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ABSTRACT
The Social Life of Health Insurance: Temporality, Care, and the Politics of Financing Health in
Rural Vietnam
Amy L. Dao

Health insurance stands at the center of global debates on how nations can ensure equitable
access to health care, especially for countries like Vietnam whose integration into the global
economy has boosted economic development but intensified social inequality. When health
insurance is promoted to low- to middle-income country contexts by development agencies such
as the World Health Organization and the World Bank, what embedded cultural values accompany
this? How do locally specific historical, political, and ethical concepts for managing vulnerability
and uncertainty shape public understanding of insurance? To date, empirical research on health
insurance’s impact has tended to examine its relation to health outcomes, service utilization
patterns, or health care delivery rather than its cultural effects. As health insurance initiatives have
expanded to at least 27 countries within the last decade, the universality of insurance’s value to
local populations cannot be assumed. This ethnographic research investigates the cultural
mediators and effects as a factor for understanding public responses to health insurance. It
documents how this financial technology is transforming knowledge about how to care and
manage health vulnerability.
With the support of international organizations, the Vietnamese government began its
universal health insurance enrollment campaign in 2015. State officials, however, identify the
“Vietnamese habit” of purchasing insurance only when ill as both a technical and cultural problem
to achieving universal coverage. To better understand this process, I investigated how strategies to

“change the mindset of citizens” were deployed by state media and personnel, and then actively
resisted, incorporated, or transformed by community members. The study took place in Vinh Long
Province, an agricultural area in the Mekong Delta with one of the highest uninsured rates in the
country. I conducted twelve months of ethnographic research, including 60 semi-structured
interviews with community members, health insurance professionals, and health care
professionals; and extended participant observation in government health facilities, insurance
offices, and the homes of community members.
The study analyzes the social consequences of new health insurance initiatives, the
temporality of care, everyday dimensions of health care uncertainty, and their relevance to
concerns within medical anthropology. I demonstrate how Vietnam’s insurance reform affected
the terms through which people understood their social relations and risk subjectivities. By
detailing the dynamic processes of a health insurance campaign aimed at changing health
behaviors, the research reveals how financial policies are not value neutral. Rather, they reshape
local moral worlds, social relations, and practices for managing uncertainty in late socialist
Vietnam.
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INTRODUCTION: Imagining Health Insurance, Imagining Time and Care
What kind of “stories” does imagination create
when the reference points lie in the future?
Jane Guyer (2007:417)

During a preliminary research trip to Vietnam in 2012, I met with a group of researchers
at a prominent university in Hanoi. “This is a very hot topic!” exclaimed the director of the team
after I shared my interest in studying health insurance in Vietnam. The Prime Minister had just
signed the Master Plan for Universal Health Coverage, committing the country to accelerate its
health insurance enrollment rates from about 60% in 2010 to the benchmarks of 70% in 2015, and
80% by 2020. After the signing, the state legislature would pass a series of health care reforms, all
of which were intended to work in parallel to strengthen the national health insurance program.
The priority was to expand enrollment quickly. While interning with the World Health
Organization in Hanoi in the summer of 2014, I received a mass text message from the Vietnamese
government stating mandatory insurance enrollment would begin in January 2015. Universal
health coverage had grown to a central priority of the Vietnamese government in just a few short
years.
Researchers in global health have argued that for many low- to middle-income countries,
a major portion of health care is paid for out-of-pocket, and medical expenses are a major cause of
households being pushed into poverty. The great merit of health insurance, as argued by its
proponents, is its ability to reduce the financial hardship of accessing medical treatment by limiting
the amount that individual patients are responsible for paying at the time of care. Ideally, health
insurance is intended to offer both financial protection and better access to health care, enabling
avenues for social equality and fairness in financing health (Knaul, Arreola-Ornelas, and Méndez1

Carniado 2009; Murray et al. 2013; Wagstaff and Doorslaer 2001).
The campaign to revitalize Vietnam’s nearly 20-year-old health insurance program is not
an isolated phenomenon. Across the globe, many countries grapple with the question of how to
provide adequate medical coverage for citizens, while also developing avenues to pay for health
care in an equitable manner. Currently, a network of over 27 countries and counting have
responded by developing nationally-led systems to finance rising health care costs of under two
intertwining concepts: universal health coverage and investing in health (Cotlear et al. 2015).
Universal health coverage (UHC) is ideally defined as creating conditions where people have
access to the health care they need without suffering financial hardship. This concept is endorsed
by the titans of development such as the World Bank and World Health Organization and countless
other bilateral and private players in global health development. Through UHC, nations recognize
the “intrinsic value of health” because advocates frame UHC-related initiatives as investments that
will bring returns in human development and human capabilities (Jamison et al. 2013). UHC has
even been branded as a global social movement by its proponents whose aim is not only to
advocate for health as a human right, but also one where investments in health should be seen as a
foundation for a country’s long-term economic development. Through UHC, global health is no
longer only about addressing diseases threatening health, but the cost of medical treatment and the
financial infrastructures for health care. The main concern of UHC has essentially become global
health development.
The restructuring of the health sector in the service of universal insurance coverage had
effects that were not bound to Vietnam’s borders. Across global communities, Vietnam’s
enthusiastic support for health insurance made the country a development darling and poster child
in this new phase of global health—one that takes an economic approach to achieving the 1978
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Declaration of Alma Ata’s “Health for All” motto. Vietnam’s development in the last 30 years has
been dubbed as one of the most “remarkable” and “one of the greatest development success
stories” as GDP rose from 97 USD in 1989 to 2200 USD in 2016 (Google Public Data Explorer
2018). As a new middle-income country, Vietnam is positioned as a real-world example of a model
for global health development through health insurance. The success of the country could show
how investing in UHC would link health care to macroeconomic gains for any country, even those
with limited resources. In this way, Vietnam has become emblematic of the global movement for
UHC. The country has been able to leverage this recognition as symbolic capital to acquire funding
from development partners such as the World Health Organization, the World Bank, and the
Rockefeller Foundation. This global status is a far cry from what the country’s name evoked only
40 years ago—the violence of war, of devastation, of US defeat and the triumph of communist
totalitarianism over Western liberal democracy. As the country has gradually integrated into the
global economy, the economic and symbolic stakes are high for the global health community and
for Vietnam itself. When I asked my neighbors and government officials about the not so distant
past involving tensions between Northern and Southern Vietnamese and the US and its allies, they
were quick to tell me that it was time to forget the past and focus on the future. For government
officials, health insurance was one way to think in these terms.
No doubt the fervor, hope, and ambition attached to universal health coverage has been a
driving force within policy and development circles. Vietnam’s current goal is to reach 80%
coverage by 2020, and as of 2017, coverage has steadily progressed to almost 70% (Vietnam News
2017a). To the bewilderment of researchers studying health financing in Vietnam, however, the
burden of paying for care continues to land heavily on the shoulders of individual patients. Patients
continue to pay over 50%-70% of their medical treatments out-of-pocket—far exceeding the sub-
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15% recommended by the World Health Organization to consider health insurance as offering
financial protection (Van Minh et al. 2013; K. Xu et al. 2003; Xu et al. 2007). This is reflected in
many conflicting studies that ultimately cannot determine if health insurance reduces out-of-pocket
payments for patients in Vietnam (Lofgren et al. 2008a; Thuan et al. 2006). Research frequently
concludes that despite increasing rates of enrollment, health insurance has had only “modest” or
no impact on the patient’s out-of-pocket spending for an illness episode (Hasegawa 2017; Nguyen
2012; Nguyen and Sasso 2017). When health insurance has been shown to have some financial
protection for users, this protection is not equitable because those in higher income brackets benefit
from the savings compared to low-income populations (Sepehri 2014). In 2012, private health
expenditure accounted for nearly 60% of total health expenditures in the country, and 85% of
private health expenditures came from out-of-pocket spending (WHO 2009). Furthermore, over
15% of Vietnamese people spent more than 25% of their discretionary income on their health care
(Lieberman and Wagstaff 2009).
It might follow then that a major question about health insurance in Vietnam would be
why the steady growth in health insurance coverage does not translate to a reduction in out-ofpocket payments and financial protection for health care? After living in Vietnam for one week,
the answer became clear: many do not use insurance to cover their medical treatment even when
they are enrolled in the state program. A more important set of concerns then emerged: How did
health insurance fit within the contexts of people’s lives—particularly in decisions about finances
and caring for their kin? What are the mediators and contexts affecting people’s understanding and
use of health insurance? Because health insurance is a newly introduced instrument for managing
the future risks of illness, what are Vietnamese repertoires for planning for the future? As an
anthropologist, I lived in the community where I carried out the fieldwork to uncover answers to
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these questions.
One morning, while I was at the local government administrative building learning about
the process of buying an insurance card, a woman named Mrs. Hạnh walked in. She was a
government health insurance agent and was there to pick up some newly printed health insurance
cards. She would then deliver these cards to neighbors to whom she had sold insurance. She agreed
to let my research assistant and I shadow her on her visits to her client’s homes for the next four
hours.
We walked together down recently developed asphalt roads, with the occasional palm or
banana tree providing small respites of shade from the otherwise blazing sun. The first house we
visited lay at the end of a dirt path leading to a construction site. The house was in the midst of
being torn down and pieces of the cement, brick, and wood lay in piles on the ground. Five men
were precariously balancing on the wooden framing of the house’s roof and pulling out wooden
beams that were wedged between the cement foundation of the home. The owners—a couple with
two sons of high school age—were sitting at a table on the ground having tea and overseeing the
project. They greeted Mrs. Hạnh, as she gave them their insurance cards.
“Insurance is good, it helps us to not spend money,” Bảo, the husband said to me. “When
there is a risk that we don’t know about, we buy insurance and just hold onto it. It’s like our
protective amulet (lá bùa hộ mệnh).”
“What do you mean by amulet?” I asked.
“Well, we don’t need it right now. But we don’t really know ahead of time if we’re going
to get sick. If we have to stay in the hospital for treatment, then insurance will help us pay for it. I
haven’t experienced any difficulties with insurance. The only difficulty is that Mrs. Hạnh won’t
buy it for me!” Everyone around the small table laughs at this joke. He continues, “Mrs. Hạnh is a
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great insurance agent because she reminds us every time we need to renew. She’s 71 years old, but
she can still walk all around the neighborhood to help people. She’s very passionate about her
work.”
Bảo’s wife, Cam chimes in, “Our family buys health insurance continuously, we have
renewed for many years already. But we just save it or leave it there (để dành, để ở đố). When we
have a cold or something, we usually just go get Western medicine (thuốc Tay) from the pharmacy
anyway. When you use health insurance at the hospital, you have wait too long. Many times, we
haven’t even used our insurance card once during the whole year that we bought it for.”
Prompted by Cam’s statement about never using her card, Mrs. Hạnh shares her own
experience with health insurance. A couple of years ago, Mrs. Hạnh’s vision was blurred due to a
cataract. She had a kin member take her to Vinh Long city, where she could use her health
insurance card to receive treatment at the provincial government hospital. The doctors told her
they could remove her cataract, but they were missing the necessary supplies so she would have
to wait until these were restocked. Instead, they offered her the option of having eye surgery
through the hospital’s “on-demand service ward” (khám dịch vụ). As part of Vietnam’s
decentralization of the health sector beginning in the late 1980s, the government allowed for public
hospitals to own and operate private service wards located within the public health facilities as
revenue generating units. The effect, however, has been the development of a two-tiered health
system in Vietnam. “On-demand service wards” provide higher priced amenities as well as
services that are superior to those available in the public wards. The superior characteristics include
shorter waiting times, higher quality beds and rooms, and the ability to choose your doctor. More
importantly for Mrs. Hạnh, health insurance did not cover procedures and medical treatment
through the “on-demand service ward.” The price they quoted Mrs. Hạnh for her eye surgery in
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the “on-demand service ward” was 6,000,000 VND (267 USD), which was well beyond the
500,000-1,000,000 VND (22-44 USD) co-insurance Mrs. Hạnh would have paid out-of-pocket if
she could use her health insurance card. If she would have paid completely out-of-pocket in the
public ward, the price of services was generally one-third to one-half of the price of treatment
compared to the “on-demand service ward.”
“Since they couldn’t treat me right away, I asked the hospital to approve transfer paperwork
for me so that I could go to a central level hospital in Ho Chi Minh City, which is the highest tier
hospital in the country. But the provincial hospital refused to give me the approved referral
paperwork, arguing that they had the ability to do the surgery, but I would have to wait for the
supplies. I decided to forgo using insurance even if it would have saved me a lot more money. My
eyes are too important. I use them for work and for everything so waiting was not an option. I
decided to go to a central level hospital at Can Tho instead.” For those in Vinh Long who did not
want to make the long trek to Ho Chi Minh City, Can Tho was the nearest large city that had central
level hospitals. In Can Tho, she went to a government hospital, but without approved transfer
paperwork from the provincial hospital of Vinh Long, health insurance would no longer cover the
cost of her treatment. Mrs. Hạnh was required to pay the full cost of treatment, about 3,000,000
VND (133 USD), but she felt that the quality of the care and the skills of the doctor at this central
level hospital were likely better than what she would have received at the second tier provincial
hospital in Vinh Long. In Vietnam, as I will discuss further in the next two chapters, hospitals are
organized by tiers, with higher tier hospitals having more capabilities for advanced level care. The
order from the top to the bottom are central level hospitals, provincial level hospitals, district level
hospitals, and commune health stations.
We made our way to the next house. As we were talking, the men pulling out the wooden
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planks dropped them haphazardly onto the ground near us. Cam shouted to them “hey be careful!
Watch out for Mrs. Hạnh!” and one of the men joked from above “It’s OK! Mrs. Hanh has health
insurance!”
Later that morning, while walking along a road that ran alongside the riverbank, we were
met by a woman who appeared to be in her 40s. She was swinging in a hammock on her porch
when she rose to greet us. She yelled from her porch to us on the road,
“Mrs. Hạnh! My health insurance was taken away along with my poor household
status benefits! The neighbors told the People’s Committee1 that I make 5-6 million
VND (222-267 USD) a month. I was a maid (giứp việc) in Saigon, how could I ever
make 5-6 million a month? The neighbors are jealous (hàng xóm ganh tị). Out of
the entire household, I’m the only one who works, no one else makes any money.
The People’s Committee came to my house to check on me and decided to take
away my poverty status. Look at my insurance card. (she pulls out her insurance
card and thrust it toward Mrs. Hạnh) It’s been expired since the December 31 last
year, what should I do?”
“You should purchase a new card. There are a lot of advantages. It will save you money in
case you get sick,” Mrs. Hạnh replied.
The woman was unhappy with this response. She was more concerned with the loss of her
family’s designation as a poor household because it came with state welfare assistance. These
included monthly financial allowances, vocational training, access to foreign employment
opportunities, and access to low interest business loans. She replied to Mrs. Hạnh:
“I don’t want to buy health insurance. When I had it, I never used it. When I go to

