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Abstract 

How can the epistemological tools and frameworks of biomedical engineering and 

critical gender studies be used to contest each other’s work, engender new collaborations, 

and broaden our conceptual horizons as to the limitations and potentials of each 

discipline?  

 

On one hand, this study asks how the Thai sex/gender system affects the health, 

healthcare, and well-being of LGBTQ. To answer this question, I conducted 32 in-depth 

semi-structured interviews with Thai LGBTQ+ patients and healthcare providers. By 

analyzing these themes using Michel Foucault’s theory of biopower, Nancy Krieger’s 

eco-social model of health, and Paul Farmer’s concept of structural violence, I show how 

state, economic, and political powers impose a “power over life” through means of 

surveillance and disciplining which have explicit impacts on the health, healthcare, and 

well-being of LGBTQ+ Thai people. Much of this regulation and disciplining does not 

occur explicitly in healthcare settings; they are prevalent in all spaces throughout the life 

course. These contemporary forms of power are also genealogically linked to colonial 

pressures during the 19th and 20th centuries. The effects of these forms of regulation are 

physically embodied, resulting in differential health outcomes. 

 

If the structures in place that threaten the health and well-being of LGBTQ+ Thai people 

are largely social, political, and economic, what are the possibilities and limitations for 

biomedical engineering to address LGBTQ+ health needs? This process of inquiry 

resulted in the design of a prototype dilator for use after gender-affirming vaginoplasty. 

However, gender-affirming vaginoplasty is not simply a biomedical procedure; it is 

enmeshed in social, economic, and ontological problematics. In Thailand, gender-

affirming vaginoplasty is not subsidized by insurance, and vaginoplasty is economically 

inaccessible to those most marginalized. Thus, contextualizing vaginoplasty and other 

biomedical interventions with the tools of critical gender theory allows us to assess if we 

are asking the right questions with regard to LGBTQ+ healthcare, and, if not, what 

questions should we be asking? 
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Chapter 1: Introduction  

 

“From cosmopolitan Bangkok to lush Northern hills to the exotic islands of the 

South, to places less travelled, the Kingdom of Thailand welcomes the LGBTQ+ 

community. Please browse our enchanting destinations below.”1 

- The Tourism Authority of Thailand’s “Go Thai Be Free” Campaign 

“Our home is not an LGBT paradise. You can live your life in informal spaces. 

Going into the public, going to 7/11, living your normal life in society is safe for 

transgenders. We aren’t murdered, hanged, or stoned. But in formal spaces - 

papers, documentation, there’s no guarantee for trans people. We’re gray, we’re 

floating. We’re shadows living under an ID card that says ‘Mr.’”2  

- Tithiyanan Nakpoh, Thai trans activist3  

“Once we recognize the state of the art is a social product, we are freer to look 

critically at the agenda of our science, its conceptual framework, and accepted 

methodologies, and to make conscious research choices.”4 

 - Richard Levins and Richard Lewontin 

 

Read together, these statements illustrate how political economy, LGBTQ+ 

activism, and the production of scientific knowledge are implicated in understandings of 

health, healthcare, and well-being of LGBTQ+ Thai people. This thesis is an attempt to 

grapple with these three statements and their implications. In Kelly Ray Knight’s 

ethnography of addicted, pregnant women in San Francisco, she asks, “What forms of life 

are possible here?” for the women she works with, who are experiencing the 

simultaneous intersections of poverty, housing insecurity, and unemployment.5 Similarly, 

throughout this thesis I ask what forms of health and well-being are possible for 

LGBTQ+ Thai people. By bringing together conversations in modern Thai cultural 

                                                
1 “Go Thai Be Free / GoThaiBeFree Is the Official Travel Blog about LGBT Life in Thailand from the 

Tourism Authority of Thailand,” accessed May 8, 2018, http://gothaibefree.com/#. 
2 Interview, July 24, 2018 
3 All participants are referred to in pseudonym in order to protect privacy and anonymity, especially 

considering LGBTQ+ identity is still not fully accepted in Thailand (nor most of the world), except for 

well-known LGBTQ+ activists who have been interviewed and quoted in other settings. Tithiyanan 

Nakpoh is the legal name of an activist known as P’Doi in the Thai trans community.  
4 Richard Levins and Richard C. Lewontin, The Dialectical Biologist (Cambridge, Mass.: Harvard 

University Press, 1985). 
5 Kelly Ray Knight, Addicted.Pregnant.Poor (Durham: Duke University Press, 2015), 6 

https://www.zotero.org/google-docs/?twqp7L
https://www.zotero.org/google-docs/?twqp7L
https://www.zotero.org/google-docs/?iW2u7P
https://www.zotero.org/google-docs/?iW2u7P
https://www.zotero.org/google-docs/?iW2u7P
https://www.zotero.org/google-docs/?iW2u7P
https://www.zotero.org/google-docs/?BjuS7c
https://www.zotero.org/google-docs/?BjuS7c
https://www.zotero.org/google-docs/?BjuS7c
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history, LGBTQ+ activism, and public health discourse at the national and international 

levels, I hope to illuminate what these fields can tell us about the forms of life possible 

for LGBTQ+ Thai people and what futures are imaginable. I motivate this analysis 

primarily through the words of Thai LGBTQ+ people, using 32 individual in-depth 

interviews I conducted between June and August of 2018. Additionally, I pair this with 

an ethnographically-rooted account of my process developing a prototype dilator for use 

by transgender women following vaginoplasty. Thus, this thesis also engages how forms 

of scientific knowledge shape and are shaped by concepts of gender and sexuality.  

Though the myth of a Thai “gay paradise” has been long-debunked in academic 

and activist circles,6 the myth still persists to a large enough degree that in 2019 the 

Tourism Authority of Thailand re-launched their #GoThaiBeFree campaign, marketed 

towards LGBTQ+ travelers.7 Many have criticized this campaign for pandering to the 

pink dollar while the Thai government maintains a tolerant but unaccepting stance 

towards LGBTQ+ Thai citizens. The duplicitous nature of this tolerant but unaccepting 

stance is interwoven into many aspects of Thai society beyond the bureaucratic spaces of 

governmental institutions. In this thesis, I contend that the normative practices which 

marginalize LGBTQ+ people and impair LGBTQ+ health and well-being in Thailand 

occur in many spaces outside of the healthcare sector. Additionally, I show how the 

responses of LGBTQ+ communities to these marginalizing practices are best understood 

                                                
6 Peter A. Jackson, “Tolerant but Unaccepting: The Myth of a Thai ‘Gay Paradise,’” in Genders and 

Sexualities in Modern Thailand, 1999, 226–242. 
7 “TAT Launches Video to Promote Thailand as Safe for LGBT+ Tourists,” January 25, 2019, 

https://bk.asia-city.com/things-to-do-bangkok/news/tat-launches-video-to-promote-thailand-safe-lgbt-

tourists. 

https://www.zotero.org/google-docs/?KNnfhc
https://www.zotero.org/google-docs/?KNnfhc
https://www.zotero.org/google-docs/?KNnfhc
https://www.zotero.org/google-docs/?KNnfhc
https://www.zotero.org/google-docs/?lFD5x4
https://www.zotero.org/google-docs/?lFD5x4
https://www.zotero.org/google-docs/?lFD5x4
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through a theoretical lens that takes into account social, political, and economic 

determinants of health.  

I began this thesis intending to study the policies and practices of gender-

affirming healthcare as experienced by LGBTQ+ Thai people. However, over the course 

of many conversations with queer Thai people in universities, coffee shops, non-

governmental organizations’ (NGO) offices, and other spaces during my research, I 

realized that an analytical lens limited to a biomedical definition of healthcare would be 

unnecessarily restrictive in understanding the effects of the Thai sex/gender system8 on 

LGBTQ+ health and well-being. Studying healthcare only within the realm of official 

public health channels would ignore a significant proportion, if not the majority, of the 

obstacles my participants described as detriments to their health and well-being. Many of 

the stories of discrimination I listened to occurred not in hospitals or clinics, but rather in 

homes, schools, and workplaces. Thus, understanding the scope of the effect of the Thai 

sex/gender system on health and well-being demanded broadening the scope of my study 

to domains including kinship, the educational institution, tourism, and places of 

employment in order to identify a web of spatially and temporally 

continuous/overlapping mechanisms whereby heteronormative and cisnormative 

constructs make Thailand an unaccepting world for LGBTQ+ Thai people.  

In the 7th edition of the Standards of Care published by the World Professional 

Association for Transgender Health (WPATH) in 2012, the authors write: 

                                                
8 See Rubin, Gayle. “The Traffic in Women: Notes on the ‘Political Economy’ of Sex.” In Toward an 

Anthropology of Women, edited by R. Reiter, 159. New York: Monthly Review Press, 1975. 

As defined by Gayle Rubin, the sex/gender system refers to the “set of arrangements by which a society 

transforms biological sexuality into products of human activity, and in which these transformed sexual 

needs are satisfied.” This does not refer just to the ways that women are marginalized in a patriarchal 

society, but also to how all non-normative identities that deviate from cisgender, heterosexual, procreative 

identities are sanctioned by a society’s institutions, including the institutions of law, economy, family, etc.  
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(H)ealth is dependent upon not only good clinical care but also social and political 

climates that provide and ensure social tolerance, equality, and the full rights of 

citizenship. Health is promoted through public policies and legal reforms that 

promote tolerance and equity for gender and sexual diversity and that eliminate 

prejudice, discrimination, and stigma. WPATH is committed to advocacy for 

these changes in public policies and legal reforms.9 

 

For WPATH, the desirable, or perhaps realistic, future for sexual/gender 

minorities and LGBTQ+ communities is characterized by equality, tolerance, and the full 

rights of citizenship. This, they contend, may be achieved and promoted via institutional 

mechanisms involving policy change and legal reform. Such reforms may include 

recognition of LGBTQ+ marriages in the eyes of the state to the same extent that 

heterosexual marriages are sanctioned and recognized by the state, and the accordant 

rights over property that this would bestow.  

Similarly, the Yogyakarta Principles, a set of declarations drafted by activists and 

policymakers in 2007, delineate the human rights of sexual/gender minorities. The 17th 

principle of the Yogyakarta Principles is that of “The Right to the Highest Standard of 

Health,” which states: 

Everyone has the right to the highest attainable standard of physical and 

mental health, without discrimination on the basis of sexual orientation or 

gender identity. Sexual and reproductive health is a fundamental aspect of this 

right… 

 

States shall: 

A. Take all necessary legislative, administrative and other measures to ensure 

enjoyment of the right to the highest attainable standard of health, without 

discrimination on the basis of sexual orientation or gender identity; 

B. Take all necessary legislative, administrative and other measures to ensure 

that all persons have access to healthcare facilities, goods and services, 

including in relation to sexual and reproductive health, and to their own 

                                                
9 Eli Coleman et al., “Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People, Version 7,” International Journal of Transgenderism 13, no. 4 (July 2012): 1, 

https://doi.org/10.1080/15532739.2011.700873. 

https://www.zotero.org/google-docs/?P5ggGF
https://www.zotero.org/google-docs/?P5ggGF
https://www.zotero.org/google-docs/?P5ggGF
https://www.zotero.org/google-docs/?P5ggGF
https://www.zotero.org/google-docs/?P5ggGF
https://www.zotero.org/google-docs/?P5ggGF
https://www.zotero.org/google-docs/?P5ggGF
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medical records, without discrimination on the basis of sexual orientation 

or gender identity;10 

 

 Though the Yogyakarta Principles have been cited in courts to successfully 

challenge LGBTQ+ discrimination, notably in Nepal in 2007 to decriminalize non-

heterosexual sex and begin the process for legalizing non-heterosexual marriage,11 others 

have cautioned against blindly implementing a “particular new Western form of Butler’s 

‘heterosexual matrix’ in human rights law and discourse.”12 By employing “sexual 

orientation and gender identity” (SOGI) without rigorously contesting their meanings, 

scholars and activists may unintentionally be advancing restrictive conceptions of sexual 

orientation and gender identity as either  “definitive natural psychological conditions, 

or...socially constituted but ‘fixed.’” While SOGI might accurately describe the Western 

sex/gender system, it does not capture how sexuality, gender, and subjectivity are 

considered in the Thai context.13 These are the limits of radical politics discussed by 

Marilyn Strathern in The Gender of the Gift, in which she claims that radical politics must 

operationalize existing categories, which are inevitably conceptually conservative; on the 

other hand, academic radicalism often results in nonaction.14 These tensions between 

                                                
10 Sonia Onufer Corrêa and Vitit Muntarbhorn, “Yogyakarta Principles – Principles on the Application of 

International Human Rights Law in Relation to Sexual Orientation and Gender Identity,” accessed March 

17, 2019, https://yogyakartaprinciples.org/, 22  
11 “Sunil Babu Pant and Others/ v. Nepal Government and Others, Supreme Court of Nepal (21 December  

2007) | International Commission of Jurists,” accessed March 17, 2019, 

https://www.icj.org/sogicasebook/sunil-babu-pant-and-others-v-nepal-government-and-others-supreme-

court-of-nepal-21-december-2007/. 
12 Matthew Waites, “Critique of ‘Sexual Orientation’ and ‘Gender Identity’ in Human Rights Discourse: 

Global Queer Politics beyond the Yogyakarta Principles,” Contemporary Politics 15, no. 1 (March 1, 

2009): 153, https://doi.org/10.1080/13569770802709604. 
13 For example, a Thai NGO, มูลนิธิเพื่อสิทธิและความเป็นธรรมทางเพศ, is translated into English as “Foundation for 

SOGI Rights and Justice,” though the literal translation of the foundation name does not include the terms 

sexual orientation or gender identity, but rather the term phet, which in Thai literally means type and 

connotes a different framework of sex, sexuality, and gender that is not legible to Western sex/gender 

systems. I discuss phet extensively in Chapter 2.  
14 Marilyn Strathern, The Gender of the Gift: Problems with Women and Problems with Society in 

Melanesia, Studies in Melanesian Anthropology ; 6 (Berkeley: University of California Press, 1988), 27 

https://www.zotero.org/google-docs/?NUc6tJ
https://www.zotero.org/google-docs/?NUc6tJ
https://www.zotero.org/google-docs/?NUc6tJ
https://www.zotero.org/google-docs/?sjUzoa
https://www.zotero.org/google-docs/?sjUzoa
https://www.zotero.org/google-docs/?sjUzoa
https://www.zotero.org/google-docs/?sjUzoa
https://www.zotero.org/google-docs/?sjUzoa
https://www.zotero.org/google-docs/?sjUzoa
https://www.zotero.org/google-docs/?zQxaOA
https://www.zotero.org/google-docs/?zQxaOA
https://www.zotero.org/google-docs/?zQxaOA
https://www.zotero.org/google-docs/?zQxaOA
https://www.zotero.org/google-docs/?zQxaOA
https://www.zotero.org/google-docs/?zQxaOA
https://www.zotero.org/google-docs/?zQxaOA
https://www.zotero.org/google-docs/?k4iFzW
https://www.zotero.org/google-docs/?k4iFzW
https://www.zotero.org/google-docs/?k4iFzW
https://www.zotero.org/google-docs/?k4iFzW
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radical theory and radical action must be navigated with care by scholar-activists who 

hope to bring light to existing injustices and change institutions towards not-yet-imagined 

futures.15 

Throughout the interviews I conducted for this thesis, many participants described 

experiences that would fit within a WPATH or Yogyakarta framework of conceptualizing 

the factors compromising LGBTQ+ inclusive healthcare: binary hospital wards,16 

inadequate medical provider training, and medical misinformation, for example. 

However, a large proportion of participants’ experiences do not lie explicitly in the 

domain of the healthcare industry, yet undoubtedly affect health and well-being, such as 

school-based bullying, social microaggressions, and employment opportunities. 

Additionally, many experiences that participants intimated affect their health and well-

being do not fall neatly into categories of discrimination, prejudice, or stigma; rather, 

they exist at the intersections of external oppressive forces, community-based harm 

reduction strategies, and individual positioning within a class-biased, citizenship-biased, 

cis heterosexual-biased world. Is the classification of gender affirmation surgery (GAS) 

as a cosmetic procedure, and therefore not a procedure under the purview of public 

subsidy in Thailand, for example, an anti-trans or anti-poor policy? 

The overwhelming majority of barriers that limit my participants’ abilities to fully 

actualize health, healthcare, and well-being were not biomedical in nature, but rather 

social, political, and economic. This is the setting wherein my prototype dilator for 

transgender women to use following gender-affirming vaginoplasty intervenes, in a 

                                                
15 José Esteban Muñoz, Cruising Utopia: The Then and There of Queer Futurity, Sexual Cultures (New 

York: New York University Press, 2009), 21 
16 Male and female hospital wards, where the designation of patients to these wards is determined by sex-

assigned-at-birth. 

https://www.zotero.org/google-docs/?qJXKoN
https://www.zotero.org/google-docs/?qJXKoN
https://www.zotero.org/google-docs/?qJXKoN
https://www.zotero.org/google-docs/?qJXKoN


7 

 

context where I personally feel that biomedical interventions have a very limited impact 

because the nature of the barriers to health for LGBTQ+ people in Thailand are largely 

not biomedical in nature. Still, I designed and built this prototype device with the hope 

that it could, in later iterations, be useful to transgender women. Critically, I situate this 

dilator within a web of political, social, economic, and ontological questions surrounding 

vaginoplasty.  

Positionality 

From a natural and applied sciences framework, the question of positionality is 

irrelevant because it has no bearing on the process of scientific inquiry. From other 

perspectives, including my own in this thesis, knowledge is “socially constructed,” in that 

people are “capable of creating a world which [we] experience as something other than a 

human product.”17 Natural scientists may also share in this perspective of reality as a 

social construct, as Levins and Lewontin do. Within the theory of the social construction 

of reality, it becomes critical to “understand the social organization that permits the 

definers to do their defining.”18 This perspective—that it is vital to understand the 

relations of power within which knowledge production occurs because academia is not 

immune to misrepresentation, exploitation, or irresponsible universalizing—is central to 

feminist and postcolonial scholarship.19  

As a queer Thai citizen, I hope to intervene in the field of Thai studies, which is 

often devoid of Thai voices. Holding marginalized identities does not inherently make 

                                                
17 Peter Berger and Thomas Luckmann, The Social Construction of Reality: A Treatise in the Sociology of 

Knowledge (New York: Irvington Publishers, 1966), 61 
18 Ibid, 116. 
19 Gillian Rose, “Situating Knowledges: Positionality, Reflexivities and Other Tactics,” Progress in Human 

Geography 21, no. 3 (June 1, 1997): 305–20, https://doi.org/10.1191/030913297673302122. 

https://www.zotero.org/google-docs/?jOWq12
https://www.zotero.org/google-docs/?jOWq12
https://www.zotero.org/google-docs/?jOWq12
https://www.zotero.org/google-docs/?jOWq12
https://www.zotero.org/google-docs/?BjZPX8
https://www.zotero.org/google-docs/?BjZPX8
https://www.zotero.org/google-docs/?BjZPX8
https://www.zotero.org/google-docs/?BjZPX8
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one’s empirical or theoretical claims more valid, rather, it is easier to make visible the 

tendrils of power and oppression when one does not actively benefit from them. In this 

case, as a Western-educated Thai-American, I cannot claim to be subverting power 

dynamics as a relatively very privileged Thai person, but I hope in this work to elevate 

the voices of marginalized Thai communities. Making visible my own queer, Thai 

identity in this thesis is not an attempt to bolster or authenticate my claims. I do hope, 

however, to implicate myself, to the extent that claims I make about LGBTQ+ Thai 

people reflect back on me.  

 When contacting participants for this study, I was upfront about my role as a 

Harvard student conducting research for my senior thesis. In many cases, I believe my 

affiliation with a widely-recognized institution aided my recruitment efforts. For 

example, one participant asked if their name would be printed in my thesis, and whether 

that would be housed at library within Harvard’s campus. This is one power dynamic I 

could not completely diminish during interviews.  

I also made it clear, if it initially was not obvious, that I am a Thai citizen raised 

by Thai parents. Participants often asked about my own background in this regard, and 

some remarked that it was “good” or “impressive” that even though I was not raised in 

Thailand, I could still speak, read, and write Thai. This, in combination with other 

comments about how I still maintain my “Thainess” despite my foreign upbringing, 

allowed me to benefit from the perceived merit of a Western, English-language education 

as well as the perceived intimacy of being part of the Thai community. I attempted to 

mitigate these factors by reserving discussion about my own background until after the 

formal interview was complete. One exception was in cases where participants seemed 
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concerned about whether I would understand a certain cultural context, and I would 

provide anecdotes from my experiences to gauge whether I was understanding their 

implications correctly.  

I did not interview any family members or close friends, though I did interview 

friends of close friends. Some of my interview participants I now consider my friends, 

and I intend to send my thesis to all participants who request to read it.  

Terminology 

I use LGBTQ+ throughout this thesis to refer to people and communities that are 

marked because they are minoritized and/or marginalized in terms of sex, gender, or 

sexuality. While LGBTQ+ is not the term all of my participants used, nor is it a term 

currently used often in Thai society outside of urban, activist, and NGO spaces, I use this 

term to assert a continuity between people of marginalized sex/gender/sexuality in 

Thailand and people who are marginalized due to sex/gender/sexuality in other nation-

states and communities, not to privilege Euroamerican terminologies. I believe this can 

be done while maintaining the unique local textures of identities and histories in 

Thailand. I could have chosen to use sexual/gender minority, as Ojanen20 does, which 

may be a more accurate and less flattening phrasing. Admittedly, I sacrifice some of that 

accuracy and specificity for a (potentially) more politically useful phrasing. 

When the term “trans” is used, I mean it as an umbrella term for a constellation of 

identities characterized by a perceived diversion between one’s sex-assigned-at-birth and 

                                                
20 Timo T. Ojanen, “Sexual/Gender Minorities in Thailand: Identities, Challenges, and Voluntary-Sector 

Counseling,” Sexuality Research & Social Policy 6, no. 2 (2009): 4. 
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one’s gender identity and/or gender presentation.21  This includes trans women, trans 

men, transfemmes, transmascs, non-binary, and genderqueer people. There are many 

Thai-specific categories of gender/sex that I discuss in more detail in Chapter 2.  

The term gender affirmation surgery (GAS) is used to refer to the variety of 

surgical procedures intended to allow “a person [to receive] social recognition and 

support for their gender identity and expression.”22 Specifically, for trans women, GAS 

may include genital reconstruction (vaginoplasty), breast augmentation, tracheal shave, 

facial feminization, and/or body contouring.23 While vaginoplasty is used for a variety of 

procedures employed to address a variety of medical indications, in this thesis I use it 

specifically to refer to vaginoplasty as a gender affirmation surgery for trans women.  

Methodology 

 

Data Collection 

 

The qualitative data in this thesis were collected in Thailand between the months 

of June 2018 and August 2018. My primary source of data consisted of in-depth, semi-

structured interviews with 26 LGBTQ+ patients and 6 healthcare providers that I 

conducted during these three months. Interviews roughly followed an interview guide 

provided in Appendix B, but participants had the freedom to bring up and discuss off-

guide topics they felt were relevant to the health and well-being of LGBTQ+ Thai people. 

                                                
21 Greta R. Bauer et al., “‘I Don’t Think This Is Theoretical; This Is Our Lives’: How Erasure Impacts 

Health Care for Transgender People,” The Journal of the Association of Nurses in AIDS Care: JANAC 20, 

no. 5 (October 2009): 348–61, https://doi.org/10.1016/j.jana.2009.07.004. 
22 Jae M. Sevelius, “Gender Affirmation: A Framework for Conceptualizing Risk Behavior among 

Transgender Women of Color,” Sex Roles 68, no. 11–12 (June 1, 2013): 677 

https://doi.org/10.1007/s11199-012-0216-5. 
23 Loren S. Schechter, Surgical Management of the Transgender Patient (Philadelphia, Pennsylvania: 

Elsevier, 2017), 17 

https://www.zotero.org/google-docs/?0NAroi
https://www.zotero.org/google-docs/?0NAroi
https://www.zotero.org/google-docs/?0NAroi
https://www.zotero.org/google-docs/?0NAroi
https://www.zotero.org/google-docs/?0NAroi
https://www.zotero.org/google-docs/?FFk7Pp
https://www.zotero.org/google-docs/?FFk7Pp
https://www.zotero.org/google-docs/?FFk7Pp
https://www.zotero.org/google-docs/?FFk7Pp
https://www.zotero.org/google-docs/?FFk7Pp
https://www.zotero.org/google-docs/?FFk7Pp
https://www.zotero.org/google-docs/?FFk7Pp
https://www.zotero.org/google-docs/?bV3IpR
https://www.zotero.org/google-docs/?bV3IpR
https://www.zotero.org/google-docs/?bV3IpR
https://www.zotero.org/google-docs/?bV3IpR
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Additionally, I probed participants on details when it was relevant and culturally 

appropriate to do so.  

I established enrollment criteria for participants, and separate criteria for 

providers. My criteria for patients were: 

● Participants must be 20 years of age or over 

● Participants must identify as LGBTQ+ (in Thai, I translated this to 

คนมีความหลากหลายทางเพศ) 
● Participants must have interacted with or attempted to interact with the Thai 

health system in their lifetime 

● Participants must identify as Thai and have lived a majority of their life in 

Thailand 

 

My criteria for providers were: 

 

● Providers must be 20 years of age or over  

● Providers must be currently working as a health care provider (including doctors, 

nurses, hospital receptionists, clinic organizers, etc.) 

● Providers must have cared for or currently care for LGBTQ+ patients  

 

All participants were required to be at least 20 years of age because that is the legal 

age of majority in Thailand. Other criteria are kept broad because I wanted to capture a 

diverse set of experiences of LGBTQ+ health, healthcare and well-being. 

Participants were recruited via convenience sampling and snowball sampling. I 

utilized a variety of methods to recruit participants, including posting in anonymous or 

explicitly LGBTQ+ social media spaces, outreach to NGOs and LGBTQ+ interest 

groups, and word-of-mouth through existing contacts in Thailand. Samples of these 

postings are included in Appendix A. These methods were chosen because, while 

LGBTQ+ identity is visible in Thailand and there are fewer cases of overt anti-LGBTQ+ 

violence, there are still many forms of structural discrimination that can negatively affect 

people’s lives if they are outed inadvertently. Thus, I wanted to ensure I was contacting 

people through already established communities and networks within the LGBTQ+ 
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community. I was able to gain access to sites and participants because of prior 

professional and personal connections as well as connections made in the field. 

Additionally, I enrolled in a summer course related to LGBTQ+ issues at a large 

university in Thailand, which allowed for more opportunities to recruit participants. 

Overall, I conducted interviews in four cities: Bangkok, Chiang Mai, Pattaya, and Khon 

Kaen. The former three are rather obvious choices because they are more urbanized areas 

with higher population density, and research regarding LGBTQ+ Thai people have 

frequently occurred in these cities. The latter is a more rural city in the northeast region 

of Thailand, and few studies regarding LGBTQ+ Thai people have included Khon Kaen 

as a research site. 

Interview participants ranged from 20 years of age to 66 years of age and were 

diverse in terms of gender identity and sexual orientation—including trans women, gay 

men, lesbian and bisexual women, and “tom,” a Thai-specific gender identity of 

assigned-female-at-birth individuals who identify with masculinity. A table of 

participants’ pseudonyms and key characteristics is included in Appendix C. Interviews 

ranged from 40 minutes to 1 hour and 30 minutes in length. All interviews were recorded 

on an encrypted phone and then transferred to a password-protected and encrypted hard-

drive. All interviews were conducted in Thai, and translations are my own. Translated 

quotes and blockquotes are used through this thesis. In some places, I have included 

longer quotes akin to vignettes in order to preserve the nuance and tone of a participant’s 

story. All personally identifiable information has been changed or omitted entirely to 

protect participants’ identities.  
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During the design process described in Chapter 6, I conducted informal 

conversations with healthcare professionals, including a surgeon, nurse, and physical 

therapist, experienced with gender-affirming vaginoplasty in the Boston area. These 

conversations were not included in my formal interview data and were used only to 

inform my design decisions. I reached out to these professionals via email, informing 

them of my intent to design a novel dilator for dilation therapy following vaginoplasty for 

trans women. These interviews were not recorded; rather, I took notes of key medical and 

patient considerations mentioned.  

 The fieldwork conducted in Thailand for this thesis was granted approval by the 

Harvard University Institutional Review Board (IRB). Formal review in the research sites 

themselves was not required because the National Research Council of Thailand 

considers me a non-foreign researcher.  

Coding 

 

 The interview data were coded using NVivo 12. First-round coding consisted of 

descriptive coding. The primary purpose of this coding was to distill the data into 

concrete topics and provide an “organizational grasp” of the data.24 Additionally, the first 

round of coding involved translation from the spoken Thai of the interviews to the written 

English of the words. This step was one process of extrapolation whereby my 

interpretation and translation of the interviews into English approximated, from my 

understanding of the context and the Thai language, the topics discussed. 

 Constant comparisons of these first-round codes were conducted within and 

between five groups of interviews: providers; trans women; gay men and chai rak chai25; 

                                                
24 Johnny Saldaña, The Coding Manual for Qualitative Researchers, 3rd ed. (Sage Publications, 2015). 
25 Men who love men  

https://www.zotero.org/google-docs/?tvuOWe
https://www.zotero.org/google-docs/?tvuOWe
https://www.zotero.org/google-docs/?tvuOWe
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lesbians and dees26; and toms27 and transmasculine participants to identify similarities and 

differences between respondents depending on their position within the Thai sex/gender 

system. Subsequently, codes were grouped into categories, and I analyzed the 

relationships within categories as well as between categories. Throughout the analysis 

process, analytic memos were written to track the generation of codes and ideas, to 

clarify and connect codes and concepts, and to relate codes to the theoretical frameworks 

of analysis.  

Theoretical Frameworks for a Multilevel Analysis of Thai LGBTQ+ Health 

 

Biomedical engineering, as an applied science, invests in inquiries about scientific 

phenomena that can be empirically measured and tested via well-designed experiments 

within the framework of the scientific method. This utilizes a correspondence theory of 

truth, in which the truthfulness of a proposition depends on how closely it reflects a fact 

that exists in the world, and thus a universal fact.28 A common critique of correspondence 

theories of truth is that although they are well-suited for domains like the natural and 

applied sciences, they are ill-fit for questions of morality because moral facts don’t exist; 

only value judgments exist. Correspondence theories of truth cannot account for 

phenomena like scientific racism and the prior classification of homosexuality as a 

psychiatric disease. In these scenarios, was the “science” wrong, in the sense of bad 

research designs and methods? More likely, the questions being asked and answered were 

not questions of empiricism to begin with. 

                                                
26 Women in relationships with tom 
27 Assigned-female-at-birth transmasculine people  
28 Richard L. Kirkham, Theories of Truth: A Critical Introduction (Cambridge, Mass.: MIT Press, 1992), 

86 

https://www.zotero.org/google-docs/?Zua4bL
https://www.zotero.org/google-docs/?Zua4bL
https://www.zotero.org/google-docs/?Zua4bL


15 

 

While I hold a correspondence theory of truth for the purposes of the medical 

device design process in this thesis, I utilize alternative theories of truth for my analysis 

of the health and well-being of LGBTQ+ Thai people. Primarily, this thesis utilizes a 

biosocial approach, which “posits that...biologic and clinical processes are inflected by 

society, political economy, history, and culture and are thus best understood as 

interactions of biological and social processes.”29 Farmer et al. illustrate how “(a) 

biosocial approach demands the reconciliation and occasional disruption of multiple 

frames of knowledge,” for example, various actors in the healthcare landscape might 

conceptualize the cause of malaria as either the protozoa Plasmodium falciparum, or 

standing water, or unequal distribution of land, depending on whether one’s priorities are 

biomedical, epidemiologic, or social.30 

To more closely approach an understanding of how Thai genderscapes31 impact 

the health and well-being of LGBTQ+ Thai people, I argue that the analytical eye must 

be turned outside of hospitals themselves, to the biosocial aspects of health. To this end, 

this thesis will primarily utilize three theoretical frames of analysis that implicate 

knowledge, power, institutions, and inequities: Michel Foucault’s biopower, Paul 

Farmer’s structural violence, and Nancy Krieger’s ecosocial theory of health.  Firstly, 

Foucault’s theory of biopower provides an account of how modern power as enacted by 

state institutions on individuals is simultaneously coercive, disciplining, diffuse, and 

productive. This biopower deploys a governmentality over life and does not operate 

through a specific, identifiable agent, unlike the monarch who once held the monopoly of 

                                                
29 Paul Farmer et al., Reimagining Global Health: An Introduction, California Series in Public 

Anthropology ; 26 (Berkeley: University of California Press, 2013), 17 
30 Ibid.  
31 The concept of genderscapes is discussed in Chapter 2  

https://www.zotero.org/google-docs/?9f3MrA
https://www.zotero.org/google-docs/?9f3MrA
https://www.zotero.org/google-docs/?9f3MrA
https://www.zotero.org/google-docs/?9f3MrA
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power over life and death in French society, but rather through the bureaucracies of the 

state via the classification and categorization of knowledge concerning people's’ bodies.32 

The concept of structural violence was introduced by Johan Galtung in 1969 to 

distinguish from the concept and actions of personal violence. Galtung writes, “when one 

husband beats his wife there is a clear case of personal violence, but when one million 

husbands keep one million wives in ignorance there is structural violence.”33 In the fields 

of medical anthropology and social medicine, Paul Farmer is often attributed with 

expanding and developing the concept of structural violence in a way that links the 

suffering of ill health with the structural forces of social forms of oppression: 

Such suffering is ‘structured’ by historically given (and often economically driven) 

processes and forces that conspire - whether through routine, ritual, or, as is more 

commonly the case, the hard surfaces of life - to constrain agency. For many, 

including most of my patients and informants, choices both large and small are 

limited by racism, sexism, political violence, and grinding poverty.34 

 

Similarly, Nancy Krieger’s ecosocial theory of health revolves around the 

question “who and what drives current and changing patterns of social inequalities in 

health?”35 However, in its departure from earlier models of social epidemiology, such as 

psychosocial and social determinants of health models, ecosocial theory emphasizes 

understanding embodiment—“how we literally incorporate, biologically, the material and 

social world in which we live, from conception to death.”36 For example, Krieger 

discusses how, in studying the health effects of racism in the United States, the ecosocial 

                                                
32 Michel Foucault, The History of Sexuality, 1st Vintage Books ed. (New York: Vintage Books, 1988). 
33 Johan Galtung, “Violence, Peace, and Peace Research,” Journal of Peace Research 6, no. 3 (September 

1, 1969): 171, https://doi.org/10.1177/002234336900600301. 
34 Paul Farmer, Pathologies of Power: Health, Human Rights, and the New War on the Poor, California 

Series in Public Anthropology ; 4 (Berkeley: University of California Press, 2003), 40 
35 Nancy Krieger, “Theories for Social Epidemiology in the 21st Century: An Ecosocial Perspective,” 

International Journal of Epidemiology 30, no. 4 (2001): 668–77. P. 672 
36 Ibid., 672 

https://www.zotero.org/google-docs/?4pgMy8
https://www.zotero.org/google-docs/?4pgMy8
https://www.zotero.org/google-docs/?4pgMy8
https://www.zotero.org/google-docs/?4pgMy8
https://www.zotero.org/google-docs/?4pgMy8
https://www.zotero.org/google-docs/?4pgMy8
https://www.zotero.org/google-docs/?qaV4kt
https://www.zotero.org/google-docs/?qaV4kt
https://www.zotero.org/google-docs/?qaV4kt
https://www.zotero.org/google-docs/?qaV4kt
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approach “recasts alleged ‘racial’ differences in biology (e.g. kidney function, blood 

pressure) as mutable and embodied biological expressions of racism.”37  

Together, these theories from post-structural studies, social epidemiology, and 

medical anthropology provide a road map for transcending the nature/nurture “debate” 

and contesting the universalizing claims of biomedicine. These contestations allow us to 

question the goals of our science and shine light on the ways biomedicine acts not only as 

a palliative but also as a tool of classism, colonialism, hegemony, and other forms of 

domination. Bringing a queer lens to public health allows us to not only identify gaps and 

needs, but also existing sites of resistance and negotiation that are not legible to 

conventional state and public health paradigms. 

In the next chapter, I discuss the history of the Thai sex/gender system and current 

LGBTQ+ identities in Thailand. In Chapter 3, I discuss the history of vaginoplasty, as 

well as the economic and political factors that contextualize vaginoplasty in Thailand. In 

Chapter 4 and Chapter 5, I present the bulk of my findings regarding how LGBTQ+ Thai 

people’s experiences of health, healthcare, and well-being are shaped by their identities 

and how these dynamics manifest in interactions with the healthcare institution. I 

document my process of designing, prototyping, and testing a prototype dilator for 

dilation following gender-affirming vaginoplasty in Chapter 6, and lastly discuss the 

implications of this thesis as well as concluding thoughts in Chapter 7. 

  

                                                
37 Ibid., 673 
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Chapter 2: State of the Disciplin(ing) 

 

"The amazing thing is, I was still undergoing a process of transformation from a 

girl to a boy. But nobody around me was aware of that."  

- Pauline Ngarmpring38  

      

These are the words Pauline Ngarmpring, a Thai celebrity known for founding 

Cheerthai Power and popularizing soccer in Thailand, used to describe her childhood. 

Born in 1967, Pauline was raised as a boy, and her family would correct her behavior 

when she acted in too feminine a way. Her father encouraged her to pursue sports coded 

as masculine, including boxing and football. For these reasons, Pauline describes her 

childhood as a “transformation” from a girl to a boy. In 2013, Pauline, then known to the 

public as Pinit, retired from the football world and began privately transitioning. She now 

lives publicly as a woman in Thai society.  

The public’s reaction to Pauline’s coming out has been generally positive. In one 

article from a Thai news outlet, the top comment reads “This is your right. It’s your life, 

live it.”39 Other comments read, “She looks beautiful,” and “You’re not doing anything 

illegal, you’re not cheating anybody. So do what you want.” However, this overall 

positive reaction to Pauline’s public transformation has likely been mediated by her 

successful and respected position in the Thai soccer community. It is well-known that 

LGBTQ+ Thai people have different experiences of the world and are treated by society 

differently depending on their relative positions within intersecting40 social, political, and 

                                                
38 Bangkok Post Public Company Limited, “Sporting a New Look,” https://www.bangkokpost.com, 

accessed January 21, 2019, https://www.bangkokpost.com/lifestyle/social-and-lifestyle/1330311/sporting-

a-new-look. 
39 https://www.pptvhd36.com, “‘พินิจ’ อดีตผูท้า้ชิงเกา้อ้ีประมุขบอลไทย เปล่ียนตวัเองเป็นสาวประเภทสอง,” pptvhd36.com, 

accessed January 21, 2019, https://www.pptvhd36.com/sport/news/59113. 
40 See Crenshaw, Kimberlé Williams. “Mapping the Margins: Intersectionality, Identity Politics, and 

Violence against Women of Color.” Stanford Law Review 43, no. 2 (1990): 1241–99. 

https://doi.org/10.3917/cdge.039.0051. Crenshaw introduced the concept of intersectionality in 1990 to 

https://www.zotero.org/google-docs/?i9v1nB
https://www.zotero.org/google-docs/?i9v1nB
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economic forms of power. One participant, a thirty-year-old trans woman in Bangkok, 

expressed this concept in the following way, “For someone of any gender to develop 

themselves in a way that fits our model of a ‘good person’ depends on many variables: 

their upbringing, the society they live in, their socioeconomic position, their family 

background. If their family is poor, how will they have good options? Opportunities will 

be constrained for them.”41 Similarly, Penny van Esterik has described the Thai 

sex/gender system as context-sensitive and mutable, yet constantly influenced by various 

forms of power.42 Additionally, LGBTQ+ people and those who are marginalized by the 

dominant Thai sex/gender system are often only accepted if they are perceived to possess 

special merits that cancel out the demerits of being LGBTQ+. As one of my participants, 

a 30-year-old tom in Khon Kaen, described: 

If everyone else starts at zero, LGBTQ+ people start at negative. So for LGBTQ+ 

people to start at zero like everyone else, you need to be a good person as well as 

a talented person. As a result, there’s no space for LGBTQ+ people who aren’t 

particularly good people, who are kind of in the gray area, who aren’t talented, 

aren’t remarkable in any way, and can’t serve as social entertainment. The 

LGBTQ+ people who are just normal people who have good sides and bad sides. 

