential spread of HIV/AIDS in Indonesia through the com-
mercial sex industry.
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customer to CSW, and vice versa. However, as Figure 2.4 shows, both
CSWs and customers then have a substantial capacity to spread the infec-
tion. First, both can take it back to their home area and pass it on, presum-
ably to their partners,” as shown in Figure 2.5. However, a strong feature of
the mobility of internal migrant workers and CSWs in Indonesia is that they
do not always tend to go back to the same destination to work. The exist-
ence of established circuits of circular migration among CSWs occurs not
only within Indonesia but also in international sex worker migrations
(Brockett 1996). Hence there are multiple diffusion effects as both CSW and
customer become agents of diffusion.

The important point here is that infection can and does spread quite
rapidly due to the patterns of mobility. A typical case of CSW mobility was
found in a study in West Papua. The first panel in Figure 2.6 depicts the
locations at which CSWs were interviewed — areas associated with mining,
transport and urban activity. The second panel depicts their home places,
and it will be seen that the majority are from places well known as sources of
CSWs, such as East Java and North Sulawesi. The third panel depicts the
other parts of Indonesia where the sampled CSWs have worked, and it will
be noted that they have moved throughout the archipelago.

The situation in Riau illustrates the complex relationship between mobil-
ity, HIV/AIDS and the commercial sex industry. It was shown earlier that
Riau has one of the highest levels of incidence of HIV/AIDS. Batam had 112

Men at low risk @(—).

Women at low risk

Figure 2.5 Potential increase in means of HIV transmission in Indonesia, from one
risk group to another, through sexual activities without condoms
between the groups in question (source: Ministry of Health, Republic of
Indonesia (2002)).
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cases reported in 2002 although this is seen as not indicative of the true
extent of the disease (Asian Migration News, January 2003: 16-31). With a
population of 520,000, Batam is one of Indonesia’s fastest growing regions.
Influenced by its location close to Singapore, there has been substantial
tourism development. It is visited by around 3,000 foreign tourists (mostly
Singaporeans) each month (Asian Migration News, June 2003: 18—-30), many
of whom are attracted by its sex industry. It is not only Indonesian sex
workers, however, who have been attracted by the booming sex sector on
Batam. Around 150 sex workers from Thailand, Taiwan, China, Hong Kong
and several European countries have been reported to be active in parts of
Batam (Asian Migration News, December 2002: 1-15).

In Riau the proliferation of the sex industry has not only been a function
of serving Singaporean and Malaysian tourists. For twenty years Batam has
been a major Indonesian government development zone; its close proximity
to Singapore has been capitalized upon by attracting a great deal of manu-
facturing activity through offering a range of incentives. It is a free trade
zone and it has also served as an ‘overspill” area for Singapore, from which
many activities have been squeezed due to limited space, high costs or regu-
lations. The pig-raising industry, for example, has been forced out of Singa-
pore by health regulations and is now based mainly in Indonesia. This has
seen a proliferation of factories in Batam which have not been able to access
sufficient labour from the local population. As a result, there has been large-
scale movement to Batam from elsewhere in Indonesia, mainly Java and
Sumatra. Among the migrants, singles or unaccompanied married persons
have predominated (both males and females) and the already substantial sex
industry has expanded to meet the new demand from this group.

Policy implications

With the exception of a few restricted geographical areas, HIV/AIDS has
not reached epidemic proportions in Indonesia. Nevertheless, there is sub-
stantial potential for the high levels and distinctive characteristics of popu-
lation mobility in Indonesia to facilitate the rapid spread of infection within
a short period of time. There are a number of implications relating to both
preventive action against, and treatment of, HIV/AIDS. Above all there
needs to be recognition of the existing and potential significance of popu-
lation mobility in relation to HIV/AIDS. This recognition has come in
Africa, but in many cases too late to stop the spread of the disease (Hsu and
Du Guerny 2000). In Thailand full appreciation of the nexus between
mobility, the sex industry and HIV infection has been instrumental in the
successful introduction of preventive interventions which have arrested
growth in the rates of infection. In Indonesia this recognition is coming
slowly.

An important point relates to the fact that highly mobile groups in
Indonesia tend to be spatially concentrated in particular areas. There is then
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an urgent need to clearly identify which highly mobile groups are at risk,
and in what areas they are concentrated. Such groups overwhelmingly com-
prise migrant workers of various kinds and they may be identified by the
types of work in which they engage.* There are four key groups.

First, there are those in itinerant occupations. There is substantial liter-
ature which demonstrates the high levels of involvement of groups such as
truck drivers, fisher people, sea farmers, itinerant traders, bus drivers and so
on with the commercial sex sector, and hence, high vulnerability to
HIV/AIDS.

Second, there are workers involved in circular migration. There is less
knowledge of the extent to which these workers, who leave their usually
rural-based families for extended periods to work in urban areas or other
sites where there are abundant job opportunities, such as often remote con-
struction sites, plantations, mines and forestry operations, have a higher
incidence of HIV infection. However, what is known is that they make use
of the commercial sex industry more than men who remain with their famil-
ies, and the chances are strong that they are being exposed to a significant
risk of HIV infection.

Commercial sex workers comprise the third category of highly mobile
groups. There is growing recognition in Asia of the substantial size, and wide-
spread use, of the commercial sex sector (Lim 1998). There is less recognition,
however, that they are also generally circular migrants who practise their occu-
pation a considerable distance from their home place and families. They are
obviously at high risk due to the nature of their work, but this is exacerbated
in Indonesia by the fact that they lack power, so that while they may wish to
use condoms, their customers are able to insist that they do not. Moreover, in
Indonesia there is an entrenched anti-condom attitude among men.

The final category of highly mobile people comprises the army and police
forces. This is a large group in Indonesia which is posted away from their
families for extensive periods, as was the case during recent widespread con-
flict and unrest in several peripheral parts of the archipelago (Hugo 2002).
There are also a number of other elements which may be relevant, such as an
ethos of risk-taking and unequal power relations with the communities into
which they are posted.

Many millions of Indonesians fall into these four occupational categories,
and while we must be careful not to stereotype these groups as having
higher than average levels of HIV infection per se, they are often placed in
situations where they are at risk of infection. From a policy and programme
petspective, the fact that these groups are not fully dispersed throughout
Indonesia, but are concentrated in particular ecological niches, is relevant.
Such spatial concentration has a number of potential advantages to policy-
makers and planners.

First of all, those spatial concentrations mean that sentinel surveillance
activities for measuring the level of HIV infection and the impact of inter-
vention activities can be located in those areas rather than throughout the
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entire population. In addition, there may be a focus on such areas in
information and preventive activities as well as in locating facilities and
resources for the treatment of those infected with HIV. Clearly, in a situ-
ation of scarce resources, the ability to concentrate on a few areas means that
there can potentially be maximum impact for the expenditure available.
This has been shown in Thailand where the concentrations of activities such
as the 100 Percent Use of Condom Programmes in concentrations of groups
like truck drivers and commercial sex workers has been instrumental in
curbing the exponential expansion of infection. In Indonesia, the main types
of concentration are: ports and other important transhipment points and
transport hubs as well as along major transport routes; major urban centres,
especially fast-growing cities; major constructions sites, especially those in
more remote areas; border areas; other areas where large numbers of contract
workers are employed (e.g. plantations, forestry enterprises, mines, oil
extraction areas, remote factories and processing plants).

In such areas it is important to not only concentrate on the government
defined and sanctioned areas of prostitution or lokalisasi (Jones et al. 1998),
but also the informal commercial sex industry areas, since the bulk of
migrant workers tend to patronize the lower cost end of the industry which
is generally outside the lokalisasi.

In the initiation and targeting of prevention and intervention strategies it
is necessary to recognize that population mobility involves not only a single
destination place but also a system involving origins, multiple destinations,
transit points and transport routes. The migrant workers, and the people
with whom they interact, may be found in all of these locations, so inter-
vention efforts should not focus purely on a single part (usually the destina-
tion) of these systems. Preventive activity and information programmes, for
example, need to be initiated, coordinated and integrated across these
mobility systems. It needs to be stressed that the intervention efforts should
not be directed at the migrant worker groups per se, but at risk reduction in
the areas where these groups are concentrated. Intervention needs to focus on
the risk behaviour. Intervention efforts also need to be initiated with full
recognition of the human rights of all involved, including the migrant
workers. It may also be the case that the mobility of the groups involved
will require modification of the way in which interventions are made, and
the types of support materials and services provided.

Vulnerability to HIV infection among international labour migrants has
some similar policy implications to those discussed for internal circular
migrants, but there are also some additional considerations. The organi-
zation of coordinated origin/destination programmes is much more difficult
when more than one country is involved, but international coordination is
necessary. It may be that NGOs are more able to effect such cooperation
than are governments. A starting point to such cooperation may be at
border-crossing points where there tend to be urban areas on both sides of
the border. Although the concentration of risk-taking behaviour may be in
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one or other of the places, it will involve people from both sides of the
border. Another complicating issue in international labour migration is
the fact that many are undocumented, especially among those engaged in
the most ‘at-risk’ occupations. This makes it even less likely that they are
able to access relevant information and prevention support both in origin
and destination areas. It is crucial that these activities are inclusive of both
documented and undocumented overseas contract workers.

It has been argued elsewhere (Hugo forthcoming) that one of the major
shortcomings of Indonesia’s international labour migration programme is
the limited quality, quantity and relevance of training and pre-departure
preparation provided to OCWs. While this is a specific requirement of offi-
cial international labour migration in practice, most OCW's are only part-
tially prepared for their overseas working experience, and this is
undoubtedly a major factor in the very high rates of premature return before
contracts are fulfilled among Indonesian OCWs. Undocumented workers do
not receive any formal pre-departure training and preparation, although
many are prepared informally, since they often move with relatives and
friends who had previously moved. Certainly in Indonesia, urgent priority
should be given to the development and introduction of comprehensive, tar-
geted and appropriate health modules to be included in the training given
to all OCWs about to leave Indonesia. A model for such a module was intro-
duced into Sri Lanka in 2001 (Asian Migration News, June 2001: 1-15). The
programme covers modes of transition and prevention of sexually transmit-
ted diseases and HIV/AIDS, personal hygiene and medical fitness, family
health and health problems in the workplace. In the case of women who
make up the majority of official migrants, there is also a complementary
need for training in a range of defensive strategies to combat exploitation of
various kinds. While these need to be introduced into training programmes
for formal OCWs, there should be other activities aimed at undocumented
OCWs. This would be best done through NGOs and require the develop-
ment of informal delivery mechanisms.

The introduction of effective prevention and information programmes for
commercial sex workers is of crucial importance not only within /lokalisasi
but also among the CSWs who operate outside them. Similar activity among
their clients, both migrants and non-migrants, is also crucial to limiting the
spread of the disease. Programmes which empower the CSWs to not only
want to practise safe sex, but to be able to insist on it from their clients, are
especially important in the Indonesian context.

