DIGITAL ACCESS 10

preied HARVARD LIBRARY
SC H 0 LA R S H I P AT H A RVA R D Office for Scholarly Communication
DASH.HARVARD.EDU

Troubling Breath: Tuberculosis, care and
subjectivity at the margins of Rajasthan.

Citation
McDowell, Andrew James. 2014. Troubling Breath: Tuberculosis, care and subjectivity at the
margins of Rajasthan.. Doctoral dissertation, Harvard University.

Permanent link
http://nrs.harvard.edu/urn-3:HUL.InstRepos:12274306

Terms of Use

This article was downloaded from Harvard University’s DASH repository, and is made available
under the terms and conditions applicable to Other Posted Material, as set forth at http://
nrs.harvard.edu/urn-3:HUL.InstRepos:dash.current.terms-of-use#LAA

Share Your Story

The Harvard community has made this article openly available.
Please share how this access benefits you. Submit a story .

Accessibility


http://nrs.harvard.edu/urn-3:HUL.InstRepos:12274306
http://nrs.harvard.edu/urn-3:HUL.InstRepos:dash.current.terms-of-use#LAA
http://nrs.harvard.edu/urn-3:HUL.InstRepos:dash.current.terms-of-use#LAA
http://osc.hul.harvard.edu/dash/open-access-feedback?handle=&title=Troubling%20Breath:%20Tuberculosis,%20care%20and%20subjectivity%20at%20the%20margins%20of%20Rajasthan.&community=1/1&collection=1/4927603&owningCollection1/4927603&harvardAuthors=760f47f2bb953c0ff206bbc56779b89a&departmentAnthropology
https://dash.harvard.edu/pages/accessibility

Troubling Breath: Tuberculosis, Care and Subjectivity at the Margins of Rajasthan

A dissertation presented
by
Andrew James McDowell
to

The Department of Anthropology

in partial fulfillment of the requirements
for the degree of
Doctor of Philosophy
in the subject of

Anthropology

Harvard University

Cambridge, Massachusetts

April 2014



© 2014—Andrew James McDowell

All rights reserved.



Arthur Kleinman, Byron Good Andrew James McDowell

Troubling Breath: Tuberculosis, Care and Subjectivity at the Margins of Rajasthan

Abstract

“Troubling Breath,” the product of fourteen months of fieldwork, examines the
experience of tuberculosis sufferers in rural Rajasthan, India. In it, I engage the Indian
national tuberculosis control program, local health institutions, informal biomedical providers,
non-biomedical healers and sufferers to consider how global tuberculosis control initiatives
interact with social life and subjectivity among the rural poor. I ask how tuberculosis
affliction and healing builds and reveals the diversity and limit of relationships between state
and citizen, individual and kin, body and social, global and local, and formal and informal
healthcare.

Each chapter focuses on a particular aspect of these relationships. In the first, I
consider one sufferer’s experience in a tuberculosis hospital to examine global health
discourses of documentation and transparency as they inflect Indian TB and a biopolitics of
partial information. From the hospital, I move toward “community” and caregiving,
examining dialogical relationships between global health’s community-based interventions
and social structures (family, caste, community.) To examine the forms community and

community-based care take in the context of contemporary India and TB, this section engages
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ideas about social life embedded in intervention design by asking how actors mediate the two.
Chapter three considers informal biomedical healers — figures who treat TB with both cutting-
edge and antiquated pharmaceuticals. Here I consider how knowledge flows between formal
and informal biomedicine and the relationships forged between universal and particular ideas
of body, market, and care.

The remaining chapters engage TB intervention through two theories of the subject. In
chapter four, I take up Foucault’s theory of subject formation to show that poverty, although
an analytic category of the Indian state, is flexible in practice for gaining access to state
resources by reworking social life. This suggests that though state categorization reworks the
social, the social and the self are not wholly fixed by it. Finally, I borrow local understandings
of breath to consider a relational theory of the subject embedded in South Asian philosophy.
Here, I raise questions of stigma and care of the self by examining breath as a biomoral
substance that is a seat of affliction and a site for building relationships across multiple

ecologies.

v



Table of Contents
Acknowledgements.

Introduction.
On locations: Ambawati, tuberculosis, representations and fields

Prologue to part one.
State Care and the RNTCP

Chapter one.
The hospital: Global TB as practiced, accounted, reported and not

Chapter two.
On care communities: Community-based care in a context of direct
observation

Chapter three.
Relief, rotation and resistance: Ersatz practitioners, pharmacopeias and
patient care in rural Rajasthan’s storefront clinics

Epilogue to part one.
On caste and care

Prologue to part two.
Subjectivity, relationality and South Asia

Chapter four.
Authentic forms of poverty: Subjectivity, assessment, experience and
suffering in the context of state care

Chapter five.
Waiting to exhale: Breath, ecology, violence and care of the self

Conclusion.
On voice, muddling through and hope

Bibliography.

vi

30

36

75

118

163

166

170

207

244

263



Acknowledgements.

Listing all the people who should be acknowledged for invaluable help with this
dissertation would require another hundred pages. I will try to be brief though disorganized.
Indeed most of the people listed here should be thanked for their help corralling my
disorganized thoughts.