1

The executive body that carries out local administrative duties.
8

the hospital, I don’t want to wait there a long time. I’d rather go to the private
doctor’s clinics (phồng mặt tư) because I don’t have to wait. One injection is 50,000
VND (2 USD) and then we’re done. I can go on with my life. Besides, I don’t have
any money to buy it anyway. There’s so many things I need to pay for: going to
feasts and festivals (đám, tiệc), rice grain (gạo), fish sauce (nước mắm)…you know
in April I spent 3,300,000 VND (147 USD) going to the feasts for family members
and neighbors. I went to six. If you’re a sibling (ruột) you have to give 1 million
VND (44 USD) at least, if you’re an extended family member (bà con) you have to
give 500,000 VND (22 USD), then if you are a neighbor it’s 200,000 VND (9
USD).”
Feasts and festivals in Vietnam include weddings, death anniversaries, and other repeated
rituals that are an important part of community reciprocity. Many times attendance is more
obligatory than optional. They can become quite expensive since the average income per capita
in Vinh Long Province as of 2014 was about 2,204,500 VND per month (97 USD) (General
Statistics Office Vietnam 2016).
“Well try to save what you can, and I will come around next time,” Mrs. Hạnh said as we
walked away. I asked Mrs. Hạnh, “when you hear people say they don’t have time or they don’t
have money to buy insurance, what do you think?” She replied:
“Usually people only think about health insurance when they’re already sick.
People with awareness (ý thức) however will buy it because they think about getting
sick in the future.” As we moved further from earshot, Mrs. Hạnh whispered to us,
“besides, really, that house is not a poor household. The government was right to
take away her poor household status. She is not under difficult circumstances (khó
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khăn), her house is proper (đàng hoàng), the tiles of her home are the high-quality
kind (gạch bông), not the cheap terra cotta kind. She was also wearing 3 golden
rings.”
Although I nodded in agreement at the time, I wondered whether these superficial assessments
truly aligned with the woman’s economic situation. She was the only wage earner in her family
and, as I later learned, she was caring for a disabled child.
At the end of the short visits, my research assistant and I were resting at a café with Mrs.
Hạnh. I asked Mrs. Hạnh more about her work and opinions about health insurance. A man sitting
nearby overheard our conversation and interrupted us.
“Hey Mrs. Hạnh, I would actually consider buying health insurance if the drugs were good,
but the majority of the medicines you get are bad!” The man said with a laugh, attempting to keep
the conversation light-hearted. Health insurance only covers domestically-produced drugs, and
many have told me that domestic drugs still retain the reputation for being of poor or questionable
quality. The café owner, also overhearing our conversation, retreated into the backroom and reemerged with a large grocery-sized plastic bag filled pill packs of multiple shapes, sizes and colors.
“Look at all these drugs that were given to me when I used health insurance. They’re useless! I
take them and nothing—there’s no effect!” As she dropped the stockpile on the table, a small
crowd began to gather around us, and the people started to lodge their questions and complaints at
Mrs. Hạnh. She did her best to defend the health insurance program while also attending to the
experiences of her friends and neighbors.
“Well you know some of the medicines like for stomach pain are exactly the same
ones you can buy at the pharmacies outside the hospital. Sometimes it’s not the
medicine that is bad, it’s the doctors who maybe didn’t give the right diagnosis or
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the right dosage level you need. Maybe there is a difference between the medicines
you get at the different health facility levels. And it’s also probably because you’re
used to taking foreign-made medicine, so the drugs you get from health insurance
are too weak for you. That’s not good you know, I don’t like taking medicines that
are too strong, you run the risk of becoming dependent on it,” explained Mrs. Hạnh.

To say health insurance is complicated would be an understatement. The few hours I spent
with Mrs. Hạnh that day provided a window into the ways health insurance touched upon a variety
of issues. For the couple at the first home, health insurance brought up questions about how to plan
for their future and take measures to ward off worries about the financial cost of serious illnesses.
Mrs. Hạnh’s response to her cataract demonstrated concerns about how to achieve well-being in
the face of Vietnam’s increasingly stratified public health care system. The woman at the second
home reasoned that the social demands made on her outweighed her ability to prioritize health
insurance. The jealousy of her neighbors also demonstrated the real consequences of having
strained social relations within the community. In Vietnam, one’s status as impoverished was
established by a council of neighbors and those not in good standing or those who displayed too
much wealth—even if superficial—were at risk of losing benefits that were a safety net to the
family. In addition, everyone I encountered complained of problems with health insurance that
were related to long waits and perceptions of poor-quality medicine that were too weak to cure a
person of their ailments.
Given the complex bureaucratic apparatus needed to operate a health insurance system and
the many political problems experienced in countries with a longer history of health insurance, it
may be a surprise to many that the Vietnamese government prioritized health insurance as a
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financial instrument for collecting and redistributing money for health care. For over half a century,
wars, famine, geopolitical conflicts, and economic instability have been defining features of the
country. Less than 30 years ago, the decision to initiate economic reforms to decentralize the
command and control power of the state over the economy was the result of the state’s inability to
fiscally manage the population.
In the midst of the hopeful rhetoric of universal health coverage, a growing chasm appeared
between what I read in development reports and what I heard from residents of Vinh Long Province
as I made my way through field work. Vinh Long residents confronted illnesses, debts, a stratified
health system, environmental disasters, and the needs and desires to meet expectations in spiritual
and family life. Responses to these demands required intense economic and social activity,
improvisation, and multiple (but often low-paying) income streams. It was important for people to
figure out how to build a quality life and prosperous future for themselves and their families in an
increasingly uncertain social and economic context. For the leaders of Vietnam, the affective
quality of life in the country was one of progress, but for most others the overarching feeling was
one of precarity: of changing time horizons for meeting obligations, of figuring out how to get a
leg up on the economy, of striving to belong in their social and kin groups as economic
restructuring rapidly changed the world around them.

The Social Life of Health Insurance examines the mediators and contexts of health
insurance and its associated policies on the everyday lives of ordinary men and women living in
the Vinh Long Province of Vietnam. My analysis draws on twelve months of ethnographic
fieldwork between September 2015 to August 2016 in a rural district of Vinh Long Province.
Through this work, I seek to problematize conventional narratives that uphold health insurance
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uncritically as a public good by interrogating its practices, moral claims, and political effects
within the Vietnamese context. Through ethnographic methods, I analyze how health insurance
engages with local cultural logics for individual and community flourishment. The driving research
questions are: how is health insurance imagined and understood by those who encounter it or must
implement it? What are the short-term effects of international and state efforts to bring health
insurance into communities with long established cultural values, practices, and responses around
local economic practices? Vietnam is one among over a dozen countries where the health insurance
model is being imported as part of the global push for universal health coverage (WHO 2014).2
Unfortunately, key aspects of this process are poorly understood and many lines of inquiry have
yet to be taken. Health insurance is widely assumed to be a topic that is under the purview of
economists and other applied policy researchers, escaping analysis by anthropologists and other
social scientists with holistic insights into aspects of health and daily living. Consequently, a
paucity of data exists about how history and context, conceptual categories, and local social
relations affect or become affected by health insurance as it travels cross-culturally and transnationally.
The argument I present here is three-fold. First, health insurance is not just a financial
instrument for redistributing money for health care; it is deeply intertwined with how futures are
imagined in Vietnam. From the state technocrat to the farmer, we will find that practices of
planning, imagining, and projecting are highly contextualized pursuits. Yet, each of these visions
are saturated with values, hopes, fears, calculations, conflicts and acquiescence. Insurance
becomes one avenue through which to understand how people conceptualize and plan for the
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For example, The Joint Learning Network is a working group of countries, funders, and
development organizations working on designing and implementing health systems to achieve
universal health coverage (UHC). Currently, there are 24 member countries including Vietnam.
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future. One point I also highlight is that some visions of the future are valued over others. In this
study, I argue that Vietnam’s promissory vision of universal health coverage are promoted at the
expense and erasure of the hardships people on the ground face. The economic uncertainty and
health inequalities that made up the reality of the lives of residents of rural Vinh Long Province
limited the temporal horizons for their own planning.
Second, whereas most posit health insurance as an economic strategy for managing the
financial burden of health, I argue that health insurance is also a social technology of care. Despite
abstract discussions about risk pooling, underwriting, and the quantification of risk, health
insurance is experienced between people. Policymakers and development practitioners work
together to assemble and implement a vision of a health insurance program, an insurance agent
must convince people to purchase this plan, and the premiums collected and payouts distributed
tie people together financially and socially. For Vietnamese, the public life of health insurance is
embedded in the language of care, protection, and investment in relationships. The sociality of
health insurance cannot be ignored. All conversations about health insurance prompted my
interlocutors to think about the proper way to care for others, whether or not they had health
insurance. As a result, care manifests itself in several ways in this study of health insurance: it
includes the paternalistic care of the state as depicted in policy representations, the duty of citizens
to care for the future of the nation through their participation in health insurance, the care of the
community in the context of economic precariousness, and the day to day care of household
members. The overrepresentation of health insurance research in advanced liberal democracies is
often discussed in reference to a moral imperative to care for the self. In Vietnam, however, the
self is always implicated with others and especially in reference to complex webs of kin relations.
Third, ethnographic methods offer alternative tools, data collection, and analysis to the
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usual quantitative and econometric approaches to health insurance. Health insurance is often given
little consideration beyond being a variable (i.e. insurance status) that determines access to care,
the course of therapy, or health outcomes. When health insurance is a subject of direct study,
researchers often rely on surveys or quantitative methods that examine attribute data, such as health
care utilization rates, demand for services based on cost-sharing, or models of cost-benefit
analysis. Moreover, these studies approach health insurance through individualized psychological
dynamics while bracketing out the cultural processes that contribute to knowledge, practices and
cultural logics behind health insurance. Ethnographic methods, on the other hand, move beyond
the numbers to show how people grapple with health insurance in quotidian contexts over a long
period of time. Unlike most economic or political science studies which approach health insurance
research through predetermined measures or analyses of policy, an anthropological approach to
insurance is inductive and allows for categories to generate in vivo. This approach is essential for
understanding health insurance as a social experience linking persons, instruments of finance,
historical conditions, and concepts of well-being and care. Ethnographic methods are ideal for
examining processes of future-making especially in Vietnam, where popular “repertoires” (Guyer
2004) rather than formal institutions regulate economic exchange and health care practices. They
can best capture how people respond to deliberate forms of state-sponsored change. Lastly,
ethnographic approaches are especially important given the hype surrounding development
buzzwords and concepts trending in global health, which are far removed from people’s daily
experiences of these policies on the ground.
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Why Study Vietnam?
Vietnam presents a compelling field site for a cultural account of what happens when health
insurance travels and is implemented in a new context. The country’s health insurance program
was established in partnership with an assemblage of experts from the World Health Organization,
the World Bank, and bilateral groups. The country’s future health and economic planning
continues to be guided by these groups today. Vietnam is unique from other low- to middle-income
countries implementing health insurance because of its recent transformation from a socialist to a
more market-oriented economy and its accelerated plans to achieve universal coverage.
Vietnam is one of only five communist countries in the world to be ruled by a one party
socialist state. However, within the last 30 years, the country’s adoption of market-oriented
policies has changed the social and economic landscape. Access to health care was once celebrated
as a priority of the state and presented in official rhetoric as the state’s care to its citizens. With
marketization, the state has redeployed kin and social relations to compensate for the collapse of
the socialist welfare state. With the implementation of health insurance, as a national strategy for
financing care, we are able to see how people in everyday contexts deal with redefined state and
citizen responsibility. We are also privy to the role health insurance actually plays as people adapt
to new market contexts, values, and expectations. In other words, the transformation from a
socialist to a more market-oriented economy brings into high relief changes in state rhetoric around
care, how people react to this new form of state care, and how new state expectations about care
actually aligns with the ways people provide care under uncertain economic conditions. In the
midst of Vietnam’s recurrent economic change and integration into a global capitalist order, health
insurance becomes a lens for understanding how people enacted anticipatory forms of care under
rapid marketization in all areas of life. It also reveals the processes of decision-making regarding
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how individuals care for their families, which may or may not run in parallel with state visions.
Research on health insurance implementation in Vietnam is also timely because of the
accelerated rate at which the country wants to achieve universal coverage. The country was
recently designated middle-income status by the standards of the World Bank, which has resulted
in the reduction of development assistance at zero or low interest rates (Thanh Nien Daily 2015).
At the same time, the country’s increasing public debt ratio has been of great concern to the
government. In 2016 the public debt to GDP reached 64.5% (Nguyen 2017; VietNam Net 2018),
which is close to the prudential benchmark of 65% set by international development agencies
(Chowdhury and Islam 2010). To surpass 65% signals fiscal instability and the potential inability
for Vietnam to pay back international loans. Because the country’s economy and growth has rested
largely on foreign direct investments in recent years (VietNamNet 2017a), these financial forecasts
have real effects on the country’s financial relationships with foreign investors. The state’s push
for health insurance, then, should be seen as part of a political project to relieve the public budget
and to signal to other countries that Vietnam is a safe investment opportunity. The rapid pace at
which the government has aimed to achieve universal coverage also allows us to see what kinds
of cultural images are being mobilized to support the health insurance program and the
consequences of this rapid mobilization.