There is a real danger of unjustly stereotyping and stigmatizing migrant
workers as prone to HIV infection and as agents of the spread of the disease.
This can lead to discrimination, denial of human rights and mistreatment.
Indeed, there is already evidence of this among Indonesian OCWs in
Malaysia. A less obvious factor has been raised by the Directorate General of
Communicable Disease Control and Environmental Health (2001: 7) who
has stated: ‘This kind of mobility ... gives local communities an excuse to
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ignore the importance of risk behaviours that are taking place in their
midst, by claiming commercial sex is an “outsiders” problem. This gives a
false sense of security.’

This is a real issue in Indonesia. To many, HIV/AIDS is a disease which
only affects people on the margins of mainstream society, and hence is not of
concern to health providers, or to the public more generally. Thus
HIV/AIDS was initially, and in some cases still is, branded in Indonesia as
associated with foreign tourists and fisher people who visit Indonesia. Sim-
ilarly, if it is ascribed to CSWs, drug users and other marginal groups there
is a real danger of complacency, such that the disease is not given its proper
priority in health provision and public awareness.

Conclusion

Recognition of the potential of HIV/AIDS to attain epidemic proportions in
Indonesia has been slow in coming. Even now there are many myths regard-
ing vulnerability to the disease. The high levels, and distinct nature of
Indonesian population mobility, especially that involving workers, is one of
the most important elements which can potentially lead to a rapid spread
of the disease within Indonesia. The present need, however, is not only for
the development and initiation of policies and programmes which are
directed towards prevention of infection among migrant workers, although
these are very pressing. More pressing is the need for research. There is little
or no detailed knowledge in Indonesia of either the HIV/AIDS risk behavi-
our in which Indonesian migrant workers engage, or the extent of infection
among various types of migrant workers. This research task is urgent if
Indonesian labour migrants are to be empowered against infection by being
provided with appropriate, timely and effective information, and preventive
policies and programmes.

There are, however, a number of interventions which can be recom-
mended immediately. ‘Hot Spots” within Indonesia where there are concen-
trations of CSWs and migrant workers need to be clearly identified and
targeted with information and prevention programmes. This can be done
quickly and cheaply. Further, some migrant worker groups need to be
included in the sentinel surveillance programme. It should be mandatory for
employers of large numbers of migrant workers to provide a full range of
HIV/AIDS information and services. Modules on HIV/AIDS awareness
raising, information and prevention need to be mandatory in all compulsory
training programmes for OCWSs. There also need to be innovative pro-
grammes of HIV/AIDS awareness raising, information and prevention tat-
geted to origin areas of undocumented OCWs — provided largely through
NGOs.

Beyond this, cooperative activities regarding awareness raising, informa-
tion and prevention of HIV/AIDS and procedures and assistance for OCW's
infected with HIV/AIDS need to be negotiated between the Indonesian
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government and all major destination countries of OCWs. All overseas
employment companies in Indonesia should provide a full range of HIV ser-
vices to the OCW's they recruit and place. NGOs concerned with HIV/AIDS
need to be linked with NGOs who focus on the concerns of OCWs. The
waiting times for deployment and at border-crossing points need to be
reduced to avoid the concentrations of large numbers of idle migrant
workers in close proximity to sex industry concentrations.

Currently, Indonesia has a low level of HIV infection but there are several
indications that there is no room for complacency. There are areas where
infection levels are high and indications that the rate of infection is increas-
ing. Moreover, there are several conditions in Indonesia, which in parts of
Africa were conducive to the rapid spread of the disease. Among these, the
very high levels of mobility, particularly that of young people moving
without their families, is especially important. It is imperative that the
knowledge of the nexus between high mobility, the commercial sex sector
and HIV infection be used to inform the design and targeting of informa-
tion, prevention and sentinel surveillance programmes. On the other hand,
there is a need to guard against the stereotyping of movers and commercial
sex workers as being responsible for the spread of HIV. Such stigmatization
is not only incorrect but is doubly damaging. First, it suggests wrongly that
purely by moving, people are at greater risk of HIV infection, when in fact
it is the behaviour of certain types of movers which actually puts them at
risk and not the mobility per se. Second, it reinforces the unfortunate practice
in Indonesia of dismissing HIV as an infection confined to peripheral groups
in society and not of significance in mainstream society. Such attitudes are a
barrier to the mobilization of resources and commitment which is needed to
prevent the already significant tragedy of HIV from becoming more wide-
spread in Indonesia than it is already.

Notes

1 The only other means of transmission is perinatal transmission from mother to
child.

2 On a smaller scale commercial sex is also being provided by male sex workers and
transvestites (Ministry of Health, Republic of Indonesia 2002: 10).

3 It has been reported in a few areas of Jakarta that HIV transmission has affected
the parties of those in at-risk groups and 3 per cent of 500 preghant women who
volunteered for testing have contracted HIV (Ministry of Health, Republic of
Indonesia 2002: 17).

4 These are considered in more detail in Hugo (2001).

It is clear too that these groups are not only at high risk of HIV infection through

the sex sector but also because there is high use of drugs and needle sharing (Kla-

narong 2003).

N
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3 Market bound

Relocation and disjunction in
Northwest Laos

Chris Lyttleton

Introduction

Migration is by definition unsettling. People typically migrate in the hope
of attaining something better, whether short or long term. This goal can
require deliberate sacrifice of citizenship and social familiarity. Shortfalls in
material and social entailments necessary for health often become apparent
when people move to seek work. Transnational labour markets that promote
large-scale movement are constituted by discursive formations that cut
across political, cultural and economic realms. The labour migrant
experience is a direct product of state controls that ‘treat immigrant popula-
tions as the object of discursive elaboration, normalization and discipline
and transform them into governable subjects as well as {labouring} ones’
(Nonini 2002: 15). This transformation is not without costs felt intimately
by these ‘docile’ bodies whose negotiable health can become the bargaining
chip to attain access to labour markets.

Despite attention on migrant experience and diasporic processes, uneasy
adoption of free market philosophies by many ‘Third World’ countries
shows that systemics of global capitalism do not require physical movement
per se to incur deeply felt changes in the social and individual body. Even as
global circulation, which links time, space and labour in complex ways, has
replaced capital penetration as the explanatory trope underlying latter-day
modernization, how people and cultures are remade in the process remains
the pressing question (Tsing 2000). This necessitates a focus on antecedent
factors that motivate movement, as well as subsequent outcomes.

Social change that requires radical adjustment is also unsettling. Social
change occurs wherever sociality is reproduced, that is to say everywhere;
however, my interest in this chapter is when physical movement is com-
bined with social policies that target specific practices. Most specifically, I
focus on marginalization induced by forces of governmentality targeted at
Akha highlanders in Northwest Lao PDR (henceforth Laos), one of a number
of ethnic minority groups who are currently undergoing both relocation and
rapid social change. Marginalization takes place when certain people and
ideas are privileged over others. It shrouds minority groups such as the Akha
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Figure 3.1 Map of Northwest Laos (source: Evrard and Goudineau (2004)).

when the bounds of normative behaviour shift; when socio-political and
moral bounds, into which people within these groups are increasingly
assimilated, become redefined through evolving and more tightly regulated
social values. This reconfiguration has specific health consequences for those
caught up in increasingly prosecuted regimes of knowledge and power that
underlie nation-state formation.

In the almost universal embrace of capitalist modernity(s), local subjectivi-
ties are transformed by generic (albeit contested) processes that include growth
of instrumental rationality; rise of national sentiment and nation-state; racial-
ized perceptions of identity; spread of market relations and wage labour; birth
of consumer societies; and an individualistic sensibility (Scott 2002: 167).
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These characteristics may be observed in numerous states that seek to incorpo-
rate previously (semi-) autonomous ethnic groups living in peripheral zones
somewhat beyond geographic and/or cultural control of centralized power
structures. Their formation is particularly relevant in developing countries
that seek foreign assistance to bring about national development in five-year
chunks which conform to rationalized criteria of progress.

Nagengast (1994: 109) reminds us that national identity requires state-
orchestrated pressure towards conformity, homogenization and assimilation,
and societal agreement about what kinds of people fit (and what to do about
those who do not). In the process of determining legitimate forms of social
identity, assimilation also entails a politics of exclusion based on structural
distinction and deprivation. Thus, Nagengast argues, in the process of estab-
lishing national identity, violence is often required. Subtle and discreet or
blunt and abrasive, violence ensures that social and material conditions are
embodied within a changing moral economy underpinning the creation and
maintenance of collective nationalism. Violence is also implicit in targeted
development projects seeking to modernize traditional societies through
deeper engagement in free market economies. Rather than overt physical
subjugation this is, as Derrida has argued, more commonly an exclusionary
practice where one worldview displaces or minoritizes another within ‘an
economy of violence’ (Parfitt 2002: 92). Changes in either instance are
seldom absolute — works in progress — but the imprint on individual bodies
is hardly transitory.

Recently cultural theorists have derived the term ‘social suffering’ to
signal a conceptual approach that they believe is necessary to adequately
understand the phenomenology of social experiences and rapid social change.
Put simply, social suffering ‘results from what political, economic and insti-
tutional power does to people, and reciprocally from how these forms of
power themselves influence responses to social problems’ (Kleinman ez /.
1996: xi). In this chapter I consider how migration works in conjunction
with mandated forms of modernization to jointly refashion life-styles and
experiences of the Akha in Laos.! I wish to draw attention to how forms of
social suffering emerge from ‘everyday violence’ as the Akha absorb various
characteristics of modernity.

In the northwestern province of Luang Namtha, highlanders are moving
down out of the mountains. They do not relocate far, sometimes within
20km. But this is still distance of the early modern variety — measured by
roughly two days’ walk on difficult trails — and is not yet typified by the
space—time compression that characterizes the ‘postmodern’ world and its
movements almost everywhere else. Regardless of whether local villagers
choose to relocate closer to roads and markets, agree to state pressures that
say they would be better removed from ‘threatened’ forests, or decide they
will stay put come what may, social change is rapidly altering daily life.
Subsistence pursuits are quickly giving way to a cash economy, and insofar
as modernity inevitably requires periodization (Jameson 2002: 29), we
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suggest, with no intention of being trite, that times are changing for the
Akha of Luang Namtha.

In recent years socialist Laos has cautiously engaged in a free market
economy and global trade. In mountainous regions throughout the country
geographic movement combines with a temporal shift as ethnic villagers
who reside in these remote areas are called upon to embrace the ‘new’,
defined prominently by ‘increased flow’ (Tsing 2000: 345). For local high-
landers, flows come in a number of distinct forms marked by greater
exchange of ideas, money and goods. New mandates arrive via state and
donor agencies on a regular basis, and new roads bring people, materials and
ideas from other provinces, countries and cultures. Signalled by recent tar-
geting of ‘pro-poot’ projects, capitalist modernity has arrived in Luang
Namtha, and with it the confrontation of traditions that has played itself
out in numerous indigenous and peasant communities the world over.
Timeless traditionalists (as they are often romanticized) no longer, high-
landers are being made over as citizens of ‘modern-day’ Laos.