First, I must thank the people who live in the place I have called Ambawati. Often
when shying away from an invitation to dinner, I was met with the phrase: Every grain has a
name on it and these have yours. The host was not invoking my fate to have walked by as
food was being prepared and, indeed, I wonder how so many of Ambawati’s wheat and corn
kernels came to have my name on them. I am time and again humbled and educated by their
generosity. Throughout Ambawati people shared their opinions, their stories, their histories
and their suffering with me. They shared a bit of magic and a bit of pain as well. Though I am
sure they left some secrets hidden, each time I visited they greeted me with an openness of a
friend returned from time away. I am still not sure how I earned such a status. It has been my
biggest challenge to write of and with them, and try to represent their forms of life there in a
way, which honors that willingness to share with me. I hope I have done this, but fear I have
not.

Two who must be acknowledge in particular. Udailal Meghwal, a constant champion
and confidant, who showed me the inner workings of Rajasthan’s NGO world and helped me
find Ambawati and direction for this project. Nathulal Meghwal and his family have been
supports in every way. Without Nathulal and the significant risk he took as my patron and

vouchsafe in Ambawati, I would have no research to share.

vi



The Cambridge community has been a source of insight and help. Arthur Kleinman
read and re-read chapters with an eye to both encourage and clarify. He has shown me time
and again what the life of a scholar is and by his very presence has made clear that students
and colleagues matter tremendously. Byron Good too has been a constant source of support.
Generous with his time and camaraderie, his thinking and mentorship has deeply shaped and
challenged both the questions I ask and the sources I search for tentative answers. Sarah Pinto
has been an invaluable conversation partner. She has helped me work through some of the
thorny sections of this piece and her nimble mind both stimulates and runs far ahead of my
perspective. Sarah sets an example of a scholar of South Asia deeply committed to both
experience and life there, as well as important questions for anthropology. Her ability to keep
the two in tension is inspiring. Salmaan Keshavjee has been a model of what is possible for
anthropology and global health. His constant corrective to see and name the workings of
power as they are and his ability to translate anthropological insight into global health
knowledge and policy inspire me. He has also been invaluable in understanding global
discourses of TB.

Other scholars and colleagues at Harvard have read, commented, copy edited and had
conversations about this work from its very beginning. Namita Dharia, Julia Yezbick, Andrew
Ong, Nancy Khalil, Anand Vaidya, Benjamin Seigel, Mou Bannerjee, Abbas Jaffer, April
Opoliner, Arafat Razzaque, Neelam Khoja, Anouska Bhattacharyya, Tara Dankel, and
innumerable others have deeply shaped my thinking and their friendship has made Cambridge
home. Various working groups were subjected to earlier drafts of chapters and the

conversations there have helped shape and structure ideas. The Friday Morning Seminar in

vil



Medical Anthropology, The South Asia Across Disciplines Workshop, the Anthropology
Dissertation Writer’s Workshop and the Sensing the Body Workshop must be named.

Bridget Hanna and Daniel Majchrowicz read and commented on nearly every word of
this text. They have been essential in finding an argument and the words to represent it. Tulasi
Srinivas too read each chapter, suggesting important interventions with a constant charge,
“stick to the data.” Without the support of these three, the dissertation could not have been
written.

The faculty of Harvard’s Anthropology Department provided a strong grounding and
shared their insights in a discipline I now call my own. Their work in crafting me as a scholar
is not unnoticed. Smita Lahiri in particular must be mentioned for early contributions and a
conversation in which breath emerged as a question. Marianne Fritz and Marilyn Goodrich,
too, deserve credit for helping manage Harvard’s bureaucratic system, and for a smile, joke or
song.

Others in India ought be mentioned. Rima Hooja was a constant intellectual support
suggesting ideas and networks that might be tapped. Nidhi Sharma can be credited with my
ability to speak Hindi and years of guidance and hospitality in Jaipur. I must also thank the
team of teachers at AIIS Jaipur for help, guidance and support. Rakesh Jain and Afshan
Chishty with their families have offered support, hospitality and friendship for which I am
grateful.

This dissertation is also the result of significant financial outlay. The Harvard South
Asia Initiative made pre-dissertation and post-dissertation field visits possible. The South
Asia Initiative also generously augmented fieldwork grants, allowing me to stay a few extra

months in the field. An American Institute of Indian Studies Junior Research Fellowship

viii



supported fieldwork. The American Institute of Indian Studies’ support has been unending.
Not only did the institute help finance the project, but it helped with many other tasks difficult
for a foreign scholar. I must also thank the late Surjit Singh and the Institute for Development
Studies Jaipur for supporting my research visa and allowing me institutional affiliation. Other
institutional support came from Mohabat Singh Rathore at the Pratap Shodh Sansthan in
Udaipur’s Bhupal Nobles College. Mohabat Singh’s conversation and library resources were
valuable intellectual provocation in India. Finally, scholars at the M.S. Swaminathan
Research Foundation (Chennai) gave me a first sense of India and taught me that maybe I
could pursue a Ph.D.

The Kate Hamburger Kolleg at Ruhr Universitat, Bochum Germany provided space to
write and think in the volatile few months after fieldwork and a generous gift from the Cora
Dubois Memorial Trust allowed a few summer months of writing and reflection.