The Social Life of Health Insurance
My approach to the study of health insurance draws methodological inspiration from Arjun
Appadurai’s classic text, The Social Life of Things: Commodities in Cultural Perspective (1986).
In it, he argues that in order to understand the meaning of objects and why they become important
(and I would add to whom they become important), we must trace their “circulation” in society.
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To do this, he explains further,
…we have to follow the things themselves, for their meanings are inscribed in their
forms, their uses, their trajectories. It is only through the analysis of these
trajectories that we can interpret the human transactions and calculations that
enliven things. Thus, even though from a theoretical point of view human actors
encode things with significance, from a methodological point of view it is the
things-in-motion that illuminate their human and social context (1986: 5).
By similarly tracking health insurance as an object that can be followed through different contexts
and among different groups of people, my project tackles several fundamental questions about
health insurance in Vietnam: What are the politics of knowledge that contribute to insurance’s
economic and cultural value? How is health insurance imagined and how it is actually practiced?
Research on health insurance in Vietnam provides an ideal context for this kind of “methodological
fetishism” because the meaning and value of health insurance has not stabilized. It is not enough
to take official rhetoric from development agencies and the state at their word; it is important to
trace insurance’s actual circulation to understand its impact on everyday life in Vietnam.
I must note that this is not a story about state failure or the unfulfilled promises of policy,
though I will cover some of the unanticipated effects of universal coverage implementation. My
critical perspective on health insurance is also not intended to diminish its importance in people’s
lives or to demonize UHC initiatives. As an abundant array of news stories and research studies
have clearly demonstrated, being uninsured or undergoing great pains to pay for care can come at
a cost that goes well beyond monetary value. Instead, my research seeks to carve out a new
intellectual space for moral, political, and cultural considerations that have largely been ignored in
the literature on health insurance, especially in low- to middle income country contexts. Rather
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than diagnosing the success or failure of these regulatory efforts, I am most interested in their
connections with history, their meanings and categories of knowledge, and the conditions of
possibility they create in the aftermath of Vietnam’s series of profound political and economic
transformations. In the chapters that follow, I analyze health insurance through its public life in
media, how it constitutes kinship and care in Vietnam, what it foregrounds about money and
relationships, and the politics of its temporality.

The Temporality of Health Insurance
Efforts to build national health insurance programs in Vietnam and across the Global South
are also efforts to construct the future through macroeconomic intervention. Global health concepts
such as universal health coverage and investing in health emerge out of economic models that are
based on economic growth and an orientation to long-term horizons. As a result, they conjure up
claims that investing in health insurance will solve pressing problems of how to equitably finance
health care. However, the vignette at the beginning indicates that having health insurance does not
necessarily equate to having access to quality health care. The gap between global and state-level
investment in the future of health insurance on the one hand, and the messy realities that make up
the local experience of health insurance on the other, calls attention to differences in temporal
framing and operation.
A central question, then, is how to analyze and make sense of these nested temporalities in
Vietnam. In this respect, I am inspired by Jane Guyer’s essay “Prophecy and the Near Future,” as
a framework for tracking temporal thinking in health financing and health insurance
implementation in Vietnam. Guyer’s work as an anthropologist who has carried out research in
Africa, and at the World Bank during structural adjustment, led her to uncover a marked “shift in
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the temporal framing” in the rhetoric of economic policy. This temporal shift has “involved a
double move, toward both very short and very long sightedness, with a symmetrical evacuation of
the near past and the near future” (Guyer 2007:410). By this she refers to the jarring dissonance
between development projects discussing and planning for long-term economic growth at the same
time when more immediate concerns, such as recurrent power outages, petroleum shortages, and
the like, shortened the time horizon in which people were able to plan at her field site in West
Africa. What is important here is that a temporal framing towards the long-term allows one to
elude or even ignore present difficulties. This kind of side-stepping has been found by Lesley
Sharp, who also uses Guyer’s framework for understanding how temporal framing affects moral
visions in highly experimental science that is prone to failure. She argues “when future hopes
displace current failures, the latter, rendered less significant, evaporates from view” (Sharp
2013:153). I argue that the focus on long-term goals of health insurance in Vietnam silences
questions about the country’s growing inequality and destruction of social safety nets. In other
words, a temporal frame towards the long-term future allows the state and development agencies
to continue to mobilize resources for the universal health coverage without actually fixing the
inequities that are deeply embedded in Vietnam’s health and economic system.
However, to point out a temporal framing that privileges the long-term and erases the
problems in the present is only part of the story. Of equal importance are the strategies, aspirations,
and actions people deploy in order to provide care for themselves, their kin, and their community.
In this sense, I take up Guyer’s invitation to analyze the space of the “near future” at a time when
the state is focused on the long duree. I advance work on the “near future” by arguing that it can
be mapped through people’s concepts and practices of care. People’s responses to health insurance
implementation in Vietnam reflected how they thought about the future and providing care. As
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Arthur Kleinman has argued, caregiving is a moral practice that makes caregivers and receivers
more present and more fully human (2009). Here the word ‘present’ is crucial because care requires
that one inhabit the present and anticipate needs in the foreseeable future. To use care as an
approach for understanding the economics of health may provide a corrective to long-term
temporal framings that are disconnected from current circumstances.

Economy, Care, and Belonging
Care was the underlying concept in all my discussions about health insurance. Decisions
on purchasing it and using it were influenced by how community members envisioned proper
forms of care. My investigation overlaps with the growing anthropological work on care which
examines the interdependent relations that sustain life in both ordinary and extraordinary
circumstances. Central to the new focus on care are questions regarding what is care? What counts
as care?
Scholars in this literature point out that care is not merely warm or sentimental relations
between people. Nor is it a practice that can be taken for granted as natural. Instead, “care is a
problem rather than a given” (Han 2012:24), and good care involves “persistent tinkering in a
world full of complex ambivalence and shifting tensions” (Mol, Moser, and Pols 2015:14). They
emphasize that care is a dynamic social process that must be achieved through context specific
practices and actions. When we do not pay attention to these specificities of care, we run the risk
of “submit[ing] them to rules and regulations that are alien to them” (Mol, Moser, and Pols
2015:7). In Vietnam, I argue that a large part of care is about anticipating the needs of others, and
that this practice of care is inextricably linked to enactments of belonging. In her study on the
effects of ultrasound technology on reproductive decision-making in Vietnam, Tine Gammeltoft
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argues that belonging involves the force of attachment and “ties of mutuality” that bind people
together in their communities (2014:20). Belonging is also generated in everyday interaction. Like
care, belonging must be understood as an “intensely precarious accomplishment, as an uncertain,
unstable, and emergent cultural identity” (2014:9). In this study, I examine everyday economic
forms of caring as an anticipatory practice of care. It is important to note that caregiving
relationships were not antagonistic to economic transactions (Zelizer 2009). The choices people
made about how to care with their money and resources revealed the ways in which they tied
themselves to kin and community.
Anticipatory forms of care involved everyday provisions for children and aging parents. It
also includes how people planned for their financial futures when they invested in their businesses
or family farms in the hopes of securing a good life for their kin. It could also involve purchasing
insurance when a serious illness was on the horizon or when it contributed to their peace of mind.
Decisions about whether or not to purchase health insurance also reflected belonging. As I will
show in the following chapters, people did not purchase health insurance solely for its financial
protection capabilities, since many were uncertain if they would ever use their insurance card. The
vignettes above also show that insurance did not always equal financial protection. The purchase
of an insurance card for oneself and for others sometimes signaled belonging: it was a method of
demonstrating filial piety or fulfilling responsibilities to one’s kin. The choice not to purchase
insurance also reflected ways in which people demonstrated their social ties when they chose, or
were obligated, to participate in rituals of reciprocity or credit associations as part of community
membership. In this way, responses to health insurance and health care decision-making was a
question of social attachment and obligation.
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Insurance and Risk
Insurance involves a set of calculations and procedures for spreading the impact of risk
across a population. It is a financial technology that manages risk. A burgeoning literature by social
scientists studying insurance have linked insurance’s function of spreading risk to grand theories
about modernity, and the taming of chance (Beck 1992; Bernstein 1998; Giddens 2002; Hacking
1990). Sociologists and legal scholars have dubbed insurance as a “sleeping giant of power” (Baker
and Simon 2002:12) in that it is a major institution that regulates private life in liberal risk regimes
of Europe and North America. For example, insurance defines risk and attributes responsibility to
individuals for managing those risks (Baker 2002). Insurance has also been argued to be a form of
governing through risk which has had implications for moral behavior by imposing an imperative
to manage risk (Ericson, Doyle, and Barry 2003; Doyle and Ericson 2004). Insurance can stimulate
“technologies of the self” and animate fantasies about the future (Patel 2007).
When I began conceptualizing this research project over seven years ago, I also intended
to study how the introduction of insurance circulated new risk discourses in Vietnam. These risk
discourses would, in turn, discipline the health and financial behaviors of Vietnamese citizens, and
insurance would become a new form of governance. I modeled my project on Viviana Zelizer’s
work on the rise of life insurance in eighteenth and nineteenth century America (Zelizer 1979).
She demonstrates how the cultural resistance to life insurance was overcome by moralizing
insurance as an ethical and economic responsibility to one’s surviving kin—a similar theme found
in the rise of life insurance by anthropologists working in Africa (Bähre 2012; Golomski 2015)
and Asia (Maurer 2005; Cheris Shun-ching Chan 2012).
While some people I spoke with in Vietnam did discuss new feelings of being at risk as a
reason for buying health insurance, this risk framing limited my awareness about what was
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happening in the country. Most studies on how life insurance becomes valued are often historical
or they take place long after insurance products have already been embedded in dense legal and
social infrastructures as well as in state and professional investments. In these cases, decisions
have been made and conclusions have been reached about the value and meaning of insurance.
Because people in Vietnam either refused to buy insurance or they refused to use it when they had
it, a more expanded understanding of risk was needed that moved away from the idea of insurance
as a risk technology that induces responsibility to purchase insurance. Risk and how it is calculated
varies in different settings. There were broader structural conditions that limited the options for
obtaining good care. These limitations were the risks that animated Vietnamese decisions about
whether or not to purchase or use health insurance. The question of how to provide good care and
a good future for oneself and one’s kin was a pertinent and motivating concern.