Why does society expect that LGBTQ+ people need to offer something special 

just to start at zero with everyone else?43  

 

In some cases, as in Pauline’s case, obtaining the merits to be elevated to zero, or 

even surpass zero, is possible, but in many cases it is not, especially if people are facing 

                                                
theorize how the experiences of poor women of color are affected by race, class, and gender 

simultaneously. Thus, Black women are marginalized by both the white-dominated women’s movements as 

well as by the men-dominated Black liberation and civil rights movements. This, Crenshaw states, is the 

failure of identity politics - that it “frequently ignores or conflates intragroup differences” (1242). The 

theory of intersectionality has since been applied to a variety of contexts in order to describe the multiple 

marginalizations experienced by people at the intersections of various forms of social power.  
41 Interview, June 25, 2018  
42 Penny Van Esterik, Materializing Thailand, Materializing Culture (Oxford ; New York: Berg, 2000)., 

222 
43 Interview, August 6, 2018 

https://www.zotero.org/google-docs/?HWhlr6
https://www.zotero.org/google-docs/?HWhlr6
https://www.zotero.org/google-docs/?HWhlr6
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multiple, intersecting marginalizations in overlapping webs of structural violence.44 Still, 

Pauline was only able to come out and live her life as a woman in society’s eyes after 

years of policing from her parents and then decades of social and self-disciplining.45 

When Pauline describes her childhood as “transformation” from girl to boy in Thai 

society, what mechanisms demanded and aided that transformation? How do the forms of 

knowledge and norms co-constructed by social, political, economic, and scientific bodies, 

in Thai society as well as international communities, identify who must be transformed, 

and towards what/whose purpose? 

In this chapter, I offer a review of how sex/gender systems currently operate in 

Thailand. I discuss the history of regulating sex/gender in Thailand, which has long ties 

to claims on legitimate Thainess46, and connect contemporary structures of sex/gender in 

Thailand to explicit state interests in control and power. Then, I discuss contemporary 

Thai LGBTQ+ culture and communities in conversation with the development of global 

queer identities. Lastly, I discuss the state of the Thai healthcare system to contextualize 

the words and stories of participants in this thesis. Ultimately, neither sex, gender, nor 

                                                
44 Paul Farmer, Infections and Inequalities: The Modern Plagues (University of California Press, 2001). 
45 Michel Foucault, Discipline and Punish: The Birth of the Prison, Social Theory (New York: Vintage 

Books, 1979). 
46See Winichakul, Thongchai. Siam Mapped: A History of the Geo-Body of a Nation. University of Hawaii 

Press, 1994. Winichakul posits that “Thainess” is believed to be an inherent knowledge of how to be Thai 

and what constitutes something that is Thai that all Thai people are born with. Even if the nature of the 

current area known formerly as Siam and currently as Thailand has changed remarkably in the last few 

centuries, the truest aspects of Thainess are assumed to be preserved and always in need of preservation. 

Often, this concept of Thainess is used for political ends. In 1885, the ruling monarch King Chulalongkorn 

declared that the concept of the political party and parliamentary system were not Siamese. After World 

War II, the Thai state instituted the anticommunist act which declared that communism is un-Thai. 

Subsequently, in the 1970s, the Thai Communist Party themselves gained support on a platform calling for 

traditional (Thai) popular culture and rejection of decadent Western culture. Thus, many, often opposing, 

factions have wielded Thainess as a useful political tool. Conservative and liberal forces in Thailand have 

both used Thainess to oppose and support LGBTQ+ people in Thailand, respectively. The former generally 

frames queer/LGBTQ+ identity as a Western pollution, while the latter will invoke Thailand’s history of 

gender diversity. 

https://www.zotero.org/google-docs/?mgc2LA
https://www.zotero.org/google-docs/?mgc2LA
https://www.zotero.org/google-docs/?mgc2LA
https://www.zotero.org/google-docs/?HLt18u
https://www.zotero.org/google-docs/?HLt18u
https://www.zotero.org/google-docs/?HLt18u
https://www.zotero.org/google-docs/?HLt18u
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scientific knowledge are as immutable as they often appear to be; despite being 

entrenched and constantly reproduced, they are not fixed over time. These domains of 

knowledge - sex, gender, and scientific facts - are also co-constitutive, in the sense that 

our socially-constructed assumptions regarding sex and gender shape the direction of our 

science, and scientific knowledge is taken to be the arbiter of the “truth” of sex and 

gender.47 By situating participant narratives in historical, social, and political contexts, we 

see how these truths have become intertwined in individual lives, positioning bodies in 

relation to power in different ways that produce privilege and oppression. Illuminating 

the origins of these “truths” and how they are constructed by power to achieve various 

aims allows for better critique and resistance against their unjust implementation.  

Regulation of Sex/Gender in Thai Society 

 

A particularly riveting and convincing case-study that demonstrates the mutability 

of sex and gender in society is Thailand’s history of sex and gender. In “Performative 

Genders, Perverse Desires: A Bio-History of Thailand's Same-Sex and Transgender 

Cultures,” Peter Jackson provides an extensive genealogy of how the Thai state has 

                                                
47 This “truth” has been placed in various parts of the body throughout history. Genitals, secondary sex 

characteristics, chromosomes, the SRY gene, and hormonal levels are all flawed tools that have been and 

still are used to classify sex, often within a binary, or dyadic, model. Sex classification is materially 

relevant because it determines how one is identified and treated by social and governmental institutions. 

The argument is not that humanity lacks phenotypical and genotypical (whether genetic or epigenetic) 

diversity, but rather that the process by which this diversity is organized into categories of sex and 

interpreted as codes for gender is a subjective, socially constructed process. On how social and political 

constructs get written on the body in sex and gender, see Anne Fausto-Sterling, Sexing the Body (Basic 

Books, 2000). For how the direction of sex/gender science reflects culture, see Lesley Rogers, Sexing the 

Brain (Columbia University Press, 2002) and Sarah Richardson, Sex Itself (University of Chicago Press, 

2013). On the implications of cultural metaphors in scientific research, see Emily Martin, “Toward an 

Anthropology of Immunology: The Body as Nation-State,” Medical Anthropology Quarterly 4, no. 4 

(1990): 410-26; and Martin, “The Drama of the Egg and the Sperm: How Science has Constructed a 

Romance Based on Stereotypical Male-Female Roles,” Signs 16, no. 3 (1991): 485-501. 
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shaped the “public gendering of the populace.”48 Unlike in many Western countries, 

where the emergence and sedimentation of non-normative sex/gender identities arose 

around the categorization, pathologization, and regulation of discrete types of sexual 

activity, leading to what many scholars call the “invention of heterosexuality and 

homosexuality,”49 Jackson contends that the emergence of new identities in Thailand 

arose not from changes in norms regulating sexuality, but rather changes in norms 

regulating gender performance.50 That is, rather than regulating how and with whom sex 

could occur, the Thai state focused on regulating how gender appeared and was 

performed in public, what forms of masculinity and femininity could be taken up, and by 

whom, in order to project a national identity that would be read as “civilized” by would-

be colonizers. This anxiety throughout the late 19th and early 20th century about being 

perceived as civilized was largely motivated by the extraterritorial operations of Western 

powers, wherein foreign nationals residing in Siam51 were subject to the laws of their 

country of citizenship, not Siamese law, a situation that would only be changed when 

traditional Siamese laws were changed to conform to civilized standards. As stated in the 

                                                
48 Peter Jackson, “Performative Genders, Perverse Desires: A Bio-History of Thailand’s Same-Sex and 

Transgender Cultures,” Intersections: Gender, History & Culture in the Asian Context 9 (2003), 

http://intersections.anu.edu.au/issue9/jackson.html?fbclid=IwAR2EoTZFvZpdecBNZP3PA2uVovrR50PK

GSlkVD7f_MzRjevoWkaa591ir7Q; point 1 
49 Hanne Blank, Straight: The Surprisingly Short History of Heterosexuality (Boston: Beacon Press, 2012); 

Michel Foucault, The History of Sexuality, 1st Vintage Books ed. (New York: Vintage Books, 1988). 

50 See Judith Butler, Gender Trouble: Feminism and the Subversion of Identity, New York: Routledge, 

1990. Butler contests the pre-existence of “true sex, discrete gender, and specific sexuality [as]...stable 

point[s] of reference”(88). Rather, Butler contends that gender is produced through performance and exists 

solely in performance. This performance consists of “acts, gestures, and desire [which] produce the effect 

of an internal core or substance, but produce this on the surface of the body, through the play of signifying 

absences that suggest, but never reveal, the organizing principle of identity as a cause. Such acts, gestures, 

enactments, generally construed, are performative in the sense that the essence or identity that they 

otherwise purport to express are fabrications manufactured and sustained through corporeal signs and other 

discursive means. That the gendered body is performative suggests that it has no ontological status apart 

from the various acts which constitute its reality” (92). In other words, Butler does not take for granted that 

a pre-existing truth of one’s gender, sex, or sexuality exists. The only thing known to be real is the acts, 

gestures, and desires through which we express symbols of sex, gender, and sexuality.    
51 Former exonym for Thailand  
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writings of George Bacon, an American clergyman who visited Siam in the 19th century, 

“When foreigners first arrive in Siam they are shocked almost beyond endurance at the 

nudity of the people; and although they constantly preach a gospel of dress, their 

influence in this respect seems less apparent than in almost any other. Not until Siam is 

clothed need she expect a place among respectable, civilized nations.”52 

Another key indicator of the lack of civilization, according to Europeans, was the 

androgynous presentation of Siamese men and women. For example, as reported by 

missionary T. Woolmer in Siam and the Siamese as Described by American Missionaries 

in 1886: 

It is difficult for a stranger to distinguish a woman of the lower classes from a 

man, as in dress, manner, appearance, and occupation, they seem so much alike. 

The streets, the market-places, and the temples are crowded with women. 

Housekeeping and needlework form so small a part of female labor here that 

much opportunity is given for out-of-door-work.53 

 

Figure 2-1: “Siamese Lady and Gentleman” 54 

                                                
52 Georg B. Bacon, Siam, The Land of the White Elephant as It Is and Was (New York: Charles Scriber’s 

Sons, 1892), 240 
53 T Woolmer, Siam and the Siamese as Described by American Missionaries (London: TWoolmer, 1886), 

8 
54 Ibid., seq. 6 
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Despite these colonial influences, it is worth noting, as Thongchai Winichakul has 

claimed, that this pursuit of civilization was not purely in reaction to colonial threat—it 

was also motivated by the desire of Siamese elites to maintain and affirm its position of 

superiority in the region.55 Thus, there is reason to be cautious of the claims of Siamese 

elites, then, and Bangkok elites, now, that certain forms of oppression, such as 

homophobia and transphobia, or, say, authoritarian consolidation of power, are necessary 

interventions in the face of foreign threat.  

Interventions pursued by Siamese and Thai political elites in response to 

European anxieties included, first, encouraging members and friends of the Thai court to 

don more Western and gender-differentiated clothing, and later, passing cultural 

mandates defining appropriate ways to dress and behave for men and women. Under the 

rule of Plaek Phibunsongkhram, the Prime Minister of Thailand from 1938 to 1944,56 

strict codes of dress and behavior for the population were issued and imposed, often with 

force. In 1941, Article 10 of the Ratniyom (Cultural Mandates) was issued and ruled that 

in public spaces men were to wear a jacket, hat, shoes and socks, and long trousers, and 

women were to wear a hat, skirt, blouse, and shoes.57 Additionally, Phibunsongkhram 

issued a directive to assign masculine and feminine genders to Thai names, which 

previously were interchangeable or not gender-based.58 Thus, the increased differentiation 

between men and women in the Thai sex/gender system was neither natural nor a 

consequence of mere cultural diffusion from the West. Rather, as Jackson describes: 

                                                
55 Thongchai Winichakul, “The Quest for ‘Siwilai’: A Geographical Discourse of Civilizational Thinking in 

the Late 19th and Early 20th C. Siam,” Journal of Asian Studies 59, no. 3 (August 1, 2000): 528–49, 

https://doi.org/10.2307/2658942. 
56 Plaek also served as dictator from 1948 - 1957 following a military coup.  
57 Thamsook Numnonda, “Pibulsongkram’s Thai Nation-Building Programme during the Japanese Military 

Presence, 1941-1945,” Journal of Southeast Asian Studies 9, no. 2 (1978): 234–47, pg. 238 
58 Numnonda, pg. 241 
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The new gender norms were enforced by all state agencies: through the local 

bureaucracy in all provinces, districts, and villages; through schools and colleges; 

through state health services and state-controlled broadcasting; as well as via new 

state rituals such as national Miss Siam, later Miss Thailand, beauty contests in 

which the beauty of the new 'international' (i.e. Westernised) Thai woman was 

celebrated.59 

 

In 1963, Hanks and Hanks described another consequence of this bifurcation of 

gender roles, the creation of  “(s)pecial hospitals for women, the separation of men's and 

women's wards in unspecialised hospitals, [and] public toilets distinguished for the two 

sexes, [which] all help now to emphasise a person's sex.”60 In my fieldwork in Thailand, 

trans women participants often named this division of hospital wards, within which they 

are forced to stay in the men’s ward, as a significant experience of discomfort and 

identity erasure. Thus, one of the most visceral ways that the Thai sex/gender system 

produces negative healthcare experiences for LGBTQ+ patients in the present day is 

directly historically linked to a scores-old cultural revolution undertaken by 

undemocratically established leaders of a fascist regime,61 and centuries-old Siamese 

anxiety about colonial power and “civilization.” This history also complicates the “myth 

of urban tolerance,”62 that people in urban settings are more likely to be progressive and 

accepting of LGBTQ+ communities than people in rural settings, and that homophobia 

and transphobia are signifiers of the uneducated. As Sinnott writes in Toms and Dees, 

“(t)he main sources of anti-homosexual campaigns and discourses are the Thai state 

                                                
59 Jackson, “Performative Genders, Perverse Desires,” point 73.  
60 Lucien Hanks and Jane Richardson Hanks, “Thailand: Equality Between the Sexes,” ed. Barbara Ward, 

Women in the New Asia: The Changing Social Roles of Men and Women in South and Southeast Asia, 

1963, 423–59., pg. 447, cited by Jackson in “Performative Genders, Perverse Desires” 
61 Other cultural reforms mandated during the reign of Phibunsongkhram include nationalist decrees 

discouraging recognition of ethnic diversity in favor of an ultranationalist pan-Thai identity. Use of 

regional dialects was discouraged, and many Thai-Chinese families had to change their names to Thai 

names.  
62 Megan Sinnott, Toms and Dees: Transgender Identity and Female Same-Sex Relationships in Thailand, 

Southeast Asia--Politics, Meaning, Memory (Honolulu: University of Hawaii Press, 2004), 122  
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bureaucracy, academia, and the medical professions, all urban-based institutions staffed 

by people with a relatively high degree of education.”63  

Pauline’s childhood demonstrates how the residual tendrils of history, of an exiled 

and deceased dictator’s obsession with nationalism and modernity, reach through time, 

into the intimate lives of children, teenagers, and adults, today, still mandating 

appropriate dress, behavior, and ways of living. To this day, public educators and 

members of the civil service must abide by a gendered dress code. Students in 

government schools must wear the designated uniform of their sex-assigned-at-birth. 

Many university students must attend examinations and commencement ceremonies in 

their designated gender uniforms, with exemptions granted only upon obtaining a letter 

from a psychiatrist indicating gender identity disorder.64 Yet, while Thai society, like 

many societies, is built with only the ontological existence of cis heterosexual men and 

cis heterosexual women in mind,65 Thai LGBTQ+ people and subcultures maintain a 

strong level of visibility in Thai public life as well as representations of Thailand on the 

international stage. This builds the perception in the international eye of Thailand as an 

LGBTQ+ paradise; unfortunately, this paradise is lost for LGBTQ+ Thai people.  

 In early 2019, Pauline declared she would be joining the human-rights oriented 

party Mahachon as their second-ranked nominee for prime minister. Her lack of 

experience in formal politics and success in the business world would not be atypical; 

many Thai prime ministers have come from business backgrounds (and many do not 

                                                
63 Ibid., 123 
64 Interview, August 6, 2018 
65 Thomas Walter Laqueur, Making Sex: Body and Gender from the Greeks to Freud (Cambridge, Mass.: 

Harvard University Press, 1990), http://nrs.harvard.edu/urn-

3:hul.ebookbatch.ACLS_batch:20170426MIU01100000000000000000558. 
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leave their private interests behind once in the office of the Prime Minister). However, 

Pauline does not expect she will win this election, saying “I will not be a prime minister. 

But it doesn’t matter. It doesn’t have to be me. It can be the next generation.”66 

Contemporary Thai Genderscapes in Global Conversation 

 

Despite the deep, historically entrenched discrimination imposed against 

LGBTQ+ communities by institutions of state power, a wide range of sex/gender 

identities exist in contemporary Thai culture that are absent from or illegible to Western 

sex/gender frameworks. This contests the assumption that vectors of colonial/crypto-

colonial67 powers act in linear ways, or that modern Thai genderscapes are merely a 

product of Western influence. This is one iteration of how globalization acts as what 

Appadurai terms a “deeply historical, uneven, and even localizing process…[that] does 

not necessarily or even frequently imply homogenization or Americanization.”68 Ong and 

Peletz have applied the concept of the local work of globalization specifically to 

Southeast Asia, stating in Bewitching Women, Pious Men, that “gender identities are not 

made exclusively according to local knowledges, but in ever widening geographies of 

production, trade, and communications…[shaped by] (p)rocesses of state and nation 

                                                
66 “Businesswoman Hopes to Become Thailand’s First Transgender Prime Minister,” The Independent, 

February 15, 2019, https://www.independent.co.uk/news/world/asia/thailand-first-transgender-prime-

minister-lgbt-election-pauline-ngarmpring-candidate-bangkok-a8780446.html. 
67 Though Thailand is the only Southeast Asian nation that was not formally colonized by a European 

power, some scholars, notably Michael Herzfeld, postulate that colonization still occurred, if not in name 

then in practice. See Herzfeld, Michael. "The Absence Presence: Discourses of Crypto-colonialism." The 

South Atlantic Quarterly 101, no. 4 (2002): 899-926. Herzfeld asserts that Thailand is an example of that 

“curious alchemy whereby certain countries, buffer zones between the colonized lands and those as yet 

untamed, were compelled to acquire their political independence at the expense of massive economic 

dependence, this relationship being articulated in the iconic guise of aggressively national culture fashioned 

to suit foreign models. Such countries were and are living paradoxes: they are nominally independent, but 

that independence comes at the price of a sometimes-humiliating form of effective dependence.” (900-901) 
68 Arjun Appadurai, Modernity at Large: Cultural Dimensions of Globalization (Minneapolis: University of 

Minnesota Press, 1996).s, pg. 17 
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formation, global economic restructuring, and overseas labor migration…that cut across 

national boundaries.”69  

In Thai, the term phet is used to describe both sexuality and gender. In contrast, 

contemporary Western sex/gender systems often treat gender and sexuality distinctly, 

with discrete categories of sexualities that indicate the gender(s) of people to whom one 

is attracted and categories of gender identities that describe the self. The landscape of 

Thai sex/gender, however, contains a constellation of phet, which each encapsulate an 

assumed identity of self as well as the identity of possible sexual/romantic partners. Thus, 

though the terms phu chai and phu ying directly translate to “man” and “woman,” both 

imply that the person in question is heterosexual and cisgender. Those who are not phu 

chai or phu ying (not heterosexual, cisgender men or women) are commonly collectively 

referred to as phet thee sam70 or kon mee khwam lhak lhay thang phet.71  D.B. Käng 

suggests that Thai phet should be conceptualized as a localized genderscape, a “terrain of 

archetypes in which fields of power, morality and experience shape its continually 

shifting boundaries over time.”72 Throughout this thesis, I use both “genderscape” and 

“sex/gender system” to capture the fluidity of these archetypes as a landscape as well as 

the rigidity with which phet roles are written on the body as a system.  

The most well-known Thai “third-gender,” kathoey refers to assigned-male-at-

birth people who, as the colloquial phrasing goes, “have the body of a man but the heart 

of a woman.” In Western society and certain communities in Thailand, such as in 

                                                
69 Aihwa Ong and Michael G. Peletz, Bewitching Women, Pious Men: Gender and Body Politics in 

Southeast Asia (University of California Press, 1995)., 8 
70 Third-gender, somewhat outdated 
71 People with sexual and gender diversity, more politically correct term 
72 Dredge Byung’chu Käng, “Kathoey ‘In Trend’: Emergent Genderscapes, National Anxieties and the Re-

Signification of Male-Bodied Effeminacy in Thailand,” Asian Studies Review 36, no. 4 (December 1, 

2012): 475–94, https://doi.org/10.1080/10357823.2012.741043. 
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LGBTQ+ advocacy groups, people might directly translate kathoey to mean trans 

woman, but the term kathoey is often used more flexibly than the term trans woman. 

Many people who self-identify with the term kathoey do desire to be recognized, 

medically, socially, and governmentally, as women, but some do not, and some identify 

more with a third-space of existence.73 In a 2006 study of Thai transgender identity, 

Winter reported that among 198 persons “presenting as transgendered females,”74 47% 

think of themselves as women, 36% as phuying praphet song and 12% as kathoey.75 In 

their 2007 ethnography of Thai trans youth, Costa and Matzner challenge the academic 

use of the term kathoey because “a nuanced understanding of the Thai language 

suggested ambiguous and negative connotations ascribed to the word kathoey.”76 

Certainly, kathoey is often used as a slander by those outside of the community, in the 

same vein as the slur “tranny.” Some groups in Thailand, including Thai Transgender 

Alliance (Thai TGA) are working to reclaim the term kathoey. As D.B. Käng reports, 

Thai TGA chose kathoey to use in the Thai version of their organization’s name (khreua-

khai pheuan kathoey thai) over phuying kham phet precisely because the latter term 

pathologizes trans identity as a medical disorder.77 Holding these layers of meanings 

concurrently, and as someone outside the trans Thai community, I do not refer to people 

as kathoey unless it is the term they use to describe themselves. 

                                                
73 Interviews with transfeminine Thai people, July 21, 2018, July 23, 2018, July 26, 2018 
74 Winter uses the term “transgendered,” but using the past tense of the term in this way is currently 

regarded as problematic, in the same way that people are “gay” or “Asian,” not “gayed” or “Asianed.” See 

https://www.glaad.org/reference/transgender 
75 Sam Winter BSc et al., “Thai Transgenders in Focus: Demographics, Transitions and Identities,” 

International Journal of Transgenderism 9, no. 1 (June 14, 2006): 15–27, 

https://doi.org/10.1300/J485v09n01_03. 
76 LeeRay M. Costa and Andrew Matzner, Male Bodies, Women’s Souls: Personal Narratives of Thailand’s 

Transgendered Youth (Routledge, 2007)., viii 
77 Käng, “Kathoey ‘In Trend.’” pg. 487 
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Other common identities in contemporary Thai LGBTQ+ cultures include gay78, 

tom79, dee80, and les.81 Notably, a growing non-binary82 community is developing, though, 

because of the nature of phet as a multidimensional genderscape, it could be claimed that 

many existing Thai identities are and have been non-binary for at least a good portion of 

the last century. Many of these identities linguistically derive from English terms, e.g. 

gay, tom(boy), la(dy), and les(bian), which may give the appearance that they are adopted 

from Euroamerican LGBTQ+ cultures. However, it is important to note, as Jackson 

explains in “An Explosion of Thai Identities: Global Queering and Re-imagining Queer 

Theory,” that these terms are not merely borrowed from the West.83 As one example, 

Jackson notes that though the word “gay” did arrive in Bangkok through relationships 

between Thai men and Western men in the early 1960s, the local terms “gay king” and 

“gay queen” are not a direct adoption of top/bottom roles from Western gay cultures, but 

likely etymologically related to the Kings Cinema and Queens Cinema that used to exist 

in a shopping precinct in Bangkok.84 

Additionally, even though the term “gay” is now commonly used in Thailand, at 

least in urban spaces, it is not used primarily as an adjective to describe sexuality but 

                                                
78 Costa and Matzner write that the Thai usage of “gay refers to masculine-identified men who are sexually 

attracted to other masculine-identified men, and it therefore has a more narrow meaning than its American 

English counterpart.” LeeRay M. Costa and Andrew Matzner, Male Bodies, Women’s Souls: Personal 

Narratives of Thailand’s Transgendered Youth (Routledge, 2007), 17 
79 From “tomboy”, a masculine woman whose romantic and sexual partner is a dee (Jackson 2011, 287) 
80 From “lady,” a feminine identified lesbian (Jackson 2011, 286) 
81 From “lesbian”. In some instances, denotes a woman who does not necessarily engage in gender role 

play, as either a masculine tom or feminine dee, in a romantic and sexual relationship with another woman. 

In other instances les may be understood as a feminine lesbian and conflated with dee. (Jackson 2011, 286) 
82 People who do not identify solely with either man or woman 
83 Peter A. Jackson, “An Explosion of Thai Identities: Global Queering and Re-Imagining Queer Theory,” 

Culture, Health & Sexuality 2, no. 4 (January 1, 2000): 405–424, 

https://doi.org/10.1080/13691050050174422. 
84 Peter A. Jackson, “Global Queering and Global Queer Theory: Thai [Trans]genders and 

[Homo]sexualities in World History,” Autrepart n° 49, no. 1 (2009): 9 
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rather as a noun to describe identity and subjectivity. When I asked Jerry, a 25-year-old 

student in Bangkok, what terms he uses to identify his phet, he replied, “I would say I’m 

gay I guess. I’ve felt since I was a kid that I’m not a phu chai.”85 When asked the same 

question, Jenny, a trans woman, said, “At first I might have called myself gay, but I don’t 

feel like I’m gay, I’m a sao braphet song.”86 Thus, the term gay used in Thailand coexists 

with man and trans woman, which are gender identities, whereas the term gay in the U.S. 

coexists with straight, bisexual, and other sexualities. In other words, though “Western 

sexuality labels have been borrowed…it seems that Thai society has not incorporated the 

Western sexual/gender system underlying these labels.”87 The fact that sexual/gender 

minorities in Thailand are also often referred to collectively, if anachronistically, as 

“third-gender” also illustrates this point;88 the idea of sexuality as a third gender rather 

than as a separate vector of identity is incommensurable with contemporary Western 

genderscapes.  

Jackson’s insights into the processes whereby global and local forces have shaped 

the meaning of “gay” in Thailand are still relevant, and his calls for scholars to engage 

with non-Western empirical queer studies and re-imagine queer theory to better account 

for these processes of local differentiation are much appreciated. However, one empirical 

assessment that Jackson made in 2009, that “male-to-female [m-t-f] transgenders and 

transsexuals in Thailand ignore English and reflect Thai terminologies”89 may no longer 

                                                
85 Interview, July 21, 2018  
86 Interview, July 23, 2018 
87 Ojanen, “Sexual/Gender Minorities in Thailand.” pg. 6  
88 Some of the participants in this study also use the term third gender to refer to themselves. 
89 Peter A. Jackson, “Global Queering and Global Queer Theory: Thai [Trans]genders and 

[Homo]sexualities in World History,” Autrepart n° 49, no. 1 (2009): 19 
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be true. In my own fieldwork, many participants referenced the term “trans” or 

“transgender” when I asked them to describe their phet:  

MS: In your own words, what terms would you used to describe your phet? 

Pim: In English I’d use the term transgender. In Thai, transgender means khon 

kham phet90. Phu ying kham phet or satree kham phet91. But people throughout 

society, if you’re not an academic or part of the LGBT community you might say 

sao braphet song. And the people in the country will say kathoey.  

MS: And for you personally, which term do you prefer? 

Pim: If it’s in English, like to print in a book or something, the term transgender is 

better because it means khon kham phet. There’s no stigma. It’s not like kathoey, 

it’s gotten stigmatized that you’re a bad person or something. So, it’s better to use 

transgender.92  

 

Thus, counter to Jackson’s assessment that these communities ignore English 

terminologies, it seems that in the present-day “transgender” is becoming more 

commonly used, especially by LGBTQ+ communities that interact with and are part of 

academic and activist groups. This might reflect a growth in therapeutic citizenship, 

Vinh-Kim Nguyen’s term for the model of biopolitical citizenship wherein “claims [are] 

made on a global social order on the basis of a therapeutic predicament,”93 the 

objectification and classification of citizens based on biomedical conditions. In Nguyen’s 

research, one such prominent therapeutic predicament is HIV, a biological construct, 

which is transformed by various actors into an “essentialized identity” through which 

governments may impose, as has been done in the past, eugenic and racist acts. 

Alternatively, therapeutic citizenship can be deployed as a “rallying point for 

transnational activism in a neoliberal world” in places where “widespread poverty means 

that neither kinship nor a hollowed-out state can offer guarantees against the vicissitudes 

                                                
90 Literally “person of crossed gender;” the Thai translation of “trans” 
91 Trans woman/trans lady 
92 Interview, June 6, 2018 
93 Vinh-Kim Nguyen, “Antiretroviral Globalism, Biopolitics, and Therapeutic Citizenship,” in Global 

Assemblages: Technology, Politics, and Ethics as Anthropological Problems, ed. Aihwa Ong and Stephen J 

Collier (Malden, MA: Blackwell Publishing, 2005), 126 
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of life.”94 Some activists have wielded therapeutic citizenship in Thailand as a strategy 

for making claims to political rights. As discussed by DB Käng, Nok Yollada has used 

the World Health Organization’s (WHO) International Classification of Diseases (ICD) 

to argue that she suffers from gender identity disorder, which has been treated by gender-

affirmations surgery (GAS,) and thus the government should fully recognize her as a 

woman.95 According to Käng, this argument also rests on an appeal to the symbolic 

power of international standards, against which Thailand is perceived as backwards and 

underdeveloped, whether in terms of economic, infrastructural, moral, or humanitarian 

development.96 Here, there exists a continuity between Siam’s anxiety about being 

perceived as “civilized” or not and the rhetorical power of discursive acts which present 

Thailand as backwards in the present day.  

Though Jackson’s empirical assessment about the relevance of the term 

transgender no longer holds, Jackson’s assessment that hybridized models of global 

queering must engage both political economy and anthropology to account for the 

universalizing as well as the localizing remains true.97 Discussions of Thai LGBTQ+ 

healthcare must engage several streams of conversation involving national health 

infrastructure, global grant structures, local queer identities, global queer identities, 

international health standards, local health frameworks, and more. These intersections 

illuminate the points of tension in which globalizing forces may be at odds with or 

incommensurable with local dynamics. Winter examines one such point of tension—the 

                                                
94 Ibid., 143 
95 Käng, “Kathoey ‘In Trend,’” 487-488 
96 Ibid. 
97 Jackson, Peter A. “Global Queering and Global Queer Theory: Thai [Trans]genders and 

[Homo]sexualities in World History.” Autrepart n° 49, no. 1 (2009): 28 

https://www.zotero.org/google-docs/?pxGN2s
https://www.zotero.org/google-docs/?pxGN2s
https://www.zotero.org/google-docs/?pxGN2s
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failure of the Standards of Care (SOC) published by the World Professional Alliance for 

Transgender Health’s (WPATH) to account for the different ways young trans people 

interact with medical institutions worldwide and the lack of involvement of the 

international trans community in writing the SOC.98 These criticisms seem to have 

landed; the seventh version of the SOC now includes many statements contextualizing 

the limitations of the SOC to sufficiently reflect the unique genderscapes between and 

within countries, and the writing for the eighth version of the SOC is in progress, 

including sections on terminology and global considerations. 

Thai Health/Healthcare/Well-Being 

 

 LGBTQ+ health, and in particular, trans health, is one of many health fields in 

which the lines between cosmetic/elective vs. therapeutic/medically necessary are 

blurred. Health-based vs. cosmetic fitness, mammoplasty vs. cosmetic breast reduction, 

and cosmetic vs. medical dermatology are a few of the binaries within which bodies are 

entangled among ideals of how humans should look, feel, and act, and what types of 

deviance from these ideals are biomedical vs. social. Often, these differences do not 

depend on the inherent qualities of the intervention itself, but the intended purpose as 

defined by intentions of both the producers and consumers.99 Thus, botox used in the 

underarms to prevent excessive sweating is considered a therapeutic application, while 

botox used to lighten frown lines is a cosmetic application. A fragrance marketed to 

                                                
98 Sam Winter, “Cultural Considerations for the World Professional Association for Transgender Health’s 

Standards of Care: The Asian Perspective,” International Journal of Transgenderism 11, no. 1 (January 

2009): 19–41, https://doi.org/10.1080/15532730902799938. 
99 Center for Food Safety and Applied Nutrition, “Laws & Regulations - Is It a Cosmetic, a Drug, or Both? 

(Or Is It Soap?),” WebContent, accessed February 23, 2019, 

https://www.fda.gov/cosmetics/guidanceregulation/lawsregulations/ucm074201.htm. 
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promote attractiveness is a cosmetic, while a fragrance marketed to provide aromatherapy 

is a drug.  

This thesis likewise tiptoes along these borders: when is a silicone injection 

cosmetic, and when it is a panacea to gender dysphoria? As the WPATH SOC note,  

Although it may be much easier to see a phalloplasty or a vaginoplasty as an 

intervention to end lifelong suffering, for certain patients an intervention like a 

reduction rhinoplasty can have a radical and permanent effect on their quality of 

life, and therefore is much more medically necessary than for somebody without 

gender dysphoria.100 

 

Without further pathologizing gender dysphoria or gender identity disorder as medical 

illnesses, I assert that healthcare institutions which ignore how LGBTQ+ mental and 

physical health are intertwined with the social treatment of LGBTQ+ bodies are 

committing a form of institutional erasure.101 

 It is not within the scope of this thesis to discuss how biomedicine recognizes a 

condition (or certain set of conditions), names it, and classifies it as a disease that 

warrants medical intervention.102 However, for the purpose of this thesis, I am 

operationalizing a broad and generous definition of health, healthcare, and well-being. 

The Thai state classifies gender affirmation surgery as cosmetic, but to many of my 

participants it is medically necessary. As a rough guide, I defer to Sam Winter’s 

discussion of the health needs of trans people worldwide, which also includes the health 

needs of the LGBTQ+ community more broadly, which are “to enjoy good mental, 

                                                
100 Eli Coleman et al., “Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People, Version 7,” International Journal of Transgenderism 13, no. 4 (July 2012): 165–

232, https://doi.org/10.1080/15532739.2011.700873. 
101 Greta R. Bauer et al., “‘I Don’t Think This Is Theoretical; This Is Our Lives’: How Erasure Impacts 

Health Care for Transgender People,” The Journal of the Association of Nurses in AIDS Care: JANAC 20, 

no. 5 (October 2009): 348–61, https://doi.org/10.1016/j.jana.2009.07.004. 
102 See Lock, Margaret M. An Anthropology of Biomedicine. Second edition. Hoboken, New Jersey: John 

Wiley & Sons, Inc, 2018. 
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emotional, and physical health, living productive103 and dignified lives as valued 

members of their respective societies, without being marginalized, pathologized, or (to 

the extent that they need medical support) experiencing health care unresponsive or 

insensitive to their needs.”104   

The extent to which LGBTQ+ Thai people can rely on the healthcare systems in 

Thailand to negotiate these goals of enjoying good health and living productive lives 

depends in part on their economic status, family background, and occupational status. 

The current healthcare system in Thailand is often lauded for achieving comprehensive 

outpatient, inpatient, and emergency health care for all, something that the United States 

has yet to provide.105 However, the Thai public health system is also often criticized by 

Thai citizens, including a majority of those interviewed in this study, due to concerns 

regarding inequity in care, long wait times, and the financial sustainability of the system. 

After the election of Thaksin Shinawatra and the landslide victory of his Thai Rak 

Thai party in 2001, Thailand passed the National Health Security Act (NHSA) which 

mandated universal health coverage, expanding health coverage to 18.5 million people 

who previously had no health insurance.106 Previously, four health schemes providing 

health insurance existed in Thailand: the civil servants medical benefit scheme, 

introduced in the 1960s for civil servants and their dependents up to 20 years of age; the 

                                                
103 Employing “productivity” as a metric for well-being is rightly criticized. I would utilize “productive” as 

a measure of personal satisfaction and fulfillment.   
104 Winter, Sam. “Cultural Considerations for the World Professional Association for Transgender Health’s 

Standards of Care: The Asian Perspective.” International Journal of Transgenderism 11, no. 1 (January 

2009): 37. https://doi.org/10.1080/15532730902799938. 
105 Sue George, “What Thailand Can Teach the World about Universal Healthcare | Health Revolution | The 

Guardian,” accessed March 10, 2019, https://www.theguardian.com/health-

revolution/2016/may/24/thailand-universal-healthcare-ucs-patients-government-political. 
106 Pongpisut Jongudomsuk et al., The Kingdom of Thailand Health System Review, 5th ed., vol. 5 (Manila: 

World Health Organization, 2015). 
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low-income card scheme introduced in the 1970s for low-income people, elderly people, 

children below 12 years of age, and disabled people; the voluntary health card scheme 

introduced in the 1980s that provided equal matching between payments made by 

households and the Ministry of Public Health; and the social security scheme introduced 

in the 1990s provided by private firms to employees.107 However, prior to 2002, gaps in 

coverage meant that millions of people, particularly those employed in the informal 

economy, lacked coverage.108 After 2002, the funding for the low-income and voluntary 

health card schemes were pooled together, along with the Ministry of Public Health 

budgets for public hospitals and other health facilities, in order to establish the Universal 

Coverage Scheme (UCS) that all Thai citizens can utilize.109 The Civil Servant Medical 

Benefit Scheme (CSMBS) and Social Health Insurance Scheme (SHI) still exist, 

providing health insurance to civil servants and their dependents and private sector 

employees, respectively. Following the implementation of the NHSA, between 2002 and 

2011 public expenditure on health increased from 63% to 77%, while out-of-pocket 

expenditure decreased from 27.2% to 12.4% of total health spending.110 Most participants 

in this study utilize one of these three schemes, though a handful of participants utilize 

private health insurance outside of these schemes.  

Though the Thaksin government was deposed by a military coup in 2006, the 

UCS remains an immensely popular policy. As one doctor told me casually, “No matter 

what you think of Thaksin, the 30-baht scheme really changed peoples’ lives.”111 In one 

                                                
107 Adrian Towse, Anne Mills, and Viroj Tangcharoensathien, “Learning from Thailand’s Health Reforms,” 

BMJ 328, no. 7431 (January 9, 2004): 103–5, https://doi.org/10.1136/bmj.328.7431.103. 
108 Ibid.  
109 Ibid.  
110 Jongudomsuk et al., The Kingdom of Thailand Health System Review. 
111 Personal communication, August 12, 2018 
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article by The Isaan Record reporting on the upcoming Thai elections, a constituent said, 

“even though I don’t particularly like the candidate in this constituency, I’m still going to 

vote for the same old party because the 30-baht [healthcare] policy is what keeps us 

alive.”112  

While the achievements of the Thai healthcare system since 2002 and the 

favorable “pro-poor” outcomes do deserve recognition, this thesis aims to illuminate 

patients whose needs and health are not recognized or addressed by this system, who, 

because of their position within Thai genderscapes and their other positions of 

marginalization within Thai society, are still rendered unseen and uncared for. 

Throughout this thesis, I will show how these national and transnational discourses shape 

the health, healthcare, and well-being of LGBTQ+ Thai people by situating participant 

narratives in historical and contemporary sex/gender structures linked to state interests in 

Thailand, localized conversations occurring within the development of global queer 

identities, and the context of scientific knowledge. In the next chapter, I focus on 

unpacking this last point, the context of scientific knowledge in relation to LGBTQ+ 

healthcare in Thailand.  

  

                                                
112 “Election Season, like a Fish Sauce Seller Passing by - The Isaan Record,” accessed March 19, 2019, 

https://isaanrecord.com/2019/03/16/election-mood-villages-kk/. 
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Chapter 3: State of the Art 

 

 Over the course of my three months of fieldwork across various cities in Thailand, 

I found that most of the barriers to healthcare faced by participants were not biomedical 

in nature, nor could they be addressed by a biomedical intervention. Financial instability, 

prejudice, and structural discrimination are not problems of innovation or technology but 

rather equity and justice. One of the handful of biomedical obstacles participants shared 

with me involved one of the most visible aspects of LGBTQ+ health: vaginoplasty, or the 

surgical creation of a vagina.  