Other friends and family have been important supports as research and writing has
taken me far into another part of the world and my own mind. My parents have been patient
and brave, allowing their son to travel to India and then an even more alarming place, Harvard.
Aunts, uncles and cousins have been incredibly encouraging, cheering as I went off to “see
the world,” and reminding me of my roots with questions like, “You’ll be home for Christmas,
right?” Grandparents too have been incredibly supportive. Like all grandparents they believed
in my potential and ability before I even knew what my life might have in store. At Harvard,
Joseph Martel and Rosie Martel-Foley have been a safe haven away from anthropology and
their constant, unassuming friendship has been life-sustaining. They are the people I know I

can depend on.

X



This has been a group effort. Energy and intellect from people in Ambawati,
Cambridge, Jaipur, lowa and many places between have helped formulate initial thoughts on
what will be a life’s work. I will carry them with me and do my best to live the generosity

they have shown me.



Introduction.
On locations: Ambawati, tuberculosis, representations and fields

This dissertation is about being in the middle. I situate it in the middle because it is in
the middle. It is based in a place I call Ambawati sandwiched between a hilly forest and an
agricultural plain where people feel encompassed by two linguistic zones and forms of social
life. It is also in the middle of processes of development characterized at times by headlong
rushes toward the new, and at other times by struggles to carry the old along. Its central focus
is tuberculosis (TB) ' in the middle of local responses and global health structures. It is also
about disease and its experience as located between biology and social life.

I focus my research and analysis in the middle because the middle is also a margin
(Kleinman 1995). TB was for a long time, and still is, at the margins of global health.
Ambawati too is a margin, neither plain nor forest. The people who live there must manage at
the margin, economically and socially. They are lowest caste farmers and petty shopkeepers,
low-level bureaucrats, masons and laborers. As Ambedkar argued, they are hewers of wood
and drawers of water (1945). The margin between developed and abject sits here, among
these vibrant and intelligent people. Much of their story, as I tell it, is about cultivating life,
well-being, and aspiration in this space cluttered with the detritus of caste, projected
development, illness, political process and regress, ghosts and other shadows of death, love,
frustration and work.

Other stories I aim to share are similarly mired in context. The narrative of TB that
runs through this work is one of being in the middle of debates about care, cost and good

governance. It sits between being a global problem and a national concern, somewhere

' Though TB afflicts the body in many forms, the majority of cases are pulmonary. I have limited my scope to
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between locally specific illness, a re-emerging global infectious disease and a disease only
selectively repressed. At the same time, TB comes to be a double—local and national—
concern. As such, TB is both a biosocial problem and a window through which to view social
suffering. To transverse the middle and margins, I engage India’s Revised National TB
Control Program (RNTCP)—one of the institutions moving between local, national, and
global—and put anchors in the global and the local.

TB in India is caught in the middle of development, rapid neoliberal reform, poverty,
and disparity both between people and states. India’s TB burden is the highest in the world,
with about 2.2 million reported cases of TB in 2011 alone. According to the WHO, this was
approximately a quarter of cases globally (WHO 2012). India also has the largest market for
anti-TB drugs in the world and manufactures a lion’s share of the drugs used on TB globally
(Wells 2011). As such, the RNTCP and the many private clinicians treating TB in India have
become both ruling experts and intermediaries between elected officials, the global TB
community and the WHO (Mitchell 2002). Their expertise and bureaucratic power comes to
construct Indian TB as something in between a pressing issue and a problem solved. As
Tanya Li suggests, these experts build a narrative of a desire for development and TB
eradication, but include in it roadblocks that make addressing TB difficult (Li 2007; Mitchell
2002). I work through this middle space delimited by experts and discursive processes that
marginalize TB by situating it as both a political problem and untouched by politics (Ferguson
1990), both solved and out of control .

This is also an ethnography in the shadow of the state. I position the state as a partial
collection of bureaucratic actors who create, implement and plan state actions (Fuller and

Bénéi 2000; Tarlo 2003) even while bound by discursive practices of writing and archiving



(Cody 2009; Tarlo 2003) and their own needs to manage and access power as citizens (Bailey
1969; Das 2004). In doing so I show the blurring lines between state, policy and everyday
practice. I look to other practices of the state like filling forms(Hull 2008; Hull 2012),
statistics taking, statistic making and data collection (Gupta 2012) and e-governance
(Mazzarella 2006) to consider the material and knowledge practices that make TB and
poverty matter and not matter simultaneously.

The work as a whole is steeped in the subaltern school tradition in part because a
facile reading of Ambawati would set all of its residents as subalterns (Guha and Spivak
1988) or political society (Chatterjee 2004) in the gaze of a bourgeois state. I see both RNTCP
actors’ and Ambawati residents’ practices of making do as not just a struggle for voice in
politics, but as moments of provincializing global health, living both dominant and alternate
histories simultaneously (Chakrabarty 1997). As a whole, I hope this work gives us reason to
reconsider easy categorizations—often drawn from western political experience—Ilike
subaltern, bureaucracy, backward, or even citizen. It may be more useful to look to the
practice of each of these categories as assemblages of global forces that come together to
privilege some forms of life as normal in relation to a strange which is felt but not necessarily
put in words (Canguilhem 1991).