Although mobility has been commonplace in the highlands, contempor-
ary migration downhill, even over short distances, requires significant cul-
tural change and adaptation. In this instance, transformation takes its cue in
a radical shift required in villagers’ life-styles. The Akha are told that they
must stop slash-and-burn and they can no longer grow opium. With these
specific mandates, change is not subtle or gradual (although it also has these
characteristics). It is extreme and seemingly non-negotiable. Life in the
mountains, as it stands, has suddenly become unsustainable, not through
ever-present hardship, which is hardly unfamiliar, but through a new set of
ground rules that dramatically reconfigure everyday livelihood. The
common response to date requires movement — away from forests, away from
subsistence and away from life-styles based primarily on local exchange. And
in the course of this movement an important boundary is crossed; not a
national border, but a boundary defined by elevation. The shift from high-
land to lowland requires greater transformation than that implied by phys-
ical distance alone, and this is what makes the term migration appropriate.
In contrast to prior modes of mobility, it entails active renunciation of
key characteristics that have become pejoratively associated with highland
life — forest-destroying, drug-producers — and the embrace of lowland values
based on market enterprise, consumerism and wage labour. Needless to say,
Akha villagers embody these changes in ways that they do not always
control or anticipate. Health is therefore an obvious optic one can employ to
consider the subjective and embodied impact of mobility and imposition of
modernity.

In Laos, health is understandably the focus of numerous development
initiatives. The population is relatively young; almost 55 per cent of 5.5
million are under nineteen years — only 4 per cent over sixty-five years.
Health standards are low by any international standard and the worst in
South-East Asia: the overall crude mortality rate is 15/1,000; maternal mor-
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bidity is 656/10,000 and infant mortality 104/1,000. Life expectancy has
recently increased to fifty-two years for women and fifty-nine years for men.
Each of these indicators is notably worse among highland groups where lan-
guage barriers, severe poverty, malnutrition, illiteracy, superstition, non-
hygienic life-styles and opium growing are regarded as persisting obstacles
(Government of Laos PDR 2003: 83). In addition, and while many donor-
based projects are attempting to improve this situation, what receives less
attention is how modernization is itself creating vulnerabilities to ill-health.

The Akha, resettlement and marginality

The Akha, of the Tibeto-Burman language group, are no strangers to move-
ment. Although census data are unreliable, the Akha number approximately
0.5 million (Kammerer 2000). They have gradually moved southwards for
several hundred years and live throughout the mountainous upper Mekong:
in Southern China (150,000), Burma (180,000), Northern Thailand
(33,000) and Vietham (12,000). Nearly half of the 60,000 Akha who arrived
in Laos over the past 150 years now reside in Luang Namtha Province, pri-
marily in two districts: Muang Sing and Muang Long.

Prior to programmes to integrate them into centralized forms of state
governance, Akha, along with other ethnic groups, inhabited elevated forest
zones practising subsistence swidden economy and hunter-gathering. Thus,
the common (but misleading) label attached to highland minority groups as
being ‘semi-nomadic’ highlights long-term familiarity with movement and
creates the opportunity for accusations of illegal land occupancy (Kammerer
1988). In China and Thailand, initiatives to include ethnic minorities
within national programmes covering both social and environmental man-
agement have been in place for decades and have all but stopped such move-
ment. In Laos, national policy directives to halt swidden agriculture have a
more recent history.

While the Lao government has been concerned with controlling shifting
cultivation since it took power in 1975, progress has been haphazard at best,
in part due to local and foreign-donor resistance to potential coercion in
‘focal site’ resettlement initiatives (UNDP 2001: 4.3.2). Nevertheless, the
Lao government is increasingly insistent — the Seventh Party Congress in
2001 declared a policy that would ‘eliminate opium production by 2005
and put an end to pioneering slash and burn cultivation by 2010’ (Govern-
ment of Laos PDR 2003: 8). It is the implementation of this combined
objective that is now causing major upheaval for Akha in Luang Namtha.

The Lao Akha are but few of an estimated 30 to 80 million people who
depend on shifting cultivation in the Asia-Pacific region, most frequently
ethnic minority groups (FAO 1993: 12). Throughout the region, processes
of assimilation and state attempts to control swidden foster tension and con-
flict across ethnic lines. Thus present-day circumstances in Luang Namtha
are not atypical. In numerous historical examples, and still today, violence
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commonly accompanies changing parameters of livelihood choices. In
Burma, ethnic insurgency and high mortality is commonplace (Feingold
2000); in Vietnam, recent ethnic minority uprisings have been linked to
land encroachment (The Economist, 7 April 2001); in Cambodia, armed con-
frontations take place between loggers and highlanders (Bottomley 2002);
and in Thailand, highlanders have been punished with murder, enforced
expulsion and a litany of hardships for supposed illegal practices associated
with swidden (Chupinit 1994). Movement and migration are a frequent
response to these hostilities and the dislocation has a marked impact on
everyday health status of ethnic highlanders.

But not all movement is coerced — nor all violence enacted with overt
force. Kleinman (2000: 226) has argued that everyday violence occurs when
vectors of economic and political power incur damage to physical body and
moral experience. In a similar vein, Thai critic and Buddhist commentator
Sulak Sivaraksa (2002: 47-9) contends that ‘quality of life’ is diminished by
‘social and environmental violence’ implicit in value systems underpinning
neo-liberal capitalism that place impersonal profits ahead of inclusionary
concern for social diversity and the environment. One must be careful not to
overstate the case. Liberal capitalism has undeniably fostered tremendous
improvements in living standards the world over. But for every claim of its
success there is a counter-claim of capitalism’s depredations on human and
environmental well-being, and ample evidence of those who miss out on
benefits attributed to ‘the magic of markets’ (The Economist, 28 June 2003:
15). Careful attention to specifics is necessary before such adjudications can
be made, as we are ill-equipped to measure and categorize the social adver-
sity and physical and emotional pain brought about by structural depriva-
tion. In this sense, Sulak’s notion that capitalism excludes aspects of human
experience is apposite. A UNDP assessment of community marginalization
in Thailand emphasizes the disempowerment emerging from decades of
development:

Communities have no wish to reject modernity, oppose globalization,
and cling to the past. But they want power to determine the direction of
development based on their own body of knowledge, their own values,
the principle of sustainable balance between man and nature, and the
community’s rights to manage resources.

(UNDP 2003: 79)

Within this framework of uneven power relations, the halting of swidden
agriculture (and opium eradication) has become fundamental to minority
group assimilation within the upper Mekong. A politics of ethnic difference,
premised on threats that traditional minority practices pose to the environ-
ment and national security through migration, rebellion and illicit drug
production, has often promoted punitive and discriminatory action from
dominant (ethnic) cultures (McCaskill 1997). Significantly, it is not only
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national borders that figure in the nationalist reckoning of the ‘minority
problem’. So too elevation becomes a defining characteristic of a spatial zone
that receives increased state surveillance and policing (Feingold 2000).
Highlander traditions, criminalized by national policies, justify official
intervention including fines, arrests and resettlement. State forces demand
more than an enforced surrender of access to forest resources. Socio-economic
changes under the guise of instilling new systems of food and cash-crop pro-
duction inevitably intrude within complex realms of ethnic identification
and cultural value.

It is not simply that minority groups seldom negotiate these social and
cultural changes from a position of advantage. Also at stake is the sustain-
ability of cultural integrity itself (Choosit 2003: 78). As Henin notes, the
Akha, ‘faced with loss of land and deterioration of their environment, are in
a continuous process of adapting to outside forces in order to survive as a
cultural entity’ (1996: 180). In turn, the introduction of new value systems
has widespread implications for the health of minority populations. The
Akha in Thailand have been subject to severe cultural disjunctions following
‘development’ initiatives that result in large-scale movement to towns and
cities seeking wage labour, widespread uptake of heroin, commonplace
female prostitution and devastating epidemics of HIV/AIDS and malnutri-
tion (Geusau 1992; Toyota 1996).

Similar state and market-driven forces that have precipitated change in
other parts of the upper Mekong are now taking place throughout Laos, in
particular the prohibitions on swidden and opium production. Issues of
ethnic marginalization are pan-regional but the political and economic
specifics vary in significant ways. Thailand, for example, has a legal appar-
atus that places highly bureaucratic and militant scrutiny on ethnic groups
populating the mountain areas and their ability (or lack of) to claim Thai
citizenship. In contrast, Lao national policy (since the communist revolu-
tion) has staunchly advocated ethnic equality, and swidden control is facilit-
ated by policies that encourage highlanders to relocate and become
active members of a Lao citizenry engaging in a free market economy, thus
effectively extending forms of governmentality and control (Evrard and
Goudineau 2004).

In Thailand, orchestrated relocation out of the hills has rarely proved suc-
cessful, and forms of nationalist control are more typically marked by the
opposite movement into the highlands of commercial interests accompanied
by legal strictures on forest protection, citizenship and national security. By
contrast, as the Lao highlanders enter lowland styles of production, they
more commonly negotiate rather than contest their positions within a new
capitalist order. In some parts of the country, armed violence between
state forces and ethnic groups (such as the Hmong) occasionally flares,
but, rather than prompted by relocation projects per se, this is generally
explained in terms of long-standing tensions etched during the Vietnam
War. While limited resources prevent many development promises from
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being readily achieved, Lao ethnic policies have lessened (although not erad-
icated) the scale of official (and sometimes violent) discrimination which
minorities in other parts of the region still face. None the less, insofar as
modernity inevitably produces exclusion and hierarchy (Giddens 1991: 6),
processes of assimilation have a noticeable impact on everyday livelihood in
Muang Sing.

Movement and disease in Muang Sing

In 2003, Muang Sing comprised ninety-seven villages and 29,307 inhabit-
ants. Akha make up approximately 45 per cent of the district population in
sixty villages. In the past, these villages were typically established in the
mid-upper slopes surrounding Sing valley. For the past twenty years, there
has been a gradual but steady movement of Akha to the lower slopes and
valley surrounding Muang Sing town.

By 1995, thirty-five villages had been recently established in the lower
slopes and about twenty-three remained in the highlands (Gebert 1995).
The lower slope villages co-reside with other ethnic groups such as Tai Lue,
Tai Dam and Tai Nua who have historically cultivated paddy-rice in valleys
throughout the region. Relocated villages form as subgroups of families
splinter from older villages — a scission that has long characterized Akha
social life and the need for continued access to productive land. Movement
to the lowlands has one significant difference — a shift in rice-growing tech-
niques from rotational production to sedentary paddy-field cultivation. Its
adoption signals a willingness to embrace ‘lowland culture’, and movement
to establish permanent lowland villages has often been led by younger Akha
(Cohen 2000). Networks typically remained strong between parent—
offspring villages and the lowland communities have gradually grown
bigger through subsequent kin migrations. Many lowland villages now have
two distinct household clusters marked by older and newer arrivals, with
varying rights and access to productive land.