Medical Anthropology and Health Financing Reforms
The Social Life of Health Insurance was initially conceptualized as a way to address a
topical area and object of study which had received considerably less attention in anthropology,
and to some extent in other social science and humanities disciplines. I aim to promote an
anthropology of insurance, wherein insurance is not taken to have a single meaning, logic, or effect
but must be studied in practice, within the context of people’s daily lives and from multiple vantage
points (Dao and Mulligan 2016; Dao and Nichter 2015). What does the implementation of
universal coverage through health insurance reveal about governance, and regimes of knowledge
and power? In a context where insurance has not been a primary economic mode for dealing with
illness, how is health insurance imagined and understood by those who encounter it or must
implement it? What are the short-term effects of international and state efforts to bring health
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insurance into communities with long established cultural values, practices, and responses around
local economic cooperation?
While health insurance itself has not been a major focus of medical anthropology until
recently, anthropologists have had a longstanding interest in the clinical and quotidian experiences
of changing financial models for health care. Much research, however, has taken place in the USA
and has examined these issues from the perspective of providers or from those inside the health
care industry itself, with few recent exceptions (Mulligan and Castañeda 2017; Sered and
Fernandopulle 2006). Early efforts to understand the introduction of managed care in the 1990s
has resulted in two special journal issues focused on how it transformed health care institutions
and affected the relationship between practitioners and patients. First, in a special section in
Culture, Medicine, and Psychiatry,3 anthropologists argued that new standards of financial
accountability changed the moral economy of care in the public mental health sector (Ware et al.
2000): clinicians increasingly experienced their profession as less of a “calling” than a job done
“for the money” (Robins 2001) and the “routinization of craft” meant that quantifiable outcomes
replaced long-term personal relationships with patients (Donald 2001; Hopper 2001; Kirschner
and Lachicotte 2001; Luhrmann 2001).
Then, in 2005, Medical Anthropology Quarterly devoted an issue to examining the impact
of Medicaid managed care on the institutional landscape of health care delivery in New Mexico.
This concerted effort led by guest editors Louise Lamphere and Nancy Nelson to study managed
care from the “bottom up” would become the foundation for much of the research today on health
insurance by medical anthropologists (Lamphere 2005). Concepts such as “de-facto
disentitlement” (López 2005); the rationalization of care through “medical necessity” (Wagner
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Culture, Medicine, and Psychiatry Volume 25, issue 4 published in 2001.
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2005); the shifting of responsibility for the costs and labor of care onto patients (Willging 2005);
and the de-politicization of ill-health and poverty through technocratic or bureaucratic means
(Nelson 2005) provided a counter-narrative to the healthcare industry’s praise of market-based
medicine. The collection represented a response to Rylko-Bauer and Farmer’s landmark call three
years earlier for critical research on the relationship between managed care, market-based
medicine, and inequality (2002).
Other medical anthropologists found that charity services by safety net institutions buffered
the negative impact of managed care by treating vulnerable populations previously served by
Medicaid (Boehm 2005; Horton et al. 2001; Horton 2006). However, they warned that these
publicly provided health centers would not endure as policies of the welfare state were being
dismantled (Maskovsky 2000). This new generation of scholars has advanced the field by
continuing to question the promises of “efficient” market-based medicine through analysis of
health insurance’s legal underpinnings (Abadia and Oviedo 2009) and its logics from inside an
insurance company (Mulligan 2010; Mulligan 2014). Meanwhile, moving away from providerside perspectives, Sered and Fernandopulle’s book “Uninsured in America” uncovered the
struggles of individuals and families dealing with health care crises while uninsured (2006). More
recently, the passing of the Affordable Care Act in the US has led to the emergence of research on
health insurance and the financial links to health behavior (Castañeda et al. 2011; Fletcher Rebecca
Adkins 2017; Henry 2015; Sargent 2009) and how the new law’s market-based foundation has
caused unequal coverage and limited the law’s original intention to make health care a right
(Mulligan and Castañeda 2017).
Outside of the US, anthropologists looking at the financing of health care have focused on
the devastating effects of structural adjustment policies on public financing of health care systems
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(Pfeiffer and Chapman 2010). They found that market based health reforms stipulated by national
debt refinancing exacerbated social inequality by introducing user fees for health care and the
cutting of state budgets in the health sector (Janes 2006; Janes 2008). However, as global initiatives
to reform health systems towards “universal health coverage” (Ahoobim et al. 2012) emerge, a
growing number of anthropologists are documenting how health insurance implementation and
related global health policies are articulated through everyday life (Ellison 2014; Foley 2009) and
critical investigations about how people engage with insurance programs and institutions have
been called for (Ahlin, Nichter, and Pillai 2016; Dao and Mulligan 2016).
As this review of the literature on health insurance and the finance of health care more
broadly has shown, much of the robust research has taken place within the US context and have
taken a political economy perspective to criticize market-based medicine. With few exceptions,
most of the ethnographic subjects are those working in medicine or inside the health insurance
industry. While honoring the work of these studies, my project approaches the study of health
insurance from a different vantage point. I take a community level approach to examine how the
interplay of global and state forces produce knowledge and values about health insurance. I also
investigate the ways local histories, politics, and social relations mediate the outcomes of health
insurance reforms and campaigns.

Study Design and Methods
This project is based on twelve months of ethnographic fieldwork conducted between
August 2015 and September 2016 in Vinh Long Province. While living in Vinh Long Province, I
conducted participant observation at health facilities, community meetings, and the homes of
community members. In addition to participant observation, I conducted semi-structured
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interviews with community members and expert informants.
After receiving my approval letters from the central and local governments in Vinh Long,
I began by introducing myself to the relevant insurance offices and health facilities to begin
understanding the landscape of care in Vinh Long Province. I attended community-based meetings
with the Provincial Social Insurance Office, where I was able to observe what information was
disseminated for the universal coverage campaign and what some of the concerns were of the
people who attended these meetings.
Next, I carried out participant observations at three levels of public health care facilities in
Vinh Long Province. I chose these facilities because they are the most commonly visited for

Political Structure

Health System Structure

Figure 1: Vietnam's Political and Health System Organization
I carried out participant observation and recruitment at the circled places. PC =
People’s Committee, CHC = Commune Health Center, MOH = Ministry of Health.
Image modified from (Thi Thu Ha, Mirzoev, and Morgan 2015)
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treating ailments. The basic structure of Vietnam’s health system follows the country’s basic
political governance structure: at the top is the central level government which oversees the central
level hospitals, then provincial level government which oversees the provincial level hospitals,
district level government which oversees the district level hospital, and lastly the commune level
government and commune health station (or commune health center). Health care facilities are
paid primarily through a fee-for-service model, although capitation payments are being piloted.
All the facilities I visited during fieldwork were fee-for-service.
I began participant observation at the provincial care hospital (bệnh viện đa khoa tỉnh)
located in Vinh Long city. Later, I moved my way down to one of the districts, where I carried out
participant observation at the district level secondary hospital (bệnh viện đa khoa huyện), and
eventually to the primary level care facility at the commune level, known as commune health
stations or commune health centers (trạm y tế).4 At each facility, I met with patients in waiting
rooms and inpatient rooms. I discussed their illnesses, whether or not they had health insurance, if
they were actually using insurance to pay for their care, the cost of their care and how they were
paying for care, and their thoughts about their treatment thus far. Many times, I did not talk to the
patient alone, as they always had one or more caretakers with them. These were often kin members
who provided the daily care to patients by bringing them food and water, bathing them, and
changing their clothes and sheets. The care of patients by their kin was the norm in Vietnam
because nurses and orderlies were not responsible for this task. It is widely acknowledged and
accepted that kin members must provide the day to day care for hospitalized patients.

4

Vietnam’s health care system is organized in parallel with its administrative or political
subdivision: 1) the central level (trung ưng), which includes the country’s largest cities such as
Hanoi and Ho Chi Minh City, 2) The province or state level (tỉnh), 3) the district (huyện), and 4)
the commune (xã). The smallest unit of hamlet (ấp) does not house its own health facility.
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After obtaining protocol-approved consent, I accompanied patients as they moved
throughout the health facility. I observed how they navigated their health care with and without
insurance, when insurance entered into conversations, and how patients interacted with
bureaucratic materials. I also spent some time at billing departments where I watched the hospital
employees enter in the medical treatments to be billed to the health insurance fund. I paid close
attention to how providers (physicians, nurses, administrators) talked about health insurance.
When I was not at a health facility, I traveled around the province conducting in-depth
interviews with three primary groups of people: the first group consisted of community members
(n=34), who I recruited using several different tactics. First, I recruited some at the health facilities
where I conducted participant observation. Second, I recruited people who were introduced to me
by government health insurance agents or when local friends would encourage me to meet with
someone in their commune who may have gained or lost their insurance coverage for reasons
outside of their choice. The remainder were recruited through chance encounters when I was
running daily errands at the main marketplace or on bus rides to and from the commune. During
recruitment, I tried to maintain an axis of diversity along the lines of insured and uninsured, while
being attentive to differences in chronic and acute illnesses, and income/assets. As predicted, those
with chronic illnesses were more likely to be insured and have a more favorable views of health
insurance than those who only had acute illnesses. There did not appear to be any specific
difference between income/asset levels and their perception of health insurance.
The second group of interviewees consisted of health insurance professionals (n=16). This
group included local government health insurance agents (cộng tắc viên bảo hiểm y tế) who lived
and worked in the rural district, and provincial Social Insurance Office employees who lived in
Vinh Long City. The ability to accompany the local government health insurance agents as they
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traveled around their local area of jurisdiction on municipal assignments allowed me to see how
they tried to convince their community members to buy health insurance. During the final months
of my fieldwork, I went to the capital city of Hanoi to interview policymakers, policy researchers,
and employees of development agencies that were involved with the central level planning and
research of health insurance in Vietnam. Through the contacts I developed at the time of my
internship with the World Health Organization in the summer of 2014, I was able to make
appointments with these central level personnel, who I likely would not have had access to
otherwise. Much of the information I gathered from this latter group, however, reflected what was
being broadcasted on state media.
Lastly, I interviewed health care facility workers (n=10), such as doctors, nurses, and
administrative staff, who shared their opinions about health insurance. I recruited this group of
people by becoming acquainted with them slowly as I carried out participant observation at health
facilities. Some of the topics I covered with them included what they thought of health insurance,
what some of the difficulties were patients faced when understanding and using health insurance,
and their assessment of the health of their local area. I also asked about their thoughts on the new
financing models for hospitals.
All interviews were conducted in Vietnamese with the help of three local Vietnamese
research assistants. Much like my interlocutors in Vinh Long Province, each of my research
assistants had several commitments and thus, took turns to accompany me into the field at different
phases of my research. Informal interviews were written up in field notes immediately after taking
place, and formal interviews were digitally recorded and transcribed at a later date.

31

Table 1: Sampling Matrix for Community Members of Vinh Long Province
Insurance Status

Illness Status

Socioeconomic Status

Acute (6)

Lower
assets/incom
e
(10)
1

Medium
assets/
income
(17)
4

Higher
assets/incom
e
(7)
1

Chronic (11)

2

6

3

Uninsured
(n=17)

Acute (10)

4

4

2

Chronic (7)

3

3

1

Total

34

Insured
(n=17)

Table 2: Sampling Matrix for Expert Informants
Population

Profession (age 18+)

Sample Size

Policy Professionals
(16)