The global health apparatus understands TB, political or apolitical, as a disease of
poverty. Like people in Ambawati, I work to acknowledge TB as a disease that results from,
constitutes, and contests poverty. As a disease of poverty, TB is easily glossed a disease of the
lower castes and those known as Dalits. Indeed, the majority of Ambawati residents would be
considered Dalit by Dalit political activists. They experience regimes of violence and

subjectivity that anthropologists have come to understand as part of creation of a Dalit



political subjectivity (Rao 2009).Yet very few people in Ambawati find this category useful.
Instead, they have found other their own ways to manage caste and social exclusion (Khare
1984). The question of caste, history and politics is pressing (Dirks 1993; Dirks 2001; Gupta
2000; Gupta 2004; Gupta 2005; Jaffrelot 2000; Jaffrelot 2003), but caste politics in Ambawati
are politics of dignity (Appadurai 2004). Politics of dignity are political and embodied. In
Ambawati, aspirations for recognition and dignity come in two strategies. One set of politics
of dignity foregrounds inhabiting the state and social categories for representation, rights, and
care by evocation of government and socially determined marginal status categories.

Though many Meghwals in Ambawati argue that life before independence was not
without connection to the seats of power—indeed Ambawati’s Meghwals, though part of a
broader untouchable category, were called to work as labor in the local lord’s castle and
interacted, though unequally, with surrounding communities as providers of leather goods,
manual labor, and removers of dead farm animals—the community has developed intricate
sets of caste politics in the post-independence period. The Meghwals, belong to what Rawat
has called North India’s Chamar complex, (Rawat 2011) a of group of leatherworking and
small-landholding agricultural castes in the midst of a long sanskritizing process across North
India (Srinivas 1952). Though sanskitizing they hold simultaneously fast to Ambedkar, the
untouchable writer of India’s constitution’s confidence in the universalizing liberal state’s
ability to bring about development and social reform (Ambedkar 1945; Ambedkar and Anand
1990).

About forty years ago the Meghwals of Ambawati joined a caste uplift movement led
by a very prominent Meghwal from Udaipur and several holy men. The fifty-two village

collective in which Ambawati falls met and resolved to eschew practices like the consumption



of buffalo meat, eating the left overs of patrons feasts, leather tanning, and removal of
carcasses. The also changed the community appellation from the derogatory Mehter to
Meghwal, unearthing long hidden links to the Meghvansh of Rajputs and a long forgotten
guru Megh Rishi (Tararam 2011). At the same time they tied themselves through kinship,
shared experience, and politics to Ambedkar’s depressed classes movement and the broader
struggle against untouchability in North India. As part of this strategy young men began
entering schools and slowly find employment in state schemes building new patronage
relationships with the congress controlled state government. “We are congressi because they
freed us, we were slaves before but the congress came to power and now we are free.”
Mangaba Meghwal explained.

Today this kind of Ambedkarite sanskritization has been shifted by a new genre of
caste politics emerging in the Meghvansh movement, a politics beginning in Rajasthan to
collect together the fragmented groups of ex-leather working castes and build a stronger vote
block within the Indian National Congress Party (Sagar 2012). Meghwals in Ambawati
consider themselves supporters of the congress and its caste-based reservation, uplift and
universalization schemes. These caste politics and the forms of state sponsored dignity, uplift,
and aspiration link to an increased confidence in state programs and the more modernist
Congress Party.

Within the community as a caste, however, things are more complex than I have
outlined here. Individual ways of understanding the relationship to the state and new Dalit
politics have begun to enter newer forms of collective recognition around a unified
“scheduled caste” identity. They have borrowed these terms from Ambedkar and the Indian

constitution to make claims on the state in its own terms. Ambawati’s Meghwals have done



particularly well through these forms of recognition. All men under-fifty are literate and many
have found employment outside of agriculture (such moves were driven in a large part of their
meager land holdings). Indeed the community prides itself as being the most educated
Meghwal village collective in their fifty-two villages. The have found themselves integrated

as a part of the democratic and liberal state doing their best to align themselves with its values.

That said the Meghwal community in Ambawati is not uniform, rather it has several
layers of fission, linked to long-standing debates about contributions to collective social and
ritual action. These two “parties,” as they are called locally, make collective decision
separately and come together and split over a range of topics. Additionally though they share
a common ancestor seven and eight generations past, extended families consider themselves
separate, recounting kinship through ancestors four or five generations distant they forge links
of kinship come to matter in shared space, care and ritual with the caste at the village level.
None-the-less they share a political ideology supporting the role of the state as organizer of
social life and its potential to create an aspired for egalitarian society. As such a shared
politics of dignity around state categories and shared strategies of making claims on the state
exists and is important.

The other set of forms of aspiring to recognition come in rejecting state development
through categorized backwardness. These politics respond to already filled quotas for rights
and representation by subverting them through other structures of power and asserting a
higher status in older hierarchies of power. In this case, it means asserting Rajput status
instead of indigenous.