 In this chapter, I discuss the medical, historical, and political context of 

vaginoplasty in order to open it up as an ongoing site of contestation with unresolved 

problematics of social power, economics, politics, and ontology. These problematics 

must be considered in the medical device design process, not as a prelude or side note, 

but as central to the device itself. For the community of engineers and applied scientists, 

centering our engineering around lived experiences of the world allows us to better 

interrogate the decisions we make and do not make, forcing us out of the view from 

nowhere and into the light of public and self-scrutiny.  

Berlin to Bangkok: Understanding Vaginoplasty  

 

There is no objective start point for the history of vaginoplasty. Some authors 

trace concepts of vaginoplasty back to Hippocrates and Celsus, and attempts at 

neovaginal reconstruction for people with vaginal agenesis113 dates, by some counts, as 

                                                
113 The history of therapies and surgeries targeting vaginal agenesis elicits many questions, including, 

when, how, and why did people (in the West) start believing having either a vagina or a penis is a necessary 

condition of existence, even outside the context of gender confirmation? That history is beyond the scope 

of this thesis, but I would like to bring up at least one example from the archive, wherein Robert Abbe 

describes treating a patient who did not have a vagina, whose previous doctor, “found what he supposed to 

be a very small orifice through a tough hymen and introduced a blunt knife through it, splitting the 
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far back as 400 BC.114 Certainly, a long and rich history of transgender surgery by 

transgender communities outside the purview of Western biomedicine exists115, but for 

the purposes of this review I will focus on the genealogy of contemporary vaginoplasty, 

as my device design process was conducted in the context of formal healthcare and 

surgical institutions. 

 In 1898, Robert Abbe published a procedure for construction of a neovagina for 

patients with congenital absence of the vagina, now known as Mayer-Rokitansky-Kuster-

Hauser syndrome.116 Abbe’s report of that operation was lost for nearly 40 years until the 

report was re-discovered by Archibald McIndoe in 1938, who went on to pioneer the 

McIndoe technique for vaginal reconstruction, which involves “surgical creation of a 

vagina in between the bladder and the rectum and the successive lining with a dermal 

graft.”117 Modified versions of the McIndoe technique are still used to create a neovagina 

for patients with vaginal agenesis. While these surgeries were conducted on people 

socially classified as women, and therefore are not completely continuous with the 

concept of vaginoplasty as gender affirmation surgery, the techniques developed are 

relevant to the development of techniques for vaginoplasty. 

                                                
posterior wall well back on the perineum.” Subsequently, “after a fortnight of wretched existence, during 

which [her] ignorant husband had frequent intercourse into her bladder in spite of her suffering,” the patient 

was brought to Dr. Abbe, who diagnosed, “an absence of vagina, uterus, and ovaries.” (Abbe, 1898, 837). 

Some relevant questions that arise from this anecdote include - who decides what is and is not acceptable to 

have in our nether regions, and for whom? What is the role of medical professionals in arbitrating and 

acting out these mandates? 
114 Trevor Viegas, Raja Thomas, and Norman L. Guido, “An Improvised Mould for Vaginoplasty,” British 

Journal of Plastic Surgery 42, no. 4 (July 1989): 487–89, https://doi.org/10.1016/0007-1226(89)90021-0. 
115 See Reddy, Gayatri. With Respect to Sex: Negotiating Hijra Identity in South India. Worlds of Desire. 

Chicago: University of Chicago Press, 2005. for a discussion of nirvan (physical genital excision operation) 
116 Robert Abbe, “New Method of Creating a Vagina in a Case of Congenital Absence,” Medical Record 

(1866-1922); New York 54, no. 24 (December 10, 1898): 836–838. 
117 Pierluigi Benedetti Panici et al., “Vaginal Reconstruction with the Abbè-McIndoe Technique: From 

Dermal Grafts to Autologous in Vitro Cultured Vaginal Tissue Transplant,” Seminars in Reproductive 

Medicine 29, no. 1 (January 2011): 45–54, https://doi.org/10.1055/s-0030-1268703. 
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In the early 1900s, some of the first surgical cases of vaginoplasty for the explicit 

purpose of sex-change were reported, most notably in the Institut für Sexualwissenschaft, 

a private sexology institute in Germany that was burned down by Nazi youth brigades in 

1933. The founder of the Institut für Sexualwissenschaft, Magnus Hirschfield, coined the 

term “transsexualism,” and Hirschfield’s colleague Harry Benjamin later developed this 

clinical category in his work in the United States.118 Harry Benjamin became known as 

one of the first medical professionals to provide affirmative treatment paths for 

transgender patients. In 1979, the Harry Benjamin International Gender Dysphoria 

Association, now known as the World Professional Association for Transgender Health 

(WPATH), was formed to “promote evidence based care, education, research, advocacy, 

public policy, and respect in transgender health.”119 Currently WPATH publishes the 

Standards of Care and Ethical Guidelines (SOC), which provides the most up-to-date 

guidelines of psychiatric, psychological, medical, and surgical care for patients with 

gender dysphoria. These standards of care have become institutionalized practice in 

clinics conducting gender confirmation procedures worldwide.120 Some of my participants 

described how these SOC were implemented in their own experiences of vaginoplasty. 

For example, Olivia, a transgender woman who lives in Bangkok, said: 

During my case the documentation was incorrect...the hospital just wrote ‘there 

are no physical obstacles to gender reassignment surgery,’ but the standards of 

this clinic are in line with - there are laws set by the WAPTH [sic] or something 

like this, you can look it up - which requires explicit gender dysphoria - not being 

                                                
118 Loren Schechter, ed., Surgical Management of the Transgender Patient (Elsevier, 2018), 

https://doi.org/10.1016/C2016-0-00454-0: 4-5 
119 “Mission and Vision - WPATH World Professional Association for Transgender Health,” accessed 

February 10, 2019, https://www.wpath.org/about/mission-and-vision. 
120 Prayuth Chokrungvaranont et al., “The Development of Sex Reassignment Surgery in Thailand: A 

Social Perspective,” The Scientific World Journal 2014 (March 19, 2014), 

https://doi.org/10.1155/2014/182981. 
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satisfied with your phet. This clinic really follows these guidelines because they 

collaborate with foreign customers.121  

 

From Olivia’s point of view, the reason that the clinic in which she received GAS 

utilizes WPATH standards is because they cater to international patients, not because the 

SOC are the most suitable guidelines for all contexts.  

The Fountain of Vaginoplasty: Medical Tourism in Thailand 

 

The first sex-change surgery performed in Thailand was conducted in 1975 by Dr. 

Preecha Tiewtranon, known as the pioneer of gender affirmation surgery in Thailand.122 

While the early decades of gender affirmation surgery in Thailand predominantly catered 

to Thai patients, who made up 95% of SRS123 patients in Thailand between 1985 and 

1990, by 2012, roughly 90% of SRS patients in Thailand were foreigners, according to 

data collected from interviews with Thai surgeons who conduct GAS in Thailand.124 In 

her book Redefining Realness, Janet Mock describes engaging in sex work as a teenager 

in order to save up money for a trip to Thailand, where she underwent GAS, specifically, 

vaginoplasty.125 Janet Mock is one of many non-Thai people who have travelled to 

Thailand explicitly to receive vaginoplasty -- so many, that Thailand has been called a 

“global gender-change destination.”126  

                                                
121 Interview, July 21, 2018 
122 “How Thailand Became a Global Gender-Change Destination,” Bloomberg.Com, October 26, 2015, 

https://www.bloomberg.com/news/features/2015-10-26/how-thailand-became-a-global-gender-change-

destination. 
123 SRS (sex reassignment surgery) is the language used by the authors of this article, but this language is 

outdated. Preferred language includes gender affirmation surgery and gender confirmation surgery.  
124 Chokrungvaranont et al., “The Development of Sex Reassignment Surgery in Thailand.” 
125 Janet Mock, Redefining Realness: My Path to Womanhood, Identity, Love & so Much More, First Atria 

books hardcover edition. (New York: Atria Books, 2014). 
126 “How Thailand Became a Global Gender-Change Destination,” Bloomberg.Com, October 26, 2015, 

https://www.bloomberg.com/news/features/2015-10-26/how-thailand-became-a-global-gender-change-

destination. 
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This transition from predominantly Thai to foreign GAS patients occurred within 

the context of Thailand’s shift towards becoming a, if not the, top destination for medical 

tourism in general. In 2005, the American television program 60 Minutes released a 

special on Bumrungrad Hospital, the largest hospital in Southeast Asia, emphasizing the 

world-class medical care provided with VIP-level service at lower costs, making it more 

desirable even than many health care centers in the Global North. After the 60 Minutes 

special, hospital staff received over 3000 emails from Americans interested in travelling 

to Thailand and receiving medical services at Bumrungrad.127 As a result of events such 

as these, the Thai government came to view medical tourism as an explicit component of 

the nation’s economic growth and development. 

While the term medical tourism typically evokes flows of bodies and capital 

between the Global North and the Global South, there is also a growing trend of South-

South medical tourism. In recent years, Thailand has experienced an influx of patients 

from neighboring countries—Laos, Cambodia, and Myanmar, who, instead of taking an 

overnight flight, cross the border by land to seek healthcare in Thai hospitals. Unlike 

most medical tourists from the Global North, who seek out luxury care in privately 

owned hospitals such as Bumrungrad and the Bangkok Dusit Medical Services (the 

hospitals that have agents positioned in the Suvarnabhumi Airport arrivals terminal), 

these transnational Southeast Asian patients are more likely to be seeking care in Thai 

public hospitals. This contributes to the stratification of medical tourism, one stratum 

composed of desirable, capital-generating (white) Western bodies, and one composed of 

“parasitic” (brown) masses overflowing the borders to benefit from other people’s tax 

                                                
127 J. Connell, Medical Tourism (Wallingford: CABI, 2011), 7  
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money. On a trip to my father’s home-province on the border between Thailand and 

Cambodia, relatives mentioned that these days the district hospital has more Cambodian 

patients than Thai patients. Though their tone was humorous, there is certainly an 

underlying anxiety that Thai public and government facilities are being “overrun” with 

poorer, browner bodies leeching off a system that should only cater to Thai people. In an 

interview with one case manager, I was told that when he took a non-Thai patient to a 

public hospital in Bangkok, the nurse responded, “We’re not taking aliens anymore. We 

already have too many Thai people.”128 

Another pressing, yet less visible, concern is the provision of care to refugees and 

stateless people. The idea that refugees, stateless people, and Southeast Asian patients 

have an inherent right to utilize the Thai public health system is intrinsically more 

justifiable to me than the idea that medical tourists from the Global North should be 

allowed to access care in private Thai hospitals, or that these hospitals should be allowed 

to structure their entire business models around catering to affluent foreign patients. 

However, as in Janet Mock’s case, wherein a black, trans woman in the United States is 

marginalized by the compounding effects of racism, transphobia, and misogynoir,129 I 

also would not argue that patients like her should not benefit from accessing cheaper 

services abroad. Especially in countries like the United States where neoliberal reforms 

have gutted public healthcare institutions, many citizens of countries in the Global North 

are becoming increasingly alienated from accessing affordable care. Medical tourism is 

merely one manifestation whereby the logics of market capitalism have failed to provide 

                                                
128 Interview, July 19, 2018 
129 Misogynoir is a term coined by Moiya Bailey in 2010 to describe Black women’s experiences of anti-

Black racist misogyny. See Bailey, Moya, and Trudy. “On Misogynoir: Citation, Erasure, and Plagiarism.” 

Feminist Media Studies 18, no. 4 (July 4, 2018): 762–68. https://doi.org/10.1080/14680777.2018.1447395. 

https://doi.org/10.1080/14680777.2018.1447395
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the means for living an adequate life. Thus, there are multitudinous forces at play wherein 

people who are marginalized from healthcare systems globally are acting in the best 

interests of their health and well-being, while these global flows of medical tourists 

significantly impact domestic Thai healthcare provision.  

The literature on the effect of medical tourism on Thai people’s access to 

vaginoplasty in Thailand is divergent. Aizen Azura’s ethnography of a Thai gender 

reassignment surgery (GRS) clinic suggests that these clinics deploy self-orientalization 

in order to attract foreign clientele, who then come to narrate their GRS experience in 

Thailand as magical, transformative, Orientalist experiences.130 This perspective was 

corroborated by Olivia, who had her vaginoplasty procedure performed by a surgeon at a 

well-known clinic outside of Bangkok. She spoke in awe of the clinic, “It was so 

beautiful and luxurious. Once you walk in, the inside is decorated all with ornate 

furniture—Thai style furniture with the detailing and everything. It really attracts foreign 

customers.”131 But does this operationalizing of Thainess as a commodity for foreign 

consumption, and the associated structuring of GAS clinics towards foreign clientele, 

constrain Thai people’s access to GAS?  

Because GAS is considered cosmetic surgery in Thailand and is not covered by 

government or private insurance programs, expenses must be paid out-of-pocket for 

patients. Thus, inherently, poor and low-income trans women are unable to access, or 

find difficulty accessing, this expensive, privatized commodity. As to whether the influx 

of foreign clientele exacerbates this,by increasing demand and driving prices up such that 

                                                
130 Aren Aizura, “The Romance of the Amazing Scalpel:: ‘Race’, Labour, and Affect in Thai Gender 

Reassignment Clinics,” in Queer Bangkok: 21st Century Markets, Media, and Rights, ed. Peter A. Jackson 

(Hong Kong University Press, HKU, 01), 143–62, https://www.jstor.org/stable/j.ctt1xwdfx. 
131 Interview, July 21, 2018 
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Thai patients cannot keep up with the costs, Noree et al. argue that this isn’t actually the 

case because “medical tourism is on such a small scale in Thailand that its effect on the 

domestic health system is marginal.”132 However, Noree et al.’s conclusion is 

questionable, considering their findings are based on a subjective interpretation that $US 

900 million of gross tourism revenue from medical tourists in 2012 is “small scale,” even 

though this is roughly 7.8% of the domestic general government health expenditure.133 

Furthermore, Noree et al. concede the possibility that, “If such tourism does have any 

detrimental effect it is likely to be primarily via its impact on the distribution of doctors.” 

They do not further address this point directly, possibly because such a consideration 

would undermine the goals of the principal author’s employer, the Thai Ministry of 

Public Health.  

A 2010 Credit Suisse report advising investment interests in the Thai healthcare 

sector indicated that, “Due to their strong reputation, both BGH and BH134 have been able 

to attract doctors from the public sector (where the compensation is 7-8x lower than 

private hospitals).”135 Together, these hospitals dominated 77% of the medical tourist 

market share in 2010. A previous study in 2011 by NaRanong and NaRanong on the 

effects of medical tourism on the economy, health staff, and medical costs in Thailand 

concludes that medical tourism is related to the shortage of physicians and the increase in 

                                                
132 Thinakorn Noree, Johanna Hanefeld, and Richard Smith, “Medical Tourism in Thailand: A Cross-

Sectional Study,” Bulletin of the World Health Organization 94, no. 1 (January 1, 2016): 30–36, 

https://doi.org/10.2471/BLT.14.152165. 
133 In 2015, GGHE-D as % of GDP in Thailand was 2.9, according to the WHO’s “Health Financing Profile 

2017 Thailand.” The World Bank reports that Thailand’s GDP in 2015 was US$ 401.4 billion. 
134 Bangkok Dusit Medical Services and Bumrungrad Hospital, respectively. In their analysis, Credit Suisse 

reported that Bumrungrad’s foreign ownership in 2010 was approximately 50%, and Bangkok Dusit 

Medical Services’s foreign ownership approximately 10%, thus, BGH was characterized as “underowned” 
135 Thaniya Kevalee and Siriporn Sothikul, “Thailand Healthcare Sector” (Credit Suisse - Asia 

Pacific/Thailand, September 13, 2010), https://research-doc.credit-

suisse.com/docView?language=ENG&source=ulg&format=PDF&document_id=860211131&serialid=Ner

Rz%2BfMC1PmoWKPZFMF7g%2F1n8cda2kZu%2FQOL%2FiJ3y0%3D. 
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fees for those accessing health services outside of the public healthcare system in 

Thailand. They argue that because medical education in Thailand is heavily funded by 

taxpayers, the extra income generated (primarily in the private sector) by medical tourism 

should not supersede the welfare of Thai citizens. Olivia commented on how this plays 

out for trans women seeking vaginoplasty:  

We’re your guinea pigs for you to improve your reputation for surgery, for you to 

practice your skills so that your standards get higher and higher and higher. You 

move higher and your costs also get higher, while we’re poor—other people are 

poor, they can’t access it. It’s impossible for them to access it. You don’t think 

about the real patients. You just think about, ok, we’re humanitarians for women 

who have to live with the pain of being in a man’s body. She needs to get 

treatment, to get surgery. Right, but since you make it so commodified, you don’t 

really empathize with them in this way.136      

 

 Thus, while globalizing forces have made gender-affirming vaginoplasty more 

accessible to patients in Global North countries, patients in the Global South are being 

increasingly marginalized from access.  

Local Biologies 

 

In Surgical Management of the transgender patient, Schecter writes:  

 

Congruent genitalia can allow an individual to experience harmony between one’s 

body and self-identity, appear nude in social situations without violating taboos 

(ie, bathrooms, locker rooms, physician offices), and, in some states, have legal 

identification concordant with their physical appearance.137 

 

Similarly, the 7th edition of the WPATH Standards of Care state: 

 

While many transsexual, transgender, and gender nonconforming individuals find 

comfort with their gender identity, role, and expression without surgery, for many 

others surgery is essential and medically necessary to alleviate their gender 

dysphoria (Hage 55 & Karim, 2000). For the latter group, relief from gender 

dysphoria cannot be achieved without modification of their primary and/or 

                                                
136 Interview, July 21, 2018 
137 Schechter, 17 

https://www.zotero.org/google-docs/?7yyNCu
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secondary sex characteristics to establish greater congruence with their gender 

identity. Moreover, surgery can help patients feel more at ease in the presence of 

sex partners or in venues such as physicians’ offices, swimming pools, or health 

clubs. In some settings, surgery might reduce risk of harm in the event of arrest or 

search by police or other authorities.138 

 

Both of these texts reference the socially informed repercussions—in the form of 

shame, anxiety, or threats to physical safety —faced by trans people who, as a result of 

these threats, must often hide their trans identity, or “pass.” Gender affirmation surgery is 

often one component of passing, because, as Schechter notes, trans people may not be 

allowed to change their legal identification to reflect their gender identity and expression 

unless they have undergone GAS. The National Center for Transgender Equality reports 

that in Alabama, Georgia, Iowa, Kentucky, Louisiana, Oklahoma, South Carolina, 

Tennessee, Texas, Wyoming, a proof of surgery, court order, or amended birth certificate 

is required in order to change one’s gender on a driver’s license (and often, the court 

order or amended birth certificate themselves requires a proof of surgery).139  

Thus, while the process of vaginoplasty itself is enacted in the biomedical 

regime—requiring advanced training in plastic surgery and urogynecology—

vaginoplasty does not exist outside of, and may be entirely constituted by, our social and 

political regimes. If we accept, as Butler posits, that there is no pre-existence of “true sex, 

discrete gender, and specific sexuality [as]...stable point[s] of reference,”140 then how do 

                                                
138 Eli Coleman et al., “Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People, Version 7,” International Journal of Transgenderism 13, no. 4 (July 2012): 165–

232, https://doi.org/10.1080/15532739.2011.700873. 
139 “How Trans-Friendly Is the Driver’s License Gender Change Policy in Your State?” (National Center 

for Transgender Equality, February 2019), 

https://transequality.org/sites/default/files/docs/id/Drivers%20License%20Grades%20Feb%202019.docx. 
140 Judith Butler, Gender Trouble: Feminism and the Subversion of Identity, Thinking Gender (New York: 

Routledge, 1990): 88 

https://www.zotero.org/google-docs/?p8lm3w
https://www.zotero.org/google-docs/?p8lm3w
https://www.zotero.org/google-docs/?p8lm3w
https://www.zotero.org/google-docs/?p8lm3w
https://www.zotero.org/google-docs/?p8lm3w
https://www.zotero.org/google-docs/?SsmL6J
https://www.zotero.org/google-docs/?SsmL6J
https://www.zotero.org/google-docs/?SsmL6J
https://www.zotero.org/google-docs/?fU0zAr
https://www.zotero.org/google-docs/?fU0zAr
https://www.zotero.org/google-docs/?fU0zAr
https://www.zotero.org/google-docs/?fU0zAr
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we account for the forces at work motivating the global rise in rates of vaginoplasty, 

beyond the fact that more trans people are able to safely and financially access 

vaginoplasty? After all, if gender is not a stable category across time or space, then what 

types of links between knowledge, values, and lived experience motivates the 

relationship between gender and genitalia? What would it mean to live in a world where 

trans people did not feel unease in the presence of sex partners, physicians’ offices, or 

health clubs, because contemporary assumptions about someone’s physical appearance 

and their genitalia simply didn’t exist? What would it mean for the state to be completely 

disinvested in regulating which citizens have which genitals, and how people have those 

genitals? What would the types and forms of GAS available look like in that world? 

 Questioning the fixity of our local present circumstances also demands 

questioning the entities tasked with producing knowledge about the present and advising 

on future directions. Though the 7th edition of the WPATH SOC acknowledges the 

localized nature of “social attitudes towards transsexual, transgender, and gender 

nonconforming people; constructions of gender roles and identities,”141 and other 

variables related to transgender health, all but one member of the SOC Revision 

Committee tasked with preparing the first draft of the SOC, Version 7 are based in the 

USA, Canada, or Europe, the one exception being Sam Winter, an Associate Professor at 

the University of Hong Kong. Though the SOC, Version 7 did consult an international 

advisory group, only two members of this group are based in countries in the Global 

South (Venezuela and the Philippines); five are in Western, predominantly white 

countries, and one member is based in Japan. Whether or not more nuanced dimensions 

                                                
141 Coleman et al., “Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People, Version 7.” 

https://www.zotero.org/google-docs/?zyL4qm
https://www.zotero.org/google-docs/?zyL4qm
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are lost from our understanding of transgender health, healthcare, and well-being as a 

result of this hegemony is neither provable nor disprovable; this impact cannot be 

assessed empirically. However, in not questioning who and how our knowledge deemed 

to be universal is developed, we may be prematurely curtailing alternative visions for 

transgender (and LGBTQ+ more broadly) health, healthcare, and wellbeing. These 

alternative visions require a commitment to unpacking and unravelling the hegemonic 

power of both Western frameworks of gender identity and the pathologization of gender 

dysphoria.  

 Locally-specific health knowledge is not a novel concept; it is the basis for the 

field of medical anthropology, which seeks to describe how the fluid, dynamic, shifting 

terrains of social, political, and cultural worlds become embodied biologically in health. 

One iteration of this concept is the framework of “culturally-competent care” which 

Betancourt et al. define as the acknowledgement and incorporation of “the importance of 

culture, assessment of cross-cultural relations, vigilance toward the dynamics that result 

from cultural differences, expansion of cultural knowledge, and adaptation of services to 

meet culturally unique needs.”142 To address these needs, the authors recommend 

“minority recruitment into the health professions, development of interpreter services and 

language-appropriate health educational materials, and provider education on cross-

cultural issues.”143 While the development of “culturally-competent care” is currently in 

vogue, it has also been met with criticism. Jonathan Metzl, for example, argues that 

focusing on the cultural domains of health can conceal disparities that arise from 

                                                
142 Jose Betancourt et al., “Defining Cultural Competence: A Practical Framework for Addressing 

Racial/Ethnic Disparities in Health and Health Care,” Public Health Reports 118, no. 4 (2016): 294 
143 Ibid.  

https://www.zotero.org/google-docs/?p1CaTa
https://www.zotero.org/google-docs/?p1CaTa
https://www.zotero.org/google-docs/?p1CaTa
https://www.zotero.org/google-docs/?p1CaTa
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inequities in political economy, e.g. inequality, discrimination, and racism.144 Rather than 

cultural competency, he argues, practitioners should focus on structural competency and 

the role of larger social inequalities. Additionally, frameworks of culturally competent 

care which grapple with the sociocultural aspects of health still assume that barriers to 

health and well-being arise in the interaction between healthcare institutions and patients 

and in how biomedical knowledge is deployed. The assumption that existing institutions 

and methodologies of healthcare provision and biomedical knowledge are fixed, 

universal, and immutable, however, remains uncontested.  

 One healthcare domain in which the universality of biomedical categories has 

been extensively critiqued is that of mental health. In Writing at the Margin: Discourse 

Between Anthropology and Medicine, medical anthropologist and psychiatrist Arthur 

Kleinman notes that biomedicine is rooted in the Western tradition of monotheism, in 

that, “The idea of a single god legitimates the idea of a single, underlying, universalizable 

truth, a unitary paradigm. Tolerance for alternative paradigms is weak or absent. The 

development of concepts is toward proof of the validity of a single version… of the body, 

of disease, and of treatment.”145 As an extension of this, biomedical psychiatry is 

ontologically oriented around a single self in a single, and “the presence of alternative 

selves or dissociated mental states… is determined as pathology. Trance and possession, 

which are ubiquitous cross-cultural processes that serve social purposes and can be 

interpersonally useful, are invariably cast by biomedical nosologies as pathology.”146 

                                                
144 Jonathan M. Metzl and Helena Hansen, “Structural Competency: Theorizing a New Medical 

Engagement with Stigma and Inequality,” Social Science & Medicine, Structural Stigma and Population 

Health, 103 (February 1, 2014): 126–33, https://doi.org/10.1016/j.socscimed.2013.06.032. 
145 Arthur Kleinman, Writing at the Margin: Discourse between Anthropology and Medicine (Berkeley: 

University of California Press, 1995), 27 
146 Ibid, 37 

https://www.zotero.org/google-docs/?dfhAeW
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Mental health is not the only domain wherein such tools have been useful in the study of 

health, well-being, illness, and disease. Margaret Lock first developed the now-

widespread theory of “local biologies” in her 1994 book Encounters with Aging: 

Mythologies of Menopause in Japan and North America, in which she argues that, 

“physical changes at the end of menstruation - as well as their subjective interpretation 

and representation - are sufficiently different to have far-reaching social and even 

political consequences.”147 Lock has since expanded extensively on this concept of local 

biologies, employing the explanatory principles of epigenetics and the microbiome in 

order to “contextualize and embed bodies in time and space.”148  

Still, there certainly are limits on the extent to which the etiology of certain health 

outcomes is locally-specific. Lock does not deny this; she explicitly states, “The intent in 

addressing the truth-claims of biomedicine is not to demonize the standardized 

‘universal’ body (an entity that is indispensable to medical practice today),” but in 

addressing these truth-claims, we can better “document the tensions and actual effects 

brought about in specific local settings when a standardized biomedicine is made use of 

for purposes of research and medical care.”149 Thus, what tensions are brought about 

when standardized biomedical regimes that dictate specific narratives of dysphoria and 

surgical management of dysphoria are used in a local setting wherein those narratives 

may not hold true?  What implications might these tensions have for our science? 

                                                
147 Margaret Lock, Encounters with Aging: Mythologies of Menopause in Japan and North America 

(University of California Press, 1994). 
148 Margaret Lock, “The Epigenome and Nature/Nurture Reunification: A Challenge for Anthropology,” 

Medical Anthropology 32, no. 4 (July 1, 2013): 296, https://doi.org/10.1080/01459740.2012.746973. 
149 Ibid. 

https://www.zotero.org/google-docs/?r01L1q
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The Art/Science/Philosophy of Vaginoplasty 

 

 The WPATH SOC section on surgery is entitled, “Sex Reassignment Surgery Is 

Effective and Medically Necessary.” Within this section, WPATH lists the criteria for 

patients receiving vaginoplasty: 

Criteria for metoidioplasty or phalloplasty in FtM patients and for vaginoplasty in 

MtF patients: 

1. Persistent, well documented gender dysphoria; 

2. Capacity to make a fully informed decision and to consent for treatment; 

3. Age of majority in a given country; 

4. If significant medical or mental health concerns are present, they must be well 

controlled; 

5. 12 continuous months of hormone therapy as appropriate to the patient’s 

gender goals (unless the patient has a medical contraindication or is otherwise 

unable or unwilling to take hormones). 

6. 12 continuous months of living in a gender role that is congruent with their 

gender identity; 

Although not an explicit criterion, it is recommended that these patients also have 

regular visits with a mental health or other medical professional.150 

 

 In the interviews conducted for this study, some participants noted that though the 

WPATH SOC are established as world standards, it seems that they are implemented in 

Thai clinics because these clinics cater to foreign clientele, rather than because these 

criteria are most relevant for Thailand. For example, very few Thai trans women will 

consult with an endocrinologist in order to establish a formal hormone therapy, but the 

overwhelming majority will begin self-prescribing hormones at a young age, as early as 

middle school and early high school, following recommendations from friends and older 

peers who are also trans.151 

                                                
150 Eli Coleman et al., “Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People, Version 7,” International Journal of Transgenderism 13, no. 4 (July 2012): 165–

232, https://doi.org/10.1080/15532739.2011.700873. 
151 See Chapter 4 
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While the WPATH SOC are written primarily in the service of advocating for 

healthcare justice and social justice for transgender patients via recommendations for 

healthcare practitioners working with transgender people, legal and governmental 

institutions generally follow the guidelines established by the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5) and the International Classification of Diseases, 

11th edition (ICD). The DSM-5 is the fifth edition of the DSM, which is published by the 

American Psychiatric Association as a taxonomic and diagnostic tool for psychiatrists to 

identify and diagnose patients’ mental illnesses. In the DSM-5, gender dysphoria in 

adolescents and adults is defined as: 

A marked incongruence between one’s experienced/expressed gender and 

assigned gender, of at least 6 months’ duration, as manifested by at least two of 

the following: 

A marked incongruence between one’s experienced/expressed gender and primary 

and/or secondary sex characteristics (or in young adolescents, the anticipated 

secondary sex characteristics). 

A strong desire to be rid of one’s primary and/or secondary sex characteristics 

because of a marked incongruence with one’s experienced/expressed gender (or in 

young adolescents, a desire to prevent the development of the anticipated 

secondary sex characteristics). 

A strong desire for the primary and/or secondary sex characteristics of the other 

gender. 

A strong desire to be of the other gender (or some alternative gender different 

from one’s assigned gender). 

A strong desire to be treated as the other gender (or some alternative gender 

different from one’s assigned gender). 

A strong conviction that one has the typical feelings and reactions of the other 

gender (or some alternative gender different from one’s assigned gender).152 

 

 The language of “the other gender,” even when appended with “(or some 

alternative gender different from one’s assigned gender)” still implies a framework of 

gender that is predominantly binary in nature. This precludes the possibility that in a 

                                                
152 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 

(American Psychiatric Association, 2013), https://doi.org/10.1176/appi.books.9780890425596. 
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given society, this model may not be most relevant or accurate. In Thailand’s 

genderscape, where gender identity and sexuality are not necessarily decoupled, 

prioritizing a binary model of gender identity does not suit many people.153 

Despite these essentialisms, Schechter notes: 

It is important to realize that the DSM-V and ICD-10 are designed to guide 

research and treatment. The designation of GID or gender dysphoria as mental 

disorders is not a license for stigmatization or for the deprivation of gender 

patients’ civil rights. In order to gain and maintain access to medical treatments, 

individuals often need a diagnosis. The change from “disorder” to “dysphoria” is 

designed to facilitate access to care without stigmatization. 

 

This characterization echoes Nguyen’s concept of therapeutic citizenship. The diagnosis 

of dysphoria is used to justify public subsidies for GAS. Prior to the trans military ban in 

the U.S., debates over the explicit exclusion of GAS from the Veteran Health 

Administration’s Health Benefits Package utilized the biomedical categorization of 

dysphoria to argue that GAS is a part of medically necessary healthcare. The legitimacy 

granted by the scientific authority of the DSM and ICD are still, often, very necessary in 

a society where trans and LGBTQ+ people are demonized and erased.154 However, 

though concretizing these experiences as disorders may be necessary to mobilize 

resources for care, they may also be reinforcing new hegemonies that then need to be 

contested and protested. Healthcare systems that operationalize transgender health within 

a binary framework of gender and sex (which medicine often still does) and categorize 

GAS as either “MTF”155 or “FTM”156 are incapable of, or less competent, at providing 

                                                
153 A binary model of gender does not truly suit any society, but in Thailand there is significant historical 

context to contest a binary model of gender as both inaccurate and colonial.  
154 Human Rights Campaign, “Trump Administration Removes Mentions of LGBTQ People from 

WH.Gov,” Human Rights Campaign, accessed March 11, 2019, https://www.hrc.org/blog/trump-

administration-removes-all-mentions-of-lgbtq-people-or-rights-from-th/. 
155 Male-to-female 
156 Female-to-male 
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care to patients who are non-binary, genderqueer, genderfluid, or a host of other 

identities.157  

This brings us back to Levins and Lewontin and the state of the art as a social 

product. In the state of the art, we can locate our political and economic priorities: what 

type of research is funded? Who is this for? In the case of vaginoplasty, a surgeon I 

interviewed in Boston admitted that there is very little written and researched on the 

actual outcomes for patients who have had vaginoplasty because there is very little 

money in this field. Vaginoplasty is simultaneously a procedure that is medically 

necessary for many trans women, and something that many other trans women have no 

desire for. It is also a tool of profit-making for the medical-industrial complex and a tool 

of regulation by the state. These contexts formulates an understanding of vaginoplasty 

that locates this medical procedure within questions of political economy, healthcare 

equity, and ontological understandings of sex/gender.  

These questions were central to my experience of designing a novel dilator for the 

dilation that trans women must perform starting one week after vaginoplasty. This 

dilation must be performed every day, multiple times a day, for up to two years after 

surgery. I found myself debating between the benefits and drawbacks of functional 

requirements that optimize for affordability and pragmatism with functional requirements 

that are more innovative and impressive from an engineering perspective. I became 

uncomfortable with the very process of designing a device that would only be accessible 

to trans women who desired and could access vaginoplasty, which represents the 

                                                
157 Sarah Berman and Laura Sciarpelletti, “Gender Affirming Surgery Can Be Expensive When You’re 

Non-Binary,” Vice (blog), March 30, 2018, https://www.vice.com/en_us/article/wj7jv9/gender-affirming-

surgery-can-be-expensive-when-youre-non-binary. 
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privileged few. I found myself questioning the uninterrogated assumptions we make 

about vaginal depth and how depth is used as a symbol for womanhood, and what types 

of narratives my device would be furthering in this regard.158  

Ultimately, I chose this device to work on, one that aids a specific narrative of 

trans womanhood—a narrative that is not universal by any means. Yet I rely on this 

narrative to be universalizable enough to make a claim about an “area of opportunity” 

that justifies a senior design engineering project. Making those claims towards 

universalizability are empirically valid; objectively, there are growing numbers of 

patients around the world seeking out and undergoing vaginoplasty. As a person who has 

never had to consider vaginoplasty, however, these claims are not necessarily mine to 

make. Yet, it was easy to forget about these questions, to believe that the questions of 

accountability and representation exist outside of Pierce Hall159 basement.    

Chapters 4, 5, and 6 are not satisfying products, from the realm of either social 

justice or design, for the communities to which I am accountable. This demands more 

personnel, resources, and political will devoted to the well-being of LGBTQ+ Thai 

people than an undergraduate thesis can provide. However, I hope they provide a 

foundation for future works at these intersections.  

In the next chapter, I show the extensive ways the Thai sex/gender system 

operates to compromise the health, healthcare, and well-being of LGBTQ+ Thai people 

in various domains of life throughout the life course. A majority of these experiences are 

                                                
158 “When Surgeons Decide What Your Anatomy Is Capable Of,” Bitch Media, accessed February 9, 2019, 

https://www.bitchmedia.org/article/pleasureless-principle-anatomy. 
159 The building that houses the Active Learning Labs in Harvard’s School of Engineering and Applied 

Sciences, where I conducted most of my design and prototyping.  
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explicitly not biomedical in nature and understanding their impacts on health can only be 

done utilizing a social determinants of health framework.  
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Chapter 4: Gender and Sexuality Throughout the Life Course  

 

Introduction 

 

Khun Mae160 Tam’s Story 

 

In the late 1960s and early 1970s, Khun Mae Tam was a masseuse in her home 

province of Udon Thani in northern Thailand. Though she ran away from home at 17 

years-old because her family could not accept that she is a kathoey, she was able to 

support herself because of the many American customers who lived on the Udon Thani 

airbase. However, after student activists chased away the Americans in the 1970s, she 

had to move to Bangkok in order to find work. There, she continued working as a 

masseuse and later performed in cabaret shows to make a living. In the following years, 

she adopted a daughter, had a Thai husband, moved to Denmark with a farang161 

husband, came back to Thailand, abandoned her farang husband, and eventually settled at 

a modest home, where she now lives. She lives a peaceful and happy life but has some 

gastrointestinal issues from disordered eating during her performance days.  

Way’s Story   

When Way, a self-identified lesbian, was in 7th grade, she contracted dengue 

fever. The hospital at which she sought care served a large area of rural Thailand—they 

could not admit her because of over-capacity. Way lived with her grandmother because 

her mother had left the family when she was young, and her father worked in a different 

city. Thus, Way drove the family motorcycle to the hospital every day for a week with 

her grandmother in the back, in order to get her blood tested every morning.  

                                                
160 “Khun Mae” means mother, and is a title conferred to Thuy because she is an elder in the community  
161 Foreigner (non-Thai), often implies white or Western foreigner 
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James’s Story  

James is a 25-year-old gay man who recently finished a master’s degree in 

cultural studies. He has been seeing a psychiatrist for his depression, and he comments on 

how many of his sexual/gender minority friends also struggle with mental health and 

depression. However, James cannot tell his mother about his mental health because he 

fears she would not let him apply for PhD programs and will try to make him stay at 

home. This would be extremely undesirable for him because of the ways his home 

society does not accept people who are members of sexual/gender minority groups.  

These are some of the stories told to me by my interview participants during my 

fieldwork. Their experiences accessing healthcare and the experiences impacting their 

general health and well-being are inextricably tied to issues of political economy, family 

structure, imperialism, labor, and other societal considerations. While I cannot 

extensively address every nuanced lived experience that is relevant to Thai sexual/gender 

minorities’ experiences of healthcare, I will discuss the themes that were most common 

and visible in my interviews.  

The domains that came up most as sites where participants described their health, 

healthcare, and well-being being affected by their LGBTQ+ identity were kinship/the 

family, school, the workplace, and media. Kinship, school, and the workplace were 

expected, as my interview guide explicitly contained questions about these experiences, 

informed by prior research. However, many participants discussed the effects of media of 

their own accord. Additionally, while the interview guide contains questions about 

families, schools, and employment, these questions were meant to provide social context. 

I was surprised to find that participants spent a majority of the interview time discussing 
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these domains outside of the formal healthcare system, and questions explicitly about 

healthcare in hospitals and clinics were not as extensively discussed.  

Of course, these domains are not mutually exclusive in reality, but for the 

purposes of clarity and providing useful categories of analysis, I will sketch the most 

relevant ways the Thai sex/gender system operates in each of these spaces to discipline 

the body at different levels of interaction (individual, interpersonal, institutional, 

community, and societal) throughout the life-course. These analyses centrally utilize 

Foucault’s theory of biopower, Nancy Krieger’s ecosocial theory of health, and Paul 

Farmer’s conceptualization of structural violence.162 With these theories serving as 

guideposts, the experiences of my participants in this study speak to two guiding 

questions: What are the causes of the marginalization of LGBTQ+ Thai people and how 

can we trace accountability for differential health outcomes? How does hegemonic 

biomedicine in the healthcare industry truncate the imaginative possibilities for queer-

inclusive163 healthcare?  

  Both Krieger and Lock emphasize the urgency of action and accountability. 