State Administrator

6

International Organizations/Researchers

2

Government Insurance Agent

6

Physician

9

Nurse

10

Health Care Professionals
(10)
Total

26
To understand the quotidian contexts of health care and economic decision making

enfolded into everyday life, or what Guyer would call the terrain of the “near future,” I lived with
a family in a rural hamlet for nine months. I shared meals with family, visited the houses of
extended family members, attended several festivals and feasts including weddings and death
anniversaries, and went on morning strolls with the family members to check on the family-owned
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rice paddies. All of these activities allowed for more candid conversations about health, the
management of daily demands, the nature of kin and social relationships, as well as the general
worries and aspirations of families and individuals. After the Lunar New Year, the matriarch of
the family told me to call her mẹ (mom) and her husband bố (father). It was through my connection
with my homestay family, and the close friends I made living nearby that I came to understand life
in the rural district more intimately.
Most people were not familiar with anthropology in the field. Upon meeting me initially,
many residents mistook me for an insurance agent. They would initially tell me that they were not
interested in buying insurance, they did not have money to buy insurance, or they did not have
time to pick up their medicines for the week. At the hospital, my pen and notepad signaled to
patients that I was a journalist who was there to uncover complaints about the health care system.
Others, after finding out that I was a foreign-born person of Vietnamese descent, thought that I
was there to do charity work, as this was often the case when overseas Vietnamese visited the
countryside. Sometimes, I felt that they were willing to meet with me in the hopes of receiving
some benefit. In every case, I was always clear about my role as a student and a researcher of
health insurance. Sometimes, however, I was compelled to purchase meals or other food items for
folks whose situations were dire. With a few exceptions, most people were willing to continue
talking to me and they allowed me to visit them in their homes after they were discharged from
the hospital. I found that being a student and an overseas Vietnamese person was helpful for
making conversation and connections with people. My interlocuters valued education and
appreciated the fact that I had returned to the homeland of my parents to pursue my studies. They
took pride in helping me gather information or sometimes recruited others for my research.
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Data Analysis
Three types of data were analyzed in this study. The first was a set of 60 interviews from
the three primary groups of people: community members, health insurance professionals, and
health care professionals. The second type of data were field notes, which include daily
recollections on thoughts, encounters, and conversations I had throughout the day. Lastly, the third
type of data includes textual and visual data that made up the representations of health insurance
(Nichter 2008). These include brochures about health insurance, newspaper articles downloaded
from the internet, television media segments, captured health insurance news as it aired, and
promotional materials associated with health insurance found online or shared with me by health
insurance office employees.
During my time, I kept in-process memos that were separate from my fieldnotes where I
recorded thoughts, feelings, clarifying concepts and discussions I had with my research assistants.
It was very difficult to elicit responses about health insurance that were not predictable. For
example, as I discuss further in Chapter 6, many of the responses I received resembled variations
on “I don’t have any money,” “I don’t have time,” or “I don’t like the medicines health insurance
covers.” It was not until my participant observation reached a point at which I could actually “see”
the daily adversities and uncertainties people confronted that I began to move beyond the
predictable responses. The inequitable health system, ongoing economic transformation, and the
obligation to care of others became important avenues for understanding economic life and
pursuits for well-being in rural Vinh Long Province. I did not anticipate that care and debates about
how best to care would become a primary concept through which to understand responses to health
insurance in Vietnam. These themes emerged spontaneously from my experience in the field and
the process of reading and re-reading my data.
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Figure 2: Map of Vietnam with major
cities and Vinh Long Province
All data including field notes, field journal entries, memos, and interview transcripts were
managed and analyzed using QSR NVivo, a qualitative data management software.

Field Site: A Rural District in The Mekong Delta
Vietnam is located in Southeast Asia and has a population of 90.7 million people (the 13th
most populated country in the world). Vinh Long Province is located in the Mekong Delta which
is about 156 km southwest of Ho Chi Minh City in the country of Vietnam. The Mekong Delta
region is known as the “rice bowl” of Vietnam, as it is the most productive region in agriculture
and aquaculture. It is not strongly industrialized so much of the population is rural. There are an
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estimated 1,062,592 people living in Vinh Long Province, and the population density is 708
people/km.2 Currently, 85.16% of Vinh Long Province’s population live in rural areas.
The household income per month in Vinh Long Province is about 2.2 million VND (98
USD), compared to 4.8 million VND (213 USD) in Ho Chi Minh City (General Statistics Office
of Vietnam, 2014), and 2.6 million VND country-wide. In the Mekong Delta region as of 2008,
88% of females and 94% of males are literate. In 2014 for the Mekong Delta region, 7% never
attended school, 32% attended primary school, 18% completed secondary school, and 5%
completed university (General Statistics Office Vietnam 2016).
The Mekong Delta Region has the lowest health insurance coverage rate in the country
(63%), whereas in Vinh Long Province’s regional rate (52.9%) (General Statistics Office Vietnam
2016). As discussed earlier, I originally conceptualized this project based on people’s refusals to
buy health insurance and their refusals to use health insurance when they owned an insurance card.
Because of the low coverage rates in Vinh Long Province, it was an appropriate field site for trying
to understand the phenomena surrounding these refusals. In addition, its location in the primarily
rural Mekong Delta provides me access to the occupations of agriculture, fishery, forestry, and
unregistered household businesses who are not automatically enrolled into the state health
insurance plan by their employers. For the most part, people in rural Vinh Long Province must
choose to buy health insurance if they want it, which was a phenomenon I was interested in
exploring.
Vinh Long Province itself is located between two major rivers of the Mekong Delta, the
Tien and the Hau rivers. It is bordered on the north by Dong Thap province, on the south by Tra
Vinh province, on the east by Ben Tre province, on the southwest by Hau Giang, Soc Trang. Vinh
Long Province has its own provincial city (Vinh Long City). The nearest largest city in the Mekong
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Delta, Can Tho city, is located 41.3 km away. Due to its location between major waterways, trade
activty by land and waterway are signifcantly developed. Agriculture, fishing, industry such as
brick, porcelain or ceramics making, trade, and services make up the structure of the province’s
economy.
The rural district where I carried out my fieldwork was located close to the district town
and district hosptial. Agriculture, which consisted mainly of growing rice and fruit trees, was the
main activity of people in this district (about 95%). Due to the focus on agriculture, the people

Figure 3 - Map of Vinh Long Province
Red stars indicate my primary field sites. Image source: Tanguay and Koninck 2014.
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have a lower standard of living compared to other districts in Vinh Long Province. Most homes
are located on the main roads that often follow the canals. Kin, by blood or marriage, often live
next to each other. Transportation can be quite difficult because only one inter-commune road
made of asphalt runs through the rural town and commune. Much of the remaining paths are either
dirt roads or paved by slim concrete slabs that can be perilous during the monsoon season. Travel
by small boat through the Mekong waterways is still popular.
The epidemiological profile of Vinh Long Province follows the trend of transitioning from
a prevalence of infectious disease to chronic non-communicable diseases. In 2000, the top three
reported diseases were diarrhea, flu, and bronchitis inflammation. Over 10 years later in 2012, the
new top three were high blood pressure, acute tonsillitis, and diabetes (Provincial Health Bureau
of Vinh Long Province 2013). The people have many options for health care. Many, if not all, use
folk treatment methods such as traditional medicine, or look for available medicinal plants in their
gardens. There is a commune health station that is rarely used, as most prefer to seek medical
treatment at the district hospital in town for minor emergencies or to pick up medications covered
by health insurance. Due to the proximity of the district to the major cities of Ho Chi Minh City
and Can Tho, people with or without the means often prefer to skip over the district and provincial
level hospitals in order to seek treatment at the central level hospitals. The perception is that central
level hospitals have more experienced doctors and high-tech equipment, which I will explore more
in Chapter 2.