Ambawati’s numerically dominant caste, the Rawats, tend to opt for these forms of

politics. As Ambawati’s Rawats represent themselves to others and internally, they recall an



important sociological shift from what they now call backward Meena status and life style to a
more historically respectable Rawat one. Pre-figured by the mid-twentieth century “tribal
movements” of Govindgiri and Motilal Tejawat who worked to Sanskritize adivasi life and
agitate for greater self determination and land rights from the feudal state and its British
colonial embrace, the Rawat Movement spread quickly in the area about thirty-five years ago
(Hardiman 1987; Jain 1991; Singh 1995). Surprisingly change in caste and jati status was let
by the erstwhile local lord who left the Congress party just after Indira Gandhi’s
emergency(Ranawat 2009). In a move to build a new voting collective the lord played up
whispers of a self-respect movement among his patrons to forge links between a then adivasi
community and his own Rajput constituency. The name change and caste change links to a
now fifty year old movement of marginal groups in Rajasthan to forge links with Rajputs by
asserting shared historical link to both the Sisodia Rajputs of Udaipur and the Chauhan clan
which ruled Ajmer and Delhi before the cities were Shahabuddin Gohri (Carstairs, 1983).
Though not a part of the Chauhan clan, the lord challenged the Rawats to find a common
ancestor by reading their bardic lineage texts together. After two days of reading these texts
side by side a common link emerged and the lord gave those once called Meenas the right to
call themselves Rawats and to append Singh to first names. This kind of indigenous aspiration
for status is not uncommon in South Rajasthan but the links to party politics and vote blocks
is generative as caste have often been observed re-inscribing caste difference instead of
changing it (Unnithan 1997).

The newly minted Rawats moved to distance themselves from their once caste mate
Meenas by adjusting language, dress and kinship norms. The move, however, was

complicated. It severed links to an indigenous identity and the reservations and privileges that



accompany it. As Meena’s the community had access to reservation and competed locally
only among themselves for access to services, however Rawats are categorized by the
Rajasthan state government as Other Backward Castes and now must compete with more
powerful and educated middle castes for reservation and state uplift. Particularly surprising
the Rawats are counted by census takers as OBC but their land records remain under adivasi
status. As a result local government seats reserved based on population proportion got time
and again to Other Backward Caste candidates though there are only about ten Other
Backward Caste families in the area. As a result these families control local politics. In
response and due to the local lord’s departure from politics, Rawats have begun to distance
themselves from politics and do not share vote block status like the Meghwals. Instead they
are split between Rajasthan’s major parties the Congress and the Bharatiya Janta Party.
Alongside has come a kind of political theology, which highlights the Rawat’s existing
discourses of rugged individualism and detachment from state forms (Carstairs 1954; Jain
1991; Singh 1995). As we will see throughout, Rawat families tend to prefer the private sector
and do not access (in part because they cannot) reservation.

This distance from the state can also be linked but not causally to a long history of
distance from the state and even small rebellions. Ambawati’s Rawats belong to a once highly
mobile set of Meena indigenous people who tended to move when the state worked to
interpolate them too strongly. Family histories are filled with peripatetic narratives in which
the community moved in response to strengthening local government structures. Even
Ambawati’s settlement pattern suggests this, as Rawat families continue to move further into

the forest carving out new fields and homes further and further from centers of government.



The literature of indigenous communities in Rajasthan suggest that such communities
are “shy of contact and particularly backward” but this does not seem to be the case in
Ambawati (Hooja 2004). Instead the community is working to integrate itself in historical
realms of power by cultivating links to the Rajputs and asserting signs of respectability linked
not to the state but to the local social structure. This too is not uncomplicated as the new
generation is in the process of dialing back these strategies and working to build a new kind of
identity, Rawat-Meena. In doing so they are working to access both the reservations available
to them through Meena status and the locally contested self-respect movement their fathers
carefully crafted.

Focusing on these politics of dignity shows people working between the poles of state
and local, historical social hierarchy and populism, public and private medical care. Chapter
one deals with a nation-wide concern with modernity and not being backward (McDowell
2012) that affects consumption of goods and healthcare as well as ways of discerning good
and bad in Ambawati’s local moral world. Chapters two, three, and four develop Snodgrass’s
argument about the complex relationship between caste, labor, history, narrative and power by
looking it its effects on health and embodiment (Hocart 1950; Snodgrass 2006).

The study itself is a rural study and fits in a long history of village ethnographies in
India. Ambawati is a rural community of about 1,500 people in Southeastern Rajasthan, about
a half-day’s bus journey from the Lake City of Udaipur, “The Paris of India.” Though Rawat
and Meghwal families make up the vast majority of residents, there are also two Bhat families,
six houses of Salvi families and about fifteen families of Chaudharies or Kalals, each group
with its own strategies of aspiration for status. There are none of Rajasthan’s famous Rajputs

or any forts or high walls. Instead there are twelve clusters of mostly mud houses spaced



across roughly six square kilometers. There are two large ponds, two temples in the process of
construction and numerous devras (small uncovered or covered platforms containing carved
and uncarved images of local deities), a health center, a local government and land records
office, an asphalt road running along the northern border, a school, and two state run créches
called Anganwadi centers. All families have a little land even if they have mortgaged it.
Some have a half-acre while others have as many as five acres. Ambawati’s farmers grow
corn, wheat, soybeans, ajwain, psyllium, mustard, lentils, peanuts, and until recently
sugarcane and poppies. Many farmers supplement agricultural income with wood and other

forest products, and herds of cattle, goats and occasionally sheep.