One point needs to be clearly stated. In the 1990s when the bulk of this
relocation took place, movement was not the simple product of state man-
dates but rather a combination of push-and-pull factors. Although Gebert
(1995: 11) notes that ‘many of these villages have moved down to lower
slope areas at request of government authorities and were also promised
assistance if they would be ready to cultivate flat land and abandon shifting
cultivation practices’, Cohen (2000: 185) suggests motivations also include
low productivity of swidden agriculture (rice and opium) in the highlands.
Despite an uncertain future and a departure from traditional life-styles,
many of the current generation of Akha consider improved market
opportunities, proximity to transport routes and social changes implicit in
becoming lowlanders to be a challenge worth taking.

However, one clear loss is evident — many people die. Total numbers have
not been recorded but lowland villages report large numbers of deaths
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during the first two years of resettlement. Headmen describe between fifty
and 100 villagers dying shortly after relocation — sometimes whole house-
holds perish. With data derived from the interviews of over 150 families,
Gebert (1995) compared health levels in eleven mid-upper slope villages and
twenty-two relocated lower slope villages, as seen in Table 3.1.

In the neighbouring district of Long, a 2003 survey of mortality over the
preceding five years confirmed high death rates, sometimes up to 20 per cent
(Romagny and Davineau 2003: 21), as seen in Table 3.2.

While mortality is high in the highlands, movement to the lower slopes
further increases death rates. High mortality stems from a series of inter-
related factors: lack of physiological immunity to mosquito-born diseases;
lack of access to clean water or familiarity with sanitation; and a lack of
village-based health services and disinclination to access state medical assis-
tance. Combined, these shortfalls have led to high levels of misery and, until
recently, an ongoing reliance on opium to cope with psycho-social trauma
(Cohen 2000; Gebert and Chupinit 1997).

Despite high death rates, Akha continue to relocate. Noticeably, over the
past eight years some health indicators have gradually improved in Muang
Sing. In Deutsche Gesellschaft fur Technische Zusammenarbeit (GTZ)
target villages, infectious diarrhoea and parasite-borne disease decreased
from 29 per cent in 1996 to 13 per cent in 2000, and under-5s mortality
decreased from 311/1,000 in 1997 to 105/1,000 in 2001. But deaths related
to relocation still occur: in 2003 one village had nine deaths within a group
of 116 migrants over a period of eight months — a rate of 7.8 per cent (Alton
and Houmpanh 2004: 46).

Table 3.1 Comparison of disease and child mortality between highland and relo-
cated villages in Muang Sing

Mid-slope Lower-slope
(11 villages) (22 villages)
Disease epidemics 6 24
Epidemic deaths 199 749
Child Mortality (per 1,000 live births) 133 326

Source: Gebert (1995).

Table 3.2 Comparison of death rates between highland, lowland and relocated vil-
lages in Muang Long

Awverage mortality (per 100)

Existing lowland villages (n=5) 0.78
Highland villages (n=15) 2.32
Resettled villages (n=17) 3.99

Source: Romagny and Davineau (2003).
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Some improvements in morbidity levels notwithstanding, it would be
wrong to say that highland—lowland migration has become less problematic.
Crucially, in this context, health is not simply about the absence or control
of recognized disease vectors. The damaging impact of social change should
not only be measured by bodies after they become ill or die. There are other
variables that foreshadow the emergence of social pathologies and influence
subjective states of well-being. In this context, social suffering, based on
changing social relations and economic structures, plays its part in predis-
posing individuals to subsequent conditions of disease. While it is not pos-
sible to empirically measure levels of social suffering, the effects are
anything but ephemeral. Importantly, this perspective draws attention to
social relations, rather than material conditions, as the underlying pre-
conditions for ill-health.

In Luang Namtha, conditions underpinning new forms of ill-health crys-
tallize in the increased pressure to migrate out of the hills. In most previous
village migrations down to the lowlands the Akha have maintained strong
links with the parent villages through regular exchange of household com-
modities including opium. Recently, however, a new imperative has caused
the Akha to move more rapidly and precipitously and has reduced their
ability to control incorporation into the lowland economy. The fraught
achievement of radically new social competencies required by sedentary set-
tlement, and reliance on wage labour, is creating vulnerability to a range of
public health threats including HIV and changing forms of drug abuse.

In early 2003, following a Ministerial decree, officials ordered the
destruction of a large percentage of poppy fields. Previously, the Lao govern-
ment had shown little interest in strong-arm opium eradication. Pressure to
tackle deforestation and appease foreign donors interested in drug reduction
has altered the lenient approach. Opium is a vital cash-crop for highland
Akha throughout Luang Namtha. Apart from sustaining high levels of local
addiction and a range of medical and social needs, opium is an important
exchange item for household necessities such as salt and utensils and a
crucial buffer against rice shortages. In 2003, with no opium to trade, there
have been immediate rice shortages in many highland villages.

In contrast to previous movement based on persuasion and enticement,
relocation is now a product of direct intervention. District officials in Sing
and Long recently announced that nearly 50 per cent of highland villages
were slated to be moved or consolidated. In a short space of time, Akha in
higher slopes have learned that choices that had been theirs to make for pre-
ceding generations were, according to state fiat, no longer tenable. In
2002/2003, movement out of Muang Sing hills snowballed. Subsequent
confusion is aptly summarized in the following report:

It is estimated that about 15 villages with about 2,000 people from the
mountains moved to lowland areas because their poppy fields were
cleared. “We knew before the clearing of the poppy fields that villagers
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would move’, the District Vice Governor informed the team. ‘On the
one hand, it was good that they moved. For many years we had asked
them to do so, but they did not. However, on the other hand, it made
things more complicated because the district could not carry out the
development as planned. Villages were messed up everywhere, it was
not according to our plan’. “We have to stop all development activities
because of migration: everyday villagers ask the district authorities to
find a new place for them to live’, the Vice Governor added.

(GTZ 2003: 15)

Negotiations with kin for co-residence in existing villages or officially
approved acquisition of new land can take months. Obtaining productive
land is not guaranteed. In the meantime, villagers, adamant over their need
to relocate due to economic hardship, live in what look like hastily con-
structed refugee camps on land which the state designates (at times would-
be migrants are turned back to their home villages, but seldom successfully).
Even when highland villages have been reluctant to move, the exodus of
neighbouring villages has made it essential due to lack of proximate trade
and exchange networks. Some higher slope areas are now completely aban-
doned.

In the light of my concern with ‘everyday violence’ emergent in situations
of drastic social change, the question is: What impact does this movement,
voluntary or forced by circumstance, have on the lives of the Akha in Muang
Sing? It remains to be seen whether large-scale malaria epidemics and water-
borne diseases recur. But more subtle forms of disease are also established as
a product of these changes. They apply not only to recent arrivals, but also
to processes of social and cultural assimilation that have been underway for
the past ten to fifteen years in Muang Sing (and much longer in neighbour-
ing countries) in the transition of the Akha to subjects of a modern nation-
state.

Embodying change

Numerous studies show how individual and social bodies cope (or do not
cope) with cultural confrontation under projects of colonialism and/or devel-
opment. Sometimes, extreme physical suffering results from structural viol-
ence and disruption of local value systems. Taussig (1984) provides
harrowing details of violence in the imposition of radically alien modes of
(capitalist) production and forced migratory labour in colonial rubber plan-
tations in Putamayo lowlands, Columbia. Not all forced entrances of pre-
capitalist societies into the market economy, and its attendant structures of
class hierarchy and moral hegemony, have been marked by the culture of
cruelty and fear, but there is no disputing the common distress in the con-
frontation of ‘difference’. But a phenomenology of suffering associated with
social change encompasses more than brutal exploitation. Inequitable forms
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of governance and structural violence also promote insidious health dilem-
mas, such as HIV spread (Farmer 1996). As such, the presence of illness fre-
quently links to existing structures of marginalization affecting women and
ethnic groups the world over. Sugar, Kleinman and Heggenhougen have
argued that modernization is implicated in widespread rise of social and psy-
chological pathologies such as depression, suicide, substance abuse and psy-
choses through what they term ‘noxious change’: ‘Psychological and social
distress appear to be increasing worldwide as a direct effect of certain social
changes, including those that are “planned” in international-development
projects’ (1991: 217).

Despite a historical backdrop of regional rebellions, revolutions and
forced relocations, Akha in Luang Namtha have largely been left to their
own devices in recent decades. In the absence of roads, remoteness has been
the overriding characteristic. It is therefore inappropriate to talk of overt
violence affecting their health through government policies or donor-driven
development programmes. But if we accept that marginalization is implicit
in processes of modernization, then social suffering becomes an additional
dimension necessary for examining the lives of minoritized peoples and their
experiences. However, marginalization is a phenomenon seldom adequately
explored for its health implications in projects of state assimilation. For,
even as public health assistance has somewhat reduced quantifiable levels of
morbidity in developing countries, degrees of social suffering are far harder
to grasp through empirical measures.

In recent years, the lives of the Akha have been recorded in fine detail:
family statistics, and hours spent hunting, gathering, crop-growing, fire-
wood-collecting and opium-smoking are collated and analysed. However,
despite numerous finely tailored initiatives by donor agencies, it is regional
stereotypes of Akha as a forest-destroying, drug-producing, semi-nomadic,
undeveloped ethnic minority that have defined the most forceful interven-
tions that are now brought to bear. Thus state-driven land allocation and
zoning strategies are being carried out that will limit Akha access to forest
resources. Opium fields have been laboriously counted and measured and
largely destroyed. Anti-HIV workshops attempt to drastically restructure
adolescent courting patterns.

Such imperatives, including new ecotourism initiatives, are part of the so-
called ‘pro-poor’ agenda of state and multilateral development agencies. As I
have been describing, the end result for many Lao Akha, designated as the
poorest of the poor, is relocation into the lowlands. Ironically, in a govern-
ment analysis of poverty (based on data from thirteen provinces), relocation
and reconsolidation are cited as key variables associated with increased
poverty: ‘Agricultural production, however, has not improved and has often
become worse especially after village relocations, and is not sufficient for sus-
tainable livelihoods’ (Government of Laos PDR 2003: 45). A recent study
confirmed that livelihood systems suffer and health impacts are common-
place in relocated villages in Sing and Long Districts: “The main problem
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encountered with migration to the lowlands concerned inadequate available
agricultural land and this led to conflicts with neighboring villages and
earlier migrants. Another major problem was the incidence of human dis-
eases’ (Alton and Houmpanh 2004: 14).