Krieger describes their work as “one necessary contribution to the urgent work of 

promoting health equity,” and Lock writes that “recognition of epigenetics raises 

profound questions about the allocation of responsibility for illness, appropriate therapies, 

questions of autonomy, and location of body boundaries that involves a rethinking of the 

political and economic investment required to ameliorate human well-being.”164 As such, 

                                                
162 See Chapter 1 
163 By this I mean, in what ways is “queer-inclusive” healthcare actually queer-assimilating, i.e. conducted 

to best assimilate queer people into a binary, cis heterosexual regime of healthcare.  
164 Nancy Krieger, “Methods for the Scientific Study of Discrimination and Health: An Ecosocial 

Approach,” American Journal of Public Health 102, no. 5 (March 15, 2012): 936–44, p. 943 

https://doi.org/10.2105/AJPH.2011.300544; Lock, “The Epigenome and Nature/Nurture Reunification.” p. 

296 
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this thesis is partly academic, but only to the end of servicing the amelioration of human 

well-being. Ultimately, I will show how the Thai sex/gender system disciplines people in 

ways that both presuppose and produce sex/gender differences, and this productive 

disciplining165 results in visceral, embodied effects on health and well-being. The urgent 

work, then, is the rectification of these inequities.  

Kinship/Intimacy/The Family   

 

 The Thai sex/gender system is implicated in the domains of kinship and intimacy 

in numerous ways that influence participants’ subjectivity, health, and healthcare. When 

asked how and when they became aware of their LGBTQ+ identities, many referenced 

their family backgrounds, often implying that their transmasculine or transfeminine 

identities were developed because of a heavily masculine close kinship group or heavily 

feminine close kinship group. Paeng, who identifies as tom, stated that her family only 

has men and so she did not like to dress in a feminine way, suggesting that her family 

makeup had a profound, even determinative, impact on her transmasculine tom 

identification. These sentiments were echoed by Thee, a 24-year old trans woman who 

tied her early feminine characteristics to growing up only around women at home. In 

contrast, Bee grew up with only boy cousins, which made her become closer to and 

desire to emulate her grandmother. Thus, participants described developing transfeminine 

or transmasculine characteristics both because they grew up around same-sex-assigned-

                                                
165 See Foucault, Michel. Discipline and Punish: The Birth of the Prison. Social Theory. New York: 

Pantheon Books, 1977. Foucault discusses the productive qualities of power, “In fact, power produces; it 

produces reality; it produces domains of objects and rituals of truth. The individual and the knowledge that 

may be gained of him belong to this production.” (14) 
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at-birth and opposite-sex-assigned-at-birth individuals. Reflecting on the gender 

composition of their home lives was often how participants described developing and 

becoming aware of their sexual/gender minority identities. From an early age, we see 

Thai LGBTQ+ people developing sexual/gender subjectivity, at least as perceived by the 

self, in relation with kinship structures. This opens up kinship as a space in which the 

sex/gender system operates to shape the lives of LGBTQ+ Thai people - not just in the 

biological family during childhood, but also throughout the life course in relationships 

with those whom one shares a “mutuality of being.”166 

In Thailand’s age-deferential society, individuals are projected into a hierarchy of 

age that possesses both universal and context-specific qualities. While deference is often 

based solely on age, variables of class, employment position, education, and other 

markers of power complicate the categories and relationships of age. Roughly, the terms 

phi and nong refer to older person/senior or younger person/junior, but someone who is 

younger than you in age might still be your phi because they have more experience than 

you in the workplace or they are in a higher year in school. Kemp’s study of kin 

terminologies in Central Thailand found that the most polite term for a wife to use in 

reference to her husband is phi, even when the wife is older than the husband.167 James 

points out how this system is often imperfect and awkward because he has a large family 

in which the cousins span a large age range: “I feel comfortable calling people who are 

10, no more than 20 years older than me, but this one cousin is twice my age168 so I feel 

                                                
166 Marshall Sahlins, “What Kinship Is (Part One),” The Journal of the Royal Anthropological Institute 17, 

no. 1 (2011): 2–19, https://doi.org/10.1111/j.1467-9655.2010.01666.x. 

See Weston, Kath. Families We Choose: Lesbians, Gays, Kinship. Columbia University Press, 1997. 
167 Jeremy H. Kemp, “Kinship and the Management of Personal Relations: Kin Terminologies and the 

‘Axiom of Amity,’” Bijdragen Tot de Taal-, Land- En Volkenkunde 139, no. 1 (1983): 81–98. 
168 Since Jay was 25 at the time of interview, this cousin would be around 50 years old, the same age as 

some of Jay’s aunts and uncles.  
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weird. Should I be calling you phi?”169 However, James’s experience with the rigidity of 

kin terminology might draw from the fact that his family is Thai-Chinese. In our 

conversations, James extensively discussed the expectations placed on him because of his 

position in his family: “My mom’s side is Teochiu Chinese and my dad’s side is Hakka 

Chinese...I’m the first grandson of the clan...the first grandson of the Yuen generation, 

the 25th generation of the clan, so I feel all of the burden on my shoulders.”170 This 

contradicts Kemp’s claim that genealogical knowledge is “little valued” in the usage of 

kinship terminology in Thailand outside of elite families.171 While that may be true for 

the Central Thai families Kemp studied, it is not a universal claim that can be made about 

all Thai families, of which Thai-Chinese families are undoubtedly a part. Nevertheless, 

Kemp offers a useful and important point about the contextual flexibility of Thai kinship 

terms in his research: 

An advantage of this method of classification is that it counters any tendency to 

automatically exclude from discussion those instances where there is no 

genealogical connection, or where the terms used do not accord with known 

linkages. These fictional usages are all too frequently considered...something 

completely separate and distinct from “real” kinship. The justification is that those 

concerned can always differentiate between “real” and “pseudo” kin ties, 

but...there was considerable uncertainty as to whether certain persons spoke of as 

kin actually were genealogically related.172 

 

Kemp speaks to a once-central question in the anthropology of kinship - whether 

“fictive” kin or “chosen families” are functionally distinct from biogenetic families, ie. 

whether or not blood is thicker than water. In the case of queer chosen families in the 

West, Kath Weston has argued that blood/biogenetic families were never the only forms 

                                                
169 Interview, July 21, 2018  
170 Ibid.  
171 Jeremy H. Kemp, “Kinship and the Management of Personal Relations: Kin Terminologies and the 

‘Axiom of Amity,’” Bijdragen Tot de Taal-, Land- En Volkenkunde 139, no. 1 (1983), 88 
172 Ibid. 
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of legible kinship, and that the symbol of biology, among many other symbols, may or 

may not be invoked by queer chosen families in different contexts.173  

Queer Relationships and Health 

 

In Thailand, Saisuwan’s study of the first-person pronoun usage shows how queer 

Thai people use kin terminology and personal reference pronouns to position their 

subjectivity in different ways at the intersections of assigned biology and identity. By 

utilizing internet-based data and collecting qualitative questionnaires, Saisuwan 

concluded that study participants who were kathoey used first-person personal reference 

terms that were either neutral, feminine, masculine, or feminine-intimate depending on 

the context and the formality of the situation, with masculine pronouns appearing more 

often in formal contexts.174 Thus, pronouns and kinship terminology are one set of tools 

that can be used to negotiate queer kinship relations, intimacy, and identity in Thailand. 

In communities of trans women in Thailand, kinship terms such as phi saow 

(older sister) and khun mae (mother) map onto established relations of hierarchy and 

deference. This is similar to the ways that family structures are configured in US ball 

culture or ballroom scenes, primarily composed of Black and Latinx gay and transgender 

youth, where “houses” refer to alternative family structures composed of “mothers” and 

“daughters” or “sons.”175 Houses compete in “balls,” performances that sometimes 

include drag, with one another. However, in the Thai context, these chosen families are 

not always, and often are not, associated with worlds of drag and performance. In many 

                                                
173 Kath Weston, Families We Choose: Lesbians, Gays, Kinship, Between Men--between Women (New 

York: Columbia University Press, 1991). 
174 Pavadee Saisuwan, “Kathoeys’ and Women’s Use of First-Person Personal Reference Terms in Thai,” 

November 23, 2011, https://www.era.lib.ed.ac.uk/handle/1842/6041. 
175 Jennie Livingston, Paris Is Burning (Off White Productions, Inc, 1990). 

https://www.zotero.org/google-docs/?C97dEa
https://www.zotero.org/google-docs/?C97dEa
https://www.zotero.org/google-docs/?C97dEa
https://www.zotero.org/google-docs/?C97dEa
https://www.zotero.org/google-docs/?W9QGYY
https://www.zotero.org/google-docs/?W9QGYY
https://www.zotero.org/google-docs/?W9QGYY
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interviews, Thai trans women mentioned that their first experiences obtaining hormones 

were through recommendations and advice given by their phi, starting as early as grade 7. 

When I asked her how she first knew which hormones to take, Khun Mae Tam, 

responded that “phi phi” had told her.176 Sone, a 50-year-old trans woman, said that she’s 

been taking hormones since she was 15/16 years old and that “[she] knew the kathoey 

showgirls, and they’d take [her] to get injections with them.”177 Bee discussed consulting 

the mothers in the community when considering having top surgery, and how “we have 

to trust khun mae, who are older than us.”178 These types of networks facilitated through 

age-based hierarchies of respect, of phi and khun mae, are not just relevant for trans 

women. Jerry, a gay man, described how his phi constantly offered to provide this 

information, even when Jerry felt he did not need it: 

My phi in my master’s program had a partner working at [redacted]. They would 

ask me everyday, do you want to get tested? Do you want PrEP?...Oyy, I don’t 

have AIDs...and like, why do they have to ask this? They’ll say things like people 

who are gay, many have AIDs, so are you protecting yourself?179 But it’s good. 

They’re showing concern.180 

 

Thus, especially for material access to resources such as medication and 

hormones, phi and khun mae become instrumental in facilitating access to otherwise 

controversial resources, particularly for trans women and gay men. Furthermore, these 

networks are able to provide access to financial resources when both the state and 

“traditional” kinship structures are not able to provide for trans women’s needs. Sia 

                                                
176 Interview, August 3, 2018 
177 Interview, July 24, 2018 
178 Interview, July 24, 2018  
179 Here, it’s important to note that despite their good intentions, Jacob’s phi was also reinforcing harmful 

messages that gay people are inherently associated with AIDs. 
180 Interview, July 21, 2018 
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recounted her experiences engaging in sex work through the guidance of a khun mae in 

the community, the revenues from which paid for her GAS: 

Around my 2nd year of college I went to perform in a cabaret show in 

Malaysia...there was a khun mae, she was a sex worker, who came to the show. 

She saw that I was pretty so she invited me to do sex work with her in Malaysia. I 

went for fun for 7 days. I saved money and when I came back I had my top 

surgery and my GAS.181   

 

While some may read this as an exploitative scenario, it is important to 

acknowledge the agency of trans women who choose to engage in sex work as a 

legitimate form of labor, especially when GAS is entirely privatized and trans women are 

so frequently alienated from the formal employment sector in Thailand. Within these 

forms of structural violence that already constrain agency, what forms of agency are 

available to trans women? In some cases, the information and knowledge passed from 

older trans women are necessary to keep younger trans women safe and to provide 

knowledge that cannot be gained except through the experiences of those who have lived 

through similar situations. Sone, who, at 50-years-old, is now considered a khun mae in 

the community, provides vital knowledge regarding how law enforcement in various 

countries treat trans sex workers, information which is not easily obtained via other 

means: 

 

MS: People in the younger generation come to you for advice? 

 

Sone: Right, and word will spread through Facebook, “oh, ask this khun mae, she 

knows,” my luk saow tell people by word of mouth. 

 

MS: Are the people you know from here, or did you know them before? 

 

Suma: From here and from before.  

 

MS: Mostly when they come to ask for advice what will they ask about? 

                                                
181 Interview, July 23, 2018 
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Sone: They’ll ask about the best places to go work. Mostly I know kathoey who 

do sex work. Which countries they should go to, what it will be like.  

“Khun mae, from your experience living there, what’s it like?” And I’ll tell them 

oh, these countries are OK, if you have problems or get arrested they’ll send you 

back to Thailand. Malaysia will arrest you and jail you. It depends on the 

province, the city. Some places don’t jail you but just send you back. Singapore, 

for example, the first time will let you go home. The second time they’ll cut your 

hair, and we give them our information. The third time, they’ll…[unintelligible] 

Korea, Taiwan, other countries, [the younger women] ask me and I tell them. If 

they have problems or anything mostly they’ll ask me what to do.182  

 

Additionally, there is a real risk that these networks are also spreading medical 

misinformation, and because of the ease with which young people can purchase 

hormones and other drugs at local pharmacies without doctors’ prescriptions, young 

people may be left vulnerable to the consequences of using their bodies in trial-and-error. 

Thee said that she “just did whatever her friends said” when she started taking hormones, 

but has realized that she was taking the wrong hormones for most of her life and has 

needed to restructure her regimen.183 Olivia elucidates this tension between the usefulness 

and risk of knowledge and information that operate through these kinship networks of 

marginalized people, “I don't know if kathoey's knowledge is better or worse than 

medical knowledge."184 P’Doi,185 who manages the Sisters Foundation186 in Pattaya, a 

clinic and advocacy organization for trans women, described these dynamics from the 

perspective of a community activist and member of the kathoey/trans women community: 

Regarding hormones, nobody can give [kathoey kids] advice. We learn from 

taking care of ourselves, from taking hormones from our phi, from kathoey 

mothers...So, if mothers have taken good [hormones], have received good [plastic 

surgery], know which doctors have good skills, the children will follow. Which I 

                                                
182 Interview, July 24, 2018 
183 Interview, July 23, 2018 
184 Interview, July 21, 2018 
185 P’Doi is a prominent activist in the Thai LGBTQ+ community; her legal name is Tithiyanan Nhakbo. 

“P’” is a shortening of the term “phi”  
186 “A Haven for Transgenders,” accessed March 12, 2019, http://www.nationmultimedia.com/national/A-

haven-for-transgenders-30273272.html. 

https://www.zotero.org/google-docs/?eDWOE9
https://www.zotero.org/google-docs/?eDWOE9
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don’t think is totally right. Because if the mother has incorrect information, then 

the children will have totally incorrect information.187 

  

 That P’Doi notes “nobody” can give kathoey kids advice outside of people in the 

community itself hints towards a systemic absence of kathoey and trans men and women 

from the Thai health system. This point is further discussed in the next chapter, but 

cursorily, Thai medical schools have historically forced students to wear uniforms 

according to their sex-assigned-at-birth, a form of structural violence and policing of 

bodies that is inherently transphobic. Because young kathoey kids are unlikely to access 

formal medical advice in the healthcare institution, P’Doi is afraid that inaccurate 

healthcare information regarding hormone use that is spread through the intimate 

relationships between older and younger kathoey will put younger kathoey at harm.188  

James echoed these fears of misinformation in his description of the gay 

community: 

This is a really important issue for gays. Everyone needs to know. If we don’t 

know, if we have ignorance, it means life. It’s really important. But right now, to 

be honest many Thai gays don’t have that much knowledge. So there’s this thing 

called PrEP, you know PrEP right?189 Many gays think you take PrEP and you 

don’t get it...it’s only 70 something percent. 70-80%. You need to take within 72 

hours. But some people take it and then bareback. That’s not right...It’s 

                                                
187 Interview, July 24, 2018 
188 This type of unregulated hormone use should but be seen as exceptional to trans communities, but rather 

a reflection of Thai people’s general habit of purchasing medicines at private pharmacies rather than going 

to get a prescription from a doctor. See Kitikannakorn, Nantawarn, and Chanthonrat Sitthiworanan. 

“Knowledge and Accessibility of Self-Medication Among Undergraduate Students in Thailand.” 

International Journal on Disability and Human Development 6, no. 3 (2007): 289–94. 

 
189 The Centers for Disease Control (CDC) provides the following definition for PrEP: “Pre-exposure 

prophylaxis (or PrEP) is when people at very high risk for HIV take HIV medicines daily to lower their 

chances of getting infected. PrEP can stop HIV from taking hold and spreading throughout your body. It is 

highly effective for preventing HIV if used as prescribed, but it is much less effective when not taken 

consistently.” See “PrEP | HIV Basics | HIV/AIDS | CDC,” February 20, 2019. 

https://www.cdc.gov/hiv/basics/prep.html. 

This is one instance where the line between biomedical and sociocultural factors blur. “Very high risk for 

HIV” is not a biomedical condition with biomedical markers, but rather a sociocultural category 

constructed in the discourse of behaviours, habits, sexuality, etc.  
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dangerous. Some people use condoms and think they don’t have it, but they have 

it. It’s really dangerous. People still have a lot of misunderstanding.190   

         

Thus, while support networks of friends, phi, chosen mothers, and chosen families 

are often critical for emotional and material support for LGBTQ+ Thai people - in many 

cases these networks do provide access to healthcare resources and other resources in 

ways that would not be obtained otherwise - the trust and intimacy inherent to these 

relationships may also facilitate proliferation of misinformation. Particularly in the Thai 

case, where age-based-respect is privileged, young people may be less critical and 

questioning of their phi and khun mae. The task for providers and institutions thus 

becomes providing sources of medically accurate information that are just as accessible 

as these close relationships are accessible, or utilizing the networks themselves to provide 

accessible, medically accurate information.   

Regarding the latter, some community-based organizations have leveraged these 

networks to launch healthcare initiatives. One example of this is a community-based peer 

education programs, Sexperts!, developed by local activists in collaboration with the 

MPlus Foundation and ThaiLadyBoyz.net.191 The MPlus Foundation is a community-

based HIV/AIDS education and prevention organization funded by USAID and the 

Global Fund to Fight AIDS, and ThailadyBoyz.net is an internet-based community 

staffed by transgender volunteers that is not externally funded. The MPlus Sexpert! And 

TLBZ Sexpert! programs recruited peer educators from stakeholder communities to 

receive training, practice, and supervision in delivering education on HIV, sexual health, 

                                                
190 Interview, July 21, 2018 
191 Nada Chaiyajit and Christopher S. Walsh, “Sexperts! Disrupting Injustice with Digital Community-Led 

HIV Prevention and Legal Rights Education in Thailand,” Digital Culture & Education 4, no. 1 (2012): 

145–165. 

https://www.zotero.org/google-docs/?jmbKry
https://www.zotero.org/google-docs/?jmbKry
https://www.zotero.org/google-docs/?jmbKry
https://www.zotero.org/google-docs/?jmbKry
https://www.zotero.org/google-docs/?jmbKry
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and legal rights in anonymous online environments.192 Though the MPlus Sexpert! 

program only lasted one year after running out of amfAR funding193 in 2011, and it is 

unclear whether the TLBZ Sexpert! program is still active, both programs were effective 

at intervening in disparate health knowledge in their respective communities.  

Though the Sexperts! programs focused on communities of, in their words, MSM 

and transgenders,194 Internet-based strategies may be successful for other groups of 

LGBTQ+ Thai people, especially where physical communities are less present. In 

contrast to trans women and gay participants, lesbians, tom, and dee generally did not 

discuss their relationships to their phi in the same context of accessing healthcare 

information. This is partially due to the general impression that ying-rak-ying, or women-

loving-women (WLW) do not organize in communities as much as trans women and gay 

men do in Thailand. In contrast to kathoey and gay men, “toms and dees, especially, will 

not form groups at all,” according to P’Doi.195 Sky, a 30-year-old tom in Northeastern 

Thailand, echoed these sentiments: 

MLM are more outgoing and show off more. Whereas women, especially women 

in Thai society, though you’re LGBT, we’re more shy and don’t like to call 

attention. So nobody is brave enough to claim that space. So we exist quietly, in 

chat rooms, hide behind social media...how will we find each other? Where is our 

community?196 

 

 Thus, programs such as Sexperts! have the potential to both bolster existing 

LGBTQ+ knowledge networks with useful medical and legal information as well as 

                                                
192 Ibid.  
193 The relationship between HIV/AIDS NGO work and global funding streams in the “post-crisis” era is 

discussed in the next chapter.  
194 This is the terminology used in their report, however, transgenders is not often used as a noun. Preferred 

terms include trans people and transgender people. 
195 Interview, July 24, 2018 
196 Interview, August 6, 2018 
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provide a route for developing these knowledge networks where on-ground communities 

are less prevalent.  

Beauty/Capital 

 

In addition to providing necessary health information and potentially supplying 

misinformation, chosen families also often serve as both sources of emotional support as 

well as agents to pressure trans women’s bodies towards hegemonic ideals of beauty. As 

conveyed by the following interaction, these tensions manifest in visceral ways: 

MS: For you, are these [beauty procedures] important? 

 

Thee: At first, when I wasn’t working it wasn’t important because however things 

were, everything was just normal, I didn’t want to get anything done. But 

when I got here, I saw that they’re beautiful, something like this, so I went 

and got some things done. Silicone injections, some of that.  

 

MS: You mean coming to a place where saowsong197 are beautiful? 

 

Thee: Yes, very beautiful, and I wanted to be like them. And sometimes my phee 

would see me and say - you need to get this filled, you need to get that 

filled, it’s like I was pushed to do it. You have to do it, you have to do it, 

you have to do it, something like this. So, I went and did it.    

 

MS: And where did you get the silicone injections? 

 

Thee: For silicone, there’s a - mae took me - there’s a cosmetic clinic.198  

 

The power and currency that beauty has in Thai society for Thai women is 

complex and often contradictory. While some have noted the valuable role beauty can 

play in “overrid[ing] family connections, money or class, as well as other ascribed and 

                                                
197 Saowsong is a shortened version of saow-braphet-song, which means “second type of women,” often a 

more polite way to refer to trans women than kathoey  
198 Interview, July 23, 2018 
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achieved attributes of women,”199 regulating appearance and perception of Thai women’s 

beauty is rooted in struggles over state power, democracy, and proper citizenship. 

Between 1932 and 1942, the period following the abolition of absolute monarchy, the 

Thai government issued ratniyom (cultural mandates) to encourage Thai nationalism 

around certain codes of behaving, purchasing, eating, speaking, and dressing, as 

discussed in Chapter 2. Van Esterik notes, “Women received particular attention from the 

implementation of these dress codes. Far from being invisible, women were the public 

embodiment of Thai culture, and the state made use of women’s bodies in a number of 

ways.”200 Government-sponsored beauty contests have been in place in Thailand since 

1934, two years after the coup to end absolute monarchy. The inherently political nature 

of these beauty contests is revealed in a public announcement that was issued to Thai 

women at the time: 

You have shown the country how much you respect the constitution of the 

Kingdom of Thailand. Therefore, you sacrifice your personal happiness to come 

on stage for public viewing, bringing delight to the atmosphere of the Constitution 

Celebration.201 

 

 From tourism to nation-building, Thai women have often been treated as part of 

the aesthetic resources of the country, at times a symbol of modernity, racialized national 

identity, and/or part of the flora and fauna that keeps the Thai tourism industry running. 

For Thai trans women, being beautiful often plays into whether or not they have “passing 

privilege”—being able to pass as a cis woman in public spaces.202 There is also an 

                                                
199 Penny Van Esterik, Materializing Thailand, Materializing Culture (Oxford ; New York: Berg, 2000): 

129 
200 Ibid.,103 
201 Ibid., 139 
202 Jessica Xavier, “Passing as Privilege,” 1999, http://learningtrans.files. 

wordpress.com/2010/11/jxavier_passing_as_privilege.pdf. 
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idealization of Thai trans women who are perceived to be even more beautiful than “real” 

women, fueling the desire to continuously become more beautiful.203 Poompruek et al. 

investigated this desire for beauty in the context of “injection parties,” social gatherings 

where kathoey receive injections of various types of estrogens, progestogens and anti-

androgens, and concluded that for kathoey, beauty serves as capital to claim social space, 

have access to choosing partners, and access economic capital.204  

In these ways, the personal work of beautifying the self and the social values of 

that beauty become inseparable, and the ideology of beauty is constantly reproduced in 

these kinship networks of younger sisters, older sisters, daughters, and mothers. While 

phi and khun mae in the community may be doing what they perceive to be in the best 

interests of younger trans women who they view as younger sisters and daughters, these 

mechanisms reinforce and intensify the ideology of beauty. Ultimately, though, this 

phenomenon cannot be addressed without also addressing why social and economic 

capital is contingent on beauty for Thai trans women and breaking down the structural 

barriers to alternative futures.  

Families We Cannot Choose  

 

 Another important way the Thai sex/gender system operates in the realm of 

kinship is in defining normative family structures that prevent Thai LGBTQ+ people 

from being included in the vision of the Thai family. Some participants expressed deep 

                                                
203 This plays into the dynamic of LGBTQ+ Thai people having to be more skilled, more successful, more 

meritorious, etc. than cishet men and women just to be afforded the same level of acceptance, discussed in 

further depth later in this chapter.  
204 Panoopat Poompruek, Pimpawun Boonmongkon, and Thomas E. Guadamuz, “For Me… It’s a Miracle’: 

Injecting Beauty among Kathoeis in a Provincial Thai City,” The International Journal on Drug Policy 25, 

no. 4 (July 2014): 798–803 
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desire for children, though it is not legal for LGBTQ+ couples in Thailand to adopt 

children or to utilize artificial reproductive technologies (ART). The same participants 

expressed potentially going against the law to fulfill their desire. Asia said,  “I do want to 

have kids. I work every day and it’s tiring. Right now I’m just working for the sake of my 

mom. But if one day my mom isn’t here anymore...I’m just by myself. I want to have 

something more.”205 Tan, a 24-year-old lesbian, expressed similar sentiments: 

I want to have kids. I really like children. I’ve talked to [my partner] that I want to 

have kids because I love children. Whatever we have to do. If we have to buy 

sperm or whatever, I can do it, because I love kids...but I think it’s against the 

law. Because I think in Thailand various things haven’t reached phet thee sam206 

yet...so maybe we have to do it secretly.207  

    

 In this domain, the politics of biomedical intervention are penetrated by the 

regulatory mechanisms of the state. Recently, a same-sex union bill has been proposed by 

the Thai junta, but while this bill would enshrine property and inheritance rights for 

same-sex couples, it would not protect rights to public welfare, tax benefits, or 

adoption.208 In 2015, surrogacy, defined as pregnancy by assisted reproductive 

technologies, was banned in Thailand except for married Thai heterosexual couples.209 

While this ban was enforced in response to widely-publicized cases of foreign couples 

exploitatively utilizing surrogacy, the explicit exclusion of LGBTQ+ couples is not 

accidental—the belief that children raised by same-sex couples will be negatively 

                                                
205 Interview, July 7, 2018 
206 Third gender 
207 Interview, July 1, 2018 
208 “More Rights for Same-Sex Couples,” The Nation, accessed November 29, 2018, 

http://www.nationmultimedia.com/detail/national/30359180. 
209 Sayuri Umeda, “Thailand: New Surrogacy Law | Global Legal Monitor,” web page, April 6, 2015, 

//www.loc.gov/law/foreign-news/article/thailand-new-surrogacy-law/. 
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affected is still widespread in Thailand.210 Andrea Whittaker, author of Thai in Vitro : 

Gender, Culture and Assisted Reproduction, writes: 

(T)he clear restrictions contained in this legislation against gay and single parent 

use of assisted reproductive technologies...reasserts a married heteronormative 

definition of a Thai family against the subversive potential of assisted 

reproductive technologies for the creation of new family forms.”211  

 

Ultimately, these policies are crafted to exclude LGBTQ+ people from procreation, since 

biological reproduction is inherently implicated in the production and reproduction of the 

nation-state. This has profound impact on the types of kinship that LGBTQ+ Thai people 

can access.  

 Queer scholars such as José Estaban Muñoz and Jack Halberstam have called for 

developing a notion of “queer futurity” outside the domain of heterosexual reproductive 

futures. In Cruising Utopia: the Then and There of Queer Futurity, Muñoz criticizes the 

“anemic, short-sighted, and retrograde” state of LGBTQ+ activism in North America 

which so often desires for mere assimilation and “inclusion in a corrupt and bankrupt 

social order.”212 Because these assimilationist politics still exist within the realm of this 

existing social order, wherein “(t)he only futurity promised is that of reproductive 

majoritarian heterosexuality, the spectacle of the state refurbishing its ranks through overt 

and subsidized acts of reproduction,” and these politics are only accessible to those who 

“feel the privilege of majoritarian belonging,”  Muñoz argues that a queer futurity that 

liberates itself from the politics of pragmatism offers much more in the way of freedom 
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to queer people.213 In The Queer Art of Failure, Jack Halberstam similarly calls for 

alternatives to the existing social order, to “search for different ways of being in the 

world and being in relation to one another than those already prescribed for the liberal 

and consumer subject.”214 While these alternative visions of queer futurity and family are 

vital, ultimately, many of the participants in this study expressed a yearning desire for 

children and the ideal bourgeois family, and are currently not able to realize that vision in 

the Thai state.  

 Key, a 35-year-old non-binary215 writer, views that Thai society has been 

changing for the better over the course of their life, but still expressed frustration at the 

stigma they would encounter as a single, non-heterosexual assigned-male-at-birth person 

adopting a child.216 One participant, Pat, a 36-year-old industrial manager in a 

relationship with a tom, expressed her frustrations at these truncated ways of living 

available to her, saying: 

 I want to date women. I don’t have any desire to date men right now. I just want 

one thing, I want to have a complete family. And the way people define a 

complete family is mom, dad, and children. But women who date women, if you 

have a child it’s a child from somewhere else, and I don’t think the links of 

connection will be with your own child in a family with mom, dad, and 

children.217 

 

Desperate to have grandchildren before it becomes more difficult for Pat to 

become pregnant, Pat’s mom has suggested that she dates a man and has a child with him 

and then break up with him. Thus, Pat and her mother are simultaneously constrained by 

                                                
213 Ibid, 22, 27 
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normative and legalistic Thai restrictions on what a legitimate, ideal family can be, while 

also imagining ways of living outside of those confines. 

In the realm of kinship, Thai LGBTQ+ young people, and particularly trans 

young people, experience a greater degree of family rejection, ranging from emotional 

and physical violence to outright ejection from the home.218 Not speaking in direct terms, 

Pim, a trans woman in Bangkok said she used to live her grandmother but now rents a 

room by herself and had family problems growing up. Yadegarfard, Bergmann, and Ho 

(2014) found that family rejection significantly predicts Thai transgender youths’ 

depression levels. Even if not completely exiled from their biological families, many 

LGBTQ+ people are not out to their parents because of fear of rejection. James, for 

example, is not out to his family or home community because of the social pressures that 

still stigmatize gay men in Thai society. Often, this rejection produces alternative forms 

of kinship that are not entirely legible to the state, much less to public health and 

healthcare institutions. However, Thai LGBTQ+ kinships do not exist entirely outside 

power and are still influenced significantly by mechanisms of state power and regulation 

that are often homophobic and transphobic. In this section, I have shown that the Thai 

sex/gender system operates in the space of LGBTQ+ kinship in various ways that both 

provide creative, alternative forms of kinship while also replicating hegemonic and 

oppressive social norms and regulations.  

                                                
218 Mohammadrasool Yadegarfard, Mallika E. Meinhold-Bergmann, and Robert Ho, “Family Rejection, 

Social Isolation, and Loneliness as Predictors of Negative Health Outcomes (Depression, Suicidal Ideation, 

and Sexual Risk Behavior) Among Thai Male-to-Female Transgender Adolescents,” Journal of LGBT 
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School  

 

 The school as a site of operation for the Thai sex/gender system offers a 

particularly rich set of interpretive potentials, considering how Thai public schools still 

impose strict rules regarding gender presentation that also engender creative resistance. 

Thai public schools, including primary school, secondary school, and most universities, 

still enforce gendered uniforms, wherein young people who are assigned female at birth 

must wear skirts, and young people assigned male at birth must wear shorts in 

primary/secondary school and pants in university. At the university level, different 

universities may be more strict or less strict about enforcing these uniforms—notably, 

Thammasat University in Bangkok does not have uniforms—but students generally need 

to wear their “appropriate” gendered uniform on exam days and graduation. Sky, a tom, 

said that the last time she wore a skirt was during her graduation ceremony.219 

Additionally, schools often have hairstyle regulations, allowing only crew cuts for boys 

and earlobe-length hair for girls.  

 Often, these uniforms and appearance codes are justified using the language of 

order and merit. Kaewmala, a well-known feminist writer and talk show host, wrote 

about these regulations in 2013, noting that sanctions on people’s appearance in school 

and in the workplace are defended in terms of “respect” and “credibility.”220 Students 

who have the wrong hairstyles “are routinely inspected by teachers often with a pair of 

scissors in hand; rules violators are punished and the offending hairstyles corrected.”221 

                                                
219 Interview, August 6, 2018 
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Hair, in particular, is a site of regulating that came up often in interviews. Olivia, a trans 

woman, resented having to cut her hair short and described this as the school “pressuring 

her body,” while Sun, a tom, would get in trouble for cutting her hair short.222 

Gender in the Hidden Curriculum  

 

Participants reported having experienced gendered policing not just in reference 

to clothing and appearance, but also to general preferences and hobbies, suggesting that 

the school is invested in socializing students to inhabit certain properly gendered 

subjecthoods. Sky recounted a story when a teacher reprimanded her for drawing a 

picture of herself as a football player: 

I remember there was this thing that happened in secondary school with a 

counselor. The counselor had us write our dreams and describe ourselves, this was 

probably in 10th grade. And I drew a picture of myself wearing a football uniform 

because I like to play football, but the counselor called me aside to talk to me 

separately and asked me why I drew myself like this. This was towards the end of 

secondary school in a girl’s school, so they asked why I drew myself wearing a 

football uniform, aren’t you a woman? That was the event that made me think, 

like, hey, what’s going on. Why can’t I play football? How is it wrong? ... It made 

me think, is it wrong, to be who I am?223 

 

In some cases, the schools also appealed to students’ families to discipline non-

normative behaviors. Olivia mentioned that during primary school years, her teachers 

called her parents to report that their child had excessively effeminate and “gender 

deviant” behavior. In other cases, families appealed to teachers to help surveil the 

behavior of their children. Zee, a kathoey who teaches English, witnessed the parent of a 

student ask the teachers at Zee’s school to help keep an eye on her son and his friend, 

                                                
222 Interview, July 21, 2018; Interview, August 7, 2018. 
223 Interview, August 6, 2018 



81 

 

after a maid at their home found a condom in her son’s room. The teachers felt pressured 

to follow through on this request because this student’s family was well-off, and the 

student was in one of the “expensive” classrooms in the school. Still, Zee was indignant 

at the acquiescence of the other teachers.224 That this parent felt entitled to make these 

requests speaks to the closeness between the role of the family and the role of the state in 

ensuring properly disciplined subjects. This intimacy is particularly felt in one instance, 

in which Key, who is non-binary/genderfluid, was told by their high school principal, “If 

your parents knew, wouldn’t they be so sad that their child is doing these degrading 

things with their life,” referring to Key’s transfeminine behavior and appearance. 

 The policing of gendered behaviors and appearances has a long, entrenched 

history in the Thai nation-state’s project of nation-building and achieving a certain 

national image.225 These historically and socially constructed forms of disciplining sex 

and gender in Thailand are still present today. In Farmer’s theory of structural violence as 

well as Krieger’s eco-social model, emphasis is placed on the historical ways 

contemporary inequities and injustices have been constructed. Here we see the dimension 

of time and history acting on Thai bodies in the present day through the continuous 

reproduction and recall of historical phenomena.  

 While many participants described being disciplined by the school through these 

various processes, from dress codes to bullying by both students and teachers, 

participants also referenced moments of subversion that worked within the normative 

paradigms while re-signifying them. Oftentimes, transgender students will re-appropriate 

elements of official uniforms in novel ways that stay within official dress codes but also 
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mark difference.226 Olivia described some of the ways transgender students at her school 

expressed this: 

Ok the frameworks of the school, the rules of the school, I accept that they were 

oppressive to our bodies. Girls and boys might have also felt oppressed. You have 

to wear uniforms, had to shave your head, had to cut your hair in a very short bob. 

But for us (kathoey kids), it was especially oppressive. Because I didn’t want to 

wear pants or have a shaved head. But there was some space, since we couldn’t 

do [what we want]. [Kathoey] kids would even wear fake eyelashes to school, 

wear bras to school, things like this. Wear their bangs really long. It would look a 

little funny, but the nature of kathoey kids was really visible in their bodies. If 

they’re walking over, 200, 300 meters you can tell this is a kathoey. Thinking 

back on that, personally I think that this is the daily negotiation that kathoey kids 

undergo. Since the rules were what they were, and we couldn’t do things, that was 

the most we could do in our daily lives to have happiness in who we are.227  

 

 Bee said that even though she had to wear the boy’s uniform in primary and 

secondary school, she would wear very short shorts and have long bangs, so people 

would automatically know that she was a kathoey.228 Thus, LGBTQ+ students assert their 

agency in representation of their identities despite these disciplining regimes. 

Specifically, thinking through Olivia’s characterization of the school as a space of 

“negotiation” for LGBTQ+ youth counters the commonly-repeated trope that Thai 

students are only taught conformity, control, and obedience.229 Imposing gendered dress 

codes and rules of appearance based on sex-assigned-at-birth clearly increases the risk of 

causing dysmorphia in  LGBTQ+ students, but the reclamatory power of these subversive 

acts opens up pathways towards forms of liberation by acting in ways that are 

unintelligible to power. As Olivia said, these acts allowed for some form of happiness in 

her daily life, and ultimately she stated, “Ok, it was a space that was oppressive to the 
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body, or whatever, but in terms of day-to-day life, on a human level, I also have 

memories of school that are good, it wasn’t just suffering.”230  

Reproducing Difference 

 

Ironically, despite these extensive experiences of sanctioning the non-normative, 

participants also described being encouraged or coerced to behave in certain 

stereotypically camp or queer-performing ways, generally for entertainment of other 

students. Olivia said, “The kathoey kids would be made to do activities that were 

entertaining, the fun, pretty things, which OK, we were good at and took pride in. 

Dancing, singing, things like this. The thing is, the boys didn’t want to do these 

things.”231 Jerry described a similar experience: 

There was an orientation and [the teachers] called me play the jokester role in 

front of 1,000 people during orientation. I was like, well, why do I have to do 

this? And they would say, as a kathoey, doing something like this isn’t damaging. 

I was like, why do people have to view kathoey as jokesters.232 

 

Thus, through a Foucauldian method of productive discourse233, the Thai 

sex/gender system as mediated through the school ecosystem disciplines LGBTQ+ 

students in ways that presuppose difference while also producing difference. At the same 

time that the school environment sanctions students who display “gender deviance,” 

students who are assumed to be LGBTQ+ also have stereotypes placed upon them. While 

some, like Olivia, may enjoy participating in these activities, the reinforcement of these 

                                                
230 Interview, July 21, 2018 
231 Ibid. 
232 Interview, July 21, 2018.  
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stereotypes concurrent with the social facilitation of these stereotypes positions LGBTQ+ 

students in a state of hyper-visibility and constant vulnerability to the disciplining power 

of the state.  

Bullying 

 

 In addition to these forms of disciplining based on appearances and performance, 

many participants also discussed experiences of explicit bullying, from both teachers and 

students. According to P’Doi, “[kathoey and gay kids] get bullied a lot. They get harassed 

by their classmates a lot because of lack of understanding. And the teachers will teach 

that these types of people are abnormal. So, there are only two boxes, man or woman, and 

it makes it so that no other boxes can exist.” James and Jerry, both gay men, described 

their experiences of bullying from teachers. During our conversation, James said: 

There was bullying, people who bullied homosexuals. They’d say, e-thut. In 

English this means faggot … They’d brand you sissy, e-thut, gay, kathoey. And 

teachers would be the people to uphold this, to repeat this to make us 

embarrassed.234 

 

Jerry described similar name-calling and bullying from teachers. 