I draw on important studies of Rajasthan and the work of G.M. Carstairs, one of the
first medical anthropologists to work in India. Carstairs argues that questions of mediumship
and conviction mattered for health and healing. He provides early nuanced ethnographic data
on Mewar and the effects of transition from feudal colonialism to self-government (Carstairs
1955; Carstairs 1983; Carstairs and Mead 1957). Anne Gold’s work to understand relations
of power, caste, and the environment in Rajasthan flows through chapter five. My interest in
mobility and aspiration for a good life, too, is tempered by work in Rajasthan that argues for a
perspective on life which is more nuanced than bare life or social suffering (Gold 1990; Singh
forthcoming; Unnithan 1997). I pay homage to this literature by working to understand
Ambawati as a vibrant space with many forms of life and power though not wholly untouched
by histories of marginalization and contemporary violence. Though the literature on Rajasthan
is less comprehensive than for other areas in India such as Tamil Nadu, Uttar Pradesh, and

West Bengal, a growing cohort of scholars is emerging.
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I draw particularly from longitudinal studies of rural India (Carstairs 1983; Wadley
1994; Wiser and Wiser 1971) and in-depth descriptive ethnographies that take villages not as
a microcosm but situate them in global flows (Gold 1990; Gold and Gujar 2002; Pinto 2008;
Srinivas 1980). Other ethnographies of rural India work through change and politics, and they
guide my thinking about development and change, a key preoccupation for this dissertation
(Gupta 2012; Mines 2005; Sharma 2008; Skaria 1999).

Outside the rural context, Cohen’s work to understand change and the intersection
between western discourses of health and the body and South Asian ones is pivotal (Cohen
2000). I build on both his form and argument, and extend them to global health. Global health,
as a discourse mediating western medical knowledge of the body and South Asian life, has
taken a form completely unimagined during Cohen’s fieldwork and a focus on global health
allows us to look again at the kinds of interactions Cohen observed with new lenses.

One of the global forces at work in Ambawati, and India more generally is global
health. Many global health assemblages—Ilike the WHO and its technical advice, the Bill and
Melinda Gates Foundation, the Clinton Health Initiative and other national and international
funding agencies that finance interventions, the World Bank that sets the tone and form of
what global health interventions look like, and a host of global NGOs—are present in India
and together they congeal in an assemblage we can think of as Indian global health. Global
health, for the purposes of this dissertation, is that constellation of actors and values clustering
around a concern with managing and fostering health and well-being. It is undoubtedly
centered on a real concern to make a positive change in the world and to alleviate suffering
and inequality through recourse to the clinic, though at times other values come to unseat this

as what really matters. The arguments I make here stem from the work of Paul Farmer and his
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many colleagues who argue for a global health measured by quality of service provided rather
than cost efficacy or suspicions of sustainability (Farmer, et al. 2013).

By examining the RNTCP and its effects on the ground, I am also situated in concerns
for implementation science and evidence-based intervention (Ashraf, et al. 2007; Ashraf, et al.
2013; Frenk 2006a; Frenk 2006b; Ooms, et al. 2008). I am less intrigued by policies of TB
intervention than the ways policies are implemented and practiced. I focus particularly on
policy practices that affect intervention on the ground and lived experience as it interacts with
and constructs sufferers. Chapters one and two consider how three of global health’s assumed
priorities—epidemiological statistics, transparency, and community—might come to be
troubled, tussled and rearranged to think about what they hide, what they reveal, and what
other structures they work within. Although this work is situated in implementation science, I
have not settled with simply understanding what works and what does not, but try to
understand what values are being implemented and what other and priorities they rely on. As
such, I push implementation science to think more about what success or failure looks like,
how to measure it, and at what costs that success was achieved.

In each of these middle spaces, the question of care is central. I will try to position the
RNTCP and Ambawati in a middle space as well. Care is practiced between global health’s
selective rules and regulations, which set out the most basic requirements to diagnose, treat
and return the body to working order and recommend everyday acts of caregiving. Global
health rules are permeated with the need to protect the nation and globe from an infectious
disease like TB and alleviate suffering. I call these basics, like the surveillance of people and
bacteria as well as provision of pharmaceuticals, care-taking. However, in Ambawati and

many other spaces, the rules of care-taking are being broken, adjusted or enforced in the name
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of care giving. This dissertation is situated here between the laws of stewardship and national
care-taking and the quotidian practices of care giving.

I am interested in both quotidian care giving and stewardship. The everyday physical
and embodied practices of care giving, as Kleinman calls them, are front and center in
Ambawati (Kleinman 2009; Kleinman and Van Der Geest 2009). They include giving
massages, recommending dietary changes, fetching medicines, cycling sick people around on
the backs of bicycles and motorcycles, and consulting deities. These kinds of caring are
characterized by what Lauren Berlant calls love. Berlant writes of love, “...to love is to deal
with what’s here amid the noise of projected pasts, futures, and states. But ‘dealing with’
might point too much toward exchange and bargaining, the forging of false equivalences...I
propose love to involve a rhythm of an ambition and an intention to stay in synch, which is a
lower bar than staying attuned, but still hard and awkward enough”(Berlant 2011:683). I think
this willingness to “deal with” gets quite close to care giving in Ambawati. It focuses, as
Kleinman suggests, on a presence and a futurity, and helps us understand why care is not
uniform across time and people. Berlant takes love out of the context of intimacy and
romance (Berlant 2000) and helps us think through care giving as a willingness to engage
with things and people as they are. In Ambawati, care as dealing with things as they are
crosses gender and class. This kind of willingness to deal with a sick person includes practices
of caring like those I outline above but also to keeping life moving, picking up the economic
slack, searching for care, and keeping life from falling off the edge. This kind of care giving
as dealing with immediate concerns stands in contrast to care-taking as stewardship. TB care [
see as happening effectively when there is a combination of care giving and care-taking, and I