Yet despite widespread negative consequences — devastating epidemics,
loss of assets, rapid debt accumulation, reduced rice supplies, intensified
competition for land and lack of government resources to provide assistance
(Goudineau 1997) — the policy emphasis on access to markets and roads and
the sedentary production of cash-crops is based on the opposing notion that
livelihood improvement will take place automatically if villagers move to
the lowlands. As mentioned above, this assumption dovetails with the
present-day aspirations of many Akha. Several male informants in recently
relocated villages noted that despite the gruelling aspects of day-to-day sur-
vival in the baked land of newly cleared encampments, simple recollection of
back-breaking highland life halted any reticence. Not all women agree, but
overall distaste for the highland livelihood and its lack of material symbols
of development figured strongly in the desire to move. In marked contrast,
lowland life-styles are believed to facilitate the accumulation of overt indic-
ators of progress, such as ‘modern’-style houses and commodity goods, in
particular motorcycles or tractors. Coupled with the removal of opium as the
solitary source of wealth in the mountains, the desire for accumulated
symbols of material well-being adds to the forces motivating movement
(some villagers are, however, beginning to question the value of relocation,
and occasionally, beckoned by promises from Chinese rubber investors, have
returned to the highlands).

At what point, then, does social suffering become implicit in migration
impelled by both government initiatives and prevalent desire for capital and
material improvement, given the fairly radical changes towards a proletarian
life-style necessary to achieve these objectives? In the face of historical
examples throughout the region that highlight marginalization and ill-
health underpinning assimilation, the issue requires attention. Clearly it
cannot be assumed a priori that rapid movement into a market economy is
detrimental to health. But if, on the one hand, poverty is associated with
relocation and, on the other, poverty is a major risk factor for most forms of
social suffering (Kleinman ¢z a/. 1996), consideration of health impacts that
emerge as a product of transformed aspirations is warranted. Closer inspec-
tion does indeed determine levels of vulnerability not yet quantifiable in
epidemiological terms, but of major importance to future health.

Social suffering in Muang Sing

Poverty and exploitation are clear consequences of relocation. Despite
dreams of wealth, purchasing and developing productive land requires sub-
stantial de-capitalization — a burden many families never overcome. While
some families might improve economically, this is a notable minority
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wherever relocation takes place: ‘In the villages where overall income had
increased, it was found that increases in production were being realized by
only a few families’ (Government of Laos PDR 2003: 45). Likewise, Alton and
Houmpanh (2004: 44) highlight diverse problems in Sing and Long — all but
one of seven study villages had rice deficits due to inadequate land availability.

A majority of relocated villagers, therefore, become dependent on full-
time, off-farm wage labour. Although access to labour is the ostensible
appeal of relocation, increased reliance begins a spiralling process of prole-
tarianization. Rice shortages ensure that villagers have to labour for other,
wealthier villagers or neighbouring ethnic groups, so that even if land is
available it is never developed into productive rice-paddy. Cohen showed
that in two Akha villages most households were worse off after relocation
due to disadvantageous labour relations with other ethnic groups (2000:
197). In the past, Akha may have occasionally laboured for cash, but very
few were totally reliant on it because they had access to opium and abundant
forest resources for food and trade. While conflict over land is commonplace
in contexts of relocation, it is the health implications of attendant proletari-
anisation that I wish to highlight.

First, exploitation and conflict escalate as a consequence of obligatory
wage labour. In contrast to primarily subsistence livelihoods, waged
employment allows articulation of uneven power relations which can
become a key precursor of social suffering. In the lower slopes waged
employment takes place most commonly with neighbouring ethnic groups
such as the Tai Lue (who have historically hired Akha addicts for minimal
cash or opium) or Chinese market gardeners who invest in sugar and water-
melon production. Near the border, Akha women cross into China to work
in the paddy-fields there.

With increased migration, wage labour has become a surplus commodity
in the Sing lowlands and increased competition is emerging within villages.
On the one hand, neighbouring ethnic groups employing casual daily labour
have begun to hire only Akha between the ages of twenty and thirty-five,
severely disadvantaging many older householders. On the other hand, the
need to be actively seeking work is unevenly advantaging subgroups within
relocated villages. Some village women told us that they were too shy to
repeatedly go out asking for work in nearby villages when they had been
turned down once, and yet this daily demand for labour is the precise result
of current employment arrangements. Other subgroups (stemming from
their arrival from different source villages) were seemingly not so reticent,
thereby attaining the bulk of local work available and creating the begin-
nings of village factionalism. Unused to competing for a wage, villagers
described resentment born of this biased distribution of work. It is further
exacerbated when the demand for labour is limited and certain kin groups
(again based on different home villages prior to migration) will only mobi-
lize work-gangs from those within their subgroup, setting in place the
gradual but insidious advantages that accrue from greater access to capital.
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Labour exploitation also takes place within villages constituted by
sequential waves of migration. Wealthier villagers hire newcomers who are
in need of instant cash to work their fields, making it impossible (even if
land is available) for them to invest time and labour to become self-
sufficient. Addicts have been particularly susceptible, since they exchange
labour for opium and inexorably incur increasing debt. As a result, conflicts
over land and labour exploitation between older settlers and newer arrivals is
becoming characteristic within relocated villages, and communal activities,
the hallmark of Akha society, are fractured and at times totally dysfunc-
tional. At other times, unscrupulous Akha brokers or outside traders have
refused to deliver promised wages from the sales of locally harvested sugar to
Chinese factories.

Competition is the heart of market-based capitalism. In Muang Sing,
growing labour competition is setting in place the basis for entrenched
village factionalism, requiring new styles of conflict management and adju-
dication than those typically employed in the past. While village conflicts
and degrees of social stratification have always existed, they have seldom
been based on struggles over sale of labour. Previously, competition over
resources was often resolved by one faction moving to establish domicile
elsewhere in the forested hills. In the lowlands, where agricultural land is
now a scarce commodity and forest products a diminishing resource, conflict
avoidance in this fashion is no longer an option. The stage is set for
increased deprivation among some villagers who are unable to compete suc-
cessfully for labour and, at the same time, escalating village conflicts based
on the inability to negotiate more equitable social and economic relations.

Second, new forms of drug abuse are also creating psycho-social problems
whose costs are still being counted. Drugs have long been an integral
element of everyday Akha livelihoods and, in new forms, continue to play an
important role in health dilemmas. Opium has played a historically complex
part in local economies throughout the region and, until recently, levels of
addiction among the Akha were high (9.8 per cent in Sing and Long dis-
tricts). Drug rehabilitation has therefore been a basic component of most
development initiatives in the area. As I, and Paul Cohen, have explored
elsewhere (Lyttleton and Cohen 2003; Cohen and Lyttleton 2002), demand
reduction is problematic for most addicts, many of whom relapse, exacerbat-
ing social hardship and marginalization. The recent upsurge of ampheta-
mine-type substances (ATS) throughout South-East Asia creates additional
problems.

ATS was introduced several years ago by petty traders within enclaves of
townspeople in Sing and Long districts, but its consumption is moving
steadily outwards into Akha villages, primarily those in proximity to the
town or road. Data collected by district officials in 2003 identified 800 local
ATS users throughout Sing District, of which approximately 30 per cent
were Akha. Now that opium cultivation is stringently policed, local Akha
addicts are using ATS (rather than heroin which was taken up in Thailand)
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as a means of decreasing opium reliance. Significantly it is not only opium
addicts who smoke ATS; labourers in a wide range of contexts use it to facil-
itate their entry into new market economy structures.

I have argued elsewhere that social values associated with modernization
predispose people to drugs that foster improved performance (Lyttleton
2004). ATS use is growing rapidly throughout South-East Asia in part as a
means to improve labour productivity, and from this perspective, increased
ATS use is logical for Akha entering new social and economic relations in
Sing and Long valleys. In addition to providing overt energy, ATS use facili-
tates desirable ‘modern’ forms of subjectivity wherein traits associated with
ethnic traditions, such as opium addiction, lethargy and ‘primitiveness’, are
exchanged for an active entrepreneurial labourer/trader identity. As opium
addiction is gradually removed, incipient ATS abuse poses growing dilem-
mas for those attempting to benefit from its use. This relates both to indi-
vidual health and social pathologies. Prolonged use creates dangerous forms
of psychosis and paranoia. The number of arrests for ATS possession and use
is increasing in Muang Sing and the number of violent crimes associated
with its use is rising, both within Akha and other ethnic groups.

Third, desire for cash and material goods implicit in movement out of the
mountains heightens other forms of disease vulnerability, in particular HIV.
Adoption of lowland life-styles is bringing diverse changes within Akha vil-
lages. Prominent indicators of expanding ‘globalized’ interactions include
the bars and nightclubs proliferating along the new road that bisects Muang
Sing, and links China with the Mekong River and Thailand downstream.
Chinese trucks move back and forth in convoys. Akha men are starting to
make exploratory use of ‘hospitality services’ provided by itinerant women
from other parts of Laos and China in bars being built in close proximity to
relocated villages. More significantly, local Akha women are beginning to
exchange sex for money. In Akha villages, following traditional customs and
negotiations, young women will sometimes sleep with visitors to the village.
Nowadays, in many relocated roadside villages, Chinese migrant labourers
and Lao men from towns arrive some evenings to attempt to negotiate sex
with local women. Whereas in the past, in highland communities, whisky or
cigarettes for village youth were accepted coinage, in more established
lowland villages young women are increasingly expecting to be paid directly
for such services, reflecting the ascendancy of cash as the currency of
exchange.

The combination of a growing sexual opportunism of migrant Chinese
labourers and local Lao men and incipient forms of sexual commercialism
within Akha communities are huge threats to health and the cultural future
of minority groups in the area if HIV is part of these exchanges. So far no
testing has been done to ascertain this (nor any effective campaigns to alert
Akha women and men of potential risk), but already endemic levels of
gonorrhoea in some villages are a testament to rapid STD spread. The inter-
section of short-term migrants using newly built roads and highlanders
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moving to be near markets and services poses serious health threats. When
actual numbers of individuals begin testing HIV positive, much damage
will have already been done.

Conclusion

Modernity as the key narrative of contemporary nation-states requires spe-
cific social, political and economic formations. Nationalized permutations of
modernity’s demands have homologies in the bodies of their subjects. These
are, of course, not uniform across a state’s citizenry. Forms of exclusion and
structural deprivation that gird a nation-state’s growth ensure that privi-
leged and disadvantaged bodies are impacted in a divergent manner.
According to Arrighi (2002: 42), capitalism as an intrusive systemic of rule
and accumulation is a ‘key interstitial formation of both pre-modern and
modern times’. The highland minorities of the upper Mekong embody this
interstitial condition in awkward and, at times, notably damaging, ways.

In Thailand, highlander assimilation has not incurred the pace of current
movement to lowlands that we see in parts of Lao PDR with its doctrinal
policy of universal citizenship, equal rights and less strident competition for
land. Instead, commercial interests moving upwards into Thai highlands
have restricted hilltribe access to resources and dislocated them from tradi-
tional life-styles leading to disease and ‘a growing sense of despair’ (Kam-
merer 2000: 47). In Southern China, the introduction of commercial
farming has seemingly had more positive impacts on the Akha than in
neighbouring countries with an increase in living standards through tea pro-
duction. But there are also growing inequities within and among Chinese
Akha villages and pronounced cultural domination by national policies
(Henin 1996).