 

Sometimes it was the teachers who called me names. My PE teacher was a man, 

he’d say hey, why can’t you do it, is it because you’re a thut. Some people 

understood, but mostly teachers who are men would not really understand me. I 

cried, too, I didn’t know why they had to say that to me. I didn’t want to go to 

school. I didn’t want to stay.235  

  

 The level of bullying James and Jerry experienced directly from teachers 

amounted to making school an unsafe space for them. The fact that teachers not only 

tolerated but actively participated in the othering of LGBTQ+ students suggests that this 

                                                
234 Interview, July 21, 2018 
235 Interview, July 21, 2018 



85 

 

is an institutional problem. Other studies confirm that bullying is prevalent among LGBT 

Thai youth. A 2014 study by Mahidol University revealed that 55.7% of LGBT-identified 

students reported experiencing bullying within the last month because of their 

sexual/gender minority status.236 Furthermore, 24.5% of students who were perceived to 

be LGBT but did not identify as LGBT reported having experienced bullying.237 Of those 

who experienced bullying because they were or were perceived to be LGBT, 22.6% had 

indications of clinical depression, as opposed to 6% among students who had not 

experienced bullying in school.238  

Many studies have characterized the negative outcomes that bullying inflicts on 

LGBTQ+ students—Russell et al.’s study of 245 California-based young people between 

ages 21 and 25 found that school-based LGBT victimization is strongly linked with 

young adult mental health and risk for STDs and HIV, and that for male students LGBT 

school victimization is directly associated with elevated levels of depression and suicidal 

ideation.239 A 2016 study by Burton et al. concluded that sexual minority youth develop 

negative feelings about themselves and “learn to expect intolerance and rejection, which 

can lead to increases in depression and suicidality,” as a response of sexual minority-

based victimization.240 Homophobia, transphobia, and misogyny as mediated through 
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both classmates and teachers in the school environment are forms of extreme violence, 

with sometimes deadly consequences.  

On the more openly hostile front, a 2019 article in Nisit Review revealed the 

horrendous abuse Niran Sangsawat, a professor in the Faculty of Education at 

Chulalongkorn University, has inflicted upon LGBTQ+ students over the course of at 

least 35 years of teaching. The article, titled, “Is it Finally Time for the Faculty of 

Education to Do Something About the Gender Discriminatory Attitudes of a Psychology 

Professor?” includes quotes from the professor, such as, “Just letting the trannies study 

here is good enough,” “Fags shouldn’t be able to get an education. Go fix yourself first,” 

and, “Don’t let me encounter a student with these weird behaviors…I’ve met many. I 

give them all an F without having to grade their exams.”241 Although Key believes that 

things have improved greatly for LGBTQ+ people in Thailand since their childhood, 

these types of incidents complicates these narratives of progress. 

Jenny, a 22-year-old trans woman, said that during secondary school she was 

often pranked because she is a “phet that is easily pranked.” Jenny described that this 

pranking “wasn’t anything violent - they’d just grab us and touch our bodies between 

class changes.” These secondary school experiences differed from her experiences in 

university. She described her experiences at university as such: “at university, people 

were better about respecting you. I’m a sao braphet song but I never got pranked, which 

was amazing because in high school it happened so often, I was used to it. Once I stopped 

experiencing it, I was confused.”242 This theme of getting used to 
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pranking/harassment/bullying was repeated by other participants, which illustrates the 

extent to which these acts are still normalized.  

Some participants explicitly stated having not experienced any bullying at all. 

This may be because of the protective influence of other intersecting factors such as class 

and studiousness. Sone denied having experienced bullying in school, but justified this 

because of her own “strong” nature as well as her family’s prominent role in her village: 

Our family was a commerce family. For rural people, in commerce families - our 

family would always have things before everyone else. Our family had TVs 

before anyone else, everything before anyone else. People would have to come 

watch, so nobody would dare say anything about me. Everyone knew my family, 

they wouldn’t really provoke.243  

 

Orn, a 30-year-old trans woman, also said that she never experienced bullying on 

the basis of being trans, but qualified that it might be because she was a “top-learner in 

school, thus friends would give [her] respect.”244 While class may be a protective variable 

against anti-LGBTQ+ bullying, this means that poor students are doubly marginalized 

because of their phet as well as their economic status. Additionally, as illustrated by 

Zee’s anecdote describing a upper middle class mother’s concern regarding her son’s 

behaviors and interactions with another boy, coming from a more well-off family does 

not guarantee freedom to live one’s truth and safely explore identity.  

Not all relationships between teachers and LGBTQ+ students were antagonistic. 

Bee noted that at her school, there were teachers “like her” whom she could talk to.245 

Even though those teachers, as employees in the civil service, had to wear male uniforms, 

she was able to identify that they were transfeminine in the same ways that she is.   
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These exceptions, ultimately, serve to prove the norm. That participants justified 

their lack of experience being bullied in school by referencing their family background or 

their academic rank means that they were spared the usual treatment afforded to 

LGBTQ+ students. That Bee was able to have a teacher figure who supported her 

contrasts how many teachers actively antagonize LGBTQ+ youth. In this case, the norm 

in the school environment is still stigma and violence for many LGBTQ+ students.  

Workplace  

  

 In addition to experiences of bullying and discrimination at school, many 

participants also described discrimination in the workplace. Both environments are 

intrinsically tied to material well-being. From the conducted interviews, participants 

discussed experiences of discrimination across workplace sectors—public, from the civil 

service to the military, and private, both formal and informal. Participants often reported 

not being able to apply for jobs because of their identity, having to play down or hide 

their identity in the workplace, or not considering certain occupations because of 

enforced gendered rules to which they did not want to be subject. Max’s mentors told him 

that if employers ask him directly if he is LGBT, he needs to respond that he isn’t, “even 

if they know that you are, you have to respond that you aren’t.”246 During a job interview, 

Thee’s interviewers asked her if she could use the masculine polite particle krab rather 

than the feminine polite particle ka.247 When she responded that she can’t use krab 

because she has always used ka, the employers replied, “oh, should we hire you? You’re 

like this, but everyone else is normal,” causing Thee to walk out of the interview. Though 
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she graduated from one of the top three universities in Thailand, her trans identity 

precluded her from consideration, and the employers, “didn’t look at anything about 

[her]. They didn’t care where [she] went to school, what [her] grades were, or what 

experience [she]had. They just asked personal questions.”248  

Olivia said that a potential employer in the airline industry told her directly that 

they do not accept trans women, which caused her to “go numb” and “question what [her] 

role in society is.”249 Some participants described experiencing discrimination on-the-job, 

wherein their employers treated them differently from non-LGBTQ+ employees. For 

example, Jerry said of his former employer: 

They asked me, sorry, but what phet are you? I said that I’m gay, and they said 

‘mmmm, ka.’ I asked why they needed to ask something like this, and they said so 

that they could arrange for the positions that is appropriate for me...they told me 

what when I interact with customers, I need to be manly. I can’t have my voice 

like this, I need to make it deeper. On the phone, in person, I shouldn’t be girly.250   

 

 Sky, a tom, was working at a newspaper as an editorial assistant. Her coworkers 

informed her that their boss didn’t want her to meet the firm’s customers, because they 

might react negatively to LGBTQ+ people. Sky also said that she has never considered 

applying to jobs that have a strict dress code where she would need to wear a skirt, such 

as in the kharachakan, the Thai civil service. However, when talking about the issue 

further, she said: 

I still can’t imagine if we were to have a prime minister or a village leader or 

organization leader who is LGBT. I still can’t see how much acceptance they’d 

receive. Or, ok, maybe there is some acceptance, but it’s more-so gay or chai-rak-

chai.251 But I don’t really see heads of organizations or leaders who are ying-rak-

ying.252 There are, but mostly it’s in their own family businesses, so by default 
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everyone needs to respect them. I can’t imagine for myself, say I want to keep 

teaching. I can’t imagine that I would be able to rise to the level of being a dean 

or a chancellor, because getting to those levels requires support. It’s not just that 

we work, and everyone will support us. There’s still an image that LGBT cannot 

be leaders, especially leaders in government offices. In the private sector it might 

be possible in this time, but I don’t see it happening in the government sector. 253 

  

 Although Sky said that she would never consider a job in the government because 

she would not want to work somewhere that forces her how to dress, this choice should 

not have to be made to begin with. Sky can indeed make the choice not to even consider 

applying to those jobs, but the choices available to her do not exist in self-selected 

circumstances—which are shaped by the larger systemic barriers that LGBTQ+ people 

face in pursuing jobs where “respect” and “credibility” are still used to gate-keep 

academia, the law, government ministries, and other sectors.  Thee also described having 

to grapple with the choices made available to her: 

Personally, I would like to go into the karachakan.254 But it’s bit hard. If I get it, 

I’d have to choose, because the rachakan does not accept people like this. But I 

want to be [a civil servant]. I’d have to prove myself first. I’d stay here, gain some 

experience, and prove myself, and then say I was going to go for real, I’d have to 

negotiate with them. Use my experience to negotiate, to get them to accept me, to 

open it up to phet-thee-sam like me. Because there are other people who are 

saow-praphet-song or transgender people in the karachakan. They exist, and they 

dress fully as women. But there are very few, and you need to have a lot of 

experience...saow-praphet-song have to be really super, have to be better than 

everyone else, if we want them to accept us.255   

 

The lived experiences of this study’s participants are corroborated by a survey on 

economic inclusion of Thai LGBTQ+ people conducted by the World Bank Group, 

which found that more than one third of respondents who did not identify as LGBTQ+ 
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found it permissible for employers to discriminate against LGBTQ+ people.256 In 2015, 

Thailand passed a gender equality act which bans “unfair gender discrimination,” defined 

as “discrimination or limitation of any right and benefit either directly or indirectly 

without justification due to the fact that the person is male or female or of a different 

appearance from his/her own sex by birth.” However, more than half of both LGBTQ+ 

and non-LGBTQ+ people are not aware of such anti-LGBTQ+ discrimination laws.257 

Thus, not only are the barriers to obtaining employment high, but the barriers to filing a 

claim in the face of discrimination are even higher. Even in the rare case that a complaint 

is filed, the process towards reparation is unclear. Pim, a 24-year-old trans woman 

working in Bangkok, filed a complaint against her employer when they told her she 

would have to cut her hair short and dress like a man, but she was unsure about where her 

case was and felt that she wasted her time filing the complaint while not receiving 

compensation.258  

In some cases, participants mentioned experiencing or witnessing “positive” 

discrimination in the workplace. Max, who works in the hospitality industry, said that 

“recently, if I emphasize how I am to them, the customers will even approach me more, 

because my openness. I’m this phet and I don’t hide anything...especially when I’m 

selling rooms, I really have to show to them how I am.”259 Sun, a tom student, has 

considered going into education because “there are a lot of kathoey and tom tutors. 

                                                
256 “Economic Inclusion of LGBTI Groups in Thailand,” Text/HTML, World Bank, accessed May 8, 2018, 
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Especially kathoey tutors - they have ways of explaining to keep kids’ interest.” 260 Even 

though Jerry’s employer instructed him to act masculine in front of customers, as a tour 

guide, he found that customers really liked his more feminine personality.261 Paeng, a 

tom, applied for a job at a large food retailer, but did not accept the job because she 

would have to wear makeup and present femme. However, she noted, “mostly it’s phet-

thee-sam who work at [redacted]. I notice that there are no toms, because it’s like they 

want to appear colorful.”262 This illustrates the catch-22 of “positive” discrimination, that 

the reductive essentialisms that work in someone’s favor, temporarily, do not exist in a 

vacuum, and that others are likely to be negatively affected by the other side of those 

essentialisms.  

In a similar vein, while non-normative gender presentation in the workplace is 

often prohibited, especially in more conservative industries, jobs involving service and 

hospitality are more open to, and may even prefer, trans women, gay men, and 

transfeminine people, because of the stereotypes that they are more outgoing and more 

extroverted. These stereotypes are ultimately damaging, especially for trans women, who 

are shoehorned into hospitality, entertainment, and sex work. Considering the ways that 

young Thai trans girls are socialized to serve in entertainment roles in school, and then 

are pushed into jobs in the entertainment sphere by way of exclusion from other job 

opportunities, these experiences are not just a matter of ad-hoc discrimination and 

prejudice, but rather part of a national process of disciplining certain types of citizenship 

and creating certain types of workers. To what extent is the Thai state’s reliance on 

                                                
260 Interview, August 7, 2018 
261 Interview, July 21, 2018 
262 July 6, 2018 



93 

 

tourism dependent on a large pool of low-wage workers who can fulfill the demands of 

tourists looking for the “land of smiles,” especially in the context of Thailand’s racialized 

national positioning? The Thai state’s mechanisms of producing difference while 

presupposing difference in LGBTQ+ people serves an economic role, and the country 

continues to stigmatize and shame LGBTQ+ people while also profiting off their labor.   

The magnitude of the effects of workplace discrimination on health and well-

being vary among Thai LGBTQ+ people. Those who have stable incomes and 

employment may be less concerned with physical safety, but nevertheless may face the 

daily stresses of microaggressions and existing as a marked category. Pen, a university 

English lecturer with a master’s degree, self-admittedly has a stable career but faced 

comments from co-workers about her sexuality once they knew she was dating a woman. 

Ben, who once worked in the Bangkok branch of an international accounting firm, was 

happy and content with his job but had to preserve a more stoic appearance when 

interacting with customers. 

For many LGBTQ+ Thai people at the intersections of multiple levels of 

oppression, employment stability is itself already out of reach. P’Doi narrated the 

anxieties of working and saving money from trans women’s perspectives: 

Kathoey can only work from ages 20 - 35, and then they’ll pass away. They work 

as showgirls, in industries that require beauty, in sex work. These things require 

you to use your body. And one day if they’re old, they won’t have money. If they 

didn’t save well when they were young, they won’t have stability in their lives. 

Once you’re 35, you can’t sell. Customers won’t buy you, because you’re old. 

What do you do? That’s why kathoey have to save money, sell themselves to 

beautify themselves. They might need to go back and live in the rural province. 

But what income do they have? What healthcare do they have?263 
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Social and economic marginalization relegate trans women to sex work and the 

entertainment industries, which in of themselves are not inherently negative spaces in 

which to work. The harm is that alternative occupations are frequently not attainable. 

Because of the marginalization of trans women in Thai society, stigma associated with 

sex work, and financial constraints experienced by trans women, other risks to health and 

well-being arise as a result of these overlapping oppressions, including increased risk of 

HIV and STI acquisition, risk of violence, and poor mental health.  

For individuals living with HIV, employment is especially precarious because 

employers may require employees to undergo a health check-up, including a blood test, 

for which a positive HIV result may preclude employment. There is currently no law that 

prohibits employment discrimination based on HIV status.264 Sam, a case manager at an 

HIV awareness and prevention NGO, described this as such: 

When you apply for a job you have to get tested. If you work in food or hospitals, 

you have to get rechecked. If you don’t pass, it’s over. You can’t work there. 

People have asked me, ‘Hey, I applied to work at [and international clothing 

store]. They need to test me.’ I told them to ‘Go apply. During the health check-

up for the hiring process, according to the law, there needs to be informed 

consent. But if they really need to test you, and you think you have it, you can 

find another job ...’ The problem though is that people [with HIV] will have 

difficulty finding a job ... Some companies will not hire you no matter what if you 

have HIV.265 

 

Though Sam assured his patient that they could find another job in case the 

company they applied to does not hire them, he recognizes that finding a job while living 

with HIV is difficult. HIV is not a biomedically LGBTQ+ disease, nor is any disease a 
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biomedically LGBTQ+ disease. However, because of biosocial and structural factors, 

many LGBTQ+ groups throughout the world, including in Thailand, experience higher 

prevalence HIV rates than in the general public.266 The pervasive discrimination against 

people living with HIV in the employment sector thus also targets some of the most 

marginalized members of the Thai LGBTQ+ community, who are possible already 

experiencing barriers to employment because of their LGBTQ+ identity. 

When I asked Paeng, a 27-year-old tom “is there anything else you’d like to say,” 

at the end of our interview, they replied that it’s very difficult for LGBTQ+ Thai people 

to apply to jobs, and from their own experience have applied to many jobs but have had 

very little opportunity. As long as employment and labor still modulate access to physical 

and financial stability, the employment discrimination of LGBTQ+ Thai people is 

implicated in health inequities.  

Media, Visibility, and Acceptance 

 

 The types of stereotypes that resulted in experiences of discrimination for 

participants in the workplace are to a large degree informed by media representations of 

LGBTQ+ Thai people.Many participants identified interactions with media as meaningful 

and/or significant to either their personal LGBTQ+ experiences or the experiences of the 

Thai LGBTQ+ community broadly. On an individual level, media serves as an important 

means of accessing information and resources, but on a societal level it can also be a 

prescriptive force that reifies harmful stereotypes of LGBTQ+ groups. Gomillion and 

Giuliano’s study on the influence of media role models suggests that positive media role 
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models foster a sense of pride and provide comfort for gay, lesbian, and bisexual people, 

but reductive or negative media portrayals may increase feelings of exclusion and 

typecasting.267 Thus, negative media portrayals are implicated in the perpetuation of 

minority stress effects that contributes to negative health outcomes, while positive media 

portrayals may help alleviate these stress effects.268 

Media and Identity Formation/Exploration 

 

For participants who are members of less visible LGBTQ+ communities in 

Thailand, especially lesbians, media seems to have a significant role in providing the 

language to recognize and identify oneself. Participants described not being aware of the 

concept of lesbians, or mis-reading lesbians as toms. Asia, who is a woman dating a tom, 

described how “there was no word for lesbian”269 during her adolescence, and Tan 

recalled a time when she pointed out a tom to her mother, but her mother replied “no, 

she’s les.”270 Way, a lesbian, described learning the word lesbian through the internet: 

The internet was already accessible … it began with reading stories … I saw that 

there was ying-ying271 too, and I was confused what yuri is. So I was curious and I 

searched it. So it was like that, oh, this term is called lesbian. I realized yes, this is 

right for me, this is what how I am, so I learned the term lesbian … it really was 

because of the internet … As a kid, I only knew the term tom.272 

 

Zee, a 29-year-old kathoey, referenced international cultural symbols to explain 

their gender identity to me: 
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S (2013): 3–26 
269 Interview, July 7, 2018 
270 Interview, July 1, 2018 
271 women-women 
272 Interview, July 1, 2018 



97 

 

If you want me to define myself, I’d probably say I’m a thut.273 If people use this 

term I don’t feel mad or anything, maybe before when I was a kid. They’d say, 

‘are you a thut? You’re a kathoey?’ Words like this. I like phu chai,274 but if I 

explain in foreign definitions, they won’t understand, [they’ll say] ‘Why are you 

like this but you like phu chai? That’s not possible. You have to like people like 

yourself.’ I think I’m like, in that American show. RuPaul. Drag, right, I’m like 

drag. When I live my normal life, I don’t fully dress up or dress as a woman. But I 

have mannerisms that indicate - not that I’m woman, but there’s a special style for 

people who are drag. Hands, the way we speak.275 

 

Thus, participants made meaning of their identities in conversation with national 

as well as international media representations. Interestingly, Zee said that foreigners will 

not understand their identity, yet used an American symbol to explain their identity. This 

is another instance of how globalizing force—American LGBTQ+ cultures—takes on 

local meanings in different ways. In the U.S., RuPaul Charles has increasingly been 

criticized for excluding trans women who have started their transition from participating 

in RuPaul’s Drag Race.276 However, Zee, a transfeminine person, can identify with 

various aspects of drag as representative of their own identity. 

Stereotyping and Stigma 

 

 While some forms of media serve an important role in providing LGBTQ+ Thai 

people with the language, networks, and resources to develop healthy identities in a 

heteronormative and cisnormative society, mainstream Thai media often “portrays LGBT 

people in a negative way, or as stock characters or comic relief on television shows.”277 

Sinnott characterizes the Thai print media as fixated on sensationalist stories of 

                                                
273 Faggot 
274 Cis heterosexual men  
275 Interview, August 5, 2018  
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homosexuality, both for kathoeys/gays as well as toms/dees.278 P’Doi corroborated these 

negative representations:  

Thai people have some level of transphobia, meaning they might fear or not 

understand kathoeys to begin with. Secondly, images of kathoey in media and 

things teach that kathoey are lewd, rowdy, loud, they’re sexually promiscuous 

people who can’t be around men, things like this. Thai media teaches you this, 

really.279 

 

 The Thai media’s role in perpetuating a “stigmatizing social environment”280 for 

Thai LGBTQ+ people consequently contributes to stereotype threat and minority stress, 

which result in negative mental health outcomes. James stated that he is “pretty surprised 

that many people who are phet-thang-luak,281 will have depression” and that “ maybe it’s 

because of social expectations and social burdens.”282 The social expectations and social 

burdens faced by LGBTQ+ Thai people that James references are be caused by a variety 

of factors, including family pressures, peer pressure, and workplace pressures; critically, 

media plays an important role in establishing and perpetuating the cultural meanings 

around which these expectations and burdens are constructed.  

On the other hand, for Key the increasing visibility of Thai LGBTQ+ 

communities in the media throughout their life represents the normalization of LGBTQ+ 

people in Thai society. They said: 

When I was a kid, during primary school, it was very prohibited. They’d call me 

e-kathoey, e-thut.283 They condemned me. They were very clearly anti. That I am 

abnormal, this way of being is wrong. I got teased and insulted. When I was 

growing up it started to get better because the pageant circuits for sao braphet 

song were booming -- Miss Tiffany’s, Miss Alcazar. Trans women contestants, 
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the cabaret girls started to get popular. It made this phet start being viewed as 

more normal.284 

 

Additionally, as a writer, Key has also seen in their professional career the changes in 

attitudes towards LGBTQ+ characters: 

Thailand has moved into an age where people admire and like LGBTQ+ people. 

There’s advocacy for LGBTQ+ people, or when people write and publish fiction - 

the literary organizations in Thailand support gay stories. There’s chai-rak-chai 

series, movies, books, fiction, media. It’s gin - imagining that men [characters] 

are in relationships. I’m living in this age now, where I’m not seen as disgusting 

by society.285  

 

For Key, the increasing popularity of beauty pageants for trans women in Thailand and 

increasing LGBTQ+ representation in media reflects a normalization of LGBTQ+ 

identities, and Key has felt the alleviation of minority stress effects due to this 

normalization in their life. However, many have pointed out that the public perception of 

trans women as entertainers is stigmatizing and tokenizing. Additionally, the practice of 

gin, akin to the phenomena of shipping in fandom cultures, might be used to produce 

queer readings of canonically cis heterosexual content, but could also be a form of 

fetishizing homosexuality.286 These varied and sometimes oppositional potentials for Thai 

LGBTQ+ media representation illustrates the nuances in the ways “discourse transmits 

and produces power; it reinforces it, but also undermines and exposes it.”287 

State Interventions in Media 
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Another important aspect to the relationship between media and LGBTQ+ Thai 

people is the Thai state’s censorship of LGBTQ+ content and scapegoating of LGBTQ+ 

media as the source of social ills. For a state invested in perpetuating heteronormative 

nuclear families, regulating and sanctioning counter-publics becomes a matter of nation-

building and national security. For example, in 2004, then-Prime Minister Thaksin 

Shinawatra’s Ministry of Culture asked TV stations to reduce “gay portrayals since it 

feared that the number of gays was increasing due to their growing media presence.”288 

This was one instance in a long history of  government censorship of media images of 

LGBTQ+ people in Thailand.289 Ironically, after Thaskin was deposed in a military coup 

two years later, the military-established interim government “ushered in a year-long 

period in 2007 during which LGBT organizations came to participate in major public 

issues.”290 During this period, a coalition of lesbian, gay, bisexual, and transgender people 

called the Sexual Diversity Network participated in public meetings and campaigns for 

the drafting of a new constitution and trans inclusive legislation.291 Sanders argues that 

this open attitudes towards diverse civil society groups was a tactic used by the interim 

government to legitimize itself. In the realm of media, Serhat Ünaldi claims that the 

recent increase in alternative queer representations in Thai cinema, beyond stereotypical 

campy comedies about kathoey, “may reveal something about the tactics that anti-

                                                
288 Serhat Ünaldi, “Back in the Spotlight: The Cinematic Regime of Representation of Kathoeys and Gay 

Men in Thailand,” in Queer Bangkok: 21st Century Markets, Media, and Rights (Hong Kong: Hong Kong 

University Press, 2011). 
289 Peter A. Jackson, “Offending Images: Gender and Sexual Minorities, and State Control of the Media in 

Thailand,” in Media Fortunes, Changing Times: ASEAN States in Transition, ed. Russell H. Keng 

(Singapore: Institute of Southeast Asian Studies, 2002), 201–30,  
290 Douglas Sanders, “The Rainbow Lobby: The Sexual Diversity Network and the Military-Installed 

Government in Thailand,” in Queer Bangkok: 21st Century Markets, Media, and Rights (Hong Kong: Hong 

Kong University Press, 2011), 231 
291 Ibid.  

https://www.zotero.org/google-docs/?6Vq9ej
https://www.zotero.org/google-docs/?6Vq9ej
https://www.zotero.org/google-docs/?6Vq9ej
https://www.zotero.org/google-docs/?6Vq9ej
https://www.zotero.org/google-docs/?6Vq9ej
https://www.zotero.org/google-docs/?UA5Pmv
https://www.zotero.org/google-docs/?UA5Pmv
https://www.zotero.org/google-docs/?UA5Pmv
https://www.zotero.org/google-docs/?UA5Pmv
https://www.zotero.org/google-docs/?UA5Pmv
https://www.zotero.org/google-docs/?eQEvTt
https://www.zotero.org/google-docs/?eQEvTt
https://www.zotero.org/google-docs/?eQEvTt
https://www.zotero.org/google-docs/?eQEvTt
https://www.zotero.org/google-docs/?eQEvTt


101 

 

democratic forces in the twenty-first century use to give themselves a liberal veneer.”292 

Thus, while media is one domain through which the Thai sex/gender system is both 

reinforced and re-defined, the media is enmeshed in broader discourses of morality, 

nationality, and state power. 

Despite the power of the Thai state to use media against LGBTQ+ people, media 

can also play a role in subverting normative social structures. Some participants use 

media to access certain understandings of their own identity, while, simultaneously, 

others feel constrained by the stereotypes perpetuated by media about LGBTQ+ people. 

Thus, media can serve as a powerful tool for either the continued oppression or liberation 

of LGBTQ+ Thai people, with consequences towards self-esteem, identity, and mental 

health.   

Conclusion 

 

In this chapter, I have shown how various agents, actors, and systems discipline 

Thai LGBTQ+ people throughout the life course in ways that contribute to detrimental 

health outcomes. This chapter has discussed these forms of discipline from the intimate 

domains of the home to the national stage. Centering these experiences of LGBTQ+ Thai 

people, concrete considerations for policymakers, academics, and healthcare providers to 

take into account include: 

● Addressing the gaps in healthcare information for LGBTQ+ Thai people, 

both in reference to groups that are hyper visible in the public health 
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landscape, such as trans women and gay men, as well as less visible 

groups such as WLW.  

● Address bullying in schools from both students and teachers. Establish 

guidelines regarding the privacy of LGBTQ+ students’ identities with 

respect to parent-teacher relationships, which are often complicated by 

class and status dynamics.  

● Establish a systematic, accessible, transparent path for employees and job 

applicants to utilize the Gender Equality Act when experiencing 

discrimination in the workplace. 

● Fund and support diverse LGBTQ+ representation in media, rather than 

re-entrenching single metanarratives. 

However, the effect of the Thai sex/gender system on LGBTQ+ Thai people 

should not be thought of solely as coercive and oppressive. In this chapter, I have 

highlighted the forms of resistance enacted by Thai LGBTQ+ people to negotiate and 

exert agency in otherwise restricting circumstances, from the formation of rich queer 

kinship relations to the subversive acts of Thai kathoey kids. These existing forms of 

agency, resistance, and subversion inspire new ways of thinking about the forms of living 

available to Thai LGBTQ+ people throughout various domains of the life course The 

next chapter continues this investigation to the forms of care available for LGBTQ+ Thai 

people in the Thai healthcare system.  
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Chapter 5: Experiences in the Healthcare Sector 

 

“Are there any last thoughts you’d like to say about your work or patient’s experiences?” 

 

“You know what it’s like in Thailand currently, right? The state of the Ministry of Public 

Health…I feel like my heart is going to break. Funding is very low. Staff members are 

low. Medical devices and tools are very low. We have to use everything carefully and be 

as frugal as possible. Patients are increasing, but the ministry can’t provide us with 

enough staff. Our work is spilling out of our hands. More patients, but the same number 

of providers…The same number of staff, but more work to do. Manpower and funding 

are very low. But we stay because it’s our home and the work that we love. No matter 

how difficult the work and how low the compensation. We have to stay.” 

- Nurse Anne293 

 

 On a hot, dusty August day, I was waiting on the side of a highway in the Isan 

(Northeastern) region of Thailand. P’Gaew, one of the doctors who works at the hospital 

where I would be spending the week, pulled over and I stepped into the passenger’s seat. 

She looked much younger than I expected, but it’s not abnormal for Thai doctors to be in 

their early to mid-twenties because students enroll in medical school directly after 

graduating secondary school. It’s especially common to see exclusively young faces 

among the personnel of rural hospitals, because younger doctors are more likely to utilize 

the bonus benefits provided by the government to doctors for working in rural 

communities. Older, more established, doctors have the option to work in private 

hospitals or establish their own practice, garnering higher salaries in both cases.   

Because the hospital is over 30 km. outside of the city center, P’Gaew offered to 

let me carpool with her from where I was staying in the city center to the hospital every 

morning. This gave me a good chance to learn about P’Gaew, the hospital environment, 

and the community. Most of the hospital’s patients, and the community members in 

general, were elderly patients whose children had gone to work in other cities or were 
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employees in agricultural and manufacturing companies nearby. I was not sure how 

much, if any, information I would receive from healthcare providers in this hospital 

regarding providing healthcare to LGBTQ+ people. I became more skeptical after seeing 

the waiting room for the first time—an open-air, large rectangular hall in which a 

majority of the patients seemed to be at least 50 years of age. As I came to learn, the 

ways people talk about their lack of experiences can be just as informative as how they 

discuss their experiences. Though I only formally interviewed one doctor, Dr. Jip, and 

one nurse, Nurse Anne, at the hospital, casual conversations during breaks, dinners, and 

excursions provided subtle insights into providers’ outlooks on providing healthcare to 

LGBTQ+ patients, and particularly, lower-class or working-class patients.  

 In addition to the medical professionals at this hospital, the other group of 

healthcare providers I interviewed might be considered part of a more generous definition 

of “provider”—case-managers who work at an HIV/AIDs prevention NGOs in Thailand. 

These providers work both inside and outside of the explicit healthcare ecosystem—they 

accompany patients to clinics for blood-work and medication and also conduct outreach 

in public parks, saunas, movie theaters, and other spaces that are cruising sites for 

MSM.294   

Talking specifically to providers who work with marginalized and rural 

communities allowed me to better understand the experiences of patients and providers at 

the margins of care. This chapter does not provide a comprehensive understanding of a 

diverse group of healthcare providers across sectors, class, and geography, but rather a 

specific look at care-taking and case-management provided to some of the most 
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marginalized members of Thai society, e.g. rural, poor patients, people living with 

HIV/AIDS, and migrant workers.  

Using the frameworks of the biopower, structural violence, and the ecosocial 

model of health, I have shown in the last chapter how LGBTQ+ Thai people face 

multiple forms of oppression and discrimination at various levels throughout the stages of 

the life-course. In this chapter, I focus from a broader discussion of health and well-being 

of LGBTQ+ Thai people throughout the life course to explicit experiences and inequities 

in the healthcare system. 

Who Counts, Who Pays? 

 

Class and citizenship are two key areas that came up in interviews as intersecting 

oppressions which compromise the healthcare of LGBTQ+ people. While Thailand has a 

celebrated Universal Health Coverage Scheme, a pervasive private healthcare landscape 

means that quality of care often depends on ability to pay. This is bolstered by the intense 

commodification of the Thai healthcare landscape to cater to the demands of international 

medical tourism.295 The most skilled doctors will take positions at private hospitals, or 

start their own practice, rather than working in government hospitals and receiving a 

fixed salary.  

Ojanen et al.’s study on the intersections of LGBTQ+ exclusion and 

socioeconomic class found that “participants with more economic and social capital 

encountered less anti-LGBTQI exclusion and discrimination and had greater protective 
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factors to negotiate any discriminatory experiences they encountered.”296 While class was 

not the explicit category of analysis for this thesis, participants who reported not having 

experienced discrimination in their lives were generally from middle or upper-middle 

class backgrounds. The effect of class stratification on the lived experiences of LGBTQ+ 

Thai people is most particularly visible in the realm of healthcare. Those who can afford 

to go to private hospitals and clinics are purchasing not only superior services, but also 

safety from discrimination, misgendering, and being inadvertently outed.  

However, the relationship between class and access to LGBTQ+ healthcare is not 

entirely linear. Van, who works with patients who are living with or are at risk of 

contracting HIV, said that he has only worked with lower- and middle-class people 

because those from the upper class will not listen to him: 

If I just open my mouth, ‘Hi, are you interested in-’ They say ‘No, no, no, no. I 

don’t need anything. I don’t have anything.’ They really try to cut me off. They 

aren’t willing to listen to what I have to say. So, I mostly work with lower class 

people. The lower class doesn’t really get attention. I go up to them, go with them 

[to get tested]. Better than the upper-class people. They think they are already 

fully informed, they’re confident. But mostly the upper-class people will die 

before the lower-class people. They repress it. They don’t open their hearts.297 

 

 Van’s statements are consistent with anthropological observations that well-off 

urbanite families in Thailand are more likely to oppose homosexuality because they 

believe it is a deviant and threatening to the family reputation, as opposed to working-

class and rural people.298 However, LGBTQ+ individuals from well-off families may also 

                                                
296 Timo T. Ojanen et al., “Intersections of LGBTI Exclusion and Discrimination in Thailand: The Role of 

Socio-Economic Status,” Sexuality Research and Social Policy, 2018, https://doi.org/10.1007/s13178-018-

0361-x. 
297 Interview, July 20, 2018 
298 Megan Sinnott, Toms and Dees: Transgender Identity and Female Same-Sex Relationships in Thailand, 

Southeast Asia--Politics, Meaning, Memory (Honolulu: University of Hawaii Press, 2004), 

http://nrs.harvard.edu/urn-3:hul.ebookbatch.PMUSE_batch:muse9780824865221. 

https://www.zotero.org/google-docs/?dYY8MT
https://www.zotero.org/google-docs/?dYY8MT
https://www.zotero.org/google-docs/?dYY8MT
https://www.zotero.org/google-docs/?dYY8MT
https://www.zotero.org/google-docs/?dYY8MT
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have more opportunities because of their financial stability, and this dynamic extends to 

the realm of healthcare as well.  

Participants who were from middle-class backgrounds did not describe facing 

financial barriers to healthcare, and even expressed a sense of class-based guilt at their 

ability to access high-quality healthcare. Olivia, a trans woman who identifies as middle 

class, revealed that she always goes to private hospitals, but one experience at a major 

public hospital significantly shaped her opinions regarding LGBTQ+ people and 

healthcare access: 

I feel really bad for [this hospital]. Once I walked in, wow, my middle-class status 

really crumbled. You could see patients who are uncles and aunties sleeping 

everywhere, miserably, pitifully. On tables like this, on wooden chairs like this, in 

the hospital. How can you let them sleep like this? ... (I)n terms of overall 

healthcare for men and women in the populace, [the government] can’t even 

provide that well. How can you let people sleep here miserably like this? The 

hospital beds filled all the walkways…Before, I would have said kathoey are 

neglected, our rights are neglected. But just the rights of men and women, not 

even counting matters of gender, in Thailand are really bad ... how can we have 

extra privileges? Ok, free gender affirmation surgery is really important for 

kathoey who are not middle-class like I am. How can they get to their dream, to 

realize what they know in their hearts, if they don’t have money... it’s a problem 

with the structure that has many levels where we need to find the right 

solutions.299        

 

At the intersections of a privileged class status but marginalized LGBTQ+ status, 

Olivia felt that her claims to oppression were less valid because she as an individual is 

more economically privileged than many cis heterosexual people. This implies that Oliva 

can access high-quality, expensive healthcare despite her LGBTQ+ status, and Olivia’s 

guilt in this context is an exception which proves the norm.  

 Similarly, Pat, a middle-class woman dating a tom, said that she once went to a 

government hospital and was infuriated at the ways the hospital workers treated patients 

                                                
299 Interview, July 21, 2018 
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who were visibly lower-class and worked as street cleaners. She said “when these people 

go to the hospital, they’ll get spoken to in a demeaning way. Sometimes I have to go and 

ask on their behalf … ‘aren’t we all Thai people? If we’re injured we should all get good 

care.’ But people only want to take care of the middle class and upper class.”300 Pui 

believes that a consequence of these interactions is that people will avoid going to the 

doctor entirely, and, “if you notice, very poor people won’t go to the doctor. They’ll 

prefer to buy medicine on their own.”301  

Having spent a week with doctors at a district hospital that serves a large, 

primarily rural and poor patient population, I witnessed these anti-poor attitudes first-

hand. One of the doctors I spent time with, whom I also consider a friend, mentioned that 

she believes patients abuse the public healthcare system and come in for unreasonable 

health concerns. She suggested that if a co-pay were implemented for each visit, poor 

patients would be more grateful for the services they receive. As a young doctor at a 

district hospital, she was living on hospital premises and working 80-hour work weeks, 

which contributed to these views 

. The public health system in Thailand, despite its commendable achievements in 

expanding access to millions of people, is still characterized by considerable inequity in 

terms of workforce distribution. The healthcare workforce density and per capita 

                                                
300 Interview, July 21, 2018 
301 Ibid. Here, Pui is referencing a common practice for Thai people to self-medicate by purchasing 

pharmaceuticals at community pharmacies rather than waiting to receive a prescription following a doctor’s 

visit. This practice was described by many of the participants in this thesis. I have also both witnessed this 

practice in my personal life, through my family and friends, as well as engaged in it myself. In the public 

health literature, these self-medication practices have led to concerning antibiotic misuse, such that on 

average two people die every hour from multidrug resistant bacterial infection. See Lim, Cherry, Emi 

Takahashi, Maliwan Hongsuwan, Vanaporn Wuthiekanun, and Visanu Thamlikitkul. “Epidemiology and 

Burden of Multidrug-Resistant Bacterial Infection in a Developing Country.” Elife, 2016. 
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government spending on healthcare in rural provinces lags behind that of the capital.302  

Thus, despite the heralded successes of the Universal Coverage Scheme as a pro-poor 

health policy, these experiences suggest there is entrenched, class-based discriminatory 

attitudes on the part of healthcare workers in public hospitals, on top of inequities in 

resource distribution for rural hospitals.  

The difficulties in accessing care for patients living in rural areas are illustrated 

vividly by Van, whose patient died due to complications of living with HIV/AIDS after 

moving from Bangkok back to their hometown. I have kept Van’s whole story, including 

personal details of his relationship with this patient, to illustrate as accurately as possible 

the total sequence of events and relationships leading up to the patient’s death, as well as 

to do justice by Van’s deep commitment to his work. 

Van: There was one case who I helped, and they passed away. It was a very sad 

case. I was devastated. I met them when they were ill. They had never gotten their 

blood tested. They were living with their partner, near where I lived. I took them 

to get their blood tested, they were positive. When they found out they fainted. I 

quickly took them to move their UCS insurance. Once their insurance kicked in, 

they were admitted to the hospital. They had pneumonia. I didn’t know if they 

were going to live or die. Once the pneumonia was taken care of, the doctor had 

them start taking ARVs. At that time, they had a CD4 count of seven, seven. They 

were skinny and dark-skinned, but they were endearing and lively. I really liked 

them. I had never taken care of a case who I felt so close to. I felt like we were 

siblings. I was happy to hang out with them. They took medicine and found a job. 

They were working for about five months, taking their medicine, and then their 

SHI benefits kicked in. They called me and said, ‘Phi, my303 SHI kicked in. I don’t 

want to change hospitals. The old hospital was good. Seeing the doctor was 

convenient and quick. If I have to, will you come with me to the new hospital?’ I 

told them, go get your patient history from your old hospital. I’ll take you. Their 

CD4 count had increased from seven to one hundred and fiftyish, from seven. So 

that was OK. They brought their patient history and I took them to the new 

                                                
302 Wilailuk Ruangratanatrai, Somrat Lertmaharit, and Piya Hanvoravongchai, “Equity in Health Personnel 

Financing after Universal Coverage: Evidence from Thai Ministry of Public Health’s Hospitals from 2008–

2012,” Human Resources for Health 13, no. 1 (July 18, 2015): 59, https://doi.org/10.1186/s12960-015-

0046-y. 
303 Though Wee did not explictly mention the patient’s phet, Wee narrated the patient’s words using 

feminine pronouns, which is common for transfeminine people in Thailand, including some gay men and 

trans women.  
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hospital where their SHI insurance was taken. I took them to get their blood 

tested. The doctor had to check everything before issuing prescriptions in their 

patient history. The old hospital had prescribed two months’ worth of medicine, 

but for the third month we needed to go to the new hospital. After that, I brought 

them to get their blood tested. Two weeks later they ran away back home without 

telling me. 