Plan of the Work
After providing information about the setting and context of the country’s health system, I
focus on four domains of inquiry into health insurance in Vietnam: official state rhetoric that
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defines the economic and the cultural value of health insurance, the temporality and framing of
illness and health insurance concepts, health insurance’s effects on the moral economy of illness
among kin, and practices of money that were affiliated with health insurance refusal and
acceptance.
Chapters 1 and 2 provide background information on the global agenda for universal health
coverage and Vietnam’s health system. In Chapter 1, I discuss how global health transformed into
global health development under market-based structural adjustment. I also discuss UHC as a
vehicle for globalizing health insurance and I give an overview of health insurance in Vietnam.
For Chapter 2, I discuss the history of Vietnam’s health system to foreground the conditions
Vietnamese face when needing to seek medical treatment. I then discuss the setting of Vinh Long
Province to demonstrate the uncertainties circumscribing the economic options for its residents.
Chapter 3 investigates how health insurance is imagined through representations circulated
among the public in official state discourse. As an emerging financial tool whose meaning must
be constructed for public understanding and consumption, health insurance becomes defined not
only by its economic value, but also its moral value. I show how the current promotional campaign
devised by the state presents a particular understanding of health insurance that is rooted in the
country’s socialist and nationalist ideologies. These sentiments of socialist nation-building
articulate health insurance as a mode of enacting care through mutual responsibility, collective
forms of care, and an investment in the nation’s future.
Chapter 4 discusses the temporal politics of health insurance and the temporal frames
through which people understood their therapeutic itineraries in Vietnam. I present the temporal
incongruity between government policymakers, state health insurance sellers, and the community.
While health insurance was understood as a tool for managing future costs of illness for state-
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based employees and health care professionals, community members had to deal with the
immediate concerns of caring for their loved ones in a timely manner, the universal experience of
waiting when going to a public hospital using health insurance, and the realities of unequal
qualities of health facilities.
Chapter 5 investigates the family-based enrollment policy as a state strategy for enrolling
the uninsured informal sector using the country’s family registration book. Of special concern here
is how health insurance now hinges upon the maintenance of a moral economy of kinship. The
family-based enrollment policy mandated that the uninsured could no longer purchase health
insurance as an individual, but only with all of the uninsured members listed in the family
registration book (hộ khẩu). The ability to purchase insurance for the uninsured informal sector
workers no longer became about the financial capacity to pay for insurance, it was about their
social standing among kin. The state here seems to willfully ignore family dynamics in favor of
achieving universal coverage for Vietnam’s future.
In Chapter 6, I turn to the most prominent topic presented to me when I asked people about
their decisions of whether or not to purchase health insurance: money. I begin first by engaging
with the analyses of insurance through the theoretical lens of risk, which is the most pervasive
approach to insurance in the social science literature. I draw on my ethnographic fieldwork in
Vietnam to show how health insurance is more appropriately understood through the context and
lens of precarity. In trying to understand how people made decisions under precarious conditions,
I show how money is used to exercise a logic of care. I discuss how these forms of care through
money function for people who do not buy health insurance and those who do.
In the project’s concluding chapter, I assert that an in-depth investigation of health
insurance in Vietnam elucidates the extent universal health coverage relates to people’s daily
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experiences. An ethnographic approach to these macrolevel global trends reveals what kinds of
policies are being enacted in the name of UHC. Claims to build health financing systems in
countries rests on moral reasoning to end suffering caused by catastrophic medical spending.
However, health insurance holds no bearing for improving health outcomes or financial protection
if history, structural constraints, and the ways people strive for and imagine their future are not
taken into account.
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CHAPTER 1: Globalizing Health Insurance and Social Health Insurance in Vietnam
Those who write about the concept of universal health coverage trace its origins to the
Declaration at Alma Ata in 1978. The declaration’s motto “Health for All” promoted health as a
fundamental human right and identified primary health care as a key strategy for achieving health
for all. Shortly thereafter in the 1980s, a series of economic and health crises across the Global
South required many countries to take on loans from the International Monetary Fund and the
World Bank under the terms of market-oriented structural adjustment programs (SAPs) (Logie
1993). SAPs required borrowing countries to enact several policies involving economic
restructuring to ensure debt repayment. These included local currency devaluation, privatization
or divesture of state-owned enterprises, cuts to subsidies for public services, the introduction of
price mechanisms for public services, and the reduction of trade barriers.
As part of SAPs, the World Bank set forth a new agenda to restructure the health systems
of the recipient countries. This agenda dismantled the health for all philosophy of Alma Ata,
arguing that the slow economic growth and budget deficits of developing countries meant that
governments would be forced to reduce public spending on health care, and thus, alternative
approaches to care were needed. In other words, health-related expenses at the national level were
seen as a consumption item and coded as an unproductive investment in the public sector.
Consequently, a host of low- to middle-income countries were given a blueprint to privatize health
services including 1) the adoption of user fees for medical treatment, 2) the introduction of private
health insurance, 3) the decentralization of government involvement in public services, and 4) the
promotion of nongovernment involvement in health care (Pfeiffer and Chapman 2010). At this
time, a pivotal piece from the World Bank titled the “World Development Report: Investing in
Health” was published in 1993. Being the first report of its kind to focus exclusively on health, the
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World Development Report marked the ascent of the World Bank as a key player in global health,
even surpassing that of the World Health Organization as some have argued (Janes 2008). The
World Development Report contributed to the “economization” of global health by introducing
evaluative criteria such as cost-effectiveness, and standards of measurement (such as the disabilityadjusted life years-DALYs), which had the effect of quantifying qualities of health (Çalışkan and
Callon 2009; Çalışkan and Callon 2010). Making decisions about research or interventions became
a matter of economic costs and benefits. Following the model for human capital (Grossman 1972),
which refers to the abilities and qualities of people that make them productive in the labor force,
the report introduced an economic rationale for justifying health spending during a time when most
economists relegated health care to the status of consumption:
Good health, as people know from their own experience, is a crucial part of wellbeing, but spending on health can also be justified on purely economic grounds.
Improved health contributes to economic growth in four ways: it reduces
production losses caused by worker illness; it permits the use of natural resources
that had been totally or nearly inaccessible because of disease; it increases the
enrollment of children in school and makes them better able to learn; and it frees
for alternative uses resources that would otherwise have to be spent on treating
illness. The economic gains are relatively greater for poor people, who are typically
most handicapped by ill health and who stand to gain the most from the
development of underutilized natural resources (World Bank 1993:17).
Although this report acknowledged the relationship between poverty and poor health, the World
Bank called for streamlining government spending in the basis of efficiency, and the promotion of
the market competition among private providers to improve health care for the poor. After its
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publication, global health priorities shifted away from the provision of primary care and free health
care as a basic human right as guaranteed under Alma Ata.
Anthropologists working in global health at this time provided significant evidence
demonstrating how SAPs and the market fundamentalism supporting SAPs have undermined
public health systems especially for the poor (Pfeiffer and Chapman 2010; Janes and Corbett
2009), and national governance more widely (Escobar 2011; Ferguson 1994). Medical
anthropologists in particular have been outspoken about the growing inequities, degraded health
infrastructures, the shifting of responsibility to pay for health onto individuals, and extremely
limited access to care that have become embodied in poor population health outcomes (Pfeiffer
and Chapman 2010). For example, Craig Janes’ research on the impact of market reforms in
Mongolia aptly titled “Free Markets and Dead Mothers” uses both ethnographic and
epidemiological methods to uncover the link between post-socialist transition and increasing rates
of poor reproductive health and maternal mortality (Janes 2004). Looking backward, widespread
criticism both within and outside of anthropology has been launched at SAPs for a number of
reasons chief among them being the weakening of the public sector for health care.
The gutting of publicly funded health programs unfortunately coincided with the
destructive emergence of Human Immunodeficiency Virus (HIV). The vacuum left by recently
restructured national health programs combined with the growing cases of HIV created a crisis in
global health. As the World Bank recommended nongovernment involvement in health as a more
efficient means to deliver care, the crisis facilitated the rise of non-governmental organizations
(NGOs) and private foundations as major players in the delivery of HIV/AIDS care and other
services. As Pfeiffer et al. argue, resources from donors were primarily channeled through NGOs,
who bypassed the already weak national health system already in place (Pfeiffer 2008). The global
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expansion of NGOs have led some to argue that this process has eroded the long-run viability of
the local nation’s public health system by undermining local control of health care, fragmenting
the health system, and syphoning personnel out of the public system and into the private goals of
the NGOs (Pfeiffer 2003).
Criticisms lodged both at SAP and NGO effects on the health sectors of developing
countries resulted in two important concepts that have propelled health insurance and the concept
of universal health coverage to the world stage: “horizontal” approaches to funding local health
systems and the promotion of “health systems strengthening.” Horizontal methods refer to aid that
aims to improve the general medical services delivered through the country’s public health system
already in place. Health systems strengthening—which has been criticized as a vague term—refers
to viewing the health sector of a country as a system which includes human resources, health
financing, governance, health information, medical products and technologies and service
delivery. Any number of interventions to improve the health care system of the country including
funding the health infrastructure and achieving universal health coverage would be included in this
widely circulated concept.
Universal Health Coverage has captured the imagination of policymakers, development
agencies, health care administrators, physicians, patients, and beyond. It has been hailed as “the
most important concept that public health has to offer” by the Director of the World Health
Organization (Margaret Chan 2012) and a key strategy for long-term economic growth by the
President of the World Bank (Kim 2014). It has been incorporated into the United Nation’s (UN)
Sustainable Development Goals (SDGs), which has replaced the Millennium Development Goals.
Driven by international development organizations, the Universal Health Coverage (UHC)
campaign refers to creating conditions that ensure “all people and communities can use the
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promotive, preventative, curative, rehabilitative and palliative services they need, of sufficient
quality to be effective, while also ensuring that the use of these services does not expose the user
to financial hardship” (WHO 2012). It is a “set of targets” rather than a measure, and in order for
countries to “achieve” universal health coverage, certain factors must be in place, including: a
well-run and people centered health system, a system for financing affordable care, the availably
of essential medicines and technologies, well-trained and motivated health workers, and actions to
address the social determinants of health.
Although UHC includes a wide variety of targets owing to its systems approach, much
attention in research and development has been given to the health financing component. Major
proponents of UHC argue that establishing pre-payment financial institutions, such as health
insurance, is the foundation for producing positive results such as affordability, health equity, and
domestic health sustainability. Whereas prior global health policies focused on disease-specific
prevention and treatment, UHC directly addresses health financing and health systems
strengthening as the main strategy to fight health inequities and medical impoverishment (WHO
2010; Hafner and Shiffman 2013). Its main assumption is that capital is the primary basis for
economic growth.
More recently, universal health coverage served as the backbone for the Lancet
Commission on Investing in Health, entitled “Global Health 2035: a world converging within a
generation.” This publication set the goal to close the health gap between countries by 2035 (Dybul
2013; Jamison et al. 2013). Ironically, the commission draws heavily on the concepts proposed by
the World Bank’s 1993 World Development Report to revitalize the call for countries to “invest
in health” or “invest in human capital.” By allocating funds to a country’s national health system,
the high “returns” on economic value would include increased worker productivity, improved
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education, investment in retirement, better access to natural resources, and reduced mortality levels
(Chan 2013; Engström et al. 2013; Horton and Lo 2013; Jamison et al. 2013). The commissioners
argue that UHC may be the ideal concept to end the rivalries between disease-specific or vertical
programming agendas in global health, saying, “grand convergence provides the opportunity for
unity” (The Lancet 2014:187). Health insurance could produce “value for money” because not
only does it provide the means to financially protect the vulnerable and ill, it must also seen as a
way to unlock potential long-term economic development for low- to middle-income countries.
Some have gone so far as to describe financing reform in the service of UHC as a third health
transition following public health improvements in the 18th–20th centuries and epidemiological
transition in the 20th–21st centuries (Rodin and de Ferranti 2012). It should be noted that
respondents to the Lancet Commission on investing in health agenda have criticized it for actively
disregarding the social determinants of health. Critics argue that incorporating social determinants
of health that lie “outside the health sector” are “complex and entrenched political obstacles exist
to address them and their effects cannot be realized in a timely manner” (Clark 2013; Jamison et
al. 2013:4).
Universal health coverage and the call to invest in health have since been framed as a
panacea for tackling some of the most pressing issues in global health. First and foremost, they
address the problem of out-of-pocket payments and catastrophic payments that push people into
poverty or force people to tragically choose between health and livelihood (Kruk 2011). In a widely
cited report using Living Standards Surveys across 59 countries, Vietnam was listed as the country
with the highest incidence of catastrophic health spending incidence among peer countries (Ke Xu
et al. 2003). This statistic, of course, has been used to justify the need for health insurance in
Vietnam.
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Second, calls to build health insurance systems in low- to middle-income countries are
reinforced by the need to tackle epidemiological transition towards non-communicable diseases
and demographic shifts towards an aging population. Demographic research in Vietnam suggests
oncoming epidemiological transition where non-communicable diseases will overlap and then
overtake infectious disease as major population health problems and major cost problems. The
changing patterns of illness will also be exacerbated by demographic shifts towards an aging
population, which are also associated with high cost health care. Both these phenomena represent
how a temporal orientation towards the future in macroeconomics has migrated into the
development of the health system. These newly identified health issues require the implementation
of health insurance in the present to combat these future problems.
Besides the new moral imperatives to combat future health issues, universal health
coverage has transformed Alma Ata’s ‘right to health’ to the ‘right to purchase health.’ Although
the push for universal health coverage calls for health as a human right and even uses #HealthforAll
as part of official branding, it is difficult to deny that the concept’s implementation is still vague
and primarily focuses on the generation of revenue. In my reading of published documents on
UHC and in my experiences with attending global health development meetings in Vietnam, UHC
is imagined and applied through strategies to increase health insurance coverage by requiring
people to purchase health insurance. While the concept may use a rights or justice-based
philosophy as the pillar for representing its message, UHC’s actual application of rights through
an economic logic continues the agenda set forth by the World Bank in the 1990s in which the
right to health was actually the right to purchase health.
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Social Health Insurance in Vietnam: A History and a Primer
There are several ways to organize the financing of health care at the national level (see
Dao and Nichter 2015). Health financing refers to the mechanisms by which money is
accumulated, mobilized, and allocated to meet the health needs of people both individually and
collectively. Vietnam follows a modified social health insurance model. Social health insurance
refers to a form of financing and managing health care based on the pooling of health risks and the
pooling of funds to pay for medical treatments of the insured based on waged employment.
Vietnam’s social health insurance is modified because those who cannot work or are part of an
entitlement group receive health insurance that is subsidized through state tax revenues. The main
drawback of this model is that governments must devise a plan to enforce mandatory enrollment
among populations who do not have regular wage labor. These groups are popularly termed “the
informal sector,” because their income is not “legible” to the state (Scott 1998). Vietnam is
primarily a single payer health financing system, where the state acts as the payer of health care
for the insured. With the passing of Decree 24/2000/QH10, private life insurance companies have
been allowed to operate in Vietnam. I was told by a life insurance agent that some companies offer
life insurance products that include a health insurance component. However, patients must file
individual claims with their receipts from the hospital. Only about 7% of the population own life
insurance policies and they are generally more well-off populations (VietNamNet 2017b).

Localizing health insurance in Vietnam
Health insurance emerged at this critical historical juncture in order to combat the
introduction of prices to medical care. Vietnam’s newly opened doors permitted a flood of
international organizations that advocated market-based, liberal economic policies into both the
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health and education sectors. In 1989 the World Health Assembly and WHO turned to the needs
of developing countries by requesting that the WHO Division of Intensified Cooperation with
Countries and Peoples with Greatest Need (ICO) work with developing nations to “ensure that
socioeconomic development policies and macroeconomic investment strategies protect and
promote health status” (ICO 1995:185). Their charter emphasizes that countries must approach the
ICO for assistance, and Vietnam was one of many developing nations where the ICO intervened
in health policy management. ICO activities included basic training of government officials in
health economics and health care financing, cost analysis, development of information systems
and the promotion of public awareness for a “social” type of health insurance (ICO 1995:21). More
specifically for health insurance, beginning in 1990, the ICO in conjunction with the Vietnamese
Ministry of Health, led pilot projects for health insurance in four provinces (Ron, Carrin, and Tran
1998).
The ICO also partnered with other bilateral and multilateral institutions to develop
Vietnam’s health insurance program. The World Bank and the Asia Development Bank became
key partners as consultative and lending groups for Vietnam’s health sector development (ICO
1995:119; Asia Development Bank 2004). Within their role as advisors to health financing, they
produced several reports and evaluations of health insurance in Vietnam to expand universal
coverage. Other international partners offering bilateral support both financially and intellectually
include the countries of Sweden and France. The Vietnam-Sweden Health Cooperation (VSHC),
began working on Vietnamese health affairs in the 1960s, while France, a former colonial power
in Vietnam, has trained Vietnamese medical practitioners on vaccine production and quality
control assessments of vaccines (ICO 1995:95).
Vietnam’s health insurance program has continued to be a product of collaboration with
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international development agencies. Health insurance was created as a means to manage the health
and financial risk brought about by the policies of Đổi Mới, which involved increased
marketization of Vietnam’s social and economic sectors (World Bank 2003). Unlike other
countries of the Global South, the communist government of Vietnam held a tight grip on the
management of development aid. This resulted in NGOs being unable to undermine the national
health system in the same way as other countries.
Vietnam piloted a social health insurance model in Hai Phong Province in 1989 with the
help of the World Health Organization, and then adopted it nationwide in 1992. The enrollment of
different populations has been gradual and steadily increasing (see Figure 1). The formal sector,
including governmental and large firm employees, were first to be enrolled in Vietnam (Carrin
1993; Ron, Carrin, and Tran 1998). A voluntary program was offered for those outside this group.
After incremental policies to subsidize health insurance for the poor in 2002 and children under
six in 2005, the Law of Health Insurance was passed in 2008, which made health insurance
compulsory for all Vietnamese. These efforts were increased in 2012 when the current Prime
Minister Nguyen Tan Dung approved the Master Plan for Universal Coverage which set
benchmarks for the country to reach 80% insured in 2020 (Somanathan et al. 2014). To meet these
goals, the Law of Health Insurance was amended in 2014 to clarify responsibilities and implement
a roadmap toward full coverage. In January 2015, the universal health coverage strategy was
implemented through the family-based enrollment policy (bảo hiểm y tế theo hộ gia đình). The
primary goal of this policy was to enroll the last remaining group—informal sector workers—by
2020.
Efforts to extend coverage have not proceeded without challenges. In 2008, the scheme
covered only 49% of the entire population, with several researchers noting low perception of
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service quality as a major barrier to enrollment (Duong 2004; Ekman et al. 2008; Lofgren et al.
2008b). Although coverage includes formal sector workers and the poor, the informal and rural
sectors have been more difficult to incorporate because of difficulties in identifying and leveraging
them through formal channels of taxation. As I discuss in further detail in Chapter 5, the informal
sector in Vietnam is not marginal, making up about 65% of the entire labor force (Ozaltin, Wilson,
and Heymann 2015). The main goal is to increase health insurance coverage among this group in
order for the country to achieve universal coverage goals. Note that reaching the coverage targets
are prioritized under the UHC banner.