In Laos, migration and assimilation are a complicated mix of push-and-
pull factors: of state pressure and individual desire for access to money and
goods. So too health impacts are diverse. On the one hand, government and
foreign programmes have somewhat reduced common endemic infectious
diseases among the Akha. On the other hand, health is now more closely
determined by motivation to engage in a cash economy, to exchange phys-
ical risks of impersonal and fragile subsistence ecology with broader social
and psychological risks of an impersonal and high-stakes market. The
lowland valleys of Sing and Long are currently home to a highly diverse yet
intensive mix of social and economic aspirations. It is within this crucible of
change, opportunity and exploitation that people’s lives are shaped: physi-
cally and psychologically; socially and materially. The Akha in Muang Sing
have in the past fought for their health largely against an unforgiving phys-
ical environment, and high mortality rates attest to harsh terms of negotia-
tion. If infectious epidemics such as malaria and water-borne disease are
controlled, then it becomes the social environment where relocated Akha
negotiate a new set of defining rules and values that poses a greater threat to
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health. Here the uneasy intersection of different cultural systems promotes
inequitable economic and social interactions that foster social suffering
through marginalization and exclusion. Although not immediately visible,
they create debilitating forms of distress.

Poverty is nothing new to the Akha, but, as social stratification is refined
through limited access to wage labour, it will be experienced differently by
relocated Akha. Factionalism and conflict over resources will increase as
traditional resolutions such as mobility are less viable. Clearly not all will
suffer, but relocation becomes disjuncture when the shift from pre-modern
to modern induces new forms of enduring structural disadvantage and depri-
vation (including loss of that amorphous human right — dignity). For just as
capitalism is the bridge to the modern, transitions have benefits and costs.
One Akha man living by the road compared the change: ‘In the mountains
life was better, we had more money {from opium} but nothing to spend it
on; here by the road we have less money, but more [desire for] things to
buy.” Coupled with state pressures to move, desire to be part of a market
economy is the fundamental coinage for the social changes taking place; it is
the ticket to a new life and, at the same time, the harbinger of disease
present and still to come. Nascent processes of marginalization, experienced
as factionalism and community disempowerment at the group level, and
exploitation and relative deprivation at the individual level, are inevitable
underpinnings of disjunctions emerging from uneasy integration into new
social and economic systems. In turn, they underlie forms of social rather
than material suffering that emerge with the movement from small-scale
(primarily) subsistent communities to sedentary groups partaking in larger
networks predicated on a market economy. Unchecked, the everyday viol-
ence they reflect will have overt health consequences such as new forms of
drug abuse and new forms of infectious disease such as HIV.

Note

1 This chapter is based on ethnographic fieldwork conducted over ten months
between 2000 and 2003, in Sing District (and to a lesser extent Long District),
Luang Namtha Province, Laos (see Figure 3.1). With an Akha research assistant, I
interviewed community leaders, government officials and residents in a sample of
twenty-five lower and mid-slope Akha villages, including several which had relo-
cated in the previous twelve months. In 2003, this study formed part of a larger
project conducted in collaboration with the Lao Institute for Research on Culture,
supported by the Rockefeller Foundation and Macquarie University.
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4 Constructions of foreign labour
migrants in a time of SARS

The case of Singapore

Theresa Wong and Brenda S.A. Yeoh

Introduction

‘Migration’ and ‘health’ are undeniably geographical, in terms not only of
their trajectories and movements over physical space but also of the place-
specificities of health and migration policies (Kearns and Moon 2002: 610).
In the geographical literature exploring the intersection between migration
and health, several important shifts in the themes of interest have been
noted in recent years. The traditional preoccupation in medical geography,
well illustrated by the considerable work which has developed around AIDS,
was with mapping the spatial diffusion of the virus or disease as a result of
migratory activities (Kearns 1996: 124). This interpretation of medical geo-
graphy has given way recently to a broader concern with ‘geographies of
health and health care’ in which ‘concern is with matters of individual and
community identity, and with determining what elements of place shape
individuals’ [migrants’ and non-migrants’} health experiences and access
to services’ (Mohan 2000: 496). One important strand in the burgeoning
literature on ‘geographies of health and health care’ emphasizes the socio-
biological construction and corporeal experience of health, as well as how
socially constructed notions of ‘disease’, and the ‘vectors’ of disease, feature
in the provision of, and access to, health care, as well as featuring in public
health strategies in combating disease and ill-health (Browne and Barrett
2001; Parr 2002). Within this frame, the migrant is of special interest not
only due to the acceleration of migration across borders in a globalizing
world, but also because migrant workers — whether in terms of their entry
into host societies or in terms of their return migration — have often been
identified as a ‘high-risk’ disease vector (Weerakoon 1997: 72) which is
‘more vulnerable than local populations’ (Migration and Health Newsletter,
International Organization for Migration, March 2002). Indeed, throughout
the history of health and infectious disease control, the migrant, especially
one from a less developed country, has often been the subject ‘specifically
classified and excluded from the territory and the body politic’ of the nation
(Bashford 2002: 344) and associated with a heavy infectious disease burden,
despite the lack of scientific evidence (Tavira, n.d.).



62 T. Wong and B. Yeoh

Attitudes towards migrants in both public and government discourse,
and particularly as enmeshed in local politics, set the tone for the treatment
of migrants as contributors of disease and ill-health, and these attitudes can
set in motion discriminatory policies that widen the rift between local
society and migrant worker populations. Migrants are often perceived to be
a mobile, floating and often ‘disposable’ population, bodily reservoirs of
disease and infection. Such attitudes towards migrants tend to prevail, espe-
cially in cases where arriving migrants or foreign workers are attributed a
lower economic status vis-a-vis the local workforce, in which class power
relations are often tilted in favour of the host community. As the other chap-
ters in this volume (see e.g. Asis, Chapter 7, this volume) also demonstrate,
such perceptions of lower status migrants are often founded on classed con-
structions of ethnicity and nationality.

In periods of health crises and disease outbreaks, negative public attitudes
towards migrants are often writ large, culminating in heightened suspicion
and increased surveillance over migrant populations. Although it is often
public groundswell that fuels fear and discontent, the authorities, in manag-
ing the crises and outbreaks, also contribute to producing images of migrant
populations and bodies as conduits of infection. In fact, the focus on migrant
workers and the tightening of immigration control is often a conscious strat-
egy on the part of governments as a means of disease control; as was evident
in many countries during the 2003 Severe Acute Respiratory Syndrome
(SARS) outbreak (Gushulak 2003). The consequences of the tendency to
blame foreigners, especially less skilled, low-status foreign workers, are
twofold. First, focusing primarily on migrants as a high-risk group without
fully understanding the social epidemiology of the disease (as is the case
with ‘new’ diseases such as SARS) may lead to blind spots in the medical
gaze of policy-makers with respect to other groups outside the category.
Second, a knee-jerk reaction blaming migrants during high-profile health
crises deepens misconceptions about migrants, which is neither productive
for the curtailment of the disease nor effective in terms of the management
of in-migration flows. Hence, it is important to unpack the relations of
power and prejudice undergirding public discourses which couple disease
with migration. By training the analytical lens on state policies and public
discourses around the issue of a pool of more than 700,000 labour migrants
in Singapore during the outbreak of SARS, we hope to clarify some of these
relations woven into the way the SARS crisis was constructed.

New geographies of public health

The emphasis on the theme of power surrounding the control of disease and
public health is rooted in the movements of social science and geographic
research into the arena of ‘new’ public health in the past two decades. The
shift in focus from curative to preventive forms of health care has led to the
emphasis on ‘risk’, with public health practice in Western societies empha-
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sizing individual responsibility in the prevention of ill-health and disease
(Brown and Duncan 2002). The ‘risk’ or predisposition to a disease is seen to
be caused by the ‘combination of abstract factors’ (Castel 1991: 287), rather
than a specific peril or threat manifested in a singular person or group of
people. According to some (Brown and Duncan 2002; Armstrong 1995),
these definitions of a new social/health science have led to a popularizing of
‘surveillance medicine’, which is not only concerned with people with the
actual disease, but extends the medical gaze into the spaces of everyday life
to bring everyone into its fold. This extension of the network of medical sur-
veillance also looks beyond life-styles and behaviours signalling health risks,
to include an emphasis on the ‘social and physical environment within
which the individual body is placed’ (Brown and Duncan 2002: 364). It is
within the framework of this new turn in public health policy, research, and
the intersection of the two, that this case study is situated.

In this context, we turn to the SARS crisis as it unfolded in Singapore. A
few salient points about the crisis and the way it was managed need to be
noted. First, although SARS has been termed an epidemic, its fatality and
infection statistics do not come close to that typical of AIDS, cholera and
influenza outbreaks. The death-toll from SARS during the March to June
2003 outbreak was 774 people, compared to 23,800 deaths from cholera in
one month during the 1994 epidemic among Rwandan refugee camps in the
Democratic Republic of the Congo (World Health Organization 2003), and
the ‘Hong Kong’ flu outbreak from 1968 to 1970 which killed 45,000
people globally (Centre for Disease Control 2004). Yet the measures used to
counter the spread of the SARS ‘epidemic’ in affected countries are dispro-
portionate in their reach and extremely complex. More people have been
affected by the preventive measures of SARS than by the SARS virus itself,
which makes it an interesting case study for understanding the critical geo-
graphies of risk and disease vulnerability. Second, ‘surveillance medicine’
presumes the extension of a medical gaze with the aim of ‘bring[ing]} every-
one within the network of visibility’ (Armstrong 1995: 395). As will be dis-
cussed below, the SARS case demonstrates that while authorities indeed aim
to have everyone brought into visibility, the preventive/medical lenses in
Singapore are specifically trained on certain groups of people, particularly
foreign workers assumed to be more ‘vulnerable’ to the disease. The epi-
demiological gaze on these workers is, at times, blind to the spaces they
occupy within the local population, and yet in other circumstances the pol-
icies are extremely cognizant of space. It is this variable and inconsistent
treatment of foreign workers that provides insights into the basic assump-
tions held about migrant workers in Singapore, often a product of their per-
ceived social dissimilarity from, and at the same time spatial proximity to,
the local Singaporean population.
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The landscape of SARS infections and prevention

What then makes SARS different from other disease outbreaks? First, SARS
is a relatively new disease whose unprecedented nature elicited a huge public
outcry among populations and authorities (Xiang and Wong 2003). Second,
not much was known about the aetiology of the disease in the earlier days,
resulting in the need for extensive control measures to cover every eventual-
ity. Third, and most significant, the rapid spread of SARS from its suspected
origin in Guangdong, China to far-flung parts of the globe was due to the
flows and movements of people, facilitated by what Glosserman (2003: 1)
calls ‘an international mobility that most of us take for granted’. It is an
international mobility spurred on by changing international and national
socio-economic conditions in response to globalization processes. However,
just as the spoils of globalization are unevenly distributed, so are the benefits
of this international mobility. Unskilled migrant workers, sometimes
described as the ‘underbelly’ of global cities (Chang and Ling, quoted in Sta-
siulis and Bakan 1997: 121), are relegated to the lower undervalorized
circuit of globalization, subject to tight and selective controls at the trans-
national border, treated as part of the ‘buffer’ sectors of the workforce, and
vulnerable to immediate removal and repatriation during economic down-
swings (Yeoh and Chang 2001: 1032). Two different notions of ‘vulnerabil-
ity’ are hence evident in the prevailing discourses: the ‘vulnerability’ of
foreign worker populations to disease — sometimes presumed to be caused by
the lack of ability to control their bodily movements — which is translated
into the increasing ‘vulnerability’ of the local/home population — the second
notion of vulnerability. We will now consider the divergent trajectories of
the disease and its control — the epidemiological landscape of SARS, its
infectors and spread; and the landscape of blame.