MS: Where was their home? 

Van: In the northeast. I saw in Facebook, but I didn’t call them. I knew they went 

home. But they were afraid to tell me. I had told them that if you have HIV, you 

need to take medicine, stay in Bangkok, get treated here. If you go home, you 

won’t survive. Because the environment, it’s not convenient to go to the doctor 

and get medication. In Bangkok it doesn’t matter, you can get your medication 

and go wherever you want. But there it’s not like that. I told them already. But I 

don’t know what they were thinking. They left without telling me. I saw in 

Facebook though that they were travelling. So, I called them. Three, four, five, six 

days, I called them and asked, ‘how are you? Are you taking your medicine?’ 

They said, ‘Phi, I haven’t taken my medication in many days.’ I asked why. They 

said, ‘Living here, when I have to take it at 10 pm, there are so many relatives 

around,’ this and that. They made up excuses. I replied, ‘if you don’t take your 

medicine, you have to accept what comes. Because I’ve already given you all the 

information. You understand right? What consequences might come?’ I hung up 

the phone. About a month later, it turns out they had syphilis. But they didn’t go 

get treated, or they did but it wasn’t the full dose. Their hands and feet developed 

rashes. They sent me the pictures and it was so bad. I felt bad for them. I told 

them to quickly come to Bangkok. It wasn’t my job, but I took them to get treated. 

The doctor said 1 in 1000. 1 in 1000 is a huge count, you have to complete the 

treatment dose. They said, ‘I live in the countryside.’ and the doctor said ‘Take 

this medicine and give it to the physicians there to inject for you.’ They went back 

to the province. I don’t know what happened, if they did get the medicine injected 

or not. Less than a month later, they weren’t taking ARV, they weren’t going to 

see a doctor. They were having intense, persistent coughing. They called me. I felt 

bad, I couldn’t say no. I took care of them since the beginning. They were 

improving but then they were back down again. They were coughing so much, 

they couldn’t take it. They called me, ‘Phi Van, I want to come to Bangkok, I want 

to find a job and get myself treated there.’ I asked them, ‘Have you thought it 

through? If you have, come quickly.’ So, they came, and I let them stay at my 

house. That’s not above and beyond my job, right? The next step, their body was 

weak, but I told them they needed to move their UCS insurance. The 

documentation is here, go do it quickly because your symptoms are already 

advanced. I was working at the office then. We waited 5 days for their insurance 

to update. Baht thong304 gets updated twice every month, the 15th and 28th of 

each month.  We had to wait a few days before they could see a doctor and get 

treated. Every night they were sleeping at my place, they were coughing, until 

they were coughing up blood. Some nights I couldn’t sleep. I felt like it was so 

frequent and strong. This case is a case that I remember so vividly. I really tried 

                                                
304 The insurance services under the Universal Coverage Scheme 
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to help them. They were coughing like they were just waiting to die. I couldn’t 

take it, so I asked my boss what we should do, because they’re not going to make 

it. My boss told me to take them to the hospital where their insurance is getting 

updated to. Another case manager took them. I was taking people to get their 

blood tested, so I told them to go with this case manager first, and I’ll follow. The 

hospital sent them to a different hospital. By the time the doctor there was able to 

see them, they were already in a wheelchair. Their symptoms were really bad. It 

was 4 pm by the time they saw the doctor. They went to the emergency room. The 

doctor sent them to a different hospital where their patient history was located. 

We got there, who knows when. The doctor had them admitted to the sterile room, 

gave them a blood transfusion. They were in really bad shape. They stayed there 

for six or seven days and then died. My boss raised some funds to help out, as 

much as we could. That was a case when I tried to help so much. I also felt really 

close to them. I think in my heart, they shouldn’t have died. You don’t just die that 

easily. If they didn’t go back home, they wouldn’t have died. If they listened to me, 

they wouldn’t have died. I’m still sad about this. I used to take them to travel with 

me, when I went to the beach with my partner. My partner also loved them and 

endeared them. We had fun, we laughed a lot, ate together, it was a really happy 

time. Their one misstep was when they went home. They made me smile. They 

were funny and full of joy. It’s such a waste. They shouldn’t have died. If they 

listened to me, they wouldn’t have died. They died because they didn’t take their 

ARVs, and they didn’t get continuous treatment. This is it, people who are 

positive, if they take their ARVs, if they get treatment, they can live a very long 

time, like normal people. I want everybody to think that way.305  

 

What forms of living were possible for Van’s patient/friend? In a world in which 

health insurance schemes were not as bureaucratic as they are, or in which undergoing 

ART and living with HIV were not stigmatized, in which sexual and reproductive health 

services were widely available, even for people living in rural Thailand, could this person 

have been spared their life, and Van spared the pain of losing a close friend? What forms 

of living are possible for young, poor, LGBTQ+, HIV positive people in Thailand? 

In addition to and intertwined with the issue of class, citizenship status and 

nationality also strongly shape the experiences of LGBTQ+ people in the Thai health 

system. While this thesis focuses on the barriers and facilitators to good health and 

wellbeing for LGBTQ+ Thai people, I do not restrict my definition of “Thai” to those 

                                                
305 Interview, July 20, 2018  
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who hold Thai citizenship. Doing so would be furthering an unnecessarily essentialist and 

restrictive definition of belonging. Additionally, histories of oppressive state actions have 

explicitly excluded those perceived as undesirable from Thai citizenship, which further 

problematizes essentializing “Thai” to those who are recognized as Thai citizens by the 

Thai state. One such oppressive historical sequence, which was brought to my awareness 

by my participant Pim, is that some trans elders will not have Thai ID cards, which are 

necessary for receiving government services including UCS insurance. Because these 

trans elders did not report to the military draft lottery, the procedures for which involve 

taking off one’s shirt for physical inspection, they are listed as draft-dodgers are not able 

to have ID cards.306  

The impact of citizenship and lack thereof was particularly visible in the 

experiences of Sam, Van, and Mee, who all worked at the same HIV/AIDS prevention 

NGO in Bangkok. All three discussed the difficulties of providing case management 

services to non-Thai people at risk of or living with HIV, since their grant funding only 

extends to Thai people. Thus, services provided to those without Thai citizenship would 

have to be conducted on their own time and with their own finances, which is not 

sustainable for modestly-paid NGO employees.  

In the public sphere, those who are not Thai citizens are not eligible for UCS 

insurance, which would cover the costs of ART. Because many migrants are also 

economically deprived, paying for ART out-of-pocket is not always feasible. Mee has 

had patients who ask him if they can delay starting ART, because they did not have the 

money for it. When Mee replies that delaying treatment will have effects on their health, 
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one patient responded, “I’m willing to be sick because I don’t have money right now. I’ll 

save up money first, and in four or five months if I have enough I’ll contact you.”307 For 

the most economically marginalized migrants who work informally without job security 

for the minimum wage of 300 baht (around $US 10) a day, missing a day of work in 

order to travel to a clinic could mean losing one’s job. In that position, people must 

choose between their financial stability and accessing ART. As Mee said, “if they get 

fired, everything falls apart. Working is the main reason they moved here [to Thailand] to 

begin with.”308 

While Mee, Van, and Sam mention that one clinic in Bangkok offers free ART 

regardless of citizenship status, it seems that this was an ad-hoc provision rather than an 

institutionalized, stable service. They also referred to other types of free ART for non-

citizens that have existed intermittently throughout their time working at the NGO. The 

presence of such resources seems to ebb and flow with funding streams, without 

guarantee that at any time they might disappear, leaving the providers incapable of 

assisting patients who cannot afford ART. Additionally, whereas the NGO itself used to 

have the funds to purchase ART for patients who cannot access any other means of 

acquiring them, the decline in the NGO’s funding stream no longer allows them to do 

this.  

In addition to financial obstacles, the migrants who Sam, Van, and Mee work with 

often face discrimination from Thai public healthcare providers. Both Mee and Sam 

described moments of explicit antagonism from workers in government hospitals. In one 

case, when Sam brought a Burmese patient to a government hospital, a nurse remarked, 

                                                
307 Interview, July 20, 2018 
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“You’re bringing them here again, the nurses are all about to resign.”309 During the 

conclusion of our interview, Mee remarked, “I’m not too worried about Thai people...I 

want to help people from Myanmar, Cambodia, Laos, Vietnam, foreigners who don’t 

have access to information...I want there to be stable funding so we have the grants to 

help these people.”310  Patients who are poor, migrants, and/or living in rural areas face 

significant obstacles, including gaps in resource and provider availability, stigma, and 

discrimination, that compromise access to a baseline level of healthcare, much less 

LGBTQ+-inclusive healthcare.  

(Mis)Identification 

 

 The Thai healthcare institution itself, primarily public hospitals, are not built to be 

inclusive for LGBTQ+ people. From the moment people walk into hospitals, the fact that 

government ID cards reflect sex-assigned-at-birth means that many people face the risk 

of being misgendered or outed. Bee, a kathoey, described the public confusion and 

unwanted attention she received when she was outed by the hospital registration: 

I was dressed in women’s clothes, but my name is masculine. They said Mr. 

Somchai. Mr. Somchai, please come to the counter. Oh, did you come with your 

relative? Where’s your relative? They didn’t understand - they were surprised that 

I’m a woman...they said Mr. Somchai and everyone turned to look at me.311  

 

 Other participants had prior experiences in which hospitals did not announce 

patients’ titles or names but used an anonymous numbering system. Generally, 

participants commented that it would be preferred if all hospitals implemented this 

anonymous intake process. One trans woman noted that the staff at private hospitals 
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311 Interview, July 24, 2018  
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address her as a woman, which affirms her gender identity. Thus, some LGBTQ+ Thai 

people may prefer an anonymous, gender-blind approach to the hospital intake system, 

and some may prefer being addressed as their gender identity. In any case, the current 

mechanism utilized by many hospitals of referring to people by their gender listed on 

their government ID will inevitably misgender and out patients, since gender markers on 

government documents, determined by sex-assigned-at-birth, cannot be changed. 

 The binary, immutable nature of the gender listed on one’s government ID also 

affects patients’ placement in wards, which are divided into male wards and female 

wards. According to Thee:  

If you’ve done everything completely, if you’re a woman, but your title still says 

Mr., when you go to receive services at the hospital, in any case they’ll make you 

stay with men. Even if you’re like this, but your title says Mr., you’ll have to stay 

with men. There’s no chance of letting saow-braphet-song stay with women.312   

 

 However, in an interview with Dr. Jip, I was told that the hospital had allowed a 

trans woman (once) to stay in the woman’s ward, but only because she had already 

undergone vaginoplasty. This was framed as the exception, rather than the norm, and it 

seems that this decision to allow or disallow trans women staying in the women’s ward is 

made at the informal level by providers and administrators. Dr. Jip described the situation 

as follows: 

It’s according to your phet. If you’re tom but you have the female gender marker 

[on your ID card], you would sleep in the woman’s ward. There’s just one case 

that [redacted] talked about. She was a patient I admitted. She was very very 

feminine, but she was still a “Mr.,” she didn’t change her markers yet.313 She was 

in the men’s ward, and she wasn’t comfortable using the men’s bathroom, so she 

requested to stay in the woman’s ward. It wasn’t a big deal – we let her stay in a 

spare bed, because she complained quite a lot that she wasn’t comfortable, she 

couldn’t sleep, she couldn’t use the bathroom easily.314 

                                                
312 Interview, July 23, 2018 
313 In reality, it is not possible in Thailand to change your gender on government documents.  
314 Interview, August 3, 2018 
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While this patient was permitted to stay in the woman’s ward, this was only 

facilitated following significant self-advocacy on the part of the patient, who had already 

endured the injustices of being forced to stay in the men’s ward. The burden of these 

contemporary policies, wherein the healthcare system requires and reproduces the gender 

binary, evokes a longing for the alternative presents that could have transpired instead. In 

what ways could Thai society have built health infrastructures absent the domineering 

hegemony of Western scientia sexualis315—had Plaek Phibunsongkram not issued Article 

9 of the Cultural Mandates, or had European diplomats not been so discomforted by the 

“uncivilized” illegibility of the Siamese sex/gender?316 On the matter of scientia sexualis 

and uniform truths, a theme worth noting is that both Thee and Dr. Jip alluded to the 

ability for patients to pass. When Thee emphasized “even if you’re like this,” I 

interpreted her “this” to refer to herself and her own feminine, passing appearance. In 

another part of the interview, she said, “On the outside, I’m like a woman in every 

way.”317 Likewise, Dr. Jip emphasized the hyper-femininity of her patient. In this case, 

the concept of “passing privilege” is upturned because it is impossible to pass when 

hospitals use ID cards to register new patients. From the perspective of the government’s 

scientia sexualis, the truth of one’s self is encoded in the body from birth by the person 

who fills out your birth certificate; this self is immutable and determinative.  

                                                
315 Foucault introduces scientia sexualis in History of Sexuality, Volume 1 to describe how “The society that 

emerged in the nineteenth century…bourgeois, capitalist, or industrial…put into operation an entire 

machinery of producing true discourses concerning [sex],” and “set out to formulate the uniform truth of 

sex.” (pg. 69). In other words, sex and sexuality were made into an object of scientific knowledge, and this 

object of scientific knowledge was inherently politicized for use in matters of “tropical medicine” (we now 

call it public health/epidemiology), eugenics, and scientific racism.  
316 The relationship of these historical events on the contemporary Thai sex/gender system is discussed in 

Chapter 2 
317 Interview, July 23, 2018 
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It is important to note that the pervasive, constant violence of misgendering 

caused by ID cards is everywhere, not just in hospitals and clinics such that, “every time 

[trans people] need to show their ID card, it invites a look of suspicion and even ridicule 

from the other side.”318 Thee  described her mortification upon being publicly 

misgendered at a concert because of her ID card: 

I went to a concert before and there was a men’s lane and the women’s lane. I 

used the women’s lane and they didn’t say anything. But this other concert I went 

to, they said, “oh, ladies, this way please, gentleman, that side please.” I asked 

them if we need to show our ID cards, and they said yes. I asked what if the ID 

and our body is different? She said go by the ID card. The gender markers on 

your ID card. So, I used the men’s lane with my boyfriend, and the card checker 

said “ladies over in that lane please.” At least they did see me as a woman. I 

showed my card and they said, “oh, you’re a man,” and let us in. I was 

embarrassed. To tell the truth, I was really mortified.319 

 

When I asked Khun Mae Tam about any lingering thoughts at the end of our 

interview, she said, “This is what I want. Even though I’m old...I want to be recognized 

as a woman under the law. So I don’t have to be embarrassed when I go places. I want 

this. People die never having that right.”320    

Whether or not a trans person will experience an explicit act of discrimination 

today, or tomorrow, within the week, or within the year is immaterial, the possibility of 

being outed and misgendered is enough to elicit anxiety every time the ID card is 

required—at concerts, banks, job interviews, school enrollment, etc. Paradoxically, in this 

paradigm of sex/gender, trans women are legally permitted to marry women, whereas it is 

not legal for people of the same sex-assigned-at-birth to marry in Thailand.321 This 

                                                
318 Bangkok Post Public Company Limited, “Katoey Face Closed Doors,” https://www.bangkokpost.com, 

accessed March 2, 2019, https://www.bangkokpost.com/opinion/opinion/355011/katoey-face-closed-doors. 
319 Interview, July 23, 2018 
320 Interview, August 3, 2018 
321 Sam Winter, “Transpeople ( Khon Kham-Phet ) in Thailand: Transprejudice, Exclusion, and the 

Presumption of Mental Illness” (Hong Kong University Press, 2011). 



118 

 

illustrates the incommensurability of the Thai state’s views on legitimate marriage and its 

views on legitimate citizenship, exposing fault lines in the biopolitical regime that 

challenge the regime’s rationality.  

Because it is viscerally discomforting and dysphoric to be forced to stay in 

gendered hospital ward that misgenders you, some LGBTQ+ patients will pay extra 

money to stay in more expensive private rooms, referred to as hong phiset or special 

rooms, akin to VIP rooms. This is clearly only accessible to patients with the means to 

afford these expenses, and the non-rich are forced to choose between their financial 

security and their physical/psychic security. The exponential impact of wealth on 

LGBTQ+ health is pervasive throughout the entire structure of healthcare in Thailand.  

LGBTQ+ Service/Surveillance 

 

In the same way that LGBTQ+ itself is an imperfect but useful category, 

“LGBTQ+ health” is likewise an imperfect but useful category. LGBTQ+ identity is not 

a biomedical condition: its origin does not lie in specific configurations of genes, 

proteins, cellular signaling pathways, tissues, etc. Most broadly, then, LGBTQ+ health 

might be defined to include any health conditions where a disparity exists between 

LGBTQ+ communities and the “general population” due to structural and behavioral 

factors. Thus, the boundaries and borders of LGBTQ+ health are context-specific. In the 

American context, the Center for Population Research in LGBT Health, in partnership 

with The National Coalition for LGBT Health, reports on their website that health 

indicators with evidence of LGBTQ+ disparities include, “core competencies in health 

provider training, colorectal cancer deaths, pap tests, suicide, adolescent suicide attempts, 

healthy weight in adults, obesity in adults, adolescent and adult use of illicit substances, 
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binge drinking, alcohol consumption and adult and adolescent tobacco use.”322 When I 

asked participants about their experiences accessing and obtaining health services related 

to phet, the most common services that people discussed included GAS, hormone 

therapy, blood testing, PrEP, HIV/AIDs, and sexually transmitted infections (STIs). This 

reflects the parallel and mutually reinforcing dynamics wherein LGBTQ+ issues in 

Thailand have been largely discussed in the language of public health, and funding for 

LGBTQ+ advocacy and organizing is often provided by grant organizations related to 

HIV/AIDs prevention. For example, in an interview on the TV show “ต่างคนต่างคิด” about a 

trans lecturer’s discriminatory termination from Thammasat University, the host asks 

P’Doi if Thai educators need to be well-mannered and care about Thai traditions and 

cultures. P’Doi replies, “No, it’s not like that, but I believe that the truth is that we should 

talk about matters of phet already. In today’s age there’s more freedom to talk about sex, 

about using condoms.”323 Using the language of public health is sometimes a useful, and 

in some contexts, the only strategy to open the conversation for acceptance and inclusion 

of LGBTQ+ communities. Consequently, LGBTQ+ health is often understood to 

constitute diseases and conditions associated with sexual activity as well as the bodies 

that are pathologically associated with these conditions—primarily, the bodies of, in 

public health terms, transgender (TG) people and men-who-have-sex-with-men (MSM).  

As a consequence of these targeting and pathologizing processes, LGBTQ+ Thai 

people who are not marked as trans or MSM are less subject to the surveillance of the 

                                                
322 “Research Projects - The Fenway Institute - Center for Population Research in LGBT Health,” The 

Fenway Institute  - Center for Population Research in LGBT Health (blog), accessed March 2, 2019, 

http://lgbtpopulationcenter.org/research-projects/. 
323 “รายการต่างคนต่างคิด ตอน ครูเคทเป็นกะเทย หมดสิทธ์ิเป็นอาจารย ์?13/10/58 - YouTube,” accessed April 16, 2018, 

https://www.youtube.com/watch?v=MmgwyFhyOn4. 
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state, and in the same vein often do not have access to healthcare or health information 

that adequately addresses their needs. Sky expressed their frustration at these dynamics: 

One thing I feel I still lack is information. Whether it’s information on the internet 

or through various public relations campaigns, I feel that mostly chai rak chai will 

access that information. My friends who are chai rak chai will know, they need to 

get their blood tested, they need to do this and that. But in the society of ying rak 

ying324 and my own friends, we never discuss these things, and nobody has 

information about what we need to do, which steps to take. We just know as 

women we need to get breast cancer screenings and pap smears, but we don’t 

know specifically, if you’re LGBT, if you’re a lesbian, do you need to do get 

tested for anything more than regular women. I’ve never had this information, or 

maybe I just haven’t encountered it, but I feel like we don’t have it and don’t 

know… when people talk about the health aspects of LGBT, it’s chai rak chai or 

sao braphet song… Sometimes ying rak ying might have problems where partners 

can transmit diseases. I feel like there’s no knowledge there about how to use 

protection. Chai rak chai know to use condoms, use lube, take medication,325 but 

for women, we don’t know what to do.326 

 

 While Sky expressed a desire for more information regarding sexual health for 

women in relationships with women and a frustration at the invisibility she feels, Max 

described the exact opposite: he frequently participates in programs to get his blood 

screened for HIV free of cost, or even in exchange for coupons to restaurants and other 

forms of incentivization.327 Though Max lives in Chiang Mai, these types of incentive 

programs to motivate those marked as trans/MSM to get their blood screened are 

ubiquitous in urban spaces throughout the country. I witnessed one such campaign at a 

dance party I attended in Bangkok with friends. The party, run by a well-known event 

organizing group led by trans women, was sold out many days before it occurred. Two of 

                                                
324 Though Fah identifies as a tom, Fah also positions themselves with phu ying (cisgender women) in this 

part of the conversation, in opposition to gay men and transgender women. Megan Sinott in Toms and Dees 

(2004) has discussed the ontology of tom identity and its heterogeneity and fluidity. Sinnott claims, as I 

experienced in my research, that people who identify as tom identify with masculinity and/or femininity in 

different ways, with some tom using masculine pronouns to refer to themselves and others explicitly 

opposed to doing so, for example.  
325 Presumably PreP 
326 Interview, August 6, 2018 
327 Interview, July 6, 2018 
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my friends, one of whom is a cisgender woman, and I had already bought our tickets, but 

our other friend, who is gay, could not buy a ticket in time. On the night of, I was the first 

to arrive at the event, and the organizers were offering free tickets to the first 50 people 

who agreed to get their blood screened at the on-site stations, set up and staffed about 15 

feet away from the entrance to the party. I asked the party staff if I could get my blood 

tested and save the ticket for a friend, rather than for my own use, and at first, they said 

that would be perfectly fine, but upon learning that I’m a cisgender woman, apologized 

and said that the promotion is not for phu ying. This moment of ambiguity, wherein the 

organizers had to ascertain, on the basis of appearance, who is or is not part of their target 

population, and thus whether or not someone is given access to the blood screenings and 

associated incentives, involves both care and control, service and surveillance.     

 Even if providers want to develop programs that more comprehensively address 

the needs of LGBTQ+ patients, these concerns are perceived to be deprioritized in Thai 

health policy in comparison to other health needs, particularly those ushered by an aging 

society. As stated by Nurse Anne: 

If it’s possible, I want there to be more development in care, access, and 

treatment. Or to have more specialist doctors, that would be good – a care 

highway for third-gender groups. But right now in Thai society, we have an aging 

population, and it’s getting more and more pressing, it’s going to be 100% here. 

So in healthcare delivery, I want elderly people to be able to access it more, at this 

point. But for LGBTQ+328 patients, if it’s possible, I do want there to be 

specialized care. That depends on the perspective of policymakers at the national 

level, whether they want us to do it or not. If the policy orders us to do it, we have 

to do it.329   

 

                                                
328 Nurse Anne actually uses the Thai term for “third-gender” to refer to LGBTQ+ patients, but in keeping 

internal consistency in this report, I translate that to LGBTQ+. The question of implicit bias when referring 

to patients as “third-gender” is certainly relevant but is not the central focus of these statements.  
329 Interview, August 4, 2018 
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 In addition to the lack of political will, there is also a lack of funding. When I 

asked Nurse Anne what, in her opinion, are the main obstacles to providing reaching the 

health needs of LGBTQ+ patients, she said: 

The obstacles are, one, we have a high volume of patients, and two, the funding 

for the hospital. We cannot separate directly, the direct policies haven’t been 

implemented, so we can’t make the distinction to provide care specifically to 

LGBTQ+ patients…it’s not like abroad, where LGBTQ+ groups need to have 

specialized care. It’s not a boom like that yet. So we do it this way for now, in 

Thai style.330  

 

The hospital where Nurse Anne works does have a specialized anonymous clinic 

for providing care to patients living with HIV, and Thai citizen patients who are covered 

under the UCS do not need to pay for ART, which was integrated into UCS in 2006. This 

follows the trend that when there is funding dedicated to LGBTQ+ health in Thailand, 

HIV prevention and treatment is prioritized, while other aspects of LGBTQ+ health are 

ignored. As reported in the UN: Being LGBTQ in Asia project’s country report for 

Thailand, “Traditionally, health programs directed towards LGBT individuals have not 

been inclusive of other issues… Donors and national policy makers feel it is most cost-

effective to reduce mortality, and so focus on HIV as a potentially life-threatening 

disease.”331 

 However, even the assumption that at least HIV/AIDS prevention and treatment 

is funded is now contestable, as illustrated by the experiences of Mee, On, and Van, 

whose organization’s budget cuts limit their ability to assist patients. This decrease in 

funding over the last few years of the organization’s work coincides with what Moyer 

and others have termed the “post crisis era,” in which people perceive the HIV/AIDS 

                                                
330 Interview, August 4, 2018 
331 UNDP, “Being LGBT in Asia: Thailand Country Report. Bangkok.” 
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epidemic to be over.332 According to Moyer, funding for AIDS prevention has flatlined 

since 2008, as donors pulled funding in response to the global financial crisis. Donors 

believe that treatment programs can accommodate more people with the same amount of 

money if programs are made to be more efficient. However, as Moyer points out, this 

calculus fails to capture the people who never had access in the first place.  

 Thus, the lack or presence of LGBTQ+ health services in Thai hospitals, the 

claims that patients make to healthcare rights, and the role of NGOs and providers are 

negotiated in a matrix of national policy priorities, global trends in LGBTQ+ advocacy, 

and mercurial international donor preferences.  

Training and Educating Providers 

 

 One reason why many Thai LGBTQ+ people may seek services related to 

LGBTQ+ health at dedicated clinics rather than in hospitals is because of the sheer lack 

of healthcare professionals who are LGBTQ+ in government hospitals, which are part of 

the conservative, bureaucratic civil service system. Orn said that though she did not have 

any personal experiences receiving poor treatment from medical providers, her friend,  a 

trans woman, was forced to wear men’s clothing throughout medical school. Despite the 

existence of the Gender Equality Act, which prohibits unfair gender discrimination by 

government agencies and private organizations, implicit cases of disciplining such as 

these seem routine. When I asked Bee, who works at an NGO for trans advocacy, if there 

was a lack of trans women nurses, she replied, “Mostly they can’t dress in women’s 

clothes. If you are a [trans woman] nurse, you have to dress in men’s clothes…the 

                                                
332 Eileen Moyer, “The Anthropology of Life After AIDS: Epistemological Continuities in the Age of 

Antiretroviral Treatment,” Annual Review of Anthropology 44, no. 1 (October 21, 2015): 259–75, 

https://doi.org/10.1146/annurev-anthro-102214-014235. 
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rachakan333 system does not let you dress as a woman.”334 Rather than discussing 

educational barriers, explicit interpersonal acts of transphobia, or other factors that 

impede trans people from becoming medical providers, Bee immediately pointed out the 

discriminatory and biologically essentialist dress code imposed in the civil service 

system. While these policies likely affect all LGBTQ+ Thai people because of the 

implicit othering they perpetuate, these policies explicitly and asymmetrically target 

people who are transfeminine or transmasculine because they prohibit gender expression.  

Though the effects of these policies on LGBTQ+ students pursuing medicine are 

unquantified, a 2013 article in the Bangkok Post stated, “we don’t find transgenders as 

high-ranking officials, doctors, lawyers, scientists, or teachers in state-run schools and 

colleges.”335 Additionally, when I asked an endocrinologist and graduate of the Faculty of 

Medicine at Chulalongkorn University on current university practices, he said, “It 

depends on the university, but mostly they force you to dress according to your sex-

assigned-at-birth.”336 However, when I asked him whether he personally knows of 

LGBTQ+ Thai doctors, he replied that there are many doctors, as well as many medical 

faculty members, who are LGBTQ+, giving an estimate of “approximately 20-30%, and 

probably more than 10%.”337 Furthermore, he indicated that doctors can be relatively 

open about their LGBTQ+ identities because of changing opinions in Thai society. Of 

course, his estimates are not verified, and he practices in Bangkok, where the visibility 

and ability to come out of LGBTQ+ doctors are likely higher than in rural areas.  

                                                
333 Civil service  
334 Interview, July 24, 2018.  
335 Limited, “Katoey Face Closed Doors.” 
336 Personal communication, March 1, 2019  
337 Ibid. 
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In terms of patient perception, the Journal of Psychiatric Association of Thailand 

published a paper in 2011 which reported that over 80% of patients at a large public 

hospital in Thailand felt that “overtly effeminate male doctors or overtly masculine 

female doctors were acceptable in Thai society nowadays.”338 Still, between 1% and 3% 

of patients reported feeling “disgusted and nervous” to have contact with transfeminine 

and transmasculine doctors. These divergent, contradictory perspectives suggest that the 

present moment is an inflection point in Thai society, where greater visibility and 

acceptance are developing in some realms while entrenched stigma and prejudice persist 

in other areas. One exception that proves the rule is Zee’s experience participating in a 

PrEP trial at a large university hospital in their city. Zee said, “The program manager at 

the place where I go for the PrEP study is also LGBTQ+.  So, we get along really well 

and totally understand each other. I don’t need to explain anything to them extensively. 

Even the doctor I saw yesterday was gay, so he understood me.”339 Zee was the only 

participant who discussed having had interactions with LGBTQ+ healthcare providers.  

 In addition to the lack of LGBTQ+ providers, or at least the lack of visibility of 

LGBTQ+ healthcare providers, providers in general lack sufficient training to provide 

care to LGBTQ+ patients. Dr. Jip described her training as such: 

They taught this in FamMed a second time. ‘Oh, you need to be able to provide 

care to this group of people. These are the differences they have. They’ - what’s 

the word they use? - There’s gay, lesbian, right? And trans, right? They have us 

meet people in this group so we can provide care to them. But it’s just one 

course...LGBT, right? This is how the professor teaches it...working with LGBT. 

Phet is divided into phet chai, phet ying, and other phet, right? Ok, these are the 

problems you find in these patient groups, what are the diseases you find in these 

groups, and what are their psycho and biosocial problems. For example, you’ll 

find HIV in this group at high rates. Mostly they emphasize providing psycho 

                                                
338 Jarurin Pitanupong and Nisan Sam-angsri, “Patient’s Attitudes towards Overtly Effeminate Male or 

Overtly Masculine Female Doctors” 56 (2011): 25–34., pg. 26 
339 Interview, August 5, 2018 
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support to understand this group, that they’re just a person who lives in a different 

way. 340  

 

 This description appears cursory, and, if anything, indicates a flattening 

mechanism of classification, rather than training that equips providers to consider the 

ways patients’ health and wellbeing are affected by their experiences of living as 

LGBTQ+ people in Thai society, and to provide competent care accordingly. Lack of 

training on LGBTQ+ related health issues is, of course, not unique to Thai medical 

schools. In 2011, medical schools in the US devoted an average of five hours in their 

entire curriculum to “LGBT-related content,” and a 2018 survey of students at medical 

schools in New England found that 80% of respondents felt “not competent” or only 

“somewhat competent” with providing medical treatment to patients of minority 

gender/sexuality.341  

 This lack of training contributes to inappropriate and violating treatment of 

LGBTQ+ people by healthcare providers. This arose in interviews from the perspectives 

of patients as well as providers. Dr. Jip, for example, asserted that there is no 

discrimination against LGBTQ+ people in the Thai healthcare system. However, she also 

spoke of LGBTQ+ patients in tokenizing and stereotyping ways. In one case, she made 

stigmatizing comments about a tom patient’s suitability to be a mother: 

I took care of a tom closely, she was pregnant. She was 18 years old at the time ... 

She’s a tom, but she went out drinking with a man. And she ended up getting 

pregnant ... after her delivery we followed up with her, due to the fact that she has 

                                                
340 Interview, August 3, 2018 
341 Juno Obedin-Maliver et al., “Lesbian, Gay, Bisexual, and Transgender–Related Content in 

Undergraduate Medical Education,” JAMA 306, no. 9 (September 7, 2011): 971–77, 

https://doi.org/10.1001/jama.2011.1255; Nicole Sitkin Zelin et al., “Sexual and Gender Minority Health in 

Medical Curricula in New England: A Pilot Study of Medical Student Comfort, Competence and 

Perception of Curricula,” Medical Education Online 23, no. 1 (December 2018): 1461513, 

https://doi.org/10.1080/10872981.2018.1461513. 

https://www.zotero.org/google-docs/?Q1SSRn
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a masculine personality. She’s a woman, but she has a masculine personality, so 

we were concerned about her kid. But she was able to be a good mother.342    

  

 The patient’s young age and the unintended nature of their pregnancy are both 

reasons to legitimately be concerned about following-up on the health and wellbeing of 

the child in question. However, the suggestion that the patient’s masculine presentation 

and personality were the primary causes of concern call into question LGBTQ+ people’s 

abilities to parent, which is harmful and stigmatizing in a country that does not allow 

non-heterosexual couples to adopt children or access surrogacy. In another moment, Dr. 

Jip described trans women and kathoey as colorful and entertaining, and for these reasons 

she claimed she does not discriminate against LGBTQ+ patients; if anything, she 

claimed, she thinks positively of the LGBTQ+ community. However, these associations 

are particularly pervasive and harmful stereotypes that about trans women in Thailand 

that contribute to the pigeonholing of trans women into sex work and entertainment roles, 

as discussed in Chapter 4.  

 Dean et al. refer to these types of encounters as “heteronormative 

microaggressions, which communicate to LGBTQ people…that their identities, 

experiences, and relationships are abnormal, pathological, unexpected, unwelcome, or 

shameful.343 In addition to heteronormative microaggressions, the patients in this thesis 

also describe experiences of extensive cisnormative microaggressions.  

                                                
342 Interview, August 3, 2018. 
343 Megan A. Dean, Elizabeth Victor, and Laura Guidry-Grimes, “Inhospitable Healthcare Spaces: Why 

Diversity Training on LGBTQIA Issues Is Not Enough,” Journal of Bioethical Inquiry 13, no. 4 (December 

1, 2016): 557–70, https://doi.org/10.1007/s11673-016-9738-9. 
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 One trans woman, Sia, had experienced a disheartening number of 

microaggressive and overtly violent interactions with healthcare workers in Thai 

government hospitals. She told me her story: 

I was bitten by a cat and I needed the rabies shot. I needed to get a shot that day, 

3 days later, 7 days later, 3 months, and 6 months. That was a time I was in 

between jobs and I was taking time off, so I ended up having to get each shot of 

the vaccine in four different hospitals. It made me experience discrimination and 

stigma up-front. The first hospital, I went to a hospital in my district. When I put 

my name down at registration, they didn’t realize that I’m trans. So they called 

my name, “Mr.[]” I went up, and they asked where the patient is. I told them I am 

the patient. The doctor apologized, that was OK. But a situation that was not OK 

was in the treatment room. There were two workers. One was inputting my 

information. The other was a helper. I came to the doctor just to get this vaccine, 

but they kept asking me if I’ve had a sex change. She said, “Oh, I have a son, do 

you want to be my son’s girlfriend?” I was like, bullshit. That room was full of 

people and they spoke really loudly. I came in just for a simple service, why do 

you have to insert this unrelated topic. I experience this frequently, when 

personnel will ask me, I have a son, why don’t you date my son, he’s handsome,’ 

but I think, really, would you actually let me date your son. I don’t know what you 

want. So when I experienced that I really felt not OK and not happy. But I tried to 

brush it off and speak to them politely...At the third hospital, I was collecting data 

in the South of Thailand. I went to the hospital and had to register as a new 

patient. The waiting room was full of people and really tightly packed. Trans 

people are already less visible in the South, because if you’re trans and Muslim 

you won’t get GAS or change your body. When I went to register, they called 

people to come look at me, “Come look at the kathoey.” People came and ogled 

at me...I was so stressed out I was going to cry. From there, I went to the injection 

room...I was wearing a collared shirt without buttons on the front, so I had to 

unzip the shirt from the back so that they could give me the injection. So I 

unzipped my shirt and covered my breasts with my arms. They asked, “You’re not 

wearing a bra?” I said, “I am, I wear silicone pasties.” And they came and 

grabbed my breasts, they were trying to feel them, “Hey can I see...” I told them 

you can just go google it, don’t look at mine, I’m really not OK with this...And I 

wonder if I wasn’t a kathoey if they would do this to me. After that I cried and 

called my friend to pick me up...I’m an activist so I can share my story and spread 

awareness, but what about at the margins, who are oppressed, would they tell 

their story? Not a chance.344  

 

                                                
344 Interview, July 23, 2018 
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The factors leading to these back-to-back traumatic experiences for Sia are 

multilayered. Sia’s story demonstrates the multiple intersections that must be considered 

when assessing the experiences of LGBTQ+ Thai people in the healthcare system. In her 

one account of accessing care for rabies vaccinations, Sia spoke to the influences of 

transphobia, trans tokenization, geographic variation, and religion on her care experience.  

The experiences of other participants, both patients and providers, throughout this 

chapter likewise demonstrate how LGBTQ+ Thai people experience and access 

healthcare differently depending on class, citizenship status, sexuality, gender identity, 

geography, and other variables. One the one hand, individual providers commit uniquely 

egregious transgressions. On the other hand, the institutions tasked with overseeing and 

training providers have failed to prevent these transgressions from happening. Placing all 

the blame on individual providers would not rectify those underlying problems and would 

elide the ways that the Thai healthcare system operates through policies and resource 

distribution to marginalize LGBTQ+ Thai people.  

Keeping these nuanced social contexts in mind, in the next chapter I describe my 

process of designing a prototype dilator for use following gender-affirming vaginoplasty 

in conversation with the needs of trans women. 
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Chapter 6: Design, Disruption, Dilators 

 

Introduction 

 

 After Robert Abbe performed one of the earliest vaginoplasty procedures in 1898 

for a patient with vaginal agenesis,345 he reported that: 

 The gravitation of the abdominal contents tended to shorten the vaginal canal, 

and I saw that it would be necessary for her to wear a vaginal plug part of every 

day at least. Several varieties were tried, but nothing was so comfortable as a 

good-sized wax candle smoothed and rounded, and kept in by a T-bandage.346  

 

Though contemporary surgeons no longer use wax candles as dilators following gender-

affirming vaginoplasty, the state-of-the-art, graduated glass or plastic rods, are not too far 

off from a “good-sized wax candle.”  

While Abbe’s patient was assigned-female-at-birth, and thus was considered a 

female patient with vaginal agenesis, the intended patient group for this design project is 

transgender women who have undergone gender-affirming vaginoplasty. Gender-

affirming vaginoplasty is a surgical process whereby a vagina is constructed from a 

patient’s existing tissues for transgender and gender non-binary patients. In the recovery 

process, starting from the first week after surgery, patients must dilate the vagina every 

day, three times a day (initially), 15 minutes per dilation, for up to two years. While 

dilation regimens may differ slightly depending on physician recommendations and 

patient requirements, one sample regimen, from Surgical Management of the 

Transgender Patient, states: 

Vaginal dilation will begin when your vaginal packing is removed. This will 

occur on the fourth to sixth day after surgery, and the dilators will be provided to 

                                                
345 Incomplete or absent vagina 
346 Robert Abbe, “New Method of Creating a Vagina in a Case of Congenital Absence,” Medical Record 

(1866-1922); New York 54, no. 24 (December 10, 1898): 836–838. 

https://www.zotero.org/google-docs/?T3hSLX
https://www.zotero.org/google-docs/?T3hSLX
https://www.zotero.org/google-docs/?T3hSLX
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you before discharge. Dr Schechter will review specific instructions regarding 

dilation. 

 

1. Begin with the smallest dilator lubricated with KY Jelly. Gently insert the 

dilator the entire length of the vagina and allow the dilator to remain in place for 5 

to 10 minutes. One dilation each day should include the use of bacitracin 

antibiotic ointment. Bacitracin should be used for the first 6 weeks after surgery. 

2. When inserting and rotating the first dilator becomes easy, progress to the next 

size. This process should take about 2 to 4 weeks. 