engage it in chapter two.
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Care-taking as state stewardship comes in many forms. Legal structures of reservation,
poverty alleviation schemes, old age and disability pensions, and now free pharmaceuticals in
public clinics and hospitals are all examples of the care-taking state. These structures of care-
taking are important ways the state both fosters and structures life in Ambawati. Such forms
of care-taking are not necessarily a taking of care by the state from citizens, rather they
constitute a stewardship by which the state hopes to build and support a nation. It is caring for
citizens in order to care for the state itself. The same is true for TB care-taking. Providing
basic but necessary care for TB, as health economists with Disability Adjusted Life Years
calculations argue (Murray 1994; Organization 1993), is a cost effective way to maximize
productive lives and protect the once growing Indian economy. At the same time, treating TB
is the best way to stop its spread (Jawahar 2004). As such, providing free treatment to those
with active TB prevents transmission to the Indian population not already infected with the
disease (Kochi 2001). Yet TB presents a contradiction here. The key problem for TB sufferers
is not infection or latent TB, but the active, pernicious version of the disease, which affects
about ten percent of the population with latent TB (Flynn and Chan 2001). Treating others
cannot prevent the active infection of those with latent TB, but it can prevent the suffering of
those who are exposed and quickly develop the active disease by limiting the time sufferers
are infectious.

This biology-based complication, as well as a lack of important data about what
activates TB, makes TB care as prevention complex. As such, TB care-taking comes to be
prevention and a care for the nation as well as a way to foster lives and bodies for economic
productivity—TB often affects men in their productive years. Most of the people I knew in

Ambawati who had TB were men between twenty-five and fifty. They had children, homes
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and families to support. Indeed, treating their disease did not just contribute to the networked
economy, but sustained a future economy. Still, there is another complication. Subsistence
farmers and laborers who stay in Ambawati contribute little to the Indian or global economy.
With economic concerns for production bracketed, care-taking for TB is a matter of managing
national image on a global stage and protecting the productive population from less
productive people and their ills; taking care of TB is taking care of a post-colonial state
interested in proving its ability to the world.

Outside the narrower purview of TB, studies concerning the quality of biomedical care
are beginning to paint a harrowing picture of clinical practice in India. Jishnu Das and a team
of economists and anthropologists have done significant work with simulated patients to
understand patient experience and physicians’ practices in the Indian clinic. They report an
Indian medical community that orders few diagnostic tests, does limited exams, and spends an
average of four minutes per patient (Das 2011; Das and Hammer 2004; Das and Hammer
2007). Their work also shows only a slight improvement in diagnostic success between
untrained and trained biomedical practitioners and reveals that proper diagnosis, let alone care
giving, is elusive in both informal, private, and public clinics (Das, et al. 2012). I take their
studies as foundational and work to fill in a few of the ways patients and doctors experience
these disheartening failures of recognition (Das 2010).

TB as a topic of inquiry in anthropology and medical anthropology is growing. My
work is deeply rooted in Farmer’s Infections and Inequalities (Farmer 2001). His strident
critique and call to see infectious disease and inequity together guides my work, and his call
to understand TB in the context of HIV was an impetus as I first began to ask questions about

what TB care might look like where TB is not brought to attention by high rates of HIV. His

15



critical provocation to understand TB in global contexts of power structures this text and
guides my thinking about provision of care and the eyes wide shut perspective on TB in India.

Farmer’s engaged critique of social science and TB is an important corrective, and
outlines a research trajectory I have tried to follow (1997). Farmer criticizes social sciences
for making claims of cultural difference where economic marginality might better explain
health behaviors around TB, compliance, and drug resistance. He argues that the social
sciences are implicated in marginalizing TB sufferers and contribute to a denial of care by
pointing to health beliefs and a lack of knowledge as roadblocks to diagnosis and patient
compliance. He calls this a conflation of structural violence and cultural difference. At the
same time, he draws important links between poverty and susceptibility to TB, implicating
global economic systems rather than poverty in the propagation of sickness. I have tried to
continue this work by focusing on his five main criticisms of social scientists: 1) they confuse
structural violence for cultural difference, 2) minimize poverty, 3) exaggerate patient agency,
4) indulge in romanticism about “folk healing” and 5) continue practices which insulate the
social sciences. Each concern runs through this text and in each case I have tried to
understand TB in Ambawati by refusing to leave them unexamined.

Farmer was not the first anthropologist to address TB. Its history as an
anthropological problem and a window into social and biological life is a long one. Ales
Hrdilicka, an early physical anthropologist working at the turn of the twentieth century, wrote
about differing rates of TB infection among Native American communities (Hrdlicka 1909).
His was a very early biosocial assessment of TB connecting the biology of TB with the
lifeways of Native American people. Hrdilicka stopped short of linking these forms of life to

histories of oppression, disenfranchisement, racism and economic marginalization, but his
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work is path breaking in its willingness to examine the biological and social outside a facile
racio-biological categorization of certain groups as innately more prone to disease.