The first reports of the existence of a SARS-like pneumonia appeared in
November 2002 in Guangdong, China, but it was not until March 2003
that the virus began to cause widespread international concern. Resembling
atypical pneumonia, it was the prevailing view that SARS was spread pri-
marily by contact with water droplets expelled from an infected person who
coughed or sneezed. In November 2002, months before a global alert was
raised in March 2003, the outbreak in Guangdong had already infected 792
people and caused thirty-one deaths. However, it was only when the disease
crossed national borders that people began to take notice of what was
thought of as a localized disease. The outbreak in Vietnam was the first to
garner world attention when a man died in a Hanoi hospital, his condition
worsening rapidly after being admitted for a high fever, dry cough, muscle
ache and a sore throat from which he had suffered for four days. Following
this, seven health care workers who had come into contact with the man fell
ill with the same symptoms. In Hong Kong, the outbreak began on 11
March 2003 when a group of people in the Prince of Wales Hospital,
including twenty-three health care workers, were found to have SARS. The
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situation worsened dramatically as the number of cases and deaths escalated,
the fear culminating in reactions to the sudden news that 213 people, all
from a single large housing estate (Amoy Gardens) with 15,000 residents,
had suspected SARS. The outbreak in Singapore began with three Singa-
porean tourists returning from a trip to Hong Kong. By 7 April 2003, 106
people had SARS, and six people had died in the city-state. Fears surround-
ing these infections were further compounded by news of a number of cases
beyond Asia, in Germany, Switzerland and Canada.

The idea that the virulent disease with a 20 per cent death rate could
have spread so quickly from East Asia to Europe and North America gave
rise to panicked reactions by governments. There seemed no question that it
had to be handled top-down, from the highest levels of government. On 15
March, German customs officials quarantined a plane-load of 155 Singapore-
bound passengers transiting in Frankfurt after a passenger was suspected to
have been taken ill with SARS. As aspects of daily life began to be domin-
ated by fear, and with the imposition of control measures such as the quar-
antine, certain countries began to emerge as ‘hot zones’ of SARS. While
Europe’s encounter with SARS turned out to be short-lived, with the
number of cases remaining low and the threat of infections disappearing
after a short while, the SARS outbreak was cited as ‘the first real epidemic of
a globalized Asia’ — the battle had just begun for the Singapore, Hong
Kong, Canadian and Chinese governments. Hong Kong’s situation was
severe — 1,755 cases and 282 deaths. Singapore was one of the countries
worst hit by SARS, apart from China and Hong Kong, with 206 cases and
thirty-three deaths over the three-month period until the outbreak was con-
sidered to have been contained." Canada, the only country outside Asia
which experienced a sustained rise in the number of cases, reported thirty-
eight deaths and 250 cases by the end of the outbreak in July. By early
August, the World Health Organization reported a total of 8,422 cases
spread over thirty-two countries (Table 4.1).

Information about SARS, its causes and containment in the first month of
the outbreak was scarce, leaving states to set guidelines for its containment.
Some of the first targets of surveillance were migrant groups who were
thought to have ‘imported’ the disease. The surveillance of migrant popula-
tions points to a more deeply embedded complex of attitudes within society
and government over the question of migration, and in Singapore in particu-
lar, the dilemma over foreign workers.

Migrant worker policies in Singapore

Foreign workers in Singapore have been at the forefront of controversy in the
past few years. Although the country has always depended on foreign
workers — many regard the island-state as having been built by the toil of
immigrants — the government has in the past decade espoused a particular
openness to foreign workers. This welcoming attitude stems from a host of
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Table 4.1 SARS cases by country, 1 November 2002 to 7 August 2003

Aveas Cumulative Number of
nunber of imported cases
cases (per cent)

Australia 6 6(100)

Brazil 1 1 (100)

Canada 251 5(2)

China 5,327 NA

China, Hong Kong special administrative region 1,755 NA

China, Macao special administrative region 1 1(100)

China, Taiwan 665 50 (8)

Colombia 1 1 (100)

Finland 1 1 (100)

France 7 7 (100)

Germany 9 9 (100)

India 3 3 (100)

Indonesia 2 2(100)

Italy 4 4 (100)

Kuwait 1 1 (100)

Malaysia 5 5 (100)

Mongolia 9 8(89)

New Zealand 1 1 (100)

Philippines 14 7 (50)

Republic of Ireland 1 1 (100)

Republic of Korea 3 3 (100)

Romania 1 1 (100)

Russian Federation 1 NA

Singapore 238 8(3)

South Africa 1 1 (100)

Spain 1 1 (100)

Sweden 3 3 (100)

Switzerland 1 1 (100)

Thailand 9 9 (100)

United Kingdom 4 4 (100)

United States 33 31 (94)

Viet Nam 63 1(2)

Total 8,422 -

Source: World Health Organization (2003).

factors, including government-led strategies for economic restructuring and
a desire for Singapore companies to compete in the global market, an ambi-
tion that could not be fulfilled by the size and skills base of the local labour
force alone. To date, approximately 18.8 per cent (or one in five persons,
754,524 people) out of the total resident population of four million people
are foreigners, a statistic with immense repercussions for the economic and
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social landscape of the country. Public discourse, as exemplified in the Sin-
gapore newspaper dailies, is not short of expressions of discomfort at the
sight of congregations of foreign workers on their off-days, and anxieties
over whether local workers are losing high-end jobs to expatriate workers
(Yeoh and Huang 1999).

With fertility rates on a probably irreversible downward trend, an ageing
population, a small labour pool as well as brain drain, the local labour
supply is expected to enter a long-term crisis situation and is unlikely to be
able to sustain the government’s economic ambitions for Singapore to
become a hub for high-end financial and technology services (see Hui 1998).
Attracting a foreign labour supply — both in terms of high-end ‘foreign
talent’ and less skilled workers performing ‘3D’ (dirty, dangerous and
demeaning) work — is hence a necessary accompaniment to the city-state’s
globalizing ambitions. The majority of foreign workers in Singapore com-
prise unskilled or low-skilled workers in construction, service, manufactur-
ing and the domestic work sectors, while a smaller but significant
proportion belong to the skilled category of professionals in the financial and
commercial sectors. In 2000, there were 470,000 low-skilled foreigners,
compared to approximately 80,000 skilled workers and professionals. About
200,000 low-skilled foreign workers occupy jobs in the construction indus-
try (mainly Malaysian, Thai and Bangladeshi), while another 140,000 are
employed as domestic workers (predominantly Filipino, Indonesian and Sri
Lankan). The skilled workers category has traditionally comprised foreigners
from the USA, Britain, France and Australia, but skilled Asian expatriates,
particularly from China and India, are fast becoming the dominant group.
The foreign worker composition thus reflects the two-pronged approach of
the government in its quest to solve Singapore’s local labour problem, in
conjunction with national ambitions to become an important player in the
global economy. At the high end, workers who are globally marketable are
paid wages that are competitively matched to salaries in other world cities,
while at the low end, low-skilled workers are given wages with the regional
labour market rates in mind (Chua 2003).

In official statistics and government management schemes, foreign
workers are divided into categories primarily in accordance with the salary
they earn.” Employment passes given to ‘skilled’ migrants are further subdi-
vided into P passes and Q passes (Table 4.2). The top category of employ-
ment pass holders — P1 — draws a monthly salary of more than SGD$7,000°
(GBP£2,194) to be able to ‘qualify’ for the employment pass; foreigners who
are given such passes are generally advanced degree holders and have secured
professional, administrative, executive or managerial jobs, or who are entre-
preneurs or investors. Q passes, on the other hand, are generally issued to
those with ‘acceptable degrees, professional qualifications and specialist
skills’ (Ministry of Manpower 2002), and earning at least S$S$2,500
(GBP£784); in addition, to qualify, foreigners need to produce evidence of
‘acceptable’ degrees, professional qualifications or specialist skills (The Straits
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Table 4.2 Different eligibility schemes for Employment Pass holders

Type of  Pass Eligibility Eligible for  Eligible for
pass dependant’s  long-term social
pass?? visit pass?®
pP* P1  For foreigners whose basic monthly ~ Yes Yes
salary is more than $$7,000.
P2 For foreigners whose basic monthly ~ Yes Yes
salary is more than $$3,500 and up
to $$7,000.
Q° Q1  For foreigners whose basic monthly Yes No

salary is more than $$2,500 and
who possess acceptable degtees,
professional qualifications or
specialist skills.
Q2 A Q2 pass is issued on exceptional No No
grounds to foreigners who do not
satisfy any of the above criteria.
Such applications will be considered
on the merits of each case.

R¢ R1  For foreigners with National No No

Technical Certificate (NTC)-3
practical certificates ot suitable
qualifications.
R2  For unskilled foreign workers. No No

Source: Ministry of Manpower (2002), adapted by Yeoh and Wong (2003).

Notes

a

Dependant’s passes are issued to the children (under 21 years of age) and spouses of
employment pass holders, entitling them to come to live in Singapore with the employ-
ment pass holder.

P passes are for foreighers who hold acceptable degrees, professional qualifications or spe-
cialist skills, and who are seeking professional, administrative, executive or managerial
jobs, or who are entrepreneurs or investors.

The long-term social visit pass accords long-term visit entitlements to parents, parents-in-
law, step-children, spouse (common law), handicapped children, and unmarried daughters
over the age of 21.

R pass holders are subject to a security bond and medical examination required for current
two-year work permit holders.

Times, 9 November 2001). Holders of P and Q passes may work in any
sector of the economy, are not subject to levies, and may bring family

m

in

embers with them to live in Singapore.
Unskilled or semi-skilled workers who do not fall into the above category
terms of salary earned are categorized as work permit holders (or R pass

holders). They have few privileges and face greater restrictions, such as
non-eligibility for the dependant’s pass which would allow them to bring
their spouses and children with them. In addition, they may not marry
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Singaporeans, and are subject to medical examinations and employers’ putting
up a security bond. Table 4.2 details the categories of foreign workers and the
varying levels of eligibility for the twin privileges — the dependant’s pass and
the long-term social visit pass (for family members) that would allow foreign
workers to bring their families to Singapore during their stay.