3. Dilation should be performed 3 to 4 times daily for the first 6 weeks after 

surgery. After 6 weeks, the dilation should be performed twice daily for 3 months 

and then daily for the next 2 months. Six months after surgery, dilation should be 

performed 2 to 3 times each week. If you notice the dilation becoming more 

difficult, you should increase the frequency. 

4. The dilators should be thoroughly cleansed after each use with an antibacterial 

soap.347 

 

Successful dilation is integral to overall surgical outcomes, and failure to dilate 

sufficiently may lead to various complications, including contraction of the skin grafts 

and vaginal stenosis.348 The current state-of-the-art tools used for dilation are passive 

glass/plastic rods, which leaves room for much innovation to increase ease of use for 

patients and potentially introduce mechanotherapeutic components to the device. This 

design project exists in conversation with broader concerns regarding health equity, 

healthcare access, globalization, medical tourism, and other phenomena that weave 

between the social, economic, political, and biological, as discussed in Chapter 1 through 

Chapter 5 of this thesis.  

Background Research 

 

Ideation  

 

                                                
347 Loren Schechter, ed., Surgical Management of the Transgender Patient (Elsevier, 2018), 30 

https://doi.org/10.1016/C2016-0-00454-0. 
348 Ibid, 31 

https://www.zotero.org/google-docs/?F47mXS
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 This project is inspired by the stories shared by my interview participants who 

have undergone gender-affirming vaginoplasty. A conventional way of defining need and 

area of opportunity might consider empirical evidence of the growing year-by-year 

increase in utilization of gender-affirming vaginoplasty.349 However, I hope that Chapters 

1 through 5 have illustrated how medical need is not isolated from the social construction 

of biomedical categories, and that objective numbers are not divorced from subjectively-

produced and experienced social dynamics. Ultimately, the stories of my participants 

who are trans women pointed me towards a pragmatic and justified design project for a 

dilator in a way that other experiences did not, and this assessment is one that is 

inherently value-laden and subjective.  

Prior Art  

 

 Trans healthcare is a growing yet still marginalized field of medicine. Physicians 

who perform vaginoplasty are typically trained in plastic or reconstructive surgery and 

may have additional experience in urogynecology. The historical development of 

vaginoplasty as a form of GAS is detailed in Chapter 3. Contemporary devices for post-

operative vaginoplasty dilation typically consist of glass or plastic graduated dilators, 

which are also used for dilation by patients with Mayer-Rokitansky-Kuster-Hauser 

(MRKH) syndrome and other conditions involving differential development of the 

genitals.350 Graduated dilators are likewise employed in treatment for patients who 

                                                
349 Megan Lane et al., “Trends in Gender-Affirming Surgery in Insured Patients in the United States,” 

Plastic and Reconstructive Surgery Global Open 6, no. 4 (April 16, 2018), 

https://doi.org/10.1097/GOX.0000000000001738. 
350 Melissa C Davies and Sarah M Creighton, “Vaginoplasty,” Current Opinion in Urology 17, no. 6 

(November 2007): 415–18, https://doi.org/10.1097/MOU.0b013e3282f0d5b3. 

https://www.zotero.org/google-docs/?UxUyT2
https://www.zotero.org/google-docs/?UxUyT2
https://www.zotero.org/google-docs/?UxUyT2
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experience vaginismus or dyspareunia.351 One patient-controlled expanding dilator exists 

on the market for treatment of “anticipatory anxiety,” a diagnostic criteria of genito-

pelvic pain/penetration disorder.352 At the time of writing, this device has not been 

utilized for trans women who have undergone vaginoplasty. Thus, no patient-controlled 

expandable devices designed for post-surgical dilation following gender-affirming 

vaginoplasty currently exist.  

Graduated dilators 

 

 The most commonly-used GAS graduated dilators in the United States, shown in 

figure 6-1, are produced by Soul Source.353  

Figure 6-1: Soul Source GRS vaginal dilators —large set354  

                                                
351 Moniek M. ter Kuile et al., “Therapist-Aided Exposure for Women with Lifelong Vaginismus: A 

Replicated Single-Case Design,” Journal of Consulting and Clinical Psychology 77, no. 1 (February 2009), 

https://doi.org/10.1037/a0014273. 
352 Michael Krychman and Mark Juravic, “The Final Design: Milli; Introducing the Only Patient Controlled 

Expanding Dilator [39F],” Obstetrics & Gynecology 131 (May 2018): 74S, 

https://doi.org/10.1097/01.AOG.0000533349.25751.08; American Psychiatric Association, Diagnostic and 

Statistical Manual of Mental Disorders, Fifth Edition (American Psychiatric Association, 2013), 

https://doi.org/10.1176/appi.books.9780890425596. 
353 “Soul Source Vaginal Dilators,” accessed March 24, 2019, https://www.soulsource.com/.; Interview 

with GAS surgeon, October 15, 2018 
354 “Soul Source GRS Vaginal Dilators - Large Set,” Soul Source, accessed March 24, 2019, 

https://www.soulsource.com/products/soul-source-grs-vaginal-dilators-large-set. 
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https://www.zotero.org/google-docs/?NGE8qA
https://www.zotero.org/google-docs/?jVszxv
https://www.zotero.org/google-docs/?jVszxv
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The Soul Source website indicates that these dilators are made from polyurethane 

and are curved, unlike common dilators for other vaginal dilation purposes, in order to 

“address the specific anatomical needs for GRS patients.”355 The diameters available 

range from ⅞ inches to 1½ inches, with approximately ⅛ inch (3 mm) difference between 

each size level. This results in a change of 9 mm circumferentially between each size, 

which may be uncomfortable for patients. Each dilator costs between $40 USD and $52 

USD, and one set of dilators can be purchased for a total of $200 USD. These GRS-

specific graduated dilators are not wearable. Soul Source does produce wearable 

graduated dilators, though they are made of silicone rubber and are intended for use by 

patients experiencing vaginal stenosis and dyspareunia, not those who have undergone 

gender-affirming vaginoplasty.  

Patient-controlled expandable devices 

 

 One patient-controlled vaginal dilator, Milli, produced by Materna Medical, exists 

on the market. This device is shown in figure 6-2.  

 

Figure 6-2: Milli promotional photo356 

                                                
355 “Frequently Asked Questions,” Soul Source, accessed March 24, 2019, 

https://www.soulsource.com/pages/frequently-asked-questions. 
356 “Milli - The Most Preferred Vaginal Dilator,” Milli, accessed March 24, 2019, 

https://www.millimedical.com/product/. 

https://www.zotero.org/google-docs/?7Ml3ti
https://www.zotero.org/google-docs/?7Ml3ti
https://www.zotero.org/google-docs/?yEGw0w
https://www.zotero.org/google-docs/?yEGw0w
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This device expands radially in one-millimeter increments (3 mm circumferential 

increments), providing a more continuous dilation experience than graduated dilators. 

Like the Soul Source GRS dilators, this device is not wearable. Unlike the Soul Source 

GRS dilators, this device is not curved, and is made of rigid plastic core covered by a soft 

silicone rubber later. Additionally, the device expands into a square rather than a circle, 

as shown in figure 6-3. 

 

Figure 6-3: Milli device expanded  

Non-clinical vaginal dilators  

 

 A variety of patents exist for other devices, both expandable and non-expandable, 

though these devices are not commonly employed in the clinical setting. These devices 

are typically mechanically or pneumatically actuated dilation devices. U.S. Pat. No. 

5681340 (figure 6-4) describes an adjustable variable length dilator composed of 
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threaded parts of various length, which users may combine to achieve different total 

device lengths.  

 

Figure 6-4: Figures 7 and 8 of U.S. Pat. No. 5681340 describing an adjustable variable 

length dilator.  

 

U.S. Patent Application 20080234719A1 (figure 6-5) presents a rigid hollow 

borosilicate dilator, designed to alleviate backpressure following insertion, thus 

facilitating easier removal.  

 

Figure 6-5: U.S. Patent Application 20080234719A1 describing a hollow borosilicate 

vaginal dilator  
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Materna Medical, the company that developed Milli, has filed a patent for another 

mechanically-actuated vaginal expansion device, US Patent Application 

20160166282A1, which may be used for a variety of applications including preventing 

tissue damage during labor and delivery. 

 U.S. Pat. No. 8097014B2 (figure 6-6) describes a fluid-actuated variable rigidity 

balloon dilator. This patent does not describe the intended mechanism of inflation but 

mentions that this would be achieved via a gas or a fluid.  

Figure 6-6: Figure 2 of U.S. Pa. No. 8097014B2 describing a variable rigidity balloon 

vaginal dilator  

 

U.S. Patent Application 20180071502A1 (figure 6-7) proposes an inflatable, 

customizable 3D printed vaginal stent.  
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Figure 6-7: Figure 14D of U.S. Patent Application 20160166282A1 describing an 

apparatus for preventing vaginal lacerations during childbirth 

 

 Thus, although a limited selection of devices is clinically used for vaginal 

dilation, in the case of GAS or otherwise, a broad range of innovations exist in the patent 

literature. All such devices are either non-expandable, rigid devices or devices that 

expand via either mechanical or pneumatic actuation.  

Area of opportunity  

 

 While the patent literature and existing devices on the market provide a wide 

range of mechanisms, embodied in diverse ways with varied features for vaginal dilation, 

none have sufficiently been designed for the needs of trans women who are undergoing 

dilation following gender-affirming vaginoplasty. The curvature of rigid non-dilating 

Soul Source GRS dilators aids insertion and conformation,357 but these dilators are not 

wearable, imposing a hindrance for trans women who may need to dilate multiple times a 

day for extended periods of time and cannot do so at home.358 Gradual, patient-controlled 

                                                
357 Interview, physical therapist, October 25, 2018 
358 Interview, Thai trans woman, October 16, 2018 
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expansion devices such as the Milli are preferable to graduated rigid dilators,359 but no 

such devices incorporate the curvature that is critical for gender-affirming vaginoplasty 

patients.  

Design Specifications 

 

Design criteria for the novel dilator were developed in conversation with existing 

literature, patients who have had vaginoplasty, and healthcare providers who conduct 

vaginoplasty and provide post-operative care for patients. In informal interviews with 

patients and providers, including surgeons, nurses, and physical therapists, three key 

areas of potential ideation and improvement became apparent: convenience and 

wearability; a mechanism for gradual expansion of the dilator; and integration of 

mechanotherapeutic on-loading/off-loading cycling.   

Design Specification Formation 

 

Both patients and providers indicated that designing a dilator which could be 

worn and used discreetly in public would be useful, primarily so that dilation would not 

need to occur exclusively at home or in private areas. Even when dilating at home, 

current standard dilators are still not hands-free, so usage precludes other activities.360 

One nurse described working with a patient who uses tight underwear to keep her dilators 

in place so that she could do other tasks simultaneously while dilating.361 Thus, designing 

the dilator to be hands-free and wearable would liberate time for patients throughout their 

day.  

                                                
359 Ibid. 
360 Ibid. 
361 Interview, nurse, September 17, 2018 
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In discussions with patients, attention was paid to the concerns of people with less 

flexibility in their schedules who may be students or have long working hours. For these 

patients, a device that could be worn for an extended period would allow more flexibility 

in dilation frequency. For example, when asked how students and working people 

accommodate dilation, one surgeon responded that currently, patients with less flexibility 

in their schedule will dilate two times a day rather than three.362 However, one patient 

who had vaginoplasty two years ago stated that she needed to dilate 4 times a day during 

the first three months of her recovery because her she needed more stretching than 

average.363 Thus, patients who must forgo frequent dilation because of their life 

circumstances may not reach optimal post-operative results. Designing a dilator with 

more flexibility of use would better allow patients and providers to develop dilation 

protocols best attuned to the needs of patients.  

Dimensions 

 

 A physical therapist who works with patients during post-operative dilation stated 

that the angle of current existing dilators, specifically Soul Source dilators, is ideal 

because of the way it conforms to the shape of the cavity of the constructed vagina.364 

Thus, this angle was chosen as a design parameter to maintain in my design. A week 

from their operation date, patients receive a set of differently sized-dilators at their 

dilation training, and the sizes recommended by physicians will depend on the patient’s 

physiology as well as their intended outcomes. While differently sized dilators exist to 

accommodate these diverse needs, providers and patients both mentioned that it would be 

                                                
362 Interview, surgeon, October 15, 2018 
363 Interview, Thai trans woman, October 16, 2018 
364 Interview, physical therapist, October 25, 2018 
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useful to have a device that could gradually expand to different diameters, rather than 

using devices sequentially that increase in diameter discreetly. Ideally, this would make 

the dilation process more gradual, and the stresses applied to the healing tissues would be 

more continuous in nature. 

Mechanotherapy/Massage  

 

The general phases of epithelial wound healing consist of 

inflammation/exudative, proliferation, and remodeling.365 During the inflammatory phase, 

which starts within 24 hours and can extend for up to two days, leukocytes, neutrophils, 

macrophages, and other immune cells flock to the wound site in order to destroy bacteria 

and remove debris. The proliferation stage begins within 48 hours of injury and may last 

for two weeks. During this stage, angiogenesis, fibroplasia, and re-epithelialization occur 

in order to fill, contract, and cover the wound. During remodeling, which begins two to 

three weeks after injury and lasts up to a year or longer, the extracellular matrix 

undergoes reorganization, degradation, and re-synthesis in order to recover the normal 

tissue structure. Thus, remodeling occurs concurrently as patients undergo dilation during 

post-operative healing. Remodeling is at its peak during the first three months of repair, 

and during this time scar hypertrophy may occur. However, consideration of scar 

hypertrophy is beyond the scope of this project. Scar hypertrophy remains as a potential 

future avenue of exploration, with the understanding that the optimal treatment of 

hypertrophic scars and keloids remains undefined in the medical literature.366 

                                                
365 Ana Cristina de Oliveira Gonzalez et al., “Wound Healing - A Literature Review,” Anais Brasileiros de 

Dermatologia 91, no. 5 (2016): 614–20, https://doi.org/10.1590/abd1806-4841.20164741. 
366 Dolores Wolfram et al., “Hypertrophic Scars and Keloids—a Review of Their Pathophysiology, Risk 

Factors, and Therapeutic Management,” Dermatologic Surgery 35, no. 2 (2009): 171–181. 
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While specific research on the healing process of the neovagina is sparse, much of 

the healing process is physiologically similar to how skin tissues heal in other 

circumstances. To aid and monitor the skin healing process, all vaginoplasty patients at 

Boston Medical Center see a physical therapist six weeks after surgery.367 A physical 

therapist who works with many patients who have experienced scar-forming surgeries 

provided suggestions for incorporating mechanotherapeutic features to potentially reduce 

scarring or speed up the healing process. For example, she uses massage and digital 

stimulation to alleviate scar tissue and decrease the amount of fascia present in the scar 

area and increase pliability. However, scar massage is not validated in the literature, with 

Shin and Bordeaux concluding that “although scar massage is anecdotally effective, there 

is scarce scientific data in the literature to support it.”368 

Though the benefits of scar massage are unproven, mechanotherapy is currently 

used to promote wound healing in various ways. Mechanotherapy is defined by Huang et 

al. (2013) as “therapeutic interventions that reduce and reverse injury to damaged tissues 

or promote the homeostasis of healthy tissues by mechanical means at the molecular, 

cellular, or tissue level.”369 Currently, two forms of mechanotherapy are utilized in wound 

treatment, negative pressure therapy (NPWT - negative pressure vacuum-assisted closure 

technology) and high-energy acoustic waves (ESWT - extracorporeal shock wave 

therapy).370 NPWT has been shown to facilitate wound healing by creating micro-

                                                
367 Interview with GAS surgeon, October 15, 2018 
368 Thuzar M. Shin and Jeremy S. Bordeaux, “The Role of Massage in Scar Management: A Literature 

Review,” Dermatologic Surgery 38, no. 3 (2012): 414–23, https://doi.org/10.1111/j.1524-

4725.2011.02201.x. 
369 Chenyu Huang et al., “Mechanotherapy: Revisiting Physical Therapy and Recruiting Mechanobiology 

for a New Era in Medicine,” Trends in Molecular Medicine 19, no. 9 (September 1, 2013): 555–64, 

https://doi.org/10.1016/j.molmed.2013.05.005. 
370 Joanna Rosińczuk et al., “Mechanoregulation of Wound Healing and Skin Homeostasis,” Research 

article, BioMed Research International, 2016, https://doi.org/10.1155/2016/3943481. 
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deformations at the wound interface which stretch cells and induce angiogenesis and cell 

division.371 Counterintuitively, NPWT causes an increase in the extracellular pressure in 

the wound bed, and pressure in the wound bed increases proportionally with elevated 

suction.372 Thus, there is sufficient evidence to suggest that inducing elevated 

extracellular pressure via other mechanisms may induce similar wound-healing benefits.  

Hence, incorporating a dynamic on-loading and off-loading cycle of pressure to 

replicate the therapeutic effects of NPWT would create more opportunity for utility for 

the device. The current iteration of the prototype does not allow for programmable 

cycles, but the prototype is compatible with incorporating this feature in future iterations.  

Quantitative Specification for Design Criteria 

 

To address the two main design areas, the project scope was divided into two 

modules: the rigid shell module and the mechanical actuation module. 

Rigid Shell Module 

 

The typical depth of vaginas after gender-affirming vaginoplasty is 15 cm (6 

inches), with a range of 12-16 cm (approximately 5-6½ inches). Because a device that is 

too long would compromise the wearability and hands-free usage of the novel dilator, a 

maximum length of 5½ inches was chosen for this device. In future iterations, shorter or 

longer dilators may be considered to accommodate more patients. The dimensions and 

material considerations for two existing dilator sets are displayed in table 6-1.  

                                                
371 Chenyu Huang et al., “Effect of Negative Pressure Wound Therapy on Wound Healing,” Current 

Problems in Surgery 51, no. 7 (July 1, 2014): 301–31, https://doi.org/10.1067/j.cpsurg.2014.04.001. 
372 Nicolas Kairinos, Michael Solomons, and Donald A. Hudson, “Negative-Pressure Wound Therapy I: 

The Paradox of Negative-Pressure Wound Therapy,” Plastic and Reconstructive Surgery 123, no. 2 

(February 2009): 589–98; discussion 599-600, https://doi.org/10.1097/PRS.0b013e3181956551. 
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Because the device is meant for use in the human body, though it is not an 

implant, constructions materials must be biocompatible and non-toxic. The shell should 

be constructed from biocompatible materials. However, because the device is intended 

for use intermittently and can be removed for disinfection, long-term device-tissue 

interface interactions were not considered.  

 Table 6-1: Physical dimensions of two sets of dilators373 

Brand Length Range of Diameters Material  

Soul Source 9 inches ⅞ inch to 1.5 inches  Polyurethane  

PAI (Preecha 

Aesthetic Institute) 

8 inches 1.1 inches to 1.41 inches,  Acrylic  

 

Mechanical Actuation Module 

 

In order to maintain the curvature and range of sizes in existing graduated 

dilators, the device must expand from a minimum diameter of ⅞ inches to a maximum 

diameter of 1½ inches in a radially symmetric manner with an internal curvature of 10 

degrees and an external curvature of 20 degrees. Additionally, the mechanical actuation 

would need to overcome the strain produced by the skin graft as it is dilated. It was 

assumed that the smallest diameter for graduated dilators, ⅞ inch, would experience 0 

stress in a relatively relaxed state. Thus, the strain experienced by the vagina can be 

calculated as the difference between the maximum and minimum diameters divided by 

the minimum diameter, resulting in an engineering strain of .714. In the literature, the 

Young’s modulus of the skin ranges from 0.42 MPa to 0.85 MPa. This results in an 

                                                
373 “Soul Source Vaginal Dilators,” accessed March 24, 2019, https://www.soulsource.com/; “GRS 

Dilator. : : Preecha Aesthetic Institute,” accessed November 3, 2018, http://pai.co.th/grs-dilator/. 
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expected pressure of .30 to .62 MPa.374 A physical therapist who provides care to trans 

patients during their dilation process suggested that an approximate expansion rate of 30 

seconds per cycle would be desirable.  

Based on these considerations, the functional requirements for this device are 

listed in table 6-2.   

Table 6-2: Functional Requirements 

Specification Parameters 

Dimensions of Shell  5.5 inches long, semi-continuous range of 

diameters from ⅞ inches to 1.5 inches 

Curvature of Shell  10-degree inner angle, 20-degree outer angle  

Rate of Expansion  30-second expansion time between min and max 

diameter 

Biocompatible All materials should be bio-compatible and easily 

disinfected  

Minimum pressure 0.85 MPa 

 

Design and Construction 

 

Overview  

 

The proposed device offers a prototype for a patient-controlled, wearable, 

expandable dilator. Several subsystems are integrated together in the final device: 

• A six-piece external body, to disperse the application of pressure 

•  Two sets of shaft runners, to translate rotation of the motor into linear movement 

                                                
374 Mariola Pawlaczyk, Monika Lelonkiewicz, and Michał Wieczorowski, “Age-Dependent Biomechanical 

Properties of the Skin,” Advances in Dermatology and Allergology/Postȩpy Dermatologii i Alergologii 30, 

no. 5 (October 2013): 302–6, https://doi.org/10.5114/pdia.2013.38359. 
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• An angled shaft structure, to maintain the curvature of the device 

• An expanding arm system, to translate the linear movement of the shaft runners to 

radial expansion 

• An external sleeve, for patient comfort  

As opposed to using multiple rigid body graduated dilators, patients can use this 

single dilator throughout the dilation process. The motor-driven rotation of the shaft 

causes the linear motion of one of the shaft runners, henceforth referred to as the 

“leadscrew runner.” Because the other shaft runner, henceforth referred to as the 

“stationary runner,” allows for free rotation of the shaft, the shaft runners either expand 

or contract the arms of the scissor-lift mechanism, depending on the direction of rotation 

of the motor shaft. The shaft consists of two threaded rods held together by a universal 

joint, which allows for the transmission of rotary motion at an angle. Each shaft section 

contains one set of shaft runners, one in the section parallel to the motor and one in the 

angled section. Within each section, the leadscrew runner is distal to the universal joint. 

This device preserves the clinically desired curvature in existing gender-affirming 

vaginoplasty dilators.  

Rigid Shell Module 

 

The rigid, external, shell was designed according to the parameters defined in the 

functional requirements, with a length of 5½ inches, an outer curvature of 20 degrees, and 

in inner curvature of 10 degrees. The shell was designed using the computer aided design 

(CAD) software SolidWorks. CAD, in combination with fused deposition modeling 
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(FDM), a form of 3D printing, allowed for rapid prototyping and testing. The engineering 

drawing of the external shell is available in Appendix G.  

The transverse profile of the external body is circular, reflecting the profiles of 

existing rigid non-expanding dilators. The shell was dissected into six independently 

moving pieces, and concurrent expansion of these components allows for radially 

consistent expansion of the dilator. Four- and eight-piece separations of the external shell 

were considered, however, four separations proved too few to preserve consistent force 

application, because the gaps between pieces in the fully expanded device would be too 

large, while eight separations would require too many scissor-lift modules than could 

feasibly fit into the fully collapsed device.  

The first prototype of one shell section, shown in figure 6-8, made using 

polylactic acid (PLA) FDM on an Ultimaker 3. 

 

 

Figure 6-8: Section of external shell, prototype 1.  

This piece bent under moderate force and was not stiff enough for the stress the 

device must undergo in its intended use. Ideally, more stiff materials could be used for 

prototyping and parts could be fabricated with injection molding rather than 3D printing. 

However, due to the fabrication restrictions for this prototype, two approaches were taken 

to mitigate the low stiffness of the initial prototype: the size of the whole model was 

scaled by 1.5, and a rib was added to the internal face of the shell pieces in order to 

increase the stiffness. A side-by-side comparison of the initial shell and the ribbed shell is 
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provided in figure 6-9. Figure 6-10 shows two of the external shell pieces affixed to a 

partial internal frame of the device, with the frame visible, and figure 6-11 shows the 

assembled external shell without a visible internal frame.  

 

 

Figure 6-9: Side-by-side comparison of a ribbed and un-ribbed shell piece.  

 

 

Figure 6-10: Two external shell pieces mounted to the internal frame of the device. 

 

 

Figure 6-11: Assembled external shell of device.  
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For the motor to remain stationary in reference to the shell, the shell sections 

needed to be rotationally fixed. Otherwise, the shell would simply around the motor, 

preventing the linear movement of the leadscrew runners to expand and contract the shell 

as desired. To achieve this constraint, a baseplate was designed to constrain rotation of 

the motor as well as the shell sections. This baseplate and motor housing are shown in 

figure 6-12, with the motor placed inside the plate. 

 

 

Figure 6-12: Baseplate and motor housing. The baseplate has six slots to house the 

terminal end of each external shell piece. The baseplate also has grooves which maintain 

a force fit with the edges of the hexagonal motor housing in order to constrain rotation of 

the motor-housing unit.  

 

Mechanical Actuation Module  

 

 The mechanical actuation for this device was achieved via a shaft and leadscrew 

mechanism coupled to an expansion arm mechanism. A proof-of-concept found materials 

model is shown in figure 6-13. 
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Figure 6-13: Proof-of-concept found materials prototype indicates the potential success of 

this design. This prototype was made from a wooden dowel, popsicle sticks, zip-ties 

(black), foam board (white), and hot-glue. The popsicle sticks represent the rigid shell, 

discussed previously. The foam board pieces were developed into the leadscrew and 

stationary shaft runners. The zip-ties were developed into the expansion arm mechanism, 

and the dowel functioned as the shaft, which in the final design consists of steel threaded 

rods.  

 

Motor selection 

 

The two parameters considered in selecting a motor for this device were stall 

torque and motor size. Minimizing motor size was desired because of the size constraints 

of the dilator itself. Additionally, it was necessary to choose a motor with enough torque 

to expand the dilator under the pressures of the vaginal skin-graft environment during the 

dilation process. To minimize size while maximizing torque, the Pololu 1000:1 

micrometal gear motor, with a cross sectional area of 10 mm x 12 mm and an 

extrapolated stall torque of 1100 kg*mm, was chosen.375 Because this motor maintains a 

no-load speed of 33 rotations per minute, it is also optimal for the approximate desired 

cycle rate.  

 

 

                                                
375 “Pololu - 1000:1 Micro Metal Gearmotor HPCB 6V,” accessed March 26, 2019, 

https://www.pololu.com/product/3070. 

https://www.zotero.org/google-docs/?YbHSKO
https://www.zotero.org/google-docs/?YbHSKO
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Motor shaft coupling  

 

An 8-32 size shaft was selected for the device. This 8-32 size shaft 

(approximately 4 mm in diameter) needed to be coupled with the 3 mm D shaft of the 

motor. Initially, a custom FDM printed shaft coupler was designed and fabricated to 

fulfill this purpose. However, after 4 iterations of design and construction (the products 

of which are shown in figure 6-14), it was found that the FDM constructed couplers 

resulted in a D shaft hole that was either too small to fit the D shaft, due to expansion of 

the PLA, or too loose to constrain the D shaft.  

 

 

 

Figure 6-14: FDM shaft couplers, showing deformation around the D shaft hole 

Thus, a prefabricated steel shaft coupler was selected to couple the motor shaft 

and the device shaft. The final coupling of the motor D shaft and the device shaft is 

shown in figure 6-15. 

 

 

Figure 6-15: Polulu micrometal motor coupled with 8-32 size threaded steel rod via 

Servo City set screw shaft coupler 
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Shaft design 

 

 In order to preserve the desired curvature of existing rigid dilators, an angled shaft 

design utilizing a universal joint shaft coupler was selected. This angled shaft, parallel to 

a section of the external shell, is shown in figure 6-16. 

 

 

Figure 6-16: Angled shaft and external shell. The universal joint is able achieve rotation 

of the terminal rod at an angle.  

 

 Additionally, because the leadscrew runners are both distal to the universal joint, 

they needed to move in opposite directions in reference to the motor. To achieve this, a 

left-handed shaft was selected for the motor-proximate shaft section, and a right-handed 

shaft was selected for the motor-distal shaft section. Utilizing opposite-handed shafts 

allows for anti-parallel movement of the shaft runners.  

Shaft runners design  

 

Custom shaft runners were designed and built for the mechanical actuation of the 

dilator. These runners were designed using SolidWorks and fabricated using FDM. Two 

sets of runners were required, one for the shaft section between the motor and the 

universal joint and one for the shaft section between the universal joint and the end of the 

shaft. Each set of shaft runners is composed of four individual runners, two of which are 
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stationary and the other two mobile. Each runner is connected to 3 sets of expanding 

arms, and each set of expanding arms is attached to one section of the external shell. 

Thus, one pair of shaft runners accounts for all six shell sections, and each shell section is 

connected to two pairs of expanding arms. A simplified version of this mechanism is 

shown in figure 6-17. 

 

 

Figure 6-17: One set of shaft runners showing one set of expanding arms. 

 The stationary runners were designed with a clearance hole in the center to allow 

for free rotation of the shaft. Initially, to achieve the linear displacement of the leadscrew 

runners, steel helical thread inserts were incorporated into the center of the leadscrew 

runners, shown in figure 6-18. 

 

Figure 6-18: Top face of leadscrew runner with helical thread insert.  

 However, these inserts proved unreliable because slight deformation of the inserts, which 

are essentially curled pieces of steel that are easily stretched or bent, constrained the 
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movement of the leadscrew runner. Thus, these inserts were replaced with sanded 8-32 

thread-size hex nuts, which were sanded down to a diameter of 5.6-5.8 mm. As the shaft 

rotates, the leadscrew runner moves along the shaft, achieving expansion or contraction 

of each set of expanding arms, to which each shaft runner is fastened. To fasten the 

expanding arms, each alternating radial face of the shaft runners was designed with 

extruded features, between which the end of one arm is inserted and fastened.  

 One problem that arose is that during the contraction of the device, the stationary 

runners would move along the shaft, preventing contraction of the expanding arms 

because there was not enough friction between the center hole of the stationary runners 

and the threaded rod to fix the stationary runners laterally. However, employing a force 

fit to prevent lateral motion along the rod would also prevent the rod from spinning freely 

in the runner, which is necessary for contraction of the expansion arm.   

To mitigate this, a washer was fixed to the shaft adjacent to the scissor linkage using J-

B® KwikWeld™, as shown in figure 6-19.   

 

Figure 6-19: One set of shaft runners. A washer is attached to the threaded rod via epoxy. 

The pink runners are stationary, while the white runners are the leadscrew runners.   
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Expanding arms design 

 

Initially, a simple linear arm was modelled, but this design did not allow for the 

degree of rotation necessary to fully compress the arms, characterized by physical contact 

between each washer and set of runners. Thus, the arm conformation was changed to an 

S-shape. The engineering drawing for this arm is available in Appendix G. These arms 

were designed via SolidWorks and fabricated via FDM, allowing for rapid prototyping 

for optimal length and thickness. Minimizing the thickness of the arms while maintaining 

strength was optimized at a thickness of 1.75 mm. The complete internal frame of the 

device, including shaft, shaft runners, and expanding arms, in its fully expanded state is 

shown in figure 6-20. Figure 6-21 shows the internal frame in its fully collapsed state.  

 

Figure 6-20: Device in fully expanded state, absent the external shell 

 

Figure 6-21: Device in fully collapsed state, absent the external shell. (a) front view (b) 

side view 

 

a b 
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Integrated System 

 

Silicone sleeve 

 

 Initially, construction of an external silicone sleeve for the device was attempted 

using a PLA FDM mold cast in polyurethane. However, because the reaction for the 

formation of the polyurethane is exothermic, and because Ultimaker PLA filament is a 

thermoplastic with a relatively low melting temperature of 45 - 160 °C, the mold melted 

slightly in the cast, resulting in a rough-surfaced cast that was not suitable for use. The 

internal surface of this cast is shown in figure 6-22.  

 

 

 

Figure 6-22: Polyurethane cast of dilator mold, which was not successful due to adhesion 

between the mold and the cast material.  

 

Thus, the final sleeve was made using a linear sheet of Ecoflex™ 00-50 which 

was wrapped around a mold of the dilator and secured in place with uncured silicone. 

This process is shown in figure 6-23.  
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Figure 6-23: Dilator solid mold and linear sheet of Ecoflex-0050, which was wrapped 

around the mold.  

Motor-gearbox-shaft-coupler housing 

 

A custom housing was made to encapsulate the motor/gearbox and the shaft 

coupler, in order to best affix the motor to the base plate and restrict movement of the 

motor. This housing was designed in SolidWorks and fabricated via FDM and is shown 

in Figure 6-24.  

 

 

Figure 6-24: (a) Motor housing. (b) Motor housing with motor exposed 

 

 

a b 
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Testing and Results 

 

Expansion Rate and Ratio 

 The external shell of the device is currently scaled up by a factor of 1.5. The 

device in the collapsed state has a diameter of 1.33 inches, and the device in the fully 

expanded state has a diameter of 2.5 inches. This corresponds to a ratio of 1.87 between 

the maximum and minimum diameter of the device, which exceeds the desired ratio of 

1.7 (1½ inches: 7/8 inches). Thus, scaling down the device to achieve the desired 

diameter ratio is possible, because the current ratio meets the functional requirements. 

The total expansion time of the device from minimum to maximum diameter is 59 

seconds, corresponding to a diameter-expansion rate of .019 inches/second, or 0.4826 

mm/second.  

Force Testing 

 This device was tested with a silicone sleeve, constructed from EcoFlex 00-50, to 

approximate the mechanical properties of a skin graft. This sleeve, shown in figure 6-25, 

has a diameter of 1.3 inches. This diameter was chosen because it corresponds to a 1.5 

scaling factor on the original minimum diameter of the device.  

 

 

Figure 6-25: Silicone sleeve for benchtop testing, side view  
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A Interlink Electronics FSR™ 400 force sensing resistor was used to measure the 

force between the device and silicone sleeve as the device was dilated.376 FSRs exhibit a 

decrease in resistance as increasing force is applied because of increasing contact 

between two substrate layers, one of which has printed semiconductor and one of which 

has printed interdigitating electrodes. This decrease in resistance vs force applied is 

logarithmic, and the sensitivity of the FSR can be tuned with the selection of different 

measuring resistors. For these measurements, an initial measuring resistor of 32K Ω was 

selected. The circuit schematic used for this FSR is shown in figure 6-26. 

 

Figure 6-26: Circuit schematic for FSR 400377  

First, the FSR was calibrated using known weights of 100 g, 500 g, and 1000 g. 

To do this, the weights were set on a small block of wood that directly overlapped the 

sensor head of the FSR to ensure maximum weight-bearing by the FSR. Because the 

weights are acting normal to the FSR in this configuration, the resulting voltage can be 

correlated with the normal force acting on the resistor.  This configuration is shown in 

figure 6-27.  

                                                
376 “FSR 400 Data Sheet” (SparkFun Electronics), accessed March 26, 2019, 

https://cdn.sparkfun.com/datasheets/Sensors/ForceFlex/2010-10-26-DataSheet-FSR400-Layout2.pdf. 
377 “FSR 400 Data Sheet” (SparkFun Electronics), accessed March 27, 2019, 

https://cdn.sparkfun.com/datasheets/Sensors/ForceFlex/2010-10-26-DataSheet-FSR400-Layout2.pdf. 

https://www.zotero.org/google-docs/?yeJzY3
https://www.zotero.org/google-docs/?yeJzY3
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Figure 6-27: Calibration of FSR 400 with known weights 

Each known weight was applied to the FSR six times, resulting in 18 data points. 

From this, the curve fitting tool in MATLAB® 2018 was used to determine coefficients 

for the general model, with mass as the independent variable and voltage as the 

dependent variable: 

 f(x) = a*log10(x-b)+c 

The resulting curve fit is shown in figure 6-28, and the final coefficient data are 

provided in table 6-3. Because the 95% confidence interval for each coefficient does not 

include 0, it can be stated with 95% certainty that these coefficients are meaningfully 

relevant in the model. If the confidence interval of any coefficient did include 0, then it 

would be necessary to re-evaluate the relevance of that coefficient in the general model. 

The adjusted R-square for this model is .9396.  
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Figure 6-28: Curve fit for calibration data  

 

Table 6-3: Coefficients for FSR force vs weight data  

Coefficients  Mean approximation 95% Confidence 

Interval 

a 0.8196  (0.555,1.084) 

b 89.24 (75.16, 103.3) 

c 3.064 (2.366, 3.763) 

 

 Thus, the final model for the FSR mass-to-voltage is: 

V = 0.8196*log(M-89.24) + 3.064 

 Rearranging to solve for mass for a given voltage input gives: 

M = 10(V-3.064)/0.8196) + 89.24 

 Following FSR characterization, the FSR was used in two locations of the device, 

along the linear portion and the curved portion, in order to measure the pressures 

produced by the expansion of the device. The benchtop set-up for this testing rig is shown  
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in figure 6-29. 

 

Figure 6-29: (a) Close-up of FSR between silicone sleeve and device. (b) Benchtop set-up 

for FSR testing on device.  

 

The device was expanded until initial voltage readings were detectable on a 

multimeter, because no readings were produced with the device in the unexpanded state. 

Then, once the voltage was detectable, the device was contracted to its widest point at 

which the multimeter detected of 0 voltage. From there, voltage and time data were 

recorded manually by intermittent expansion of the device. These measurements were 

repeated thrice, and these data are shown in figure 6-30.  
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Figure 6-30: Voltage vs time FSR data for the (a) straight region of the device and the (b) 

curved region of the device 

 

The data are rather linear but show non-linearity as voltages approach 0, 

suggesting that at very low voltages the FSR is not able to capture that level of 

sensitivity. By using the model defined above, the voltage data were converted to force. 

This resulting data are shown in figure 6-31.  

  

 

Figure 6-31: Force vs time FSR data for the (a) curved region of the device and (b) 

straight region of the device  

 

a b 

a b 
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 By utilizing the area of the active region of the FSR, the force data were 

converted to pressure, shown in figure 6-32.  

 

Figure 6-32: Pressure vs. time FSR data for the (a) straight region of the device and (b) 

curved region of the device 

Functional Requirements Evaluation 

 

Table 6-4: Functional requirements evaluation 

Specification Desired Parameters Obtained Parameters 

Dimensions of Shell  5.5 inches long, .875 inches 

min diameter, 1.5 inches  

max diameter  

7.8 inches long, 1.33 

inches min diameter, 2.5 

inches max diameter 

Curvature of Shell  10-degree inner angle, 20-

degree outer angle  

10-degree inner angle, 20-

degree outer angle  

Rate of Expansion  30-second expansion time 

between min and max 

diameter (.02 

inches/second) 

59-second expansion time 

between min and max 

diameter 

(.019 inches/second) 

Biocompatible All materials should be bio-

compatible and easily 

disinfected  

Main components: 

Ecoflex-0050, steel, and 

PLA are biocompatible. 

The epoxy used to fix the 

washers is not 

biocompatible.  

Minimum pressure 0.85 MPa .04 MPa 

 

a b 
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Dimensions of shell 

 

 The dimensions of the shell are higher than desired since the device was scaled up 

by a factor of 1.5 due to fabrication constraints. With the availability of fabrication 

methods and materials that allow for stronger parts in smaller scales, scaling down the 

device to the original desired dimensions can be accomplished relatively simply. Most 

device components—the external shell, shaft runners, expansion arms, and the motor 

housing—were designed using CAD, and the other components— the threaded rods and 

the motor—were selected with the original dimensions in mind. 

Curvature of shell 

 

 Because scaling the device did not affect the curvature of the shell, the obtained 

curvature of the shell matches the desired curvature. Because this curvature was 

mentioned by healthcare providers as a key benefit of Soul Source dilators, maintaining 

this curvature allows this prototype to better compare with existing devices.  

Rate of Expansion 

 

 The obtained rate of expansion for the device, .019 inches/second, is lower than 

the desired rate of expansion, .020 inches/second, between minimum and maximum 

diameters. However, this is partly due to this device exhibiting a greater expansion ratio 

than originally desired. Reducing this expansion ratio will also increase the expansion 

rate for the device, since the difference between the minimum and maximum diameters 

would decrease. Additionally, the difference between the desired and obtained expansion 

rates is minimal and arguably trivial. Because the desired rate of expansion was 

established based on the suggestion of a physical therapist, since empirical data on this 

matter does not exist, the difference is likely negligible.  
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Biocompatibility  

 

The portions of this device that would come in contact with patient tissues are 

biocompatible, because the only contact between the patient and this device would occur 

at the interface between skin and silicone. Silicone rubber is a well-established 

biomaterial, with current uses spanning from cardiac pacemakers to contact lenses.378  

Additionally, the external shell is composed of PLA, which is likewise biocompatible, 

such that a tear in the silicone layer would not risk a negative interface reaction. Since 

this device is used externally, the risk of infection or biofouling is minimal as long as the 

device is cleaned regularly. However, the epoxy used in this prototype to affix the 

washers on the threaded rods is not biocompatible. Medical-grade adhesives and epoxies 

suitable for use in medical devices do exist. These adhesives could be used in a final 

device to ensure all device components are biocompatible.   