More recently, Erin Koch locates Directly Observed Therapy Short-course—the
globally systematized treatment of TB—as a therapeutic paradigm that works in the
sometimes violent connections between TB, citizenship and surveillance. Her work delicately
positions TB in a space of marginalization and biocitizenship, tracing an prison economy of
sputum asking what incarceration can mean for direct observation and points to a troubling
agentive use of suffering (Koch 2006; Koch 2011). Her longer work focuses on DOTS as a
governmentality in Post-Soviet Georgia and traces debates around DOTS as a global model as
it supplanted older Soviet forms of caring for TB (Koch 2013). Finally, the work of Salmaan
Keshavjee guides my critical perspective on global health and its internal logics of profit and
economics(Keshavjee and Becerra 2000). His work to place TB science and intervention in a
disheartening context of economics and scientific forgetfulness is an important corrective to
overly optimistic perspectives on global health, the will to improve, and assumed
commitments to solving the problem of TB (Keshavjee and Farmer 2012).

Most social science work concerning TB in India and globally focuses on compliance,
highlighting a real concern for keeping people in treatment (Barnhoorn and Adriaanse 1992;
Gopi, et al. 2007; Jaggarajamma, et al. 2007; Jaiswal, et al. 2003; Munro, et al. 2007; Rubel
and Garro 1992). However, much of this literature places the onus of medicine taking on
patients and rarely considers the factors that make not taking medicines an option and a

reasonable choice. Other work looks to the rising tide of drug resistance in India and I engage
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this literature in chapters one and three? (Atre and Mistry 2005; Balaji, et al. 2010; Khan, et al.
2009; Mittal and Gupta 2011; Pandit and Choudhary 2006; Udwadia 2001). Recent studies
have begun to take a “patient pathways approach” to understand and assess questions of
delayed treatment. They move the burden away from patients and reveal the long lists of
misdiagnoses by the medical community (Kapoor, et al. 2012; Mishra, et al. 2014). My work
sits in these literatures, asking questions of compliance, delay, resistance, and
misunderstanding about TB, but it troubles the representation of poor patients as ignorant and
uninterested in their own health. I also show an RNTCP interested in solving the problem of
TB but bound by discourses that represent the poor as non-compliant and other commitments
to national and global health.

Finally, I draw heavily from anthropology’s interest in the body and bodily processes.
For me, TB is one way “bodies remember”. 1 see TB infected bodies as they come to
memorialize, if only temporarily, policies, practices, and even social suffering. Many have
written on how, when and why bodies remember (Connerton 1989; Fassin 2007; Kleinman
and Kleinman 1994; Livingston 2005). This work and its focus on ways social life and
practices get inside, mark, and are lived by the body is an important impetus to thinking of
breath as an analytic and an ephemeral way bodies remember. Breath and its practice are a

way bodies remember along with the people who live in them. Though I find a focus on the

* This work has been catalyzed by a growing prevalence of drug resistant forms of the TB microbacillus in India.
Indeed India has one of the largest drug resistance problems globally. Though drug resistance floats like a
specter through this text, RNTCP policy and life on the ground in Ambawati leaves the question of resistance
open. Most people in RNTCP treatment in Ambawati were diagnosed with drug susceptible forms of the disease
regardless of their bacteria’s actually susceptibility. The “growing threat of drug resistance” is an impetuous of
change in the RNTCP and global priorities around TB, but at the time of research the presence or absence of
resistant forms in Ambawati was neither confirmed or much of a problem for the RNTCP. I do not mean to
ignore the importance of resistant forms but such uncertainty prevents me from delving too far into questions of
Multi-Drug Resistant or Totally-Drug Resistant forms of TB. The most I can say is that certain RNTCP policies
have made the likelihood of resistance high across India.
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body enticing, I hesitate to think of these bodies as material objects easily reworked or made
docile by power (Dwyer 1995; Foucault 1978; Martin 1994; Rapp 1999). In my view, this
perspective flattens lived personhood and social life, leaving just a shell of a body or corpse.
Multiple bodies also give me pause. Bodies may be multiple, political, social, gendered and
individual, and the meanings and values attached to them connect to this multiplicity (Mol

2001; Scheper-Hughes and Lock 1987), but bodies are also unitary. As lived, bodies are

always and already marked by their multiple meanings and can experience many of these
simultaneously.

I have tried to use an analytic in which the body remembers the meanings associated
with its multiplicity. To do so I focus on care for the body and the self as inflected by
meanings and practices that are at times visible, but even when invisible are present and lived
or died (Das 1996; Das 2007). Correspondingly, although I have worked to understand how
bodies remember, I have not forgotten to keep the people in them. I do this not by focusing on
embodiment (Csordas 1994) but by focusing on the structures of power and moral life that
matter for people and how they interact with bodies, minds, and souls.

The problems I address in this dissertation—rural TB and its care—speak to literatures
in global health studies, South Asian studies, anthropology, and social life. They are driven by
a simple set of research questions: what is the s