Figure 4: Evolution of Social Health Insurance in Vietnam (1989-2020)

Percent
Covered

Note: This figure shows the proportion (%) of the population that was/is covered—
defined as enrollment in health insurance schemes. The Government of Vietnam
targets for 2014 and 2020 are from the government’s road map. Prior to the Doi
Moi reforms, health care was free of charge at the point of service delivery and fully
subsidized by the state, but with limited depth of service coverage and of poor
quality. Source: (Somanathan et al. 2014)

52

In the remaining sections, I discuss the mechanics of health insurance in Vietnam from a
user’s perspective. As I lay out some of these processes, I highlight areas where Vietnamese
experienced the most common problems when trying purchase or use their health insurance cards.

Funding the Health Insurance Budget in Vietnam
In Vietnam, the Vietnam Social Insurance Office (Bảo Hiểm Xã Hội Việt Nam) is the quasipublic body that manages the collection of funds and acts as the purchaser of health goods and
services on behalf of those covered. The Vietnam Social Insurance Office interfaces with both
public and private health care facilities under the guidance of the Ministry of Health and also
manages the health insurance fund in conjunction with the Ministry of Finance. Currently, three
major groups contribute to the health budget. The first group includes formal sector workers, who
have official work contracts which then allows the state to garnish 4.5% of their salaries into the
budget, and students, who must pay for health insurance as part of their school fees. The second
group receives tax-based subsidies and are categorized as beneficiaries of the state, such as families
categorized as poor, war veterans, children under 6 years old, and others who for one reason or
another are recognized by the state as unable to work due to age, disability or other hardships.
Lastly the informal sector workers, who do not have official contracts or registered businesses,
must voluntarily purchase health insurance if they wish to receive coverage. In Vietnam, this last
group consists of agricultural workers, fishermen, street vendors, domestic laborers, dependents
of workers, and those who live and work in the home. Under the law, these funds are earmarked
to pay for medical treatment, infrastructure, and administration of social health insurance,
including employees of the health insurance offices (directors, managers, auditors, compliance
officers, state health insurance agents).
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Enrolling in Health Insurance
For those enrolled through the formal scheme, employers distribute health insurance cards
to employees. People who are subsidized receive their health insurance cards from their commune
level People’s Committee, the local government office in their commune. People who join the
voluntary scheme must purchase their health insurance cards following the family-based
enrollment scheme. Family-based enrollment is the main strategy being used by the state to target
the uninsured informal sector because it prohibits individuals from enrolling independently of the
uninsured members listed in their household registration book (hộ khẩu). Generally, people who
are included in the household registration book are kin members, but they also may include nonkin who live in the household and wish to establish residency in the specific locale. I discuss this
further in Chapter 5 and show how health insurance becomes wrapped up in the complex legal and
social understandings of kinship and belonging.
In order to enroll under the voluntary scheme, a person must turn in several items to their
local insurance agent: their individual certificate of identity card (chứng minh nhân dân), a copy
of their household registration book, copies of unexpired insurance cards for members in the
household who are insured, and their payment for the card(s). When the family-based enrollment
policy was initially rolled out, many who had already been purchasing health insurance through
the voluntary scheme dropped their coverage because they did not intend to purchase health
insurance for other members of the family. After the outcry and complaints, the government
decided to allow those who already had coverage to renew as individuals as long as they did not
let their coverage lapse more than one month. This happened at the initial rollout in 2015 and again
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at the beginning of 2016 when the government tried to take away individual renewal and had to
reinstate it again due to public outcry.
People purchase their voluntary health insurance through state health insurance agents. One
primary insurance agent (đại lý) is designated by the district level Social Insurance Office and is
usually a state worker of the commune level People’s Committee. However, he or she is not usually
the agent that people directly purchase their health insurance cards from. The primary insurance
manages a number of local insurance agents (cộng tắc viên bảo hiểm y tế) that correspond to the
number of hamlets (ấp) in the commune.
The premium for one year of health insurance in 2016 was 621,000 VND (~27.60 USD).
This figure is calculated as 4.5% of the country’s base salary (or minimum wage), meaning that if
the base salary rises, so does the insurance premium. The base salary for 2016 was 1,150,000 VND
(51 USD) per month, however this is a very controversial figure because it does not reflect the true
cost of living in Vietnam. For example, the Global Living Wage Coalition found that a living wage
in rural Vietnam is closer to 4,000,000 (177 USD) per month (Buckley 2017). Beginning in 2015
with the strategy to reach universal health coverage, the government attempted to incentivize
people to purchase health insurance by offering discounts for purchasing multiple cards in one
year. The first person would pay the full amount, the second person would pay 70% of the full
amount, the third 60% of the full amount, the fourth 50% of the full amount, and from the fifth
person and beyond 40% of the full amount. A health insurance card can also be purchased for
different durations beginning at three months up to one year.
The pricing of health insurance is regressive because the same price is applied to all
regardless of income. Social health insurance administrators and policymakers did mention that
there was a program in place to subsidize the premiums of households who were near poor, or
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close to near poor; however, local government administrators shared with me that they did not
implement this policy yet because it was difficult to measure or distinguish these groups. During
my fieldwork, I did not meet any person who received such subsidies.
Although the state offered further discounts for households purchasing multiple insurance
cards, this did not change the fact that families with a large number of people in the household
registration book were required to pay more out of pocket for the total number of cards. This also
penalized residents in rural areas, who tended to have larger family sizes than those in urban
populations. To make matters worse, protocols were not standardized or were constantly changing
around how to apply the discount. For example, there was confusion about whether or not
households would receive the discount if they purchased the cards simultaneously or separately
within the year. Households purchasing insurance experienced this difficulty in paying for
enrollment and the local health insurance agents also experienced administrative headaches in
trying to keep track of which family members fell into the time period for receiving the discounts.

What Health Insurance Covers and Using Health Insurance in Vietnam
Health insurance covers a wide variety of medical services in the public hospital including
inpatient and outpatient services. Health insurance does not cover physicals or routine health
check-ups, nursing or convalescent care in establishments, fetal testing not aimed at treatment,
terminations of pregnancy unless due to fetal or maternal conditions, infertility treatment, medical
exams for drug addiction or alcohol, occupational diseases, consequences of law violation, work
related accidents, self-harm or suicide attempts. In terms of the different wards explained above,
health insurance only covers care through the public health system (although a few private
hospitals in major cities have been contracted by the Vietnam Social Insurance Office). The
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government health insurance does not cover: private in-home doctor’s clinics, “on-demand service
ward” costs, pharmaceuticals purchased from private vendors located in public hospitals or private
vendors located outside the hospital, and illegal informal payments made to doctors and health
staff.
There are no deductibles in Vietnam’s health insurance program. Unless the card holder is
part of an entitlement group, the benefit package includes health insurance coverage for the entire
first 100,000 VND (4.50 USD) of outpatient service charges. After 100,000 VND, health insurance
covers 60% of the cost of outpatient services in the hospital and the patient covers the remaining
40% for the both compulsory and voluntary scheme. For in-patient services, health insurance
covers 80% of the cost of public medical services and the patient covers the remaining 20%. When
a patient is admitted to the inpatient ward, he or she is required to submit a deposit of 500,000
VND (22 USD) to the hospital, regardless of insurance status. Those who are insured will be
refunded the deposit minus the 20% co-pay amounts. The deposit for the uninsured will go towards
the cost of their care. Towards the end of my field research, policymakers and development
practitioners were discussing the process of rationalizing the benefit package so that it only
covered items that were shown to be evidence based effective. However, this demonstrates one
reason why cash in hand and out-of-pocket payments in Vietnam remain an important source for
obtaining health care in Vietnam, even with health insurance.
Since the 2015 roll-out of the new universal coverage policy, the government instituted a
cap on out-of-pocket payments. However, in order to access this benefit, the card holder must meet
several criteria. First, the card holder must have maintained continuous coverage for five years.
Second, the card holder must spend a combined out-of-pocket and health insurance coverage total
of over six months of the base salary (as of 2016 that would be 7,260,000 VND- 322 USD), after
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which health insurance will cover 100% of the fees. The patient must continue to cover the 40%
of outpatient services and 20% of inpatient services until that amount is reached.
For pharmaceuticals, drugs were covered by health insurance and given to patients at the
public hospital. When doctors wrote their prescriptions, they tried to keep the costs below 100,000
VND so that patients did not have to pay out-of-pocket. In order to keep the patient’s out of pocket
cost below the 100,000 VND, physicians were only able to prescribe 3-5 days worth of
medications. Patients were required to return to the government facility for another full round of
check-ups in order to receive their next batch of medications. An added difficulty to this also was
the fact that patients were given a specific appointment date in which they had to return in order
for their treatment to be covered by health insurance. This specific appointment date was printed
on a piece of paper that they had to take to the hospital. Failure to bring this sheet of paper meant
that the patient would have to go back to the lower-level health facilities to begin the referral
approval paperwork all over again (see referral procedure below). During my participant
observation sessions at the health insurance accounting offices located in the provincial hospital,
the majority of patients visited this office because they missed their specific appointment dates.
The staff was usually amenable to their explanations—they had to take care of a sick family
member, they had to attend a family’s feast (đám), or they had to take a child to school—and
signed their appointment sheet to approve health insurance to cover their treatment on this new
date.
Another factor complicating pharmaceutical use was that health insurance only covered the
medications patients would receive from the government pharmacy in the health facility. It did not
cover the drugs sold at private pharmacies. Private pharmacies were the most convenient means
of getting medications. Each of the government health facilities also had a private pharmacy
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located on the premises as are part of the hospital’s revenue generating units. Medications covered
by health insurance were also generally domestically-made medicine, which had a poor reputation
among Vietnamese.

The Referral/Approved Transfer Procedure
The referral system has also been a source of great ire for people with health insurance
cards. As Mrs. Hanh’s quest to treat her cataract in the introduction showed, if one does not obtain
the approved transfer paperwork, health insurance will not cover the cost of care. Vietnam’s public
health care system is divided into four levels, which I discuss in further detail in the next chapter.
If the patient wants to seek tertiary care at the highest level facility (a central level hospital), they
must first acquire approval paperwork from the primary care level (the commune health station)
then the district hospital, and then the provincial level hospital. This was a major issue for residents
of Vinh Long, who did not always trust doctors and hospital administrators to approve their request
to bypass the lower level facilities. Health care personnel at lower level facilities argued that their
hospital had the capacity to treat the patient and thus the patient did not need to go to a higher level
facility. Patients reasoned that health care administrators kept them at the lower facility in order to
obtain money for their treatment. Those who bypassed a lower facility without an approval letter
were required to pay 100% of the fees incurred. The only official exception was if the patient was
admitted through the emergency department. Unofficially, with the right social connections, the
patient could bypass a lower facility while also having health insurance pay for their medical
treatment. Many of my interviewees who shared their therapeutic itineraries mentioned that an
extended family member or cousin who worked in the hospital they were trying to bypass helped
them obtain approval paperwork when the patient was initially denied.
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The possession of an insurance card brought with it many rules and caveats for accessing
health care in Vietnam. Some of these were part of the legal protocol: the process of enrolling in
health insurance, the costs associated with it, the bureaucratic requirements. These obstacles to
health care were not experienced by those who had the ability to pay out of pocket for their care
or the social connections help them past the obstructions. This is not to say that health insurance
was completely useless or too cumbersome to be useful. Many expressed to me that health
insurance was beneficial to them because it did save them money if they needed inpatient care or
were treating chronic illnesses. That did not stop them from complaining about the bureaucracy
associated with receiving coverage. What this reveals ultimately is that health insurance in
Vietnam made access to health care highly conditioned on the amount of money people had to
spend to buy a health insurance card, the time they had to devote to using the public government
health system, and the social connections they had to could help them overcome bureaucratic
systems.
The current push for health insurance in Vietnam and across the world through UHC
encourages countries to invest in health as a matter of economic growth and potential. Although
the language of rights is used, what is stronger is the need for the countries to adopt of form of
redistribution by finding ways to collect money from the population. The change from the “right
to health” to the “right to purchase health” moves the ultimate goal of health care development
away from humanitarian relief and towards the economization of health. The results, then, are that
Vietnam’s reforms are animated by the goal to reach universal coverage, which, as I will show in
the next chapter, thwarts the progressive intent of UHC.
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CHAPTER 2: Stratified Health Care and Living with Uncertainty in Vietnam

“You want to be cured? You’re going to need this,” my motorbike taxi driver told me as
he rubbed his thumb repeatedly over the tips of his index and middle finger. Throughout my time
in Vietnam, people were quick to acknowledge money as a primary factor in their quest for health
care. Since the early 1990s, Vietnam went from one of the poorest nations to one of the fastest
growing nations to reach middle income status. During this same period, the country’s
commitment to providing universal access to health services was transformed into one where the
ability to pay determines the quality of care one receives. The following chapter provides a brief
overview of this process to historicize the conditions people in Vinh Long Province, and to an
extent all Vietnamese citizens, face today when seeking medical treatment through the country’s
complex network of government and private providers. I also discuss the specific context of Vinh
Long Province to demonstrate how uncertainty was a feature of daily life as people grappled with
new and changing laws, environmental hazards, and changing moral values. Ongoing
marketization meant unpredictable changes that made long-term calculation difficult as more
immediate demands came to the fore.