Pressure 

 

 The obtained pressure values fall below desired values. While the obtained 

voltage data are linear, which would be expected with a constant-rate radial expansion, 

the force data indicate very minimal difference between the force detected by the FSR at 

maximum expansion and the force detected by the FSR at minimum expansion. This is 

possibly due to selection of the measuring resistor in the FSR circuit and/or set-up of the 

testing rig. It is possible that the measuring resistor, 32kΩ, was too high, and a lower 

resistance measuring resistor would better resolve values at the forces observed. 

Additionally, it is possible that the silicone sleeve used for testing was too slack, such 

                                                
378 D. Fallahi, H. Mirzadeh, and M. T. Khorasani, “Physical, Mechanical, and Biocompatibility Evaluation 

of Three Different Types of Silicone Rubber,” Journal of Applied Polymer Science 88, no. 10 (2003): 

2522–29, https://doi.org/10.1002/app.11952. 

https://www.zotero.org/google-docs/?1NE7Ra
https://www.zotero.org/google-docs/?1NE7Ra
https://www.zotero.org/google-docs/?1NE7Ra
https://www.zotero.org/google-docs/?1NE7Ra
https://www.zotero.org/google-docs/?1NE7Ra
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that the device did not strain the sleeve to the extent required to observe the desired 

pressure. This could be ameliorated in future testing by using various sleeve diameters. 

Future testing would need to optimize the set-up of the testing rig in order to obtain more 

accurate results.  

Discussion and Future Considerations  

 

In this chapter, I present a prototype for a patient-controlled expandable dilator. 

This device draws from literature, existing devices, the opinions of healthcare 

professionals, and the voices of transgender women in Thailand. This device offers two 

functionalities above the existing patient-controlled dilation device. First, this device 

features an angled shaft and curved external shell which are more suitable for patients 

who have undergone gender-affirming vaginoplasty than the linear shaft and shell of 

existing patient-controlled expandable devices. Second, this device features a more 

radially uniform mechanism of expansion, as opposed to the square-shaped expansion of 

the existing patient-controlled dilation device. Additionally, this device improves upon 

existing GAS dilators, which currently only exist as graduated dilators. However, 

additional work would need to be conducted to produce a final device that can be used 

clinically.  

Future considerations 

 

Scaling down 

 

 The device needs to be scaled down to the intended dimensions of 5.5 inches in 

length, ⅞ inches minimum diameter, and 1 ½ inches maximum diameter. This can be 

achieved if stronger materials are used for the component parts. Producing device 
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components via Injection molding would also result in stronger parts than those produced 

via FDM.  

Base plate  

 

 While the existing base plate achieved its intended function of restraining rotation 

of the shell in relation to the motor, this mechanism must be optimized in future 

iterations, because in the current iteration there is a considerable degree of torque acting 

on the shell from the motor. Future iterations of this could utilize a pin connection 

between each shell piece and the motor housing in order to better stabilize the shell 

pieces. Additionally, the base plate must be coated with a softer material, such as 

silicone, in order to ensure patient comfort.  

Automating pressure readings and programmable cycles  

 

 The current mechanism of data collection was conducted manually, which risks 

error due to the limits of human touch reaction time (roughly 150 milliseconds). In the 

future, these readings would be conducted digitally and continuously, avoiding this 

source of error. Additionally, incorporating a motor driver with programmed cycles of 

inflation and deflation (controlled simply by the direction of current through the motor) 

could allow for novel uses of the device as a mechanotherapeutic tool.  

Self-contained motor driver and power source  

 

 In a clinical version of this device, the device would need to contain  a power 

source, such as rechargeable batteries, in order to allow for its portable use.  
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Lingering Questions  

 

Arthur Kleinman writes in Writing at the Margin, “biomedicine presses the 

practitioner to construct disease, disordered biological processes, as the object of study 

and treatment. There is hardly any narrowly focused therapeutic vision for the patient’s 

experience of suffering.”379 The pathologization of gender dysphoria as a disease—an 

object of study—positions vaginoplasty as the treatment, without much attention to how 

vaginoplasty in of itself does not address transphobia, rigid gender binaries, or the 

pathologization of trans women. As Juno Roche writes in “Pleasureless Principle: Who 

Gets to Decide What Your Anatomy is Capable of?”, “[her] vaginal depth would do little 

to cure the dysphoria, sexism, and misogyny that so often prompts bodily shame.”380  

 Addressing the remaining engineering challenges to constructing a final, clinical 

version of this dilator is a necessary task, but one that is not sufficient to mitigate the 

marginalizations that trans women face in the healthcare institution and society more 

broadly, either in Thai society or elsewhere.  For engineering problems to best address 

social issues, we must develop a more robust methodology for viewing the state of the art 

as a social product.  

  

                                                
379 Arthur Kleinman, Writing at the Margin: Discourse Between Anthropology and Medicine (Berkeley: 

University of California Press, 1995), 31 
380 Juno Roche, “When Surgeons Decide What Your Anatomy Is Capable Of,” Bitch Media, accessed 

February 9, 2019, https://www.bitchmedia.org/article/pleasureless-principle-anatomy. 

https://www.zotero.org/google-docs/?3sMmVY
https://www.zotero.org/google-docs/?3sMmVY
https://www.zotero.org/google-docs/?3sMmVY
https://www.zotero.org/google-docs/?3sMmVY
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Conclusion 

 

To conclude, I return to Marilyn Strathern, who first appeared in Chapter 1 of this 

thesis. In The Gender of the Gift, Strathern writes “Radical politics, in turn, has to be 

conceptually conservative. That is, its job is to operationalize already understood 

concepts or categories.”381 Advocating for healthcare access and inclusion for LGBTQ+ 

individuals relies on operationalizing and taking for granted these categories of cis versus 

trans, straight versus queer, gender versus sex. Similarly, designing a dilator for trans 

women takes for granted what having a vagina means for women, and for what purposes 

one might want to have one. However, I have also shown gaps through which these 

meanings are not static, but rather are continuously contested and re-imagined. For 

example, the distinction between sex and gender, taken for granted in Western societies, 

breaks down within the Thai context. These disruptions in forms of hegemonic 

knowledge offer potentials towards transcending our theoretical horizons towards 

alternative futures for LGBTQ+ Thai people.  

All healthcare systems currently in existence were built within societies with 

frameworks of gender and sexuality that inevitably marginalize patients who do not fall 

neatly within these categories. Working towards a society free from healthcare inequity 

requires not only an understanding of existing oppressions and their causes, but also a 

vision of what a world without these oppressions might look like. What does full 

healthcare inclusion look like? From an intersectional perspective, this demands a radical 

politics around not just sexuality and gender, but also race, class, ability status, literacy, 

                                                
381 Marilyn Strathern, The Gender of the Gift: Problems with Women and Problems with Society in 

Melanesia (Berkeley: University of California Press, 1988)., 27 
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language speaking, and so on. Admittedly, it is difficult to do this work while we all live 

within the constraints that we critique.  

In this thesis, I have traced how the Thai genderscape operates in the lived 

experiences of LGBTQ+ Thai people to affect health, healthcare, and well-being. 

Counterintuitively, much of the data from my interviews did not focus on explicit cases 

of discrimination in the healthcare sector, but rather on experiences outside of hospitals 

and clinics. While many experiences of overt discrimination are present in this thesis, 

they do not constitute a majority of this thesis, as I assumed they would at the beginning 

of this project. I have shown the continuity of disciplining regimes enforced by various 

state and social institutions throughout the life course of LGBTQ+ Thai people, drawing 

direct connections from the domain of kinship to experiences in schools to workplace 

discrimination to media (mis)representation. The health, healthcare, and well-being of 

LGBTQ+ Thai people cannot be divorced from the treatment of LGBTQ+ Thai people in 

throughout the life course. I have also illustrated how interactions between the Thai 

healthcare system and LGBTQ+ patients exist at the intersections between providers, 

NGOs, international funding streams, public health officials, and state discourses that 

determine which bodies are deserving of care and resources. The marginalizations that 

LGBTQ+ Thai people experience throughout the life course continue in hospitals and 

clinics and are compounded by intersecting oppressions based on class, citizenship status, 

and other factors.  

 Throughout this thesis, I have integrated perspectives from modern Thai cultural 

history, public health, queer and feminist theories, medical anthropology, and science and 

technology studies to account for the multitudinous ways participants’ experiences may 
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be interpreted and analyzed. An approach that understands sex/gender systems as 

historically-produced, context-specific, and mutable underscores the processes through 

which the current state of affairs has come to be. Unpacking definitive statements about 

“traditional” Thai gender and sexuality and placing these discourses alongside the many 

other globalizing forces with which Thailand has been interacting for centuries 

neutralizes claims to anti-LGBTQ+ policies on the basis of tradition. Linking these 

histories to contemporary forms of oppression help de-naturalize assumptions about what 

forms of social organization are possible.  

 Treating the natural and applied sciences as one perspective among many to 

address healthcare concerns demands introspection, consideration of biases, and 

questioning of agendas that are not-yet routine in these fields. For my participants, 

Western biomedicine has pathologized their identities as disorders as much as it has 

provided antidotes to other ills. The ramifications of this type of knowledge hegemony 

are unquantifiable. However, by attending to the social, political, and ontological 

contexts of our forms of knowledge-production, including in the natural and applied 

sciences, we can better identify how biomedical knowledge and practice; global flows of 

capital, people, and ideas; and state agendas interact to shape the lives of LGBTQ+ Thai 

people.  
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Appendix A: Sample Recruitment Communication 

 

Oral Script for Patients 

 

Settings to be used: Public events centered towards LGBTQ+ issues, LGBTQ+ health 

care provision centers, networking events for LGBTQ+ people in Thailand, etc. 

 

Hello, my name is Montita Sowapark and I am a student at Harvard University. I am 

currently conducting research related to experiences of LGBTQ+ Thai people with the 

health care sector. I am currently seeking interview participants for my research who are 

Thai LGBTQ+ people over 20 years of age who have experience interacting with the 

health care system.  

[pause for response, if potential participant expresses interest and eligibility, continue 

further] 

If you are interested in participating in an interview, please let me know what the best 

way to contact you would be, and I will be in touch regarding study eligibility and further 

information.  

 

Email Script for Patients 

Dear ______, 

Hello, my name is Montita Sowapark and I am a student at Harvard University. I am 

currently conducting research related to experiences of LGBTQ+ Thai people with the 

health care sector. I am currently seeking interview participants for my research who are 

Thai LGBTQ+ people over 20 years of age who have experience interacting with the 

health care system. Interviews will be conducted one-on-one, will last approximately 3 

hours, and will occur in a mutually agreed-upon setting. Please let me know if you would 

be interested in participating in an interview, and we can further discuss the parameters of 

the study and your potential involvement. Thank you for your consideration 

Best, 

Montita Sowapark 

 

Social Media  

 

 Hello everyone! I am a third-year student at Harvard University in the United States. 

Right now, I am preparing my research for my senior thesis, the topic of which is 

experiences of LGBTQ+ patients in accessing health care. I would like to interview 

LGBTQ+ folks in Thailand. If you identify as LGBTQ+ and have these experiences, and 

you are interested in participating in this research project, please feel free to contact this 

email. I look forward to meeting! Thank you everybody for reading this post, from, 

Nong’Mint.  
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Appendix B: Sample Interview Guide 

 

English  

 

Overall Context 

• How old are you? 

• Tell me about your community.  What community do you identify with? What is 

your neighborhood like? What are your friends like?  

• In your own words, how would you describe your phet? (Phet in Thai is a term 

that refers to both gender identity and sexuality)   

Social Context 

• Tell me a little about where you grew up…what province are you from? What 

was that like? Do you feel that your phet affected how you grew up? 

• Where do you live now?  

• Do the people you live with understand/accept your phet?  

• Tell me about your family. Who raised you? Where? What were they like?  

• Overall, would you say that you had a good childhood? Why/not?  

• Did anything change for you as you got older?  

• Tell me about school. Did you complete high school? College?  

• What were your classmates like? 

• Are you working now? 

• Where do you work? 

• How long have you been working here? 

• What was the last job you had before this? 

• What led you to leaving that last job? 

•  If you feel comfortable, can you tell me about how you express your gender 

identity/sexuality in your workplace? 

Healthcare Context 

• When you need to see a doctor, what would you do? Where would you go? 

• Have you gone to other healthcare centers in the past? 

• What do you prefer about the healthcare center you go to now?  

• What did you not like about the centers you’ve been to in the past? 

• Do you currently have a primary care physician? How often do you see them? 

• How long have you been seeing them? 

•  Are you currently seeing any medical specialists?  

• How did you hear about/find these specialists? 

• What are you seeing these specialists for? 

• How long have you been seeing them? 

• How did you hear about/find these specialists? 

• Is there anything else about your experiences in healthcare centers that you think 

is important to to tell me?  

Barriers/Facilitators 

• Are there any healthcare services related to gender identity or sexuality you are 

currently receiving at the moment? 

• How long have you been receiving this care? 
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• Tell me about your first experience going to your healthcare center to receive this 

care, if you can recall. 

• How do you feel you are treated by the nurses and doctors at the healthcare center 

you normally go to? 

• Tell me about your relationship with your nurses/doctors. Do you feel like you 

can trust them with sensitive information, especially regarding your gender 

identity and/or sexuality? 

• Do you have health insurance? 

• Does your health insurance cover the services you currently receive? 

• If not, do you find your health services affordable? 

• Do you have any difficulty affording the health services you currently receive? 

Unmet Needs 

• Are there any healthcare services you would ideally like to be able to receive but 

cannot currently receive? Why?   

• Are there any particular topics relevant to your particular experience as an 

LGBTQ+ healthcare patient that we did not address today? If so, feel free to share 

any other details of your experience at this time. 

 

Thai 

 

Overall Context  

• คุณอายเุท่าไหร่ 
• คุณช่วยเล่าเร่ืองสภาพชุมชุมชนท่ีอาศยัอยูใ่ห้ฟังไดม้ั้ยค่ะ (เช่น คนส่วนใหญ่ท าอาชีพ  มีคนอาศยัอยูห่นาแน่นไหม ) เพื่อน

บา้นของคุณเป็นยงัไง เพื่อนของคุณเป็นแบบไหน(เพื่อนท่ีเติบโตมาดว้ย และเพ่ือนกลุ่มปัจจุบนั) 

• อธิบายความเป็นเพศของคุณ ว่า คุณเป็นเพศอะไร อยา่งไร 
 

Social Context 

•  เล่าให้ฟังหน่อยไดไ้หมว่าคุณเติบโตท่ีไหน คุณมากจากจงัหวดัอะไร แลว้ชีวิตตอนนั้นเป็นอยา่งไร คุณคิดว่าเพศของคุณมีผล
ต่อการเติบโตของคุณไหม 

• ปัจจุบนัคุณอาศยัอยูท่ี่ไหน 

• คนท่ีคุณอาศยัอยูด่ว้ยเขา้ใจหรือยอมรับเพศของคุณหรือไม่ 
• เล่าเร่ืองครอบครัวให้ฟังหน่อย ใครเล้ียงดูคุณ ท่ีไหน พวกเขาเป็นอยา่งไร 
• โดยทัว่ไปแลว้คุณคิดว่าคุณมีชีวิตช่วงวยัเด็กท่ีดีไหม 

• มีอะไรเปล่ียนแปลงไปบา้งไหมในขณะท่ีคุณเร่ิมโตข้ึน 

• เล่าเร่ืองโรงเรียนให้ฟังหน่อยไดม้ั้บค่ะ  คุณเรียนจบชั้นมธัยมศึกษาหรือ มหาวิทยาลยั 
•  เพ่ือนร่วมชั้นของคุณเป็นอยา่งไร 
• ปัจจุบนัน้ีคุณท างานหรือเปล่า 
•  คุณท างานท่ีไหน 

• คุณท างานท่ีน่ีนานเท่าไหร่แลว้ 
• งานท่ีคุณท าล่าสุดก่อนท่ีคุณท างานน้ีคืออะไร 
• เพราะอะไรคุณถึงลาออกจากงานล่าสุดนั้น 

• ถา้คุณรู้สึกสะดวกใจช่วยบอกเร่ืองการแสดงออกทางวิถีเพศของคุณในท่ีท างานหน่อยไดไ้หม 

Healthcare Context 
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• เม่ือคุณตอ้งไปพบแพทย ์คุณท าอยา่งไร คุณจะไปท่ีไหน 

• คุณเคยไปสถานพยาบาลอ่ืนอีกไหมนอกจากท่ีน่ีก่อนนา้น้ี 

• เพราะอะไรคุณถึงเลือกท่ีจะใชบ้ริการท่ีสถานพยาบาลน้ีค่ะ เช่น เพราะไดบ้ริการท่ีดีจากบุคลากร คุณหมอ พยาบาล  ค่าใชจ่้าย
ไม่แพงมาก 

• คุณมีบริการหรือส่วนไหนของสถานพยาบาลท่ีเดิม ท่ีท  าให้คุณรู้สึกไม่ประทบัใจหรือท าให้คุณไม่พอใจช่วยบอกเล่าไดไ้หมค่ะ 
• ปัจจุบนัคุณมีแพทยป์ระจ าตวัไหม คุณเจอแพทยป์ระจ าตวับ่อยแค่ไหน 

• คุณเจอแพทยท์่านน้ีนานเท่าไหร่แลว้ 
• ณ ตอนน้ี คุณเขา้รับการรักษากบัแพทยผ์ูเ้ช่ียวชาญดา้นใดดา้นหน่ึงอยูห่รือไม่ 
• คุณรู้จกัแพทยท์่านน้ีไดอ้ยา่งไร 
• เพราะอะไรคุณจึงไปพบแพทยเ์ฉพาะทาง 
• พบแพทยท์่านน้ีนานเท่าไหร่แลว้ 
• คุณรู้จกัแพทยท์่านน้ีไดอ้ยา่งไร 
• คุณมีประสบการณ์อ่ืนๆทางดา้นการเขา้รับการรักษาพยาบาลท่ีคุณคิดวา่ส าคญัและตอ้งบอกฉนัไหม 

Barriers/Facilitators  

• มีศูนยรั์กพยาบาลท่ีเก่ียวขอ้งกบัวิถีเพศท่ีคุณเขา้ใชบ้ริการอยูข่ณะน้ีไหม 

• คุณเขา้รับบริการนานเท่าไหร่แลว้ 
• ช่วยเล่าถึงประสบการณ์การเขา้รับการรักษาคร้ังแรกให้ฟังหน่อยถา้คุณยงัพอจะจ าไดอ้ยู ่
• คุณรู้สึกอยา่งไรต่อแพทยแ์ละพยาบาลท่ีปกติแลว้คุณเขา้รับการรักษาดว้ย 
• ช่วยบอกถึงความสมัพนัธ์ระหวา่งแพทยแ์ละพยาบาลหน่อย คุณรู้สึกว่าคุณสามารถไวว้างใจพวกเขาเร่ืองท่ีเปราะบางไดไ้หม

โดยเฉพาะเร่ืองวิถีเพศของคุณ 

• คุณมีประกนัสุขภาพไหม 

• ประกนัสุขภาพของคุณครอบคลุมบริการท่ีคุณเขา้รับการรักษาไหม 

• ถา้ไม่มีแลว้คุณคิดวา่คุณสามารถท่ีจะจ่ายค่ารักษาพยาบาลไดไ้หม 

• คุณมีปัญหาเร่ืองเงินไม่พอค่ารักษาพยาบาลบา้งไหม 

Unmet Needs 

• คุณมีระบบการบริการรักษาพยาบาลท่ีตั้งความหวงัว่าอยากเขา้ใชบ้ริการแต่ยงัไม่สามารถเขา้ใชบ้ริการได ้มีหรือไม่  เพราะ
อะไร 

• มีเร่ืองหรืประสบการณ์อะไรท่ีเก่ียวกบัวิถีเพศในฐานะท่ีเป็นคนป่วยเขา้รับการรักษาพยาบาลท่ีเรายงัไม่ไดก้ล่าวถึงอีกบา้งไหม 

ถา้มีช่วยบอกเล่าไดต้ามสบายเลย ณ ตอนน้ี 
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Appendix C: Table of Participant Pseudonyms and Key Characteristics 

 

 

 

 

  

Participant  Age  Gender and/or 

Sexuality  

Pim 24 Trans woman 

Orn 30 Trans woman 

Ben 26 Gay man 

Way 26 Lesbian 

Toi 24 Lesbian 

Tan 26 Tom 

Paeng 27 Tom 

Max 26 Gay man 

Asia 26 Woman, dating tom 

Sam 41 Gay man, case manager  

Mick  Gay man, case manager 

Van  Gay man, case manager 

Pat 36 Woman, bisexual 

Jerry 25 Gay man 

Jenny 22 Trans woman 

Sia 32 Trans woman 

Sumi 50 Trans woman 

Good 26 Kathoey 

Gold 24 Trans woman 

Prem 26 Trans woman 

Esther 20s Trans woman 

James 25 Gay man 

Jip 39 Woman, doctor 

Anne  Woman, nurse 

Khun Mae 

Tam 

66 Trans woman 

Amber 28 Trans woman 

Zee 29 Kathoey  

Key 35 Non-binary 

Sky 30 Tom 

Sun 20 Tom 

Pen  26 Woman, bisexual 
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Appendix D: Sample Oral Consent Script 

 

Study Title:  Experiences of Gender-Affirming Health Care for LGBTQ+ Thai Communities 

Researcher:  Montita Sowapark 

Faculty Advisor: Sari Reisner 

Version Date: 05/07/2018 

 

First, thank you for sitting down with me. I know I’ll learn a lot from our conversation. The 

reason I’m conducting interviews with LGBTQ+ patients is because I’m writing my senior thesis 

about the facilitators and barriers to gender-affirming health care for people in the LGBTQ+ 

community, and experiences of care in health care settings, in general. You are eligible for this 

study if you are over 20 years of age, identify as LGBTQ+, have received care in a health setting 

in Thailand, and have lived a majority of your life in Thailand.   

If you agree to participate, we will be talking about your life experiences, experiences accessing 

gender-affirming health-care, interactions with health care professionals, and other experiences. 

The interview will last about 2-3 hours. I have some questions in mind, and I’m sure you will 

have some things you want to talk about too. You can stop talking at any time. If I raise an issue 

or ask a question you don’t want to talk about, just say so and we will move on to something else. 

No big deal. You’re the expert here, and I want to learn from you. Nothing we talk about today 

will be used against you in any way. Your information will be kept confidential. At the end of the 

interview, we will provide you a participant compensation of 500 baht.  

I’m going to record our conversation because I don’t want to take too many notes during the 

interview. This way, I can really concentrate on what you have to say. We may be discussing 

sensitive topics such as gender identity, sexuality, coming out (or not), and family. If you want 

me to turn the recorder off for any reason or at any time, just say so. No one will hear the 

interview except for me and, potentially, my thesis adviser. Then we delete the file. We will take 

out your name and any other identifying information from the transcript. In other words, no one 

will know who you are, but a lot of people will hear what you have to say. Nothing you say can 

be traced back to you.  

We ask people to choose a pseudonym, or a fake name, that we can use for your stories. We 

record the file under this name, that way your real name isn’t attached to any of this information. 

Please let me know what pseudonym you would like to use. These pseudonyms and your 

name/contact information will be recorded and kept separately from the other data, but that key 

will be deleted at the end of my fielding period, by September 2018.  

If you have any questions, you can contact me at this email msowapark@college.harvard.edu , or 

this phone number +15614195722. If you have questions about the study but would like to 

contact someone outside of the research team or if you have any questions about your rights as a 

study participant, you can get in touch with Harvard University’s IRB, which is the organization 

that provides ethical oversight for this study, at (617) 496-2847 or cuhs@harvard.edu.  

At the conclusion of this research, I’d be happy to send you the write-up, which is going to be my 

senior thesis. I can either send you this information via email, if you are comfortable, or if you’d 

prefer, I can send you log-in information to access the research on a password-protected web-

page. Which would you prefer? 
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[wait for response] 

Great, I will make sure to do so. Is it ok to proceed with the interview? 

[If so, wait for verbal consent].  

You will keep a copy of this form with this contact information. These forms will be kept with 

me and nobody else will have access to them.  

Please let me know if there’s anything I can do to make you feel more comfortable. [Wait for 

response] 

Let’s get started. Is it okay if I turn on the recorder now? [Wait for verbal consent.] 

“The recorder is now on. This is Montita, and I’m here with [Pseudonym].” 
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Appendix E: Correspondence with National Research Council of Thailand 

 

 

English Translation: 

 

Dear Montita, 

According to the regulations of the National Research Council, the permissions for 

foreign researchers to come conduct research in Thailand, B.E (Buddhis Era) 2550, are as 

follows: (http://foreignresearcher.nrct.go.th/index.php?lang=th&mod=home&op=page1). 

The National Research Council of Thailand only endorses researchers who are foreign 

nationals. In your case, you can reach out and inquire about next steps to the Department 

where you will do field work and research with directly.  

Respectfully,  

Chanan Chonyuth  

International Affairs  

International Fund 

National Research Council of Thailand  
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Appendix F: Codebook 

Code Description Example 

Appearance 

Dynamics 

Any reference to personal or 

social regulation or personal or 

social judgment of one’s 

appearance 

“Once I cut my hair, my 

friends were like ‘are you a full 

tom now?’” 

Buddhism Any reference to Buddhism 

and gender or sexuality  

“There are lots of things that 

Thai law can't fix because 

we're still a Buddhist nation.” 

Community 

Dynamics 

Any reference to relationships 

within a larger community with 

relation to gender and/or 

sexuality 

“I can be a representative for 

my friends in the community 

for things they can't speak out 

on for grant givers or various 

organizations to understand” 

Education Any reference to personal 

education experiences or 

opinions of the Thai education 

system 

“I was a studious kid, so people 

would say oh even though 

you're like this you're a good 

student, so it should be able to 

cancel out” 

Primary and 

Secondary 

School 

Any reference to experiences 

in primary and secondary 

school related to gender or 

sexuality 

“The PE teacher would make 

fun of me. Male teachers didn't 

really understand me. I didn't 

want to go to school, I was 

tired of it.” 

Bullying Any reference to gender or 

sexuality-related bullying from 

peers  

“Teasing was a normal thing - 

it was expected. But you just 

have to pay it no mind. They 

probably don't mean anything 

by it. If you read too much into 

it might be bad.” 

Sex Ed Any reference to experiences 

receiving sex education or 

opinions on sex education in 

Thailand  

“I grew up in the time where 

people were dealing with STIs, 

AIDS. We started to have sex 

ed, which made it possible to 

talk about sex/gender in a 

direct way.” 

University Any reference to experiences 

in a tertiary educational 

institution related to gender or 

sexuality  

“Most departments let you 

wear what you want, but there 

was a restriction for 

departments that were health-
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Code Description Example 

related like medicine, nurses, 

sports science, public health” 

 

 

Employment Any reference to employment 

experiences or experiences 

attempting to gain employment 

related to gender or sexuality   

“On my application I wrote 

that I'm a saowsong, there's no 

place to tick. My name is a 

man's, but my picture is 

woman” 

Employment 

Discrimination 

Any reference to gender or 

sexuality-based discrimination 

in the workplace or in seeking 

employment  

“I've gone to apply for jobs and 

been rejected because I was 

LGBTQ” 

Kharachakan Any reference to the Thai civil 

service system  

“In reality these days, every 

profession has LGBTQ people, 

it's just that if you're in the 

kharachakan you need to 

present as your gender-

assigned at birth” 

Military Any reference to the military in 

relation to gender or sexuality 

“At 20 I had to get a pyschiatry 

letter from a military hospital” 

Private Formal Any reference to private, 

formal-sector employment in 

relation to gender or sexuality  

“I have to be open, I have to try 

and forget things about gender, 

because selling one unit isn't 

cheap —you have to forget 

things about gender so you can 

do your job. I might be the first 

person I know who is TG who 

is in sales for real estate” 

Private 

Informal 

Any reference to private, 

informal-sector employment in 

relation to gender or sexuality  

“In this line of work there are 

lots of women dating tom. It's 

night-time work, and men 

would be more jealous than 

tom. We’re selling alcohol, so 

customers will touch your arm 

and stuff. A boyfriend would 

be jealous, so this type of 

work, around 80%, is LGBTQ. 

Mostly women who are 

partners of tom.” 
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Code Description Example 

Experiences 

Abroad 

Any reference to experiences 

abroad in reference to gender 

or sexuality  

“If we compare to my friend in 

Australia… Like it's a free 

country and open regarding the 

law, but she faces 

discrimination there. Her 

patients call her mister, or she 

gets solicited for prostitution. 

Here in Thailand I don't 

experience that.” 

Family and Kin Any reference to family 

members or kinship in relation 

to gender or sexuality  

“I think my parents know 

because they raised me since I 

was a kid. They won't really 

bother me about bf/gf, or what 

gender I am, but maybe 

someone told them, or they just 

know.” 

Friend Group Any reference to friends in 

relation to gender or sexuality  

“Personally my friends who are 

boys generally don't like tom. I 

also don't like tom.” 

Having Kids Any reference to having or not 

having children  

“I want to have kids, but I 

know I wouldn't be able to be a 

good husband because I still 

like men.” 

Healthcare System Any reference to care or access 

in the Thai healthcare system 

in relation to gender or 

sexuality  

“Regarding like "47, 48 

percent of kathoey don't access 

healthcare..." chai-ying also 

don't access. Thai people, if 

we’re not sick, we won't go to 

hospital, not sick, won't get 

checkup. If we’re not sick, we 

won’t get a health check-up.” 

Binary Any reference to the 

operationalization of the 

gender binary in the Thai 

healthcare system  

“If I go to hospital, there's just 

male and female ward; where 

will they put us?” 

Classism and 

Economics 

Any reference to the influence 

of class on care or access 

within the Thai healthcare 

system 

“Some people make only 300 

baht a day. Medicine costs 

1000s of baht a month, with the 

cost of rent, the cost of 

everything, it's really hard. 
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Code Description Example 

Some people ask—can I not 

take medicine yet?” 

Community 

Outreach 

Any reference to community 

outreach efforts in the 

healthcare system  

“We go to public places or 

common meeting places for 

MSM. In Thailand, saunas and 

bars are common. Or public 

parks. And also cinemas” 

 

 

Disability Any reference to disability in 

the Thai healthcare system  

“I had to let this case go. 

They're MSM. The doctor 

made an appointment, and they 

didn't go. They're mute so they 

can't always communicate, but 

we're not them so I can't move 

their appointment for them.” 

Discrimination Any explicit reference to 

experiences of discrimination 

within the Thai healthcare 

system  

“The doctors also dislike the 

patients. The doctor sits at the 

table and has the patient sit in 

the corner of the room and yell 

across the room to talk to each 

other” 

Helping 

people 

Any reference by providers to 

the benefits of helping patients  

“I've helped people from their 

deathbed. if they didn't meet 

me they probably would have 

died.” 

ID cards Any reference to the influence 

of Thai ID cards in the 

healthcare system  

“I had one patient who was 

very feminine, but her ID card 

was M.” 

International 

Health 

Organizations 

Any reference to the influence 

of international health 

organizations on the Thai 

healthcare system  

“Doctors follow the WHO 

guidelines - in the ICB10, they 

still say that kathoey are sick 

people.” 

LGBTQ 

Health 

Any reference to an aspect of 

healthcare in the Thai 

healthcare system that is 

explicitly related to gender or 

sexuality  

“Everything regarding 

healthcare for LGBT is chai 

rak chai and saowpraphetsong. 

But nothing for women.” 

LGBTQ 

Providers 

Any reference to providers in 

the healthcare system who are 

LGBTQ+ 

“The program manager for the 

PrEP program is LGBTQ.” 
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Code Description Example 

Mental health Any reference to mental health 

in the Thai healthcare system 

“The hospital has nurses who 

graduated in psychology, but 

no psychiatrist. We have a 

special clinic for a psychiatrist 

who comes every Saturday, but 

they're for kids.” 

Migrants and 

Non-Citizens 

Any reference to the 

experiences of migrants and 

non-citizens in the Thai 

healthcare system  

“Sometimes migrants don't 

have any health care, 

sometimes costs are affordable, 

but if not we need to find 

programs where they can get 

services for free.” 

Resources Any reference to material 

resources in the Thai 

healthcare system  

“When they government 

changes, this and that happen, 

funds disappear, it's not 

continuous.” 

LGBTQ 

Frameworks and 

Terminology 

Any reference to a Thai-

specific term for minority 

gender/sexuality identities, or 

any reference to an English 

term related to gender/sexuality 

but used in a different way.  

“I would say I'm gay I guess. 

I've felt since I was a kid that 

I'm not a phet chai, so I've tried 

it all.” 

Gender and 

Phet Roles 

Any use of a gender/sexuality 

term in a descriptive or 

prescriptive way that defines 

the term.  

“I'm a weird gay. I don't hook 

up with people easily.” 

Identity 

Awareness 

Any reference to becoming 

aware of one’s LGBTQ+ 

identities  

“There was a guy in my class, 

he was handsome, and I was 

confused, why is my heart 

racing like this.” 

LGBTQ 

Oppression 

Any reference to experiencing, 

or not experiencing, oppression 

because of one’s identities 

“In Thailand we don't need to 

be aggressive, we don't need to 

come out and call for those or 

these rights. I feel like it's 

changing automatically, 

gradually.” 

Marked 

Category 

Any reference to LGBTQ+ 

people as a marked category in 

Thailand  

“You have to have a niche skill 

- I was the dictionary of the 

class. People would always ask 

me about vocabulary. I feel 

like this made people accept 
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Code Description Example 

me more - that I had a strong 

pro to make up for the con that 

people saw because of my 

LGBTQ identity” 

Political and 

Legal 

Any reference to the influence 

of political or legal structures 

on the lives of LGBTQ+ 

people  

“There are many things the law 

can solve such as government 

rights, claimable dependents.” 

Public Spaces Any reference to experiences 

of LGBTQ+-based oppression 

in public spaces  

“The other day I was going to a 

pub and they didn't let me in. I 

was with one farang friend and 

two women friends. All my 

friends could get it but not me; 

they didn't let kathoey in.” 

Tokenization Any reference to experiences 

of tokenization based on one’s 

identities  

“People will think I'm an 

extrovert, so when there are 

activities and stuff they'll pick 

me to perform.” 

Media Any reference to media 

depictions of LGBTQ+ people 

or to the role of media for 

LGBTQ+ people and 

communities  

“Before I met people through 

chat groups, now I use social 

media.” 

Romantic and 

Sexual 

Any reference to romantic or 

sexual experiences 

“I've been with my gf for 

almost 5 years, she posted her 

profile on a website. At that 

point I wasn't thinking 

anything, I just wanted 

someone to talk to, and we 

talked over Line” 

Rural/Urban 

Divide 

Any comparison between 

experiences in urban spaces 

and experiences in rural spaces  

“After moving to Bangkok my 

personality was the same, but I 

changed my wardrobe, did my 

hair, did my makeup, which in 

Bangkok is easier to do” 

Vaginoplasty Any reference to an experience 

of or opinion about 

vaginoplasty  

“I don't want to get bottom 

surgery—it's so painful. I asked 

how she bore the pain. She 

said, ‘For beauty, you have to 

bear it. If you want to be a 

woman, you have to bear it.’” 
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Appendix G: Glossary382  

 

Chai-rak-chai—Men who love men; the Thai rendering of “men who have sex with men” 

or MSM 

Dee—from “lady”, a feminine-identified woman who is the romantic and sexual partner 

of a tom (see below); a feminine lesbian 

Farang— “foreigner,” often to refer to people of white Euroamerican heritage 

Kathoey—a transwoman; male to female transgender. Derogatory in some contexts. 

Kham-phet—transgender and/or transsexual 

Kharachakan—Thai civil service, used to refer to both civil servants and the civil service 

system itself 

Kwam-lak-lai thang-phet—sexual and/or gender diversity 

Les—from “lesbian”. In some instances, denotes a woman who does not necessarily 

engage in gender role play, as either a masculine tom or feminine dee, in a romantic and 

sexual relationship with another woman. In other instances, les may be understood as a 

feminine lesbian and conflated with de 

Outing/to out/being outed—To have one’s LGBTQ+ identities non-consensually 

disclosed to others   

Passing/to pass—Being perceived as your gender identity 

Phet—generic term for sex, gender and sexuality 

Phet-saphap—gender (literally “phet status”) 

Phet-withi—sexuality (literally “phet orientation”) 

Phu-chai—a man; usually denotes a heterosexual man and is used in contrast to gay 

Phu-ying—a woman; usually denotes a heterosexual woman 

Phu-ying braphet song— “a second type of woman”, more polite term than kathoey for 

male-to-female transgender persons 

Sao braphet song— “a second type of young woman”, a more polite term than kathoey 

for younger male-to-female transgender persons 

                                                
382  The Thai gender terminology in this glossary are largely adapted from Jackson, Peter A. Queer 

Bangkok: 21st Century Markets, Media, and Rights. Queer Asia. Hong Kong: Hong Kong University Press, 

2011 
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Tom—from “tomboy”, a masculine woman whose romantic and sexual partner is a dee 

(see above) 

Ying-rak-ying—a woman who loves women; the Thai rendering of WLW 

Rachakan—shortened form of kharachakan, see above 

Transfeminine/transfemme—To be assigned-male-at-birth but identify more with 

femininity than masculinity  

Transmasculine/transmasc—To be assigned-female-at-birth but identity more with 

masculinity than femininity   
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Appendix G: Engineering Drawings  

 

 

 

Table X: Engineering Drawings Details  

Drawing Name  Material Fabrication Method 

External Shell  PLA FDM 

Leadscrew runner PLA FDM 

Stationary Runner PLA FDM 

Arm PLA FDM  

Motor Housing  PLA FDM 
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Appendix H: Bill of Materials 

 The purchases enumerated here represent the total cost of prototyping this project. 

Existing supplies in the SEAS Active Learning Labs were also used to build the 

prototype, though not in significant enough quantities to warrant separate purchasing. For 

a final device, the cost per device would be much cheaper because of economies of scale.  

 

Table X: Total Prototyping Costs  

Vendor Product Name 

Part Number, if 

applicable  Units Total Cost 

Amazon  

2 Pack Universal Joint Shaft 

Coupler 4mm to 4 mm - 2 $15.92  

Amazon  

2 Pack Universal Joint Shaft 

Coupler 5mm to 5 mm - 2 $15.92  

Materna Medical Dilator - 1 $249.99  

McMaster-Carr  

8-32 High-Strength Steel 

Threaded Rods, 1'' 90322A623 2 $1.54  

McMaster-Carr  

8-32 High-Strength Steel 

Threaded Rods, 1 1/2 ''  90322A624 2 $1.74  

McMaster-Carr  

8-32 High-Strength Steel 

Threaded Rods 2'' 90322A625 2 $2.02  

McMaster-Carr  

8-32 High-Strength Steel 

Threaded Rods 3'' 90322A626 2 $2.62  

McMaster-Carr  Left handed steel rod 90036A010 2 $6.04  

McMaster-Carr  Left-Handed Nuts 99961A330 1 $11.54  

McMaster-Carr  

18-8 Stainless Steel Narrow 

Hex Nut 90730A001 2 $10.68  

McMaster-Carr  

18-8 Stainless Steel Phillips 

Flat Head Screws 91771A040 1 $9.63  

McMaster-Carr  

18-8 Stainless Steel Phillips 

Flat Head Screw 91771A055 1 $9.01  

Polulu 

1000:1 Micro Metal Gearmotor 

HPCB 6V 3070 3 $74.85  

Servo City  Set Screw Shaft Couplers 625208 2 $9.98  

Servo City  Set Screw Shaft Couplers 625206 2 $9.98  

Total Cost    $431.46  

 