Open borders discourse

The perception of foreign workers as a ‘high-risk group’ vulnerable to being
infected with SARS, however, did not mute the discourse on the necessity of
foreign workers in Singapore. The conflation of the SARS crisis and the dis-
content over the replacement of Singaporean workers with foreign workers
became evident, with the worsening economy already reeling from the 1997
Asian financial crisis. SARS was estimated to have created losses of S$1.5
billion (GBP£470 million) (Prime Minister Goh in The Straits Times, 1 May
2003), with GDP growth rates expected to fall by 2.3 per cent (Asian
Development Bank estimates: see Fan 2003), losses that were expressed in
some large-scale job retrenchments. While the SARS crisis ignited fresh
attempts to discredit the foreign talent schemes, appeals by Singaporeans in
the local newspapers seemed to point to a concern over the worsening eco-
nomic recession made visible by a spate of retrenchments, rather than a
concern over foreign workers’ bodies as transmitters of infection. Although
both Singaporeans and foreign workers were asked to leave, the rumblings of
discontent over the persistent hiring of foreigners over locals were still
audible.

However, whether companies were worried about their foreign workers
being potential infectors, or whether Singaporeans were disgruntled about
the continued hiring of foreign workers even as locals were being laid off,
the government remained adamant that the country’s borders could not be
closed — that even SARS could not be a justification for keeping foreign
workers away given their importance to the national economy. Ministers
stoutly defended the policy, urging Singaporeans to understand that the
long-term survival of Singapore depended on its continued engagement
with foreign labour and foreign skills. At the height of the SARS crisis in
April, for example, the Minister for Manpower, stressing the need for com-
panies to retain their workers and not to send them away because of SARS
fears, argued that ‘if you take the approach of building a wall around Singa-
pore, at the end of the day, you might find that everything comes to a stand-
still’ (The Straits Times, 11 April 2003).

‘Fighting SARS together’?

Singapore’s first contact with SARS came in the form of two Singaporean
women who returned from Hong Kong on holiday with the virus. The
victims were hospitalized, and although they did not succumb to the
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disease, the virus was passed on to friends and family members with whom
they came into contact, as well as to some hospital staff. It was deduced that
in order to curb the spread of the virus, infected persons had to be isolated
from other people, and that hospital staff must wear protective gear when
treating SARS patients. The Singapore government responded quickly to
the new information. On 24 March 2003, the Infectious Diseases Act was
amended to give authorities greater powers to quarantine and to isolate all
individuals having close contact or suspected of having SARS. New direc-
tives went out to companies, educational institutions and service sector
employers, intensifying surveillance over the population, both in the public
and private arenas. In the private (or quasi-private) spaces of homes and
workplaces, individuals were encouraged to monitor their own health and to
take measures according to their evaluation of their symptoms (for example,
a fever of above 38 degrees Celsius, a dry cough and breathing difficulties).
People reporting for work in public buildings were met with either temper-
ature checks at the front door or directives to take their own temperatures at
least twice a day. In what was a comprehensive and costly exercise, ther-
mometers were issued to every home and every employee. In addition, indi-
viduals were discouraged from going to places where large crowds of people
tended to congregate. Finally, in a typically Singaporean fashion, a public
campaign — ‘Fighting SARS together’ — was launched to spur the population
on to practise good hygiene, both at home and in public, as an individual
and collective responsibility.

While the local population was urged to unite in the fight against SARS,
the large foreign worker community was subject to a hierarchical system
whereby SARS containment and prevention measures were imposed to dif-
ferent degrees according to the type of employment permit held by the
migrant. This system was a finely detailed, complex delineation of differen-
tial measures, achievable only in a context like Singapore where tight immi-
gration controls were already firmly in place prior to the SARS onslaught.
The rules for foreign workers (Table 4.3) were laid down on the basis of the
designated observation period (otherwise known as the quarantine period) of
ten days. This was the number of days recognized as the maximum amount
of time needed for SARS symptoms to show up after an infection took place.

On the one hand, work permit holders (R pass holders), with the excep-
tion of foreigh domestic workers, were subject to quarantine at facilities
built especially for the purpose. The facilities comprised dormitory beds,
located in the far-flung parts of the island (industrial areas) away from the
general population. On the other hand, employment pass holders returning
from SARS-hit areas had to observe a similar ten-day observation period ‘at
the company or other isolation facilities pre-arranged by [thel employer’.
This usually meant the private residence of the employment pass holder.
However, what was perhaps most indicative of the assumptions held about
work permit and employment pass holders were the measures for existing
foreign workers returning to Singapore from SARS-hit areas. While return-



Table 4.3 Observation guidelines for Work Permit (R pass) and Employment Pass

Observation

period

Notes

(P and Q pass) holders

Foreign worker Need for
observation
period

Work permit (WP) holders

New WP holders Yes

arriving from

SARS-hit areas

Existing WP holders Yes, upon

leaving for SARS-hit return to

areas Singapore

Employment pass (EP) holders
‘P’ pass holders

New ‘P’ pass holders
and related pass
holders atriving from
SARS-hit areas

Yes

Existing ‘P’ pass No
holders and related
pass holders returning

from SARS-hit areas

‘Q’ Pass Holdlers

New ‘Q’ pass holders
and related pass
holders as well as
training visit pass
holders arriving from
SARS-hit areas
Existing ‘Q’ pass
holders and related
pass holders as well
as training visit pass
holders leaving for
SARS-hit areas

Yes

Yes, upon
return to
Singapore

10-day observation
period at JTC
designated isolation
quarters

10-day observation
period at JTC
designated isolation
quarters

10-day observation
period at company
or other isolation
facilities prearranged
by employer

NA

10-day observation
period at company
or other isolation
facilities prearranged
by employer

10-day observation
period at company
or other isolation
facilities prearranged
by employer

After the 10-day period,
foreign workers will be
released and subject to
medical clearance.
Employers should then
follow normal procedures
to obtain the wortk permits
WP will be cancelled once
the WP holder leaves for
SARS-hit area. Employers
will have to make fresh
WP applications for these
workers and they will be
subject to the 10-day
observation period on
entering Singapore

Passes will be issued only
after compliance with all
observation period
procedures

NA

‘Q’ and related passes will
be issued after compliance
with all observation
period procedures

‘Q’ and related pass
holders who do not
comply with the
observation period
measures upon return to
Singapore will have their
passes cancelled

Source: Ministry of Manpower (2003a).
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ing P pass holders did not need to undergo an observation period (even if
they had gone to a SARS-hit country), R pass workers not only had to
undergo the ten-day observation period, but had their work permits auto-
matically cancelled when they left, even temporarily, for a SARS-hit
country, and had to reapply for new permits upon their return. The official
reason given for the exemption for P pass holders was that these workers
were ‘deemed to possess greater control over their travel requirements and
thus able to avoid travel to SARS affected areas’ (Ministry of Manpower
2003a). They were also deemed to be able to ‘take their own precautions’
(The Strairs Times, 11 April 2003). Not only did this presume that P pass
holders were more capable of exercising ‘social responsibility’ (Ministry of
Manpower 2003a) than were R pass workers; differential surveillance further
entrenched pre-existing disparities in rights accorded to migrant workers of
different skill levels (for example, employment pass holders could bring
their spouses as dependants to Singapore while work permit holders were
not afforded this privilege).

P and R pass holders were evidently positioned at the two extreme ends
of the spectrum of foreign workers, defined by the types of skills and the
level of income earned. Q pass holders occupied the middle ground, and
accordingly the mode of surveillance was calibrated to reflect this ‘in-
between’ position: on the one hand, unlike the case with work permit
holders, existing Q pass holders did not have their passes automatically can-
celled on leaving for a SARS-hit country; on the other hand, they had to
observe quarantine regulations on return to Singapore, unlike their P pass
counterparts. The finely calibrated variations in the rules of surveillance
clearly reflected differential assumptions about the degree of ‘risk’ posed by
migrant bodies of different skill levels.

Spaces of work too had implications for the construction of the level of
risk posed by the foreign worker in the campaign against SARS. While con-
struction workers were often domiciled in communes located physically
separate from the local Singapore population, another category of R pass
workers — the domestic worker — was sequestered in the private household.
By virtue of the space they occupied, domestic workers, who form a signific-
ant part of the foreign worker statistics, underwent a different kind of sur-
veillance from other low-skilled or unskilled foreign workers, in spite of
belonging to the same R pass category. Foreign domestic workers fell within
the unit of the household, and if they were suspected of SARS or issued with
a ten-day quarantine order, such quarantine periods had to be observed at
the home of their employer. The government authority on this matter — the
Ministry of Manpower — also stipulated that domestic workers should not be
sent away because of fears of SARS — possibly to avoid the unnecessary circu-
lation and mobility of these workers during the outbreak.

The idea that foreign domestic workers and construction workers should
be subject to different measures was based on their respective spaces of work
which, in turn, have roots in the gendered policies that govern them in
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general. Huang and Yeoh (2003: 92) showed that both groups of workers
are governed under different ideological bases, and their work valorized dif-
ferently, resulting in differential access to legal protection in the practical
sphere, and dissimilar levels of social control. While male construction
workers” work is assumed to be productive labour, encompassing the use of
‘skills’ and leading to tangible results, domestic work is not perceived as
‘real work’. Likewise, unlike construction workers who were domiciled sepa-
rately as a body of people away from local residential areas, foreigh domestic
workers were treated as part of the family unit, to be quarantined at the
employer’s home if necessary (Ministry of Manpower 2003b). Hence it was
the ‘host’ family that was expected to exert control over the foreign domestic
worker and to ensure that preventive measures were observed by the worker.

It is not surprising, therefore, that this stipulation became a source of
tension between local Singaporean employers and foreign domestic workers.
Letters to the main English daily during this time reflected the anxieties of
some employers whose main fears were that domestic workers could infect
their families because of close proximity and contact with family members.
One reader suggested in The Straits Times forum page that many maids take
their wards to school, and their congregation in such public spaces ‘could be
a source of SARS infection’ (The Straits Times, 16 April 2003). Although
these opinions were criticized by other Singaporean readers for their discrim-
inatory undertones, they reflected some of the deep-seated prejudices and
classed/ethnicized constructions of irresponsibility held towards foreign
workers, which may also be found in public complaints about the spaces
that foreign workers occupy — both physical and social — especially visible in
the large sizes of their congregations on Sundays (their day off), in the
‘weekend enclaves’ of Little India, Orchard Road and Golden Mile.

Ironically, domestic workers might have had more reason to fear infection
than their employers, as one maid was suspected to have caught the SARS
virus from her infected employer (The Straits Times, 11 April 2003) — she
later died. In Hong Kong, there were rumblings of discontent among
domestic workers who felt that their employers had used the SARS crisis to
deny them rights such as days off, but at the same time forced them to con-
tinue activities such as taking their children to school and going to the
market, which could equally well have exposed them to the risk of catching
the virus (Agence-France Presse, 7 May 2003). Foreign domestic workers, by
virtue of their proximate relations with their employer-families, are perhaps
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