Health Care During the Revolutionary and War Years (1945-1975)
When Ho Chi Minh declared independence from France in 1945, he made health care a
central platform for nation-building and advocated for equal access to care for all ordinary citizens
(Craig 2002). The Communist Party upheld health care as a right and focused on the inclusion of
the countryside by developing rural health infrastructure (Ladinsky and Levine 1985). They trained
local village cadres in the countryside to deliver basic services, such as clean water and hygiene,
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to the masses when frequent bombings destroyed roadways (Nguyen-Vo 2008). They also built
commune health stations in rural areas that were financed by the new agricultural collectives. With
the exception of the cost of food at health facilities, no money was exchanged for medical services
as the government provided health care at no cost to patients. At face value, the commune health
stations symbolized the country’s promotion primary health care to all long before the international
Declaration at Alma Ata in 1978 (Tipping and Truong 1997). In reality, it is difficult to know how
well these commune health stations operated while the country was at war. On paper however, the
commitment to universal, publicly funded and provided health services were part of the foundation
for the revolution.
Egalitarian medicine continued to be a key aspect of nationalist rhetoric during the
country’s war with the United States (1954-1975). In addition, the Party made a virtue out of
necessity in promoting preventative care and village self-reliance, while scarce medical supplies
and personnel were often diverted to the war effort. In South Vietnam, medical care was provided
by US military as a matter of foreign policy to “win the hearts and minds” of the South Vietnamese
(Wilensky 2004), but poor infrastructure and human resources crippled health care even with
funding from the US and various international organizations (Priwitzer 2012). In the North
however, nationalism and health care mobilization were intertwined.

Reunification and Health Crises (1975-1986)
When the Hanoi government claimed victory over the US and its southern allies, the
country was reunified in 1975. The Northern government extended the socialist health system
model to the South along with the ideals of equality and state-provided health care (Priwitzer
2012). However, the health sector experienced immediate pressure on resources following
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reunification, as Vietnam suddenly lost material and social support from its two most important
allies during the wars: China and the Soviet Union. After their victory, Vietnam began fighting
with Cambodia from 1977-1992 and as Cambodia’s ally, China terminated all funding and
resources to Vietnam. China and Vietnam remained in conflict from 1977-1979.
In addition to the loss of Chinese financing, a heavy trade embargo imposed by the US and
its allies and the decreasing support from a collapsing Soviet Union made life in Vietnam more
difficult. In the health sector, the supply of subsidized drugs and medical equipment from Eastern
Europe declined sharply in the 1980s. As a war torn and impoverished nation at the time,
Vietnam’s health facilities were ill equipped and experienced persistent shortages, which
debilitated the quality of services. To make matters worse for the health sector, many of the doctors
and other professional classes living in Southern Vietnam fled the country after 1975 as “boat
people” to escape the Northern government’s re-education camps, relocations of populations to
new economic zones, and seizures of property.
The cooperatives, which were the main source of funding for the commune health stations,
began failing in the North, and the establishment of new cooperatives was highly unsuccessful in
the South. The chronic shortages in all supplies led members of the cooperatives to engage in
formally illegal, but informally tolerated, economic activities that were outside the planned
economy. Unable to control production and distribution, the Vietnamese state went into economic
crisis. One Vietnamese development worker described this time period to me. It was 1987 and she
had just returned to Hanoi from Czechoslovakia, where she was studying to be a chemical engineer
and interning at an oil refinery factory.
P: “The country was in crisis, it really hit the bottom and people’s lives were very
hard. This was ten years after the reunion of the country, but 1985, 1986, and 1987
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were years when people started to really open their eyes about what the reality of
life was. They started to kind of like wake up from a dream. You know, after 1975,
we were eager, and happy, and thinking about the bright future for Vietnam. From
now on, after the country has been reunited, the economy will grow and Vietnamese
people will no longer suffer from war and pain, and from families being separated.
Everyone now just focused on economic development; life would be really bright.
But ten years later. You know what happened?
AD: I remember you told me before that after 1975 the USSR stopped financing
Vietnam.
P: Exactly. Because Vietnam was fed by Russia and China in order to fight the U.S;
but then they stopped.... And then the government did not know how to develop the
economy because it was an army government. Not economic government. The
government for fighting, not for economic development. Vietnam was confused in
terms of how to develop the economy; it was heavily influenced by the central
command economy model where government owns and imposes everything.
Anyway, so I came home, the life was miserable, so I was, of course, jobless, no
job. I was working from 1987 until 1992 as dress maker/seamstress.
As she described, moonlighting in the “shadow economy” among all professions was necessary
for survival. Although private medical practice was prohibited, health workers began
supplementing their inadequate salaries by carrying out private practice in their homes. In addition,
a black market for drugs emerged.
Towards the end of the 1980s, the combination of hyperinflation, famine, trade embargos,
and the collapse of support from Vietnam’s socialist allies resulted in a serious crisis situation for
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the Vietnamese economy. The health sector also reflected these issues. As observed by Sepehri et
al. (2003), the health care system as described by sheer numbers were in sharp decline leading up
to the country’s formal economic restructuring. The average number of consultations with
physicians dropped by more than half from 2.3 in 1984 to 1.2 in 1989, the rate of inpatient
admissions dropped from 110 per 1000 population in 1984 to 79 in 1989. The health budget as a
share of the gross domestic product (GDP) fell from 0.82 percent in 1984 to 0.38 percent in 1989.
As these numbers reveal, Vietnamese gradually stopped seeking medical treatment at government
facilities in part due to the failing health system.

Health Care Reform and Marketized Medicine (1986-Present)
In response, the Communist Party passed Đởi Mới (“Renovation”) policies in 1986,
signaling the country’s transition from a centrally-planned economy to a state coordinated marketoriented one. Đởi Mới also opened the country up to interventions by international development
agencies whose goals—following SAPs—was to promote market-based reforms for all sectors.
Two radical shifts occurred in state rhetoric and practice for health care: the national promise of
free health care for all was replaced by the responsibility of “joint efforts of the state and the
people” (Nguyen 2009:373), and the Socialist endorsement of preventative care for the masses
was replaced by a new focus on curative centered in urban hospitals.
The immediate aftermath of Đởi Mới was dire for the health sector. Primary care units
deteriorated as the agricultural collectives that supported them were disbanded. Health care
workers went unpaid, and unregulated pharmaceuticals circulated across the country. As a result,
health care shifted from a focus on preventative care towards curative care concentrated at
hospitals (Fritzen 2007).
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Beginning in 1989, price mechanisms were introduced in government health facilities to
help alleviate the state budget: the government instituted user fees at public health facilities with
the aim of cost recovery, and the government legalized privately owned and operated clinics. Drugs
were also deregulated at this time, leading to a burgeoning of private pharmacies and drug vendors
that had little to no state regulation (Falkenberg et al. 2000). Most people purchased drugs on their
own without the recommendation of health professionals, which led to the mixing of drugs and
overuse of antibiotics (Junko Okumura, Susumu Wakai, and Takusei Umenai 2002; Chuc and
Tomson 1999). At this time, health insurance was developed in partnership with development
organizations and eventually fully implemented in 1992 for state workers. Those who were too
poor to afford the user fees were given tax-subsidized health insurance cards to pay for care, rather
than being exempted from user fees so that hospitals would not have to forgo income.
Each of these market-based approaches shifted the costs and responsibility for health care
from the state onto individuals and their families, often with devastating results of medical-related
impoverishment and delayed or discontinued medical care (Dollar 2001; Segall et al. 2002; Thanh
et al. 2006). Economic liberalization may have improved the average standard of living in
Vietnam, but these averages masked the increasing socioeconomic and health inequalities.
Furthermore, as I will discuss in detail below, these policies began stratifying the health care
landscape in Vietnam as more resources were poured into central and provincial level hospitals
located in urban zones compared to local health facilities in the rural provinces. Even state
hospitals in urban and rural areas began opening expensive private wards that further stratified
health care and made medical treatment available by a person’s ability to pay.
The unfulfilled socialist promises of state-subsidized care for all meant that local
communities had to practice self-reliance in obtaining and evaluating quality care (Craig 2002).
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Responsibility for the well-being of oneself and of others was marked by the search for effective
and trustworthy health care practitioners gathered from the knowledge of family, friends, and
acquaintances. In the current era of marketization, the state re-deployed family solidarity as a
solution to economic fluctuation and welfare contraction, preaching economic self-sufficiency and
displacing the burden of costs on patients (Bélanger and Barbieri 2009). Although families were
largely already managing health care crises, this shift in state rhetoric towards family meant that
households, rather than the state itself, became the primary locus for the provision of daily care to
kin when ill or healthy. Against a backdrop of rapid development, new uncertainties were to be
managed by families such as the rise of HIV (Dao et al. 2013; de Loenzien 2009; Nguyen-Vo
2008; Phinney 2008) and navigating new complex health technologies in Vietnam’s diverse health
landscapes of biomedicine and traditional medicine (Monnais-Rousselot, Thompson, and
Wahlberg 2012; Pashigian 2002; Pashigian 2009; Melissa Pashigian 2012).
Every day, people faced two truths affecting their health and well-being (and their response
to health insurance by proxy): the first truth was the complex stratified system structuring the
country’s health care landscape, where people had the option of using public services, private
hospitals, and on-demand service wards in public hospitals, which all had their own respective
public perceptions of quality. After Đởi Mới, people perceived the quality of health care to be tied
to one’s ability to pay, creating disparities in care and disparities in perceptions of care between
private and public. The second truth was the increasing economic precariousness stemming from
the country’s ongoing integration into the globalized economy. Family was always the first line of
defense against national economic reform as kin members were in charge of managing the many
uncertainties that came alongside new policy changes, changes in social expectations, and care of
kin during health situations (Bélanger and Barbieri 2009; Shibuya 2015). The central premise of
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this project, then, is that the problems of how to care for others stemmed from these conditions
and shaped how people engaged with health insurance as a financial instrument.

Hierarchies of Care: The Health Landscape of Vietnam
Decentralization and marketization of the health sector created a system in which money
became the primary vehicle for accessing what people felt was quality care. Marketization created
a complex health care landscape marked by state sanctioned inequities. The pathways for medical
treatment each have their own hierarchies resulting from the state’s organization of its health
facilities and the historical conditions of market-based medicine.
In Vinh Long Province, 96.1% of in-patient treatment in 2014 was carried out in state
health facilities, 3.5% in private facilities and 0.4% with traditional practitioner or other. For the
whole country, these numbers are 95.3% for state health facility, 4.2% for private facility, and
0.4% traditional practitioner or other. In Vinh Long, 74.2% of out-patient treatment in 2014 was
carried out in state health facilities and 24.3% in private facilities, and 1.5% with traditional
practitioner or other. For the whole country, these numbers are 66.2% for state health facility,
30.7% for private facility, and 3.1% traditional practitioner or other.
A reading of these numbers may signal that people’s use of the state facilities indicates a
confidence in the public health system. However, as I will show below, the categories of public
and private are misleading in the context of Vietnam. Although government hospitals are public
on the surface, the institutionalization of “on-demand service wards” create a network of private
gain within the public system. Health insurance card holders cannot use their insurance to cover
these services as they are only available to those who can pay high prices. Prices are often double
or more than the price of care through government services. In the following section I discuss the
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decentralization and marketization policies that allowed for these private forms of care to emerge
within Vietnam’s health system. I provide ethnographic material along the way to describe the
obstacles health insurance users experienced that were unrelated directly to the health insurance
system.

Government Health Facilities
The inequities in the government health care system are a product of state design, the
socioeconomic histories of locale, and the introduction of market mechanisms for delivering care.
The state categorizes health facilities into four levels following the state’s administrative structure:
national or central hospitals (Level I); provincial hospitals (Level II), covering a population of 1–
2 million; district hospitals (Level III), covering 100,000–200,000; and commune health stations
(Level IV), covering around 5000–10,000 people (as of 2016) (Takashima et al. 2017). This
hierarchical structure signals that higher levels (the highest being a level 1 category) have the more
specialized care, medicines, and technology by design. However, under marketization and
decentralization, these inequities in the health care facilities have become more pronounced.
Until 1989, hospitals were fully staffed, managed, supplied, and financed by the state.
Economic reforms in the health sector began in 1989 with several government decrees that allowed
hospitals to charge user fees for care and also gradually allowed health facilities to hire and manage
their own staff. More importantly, the individual health facilities were able to retain these userfees as revenue, and use them toward general purposes and staff bonuses, rather than transferring
all revenue back to the central government level for redistribution. In 1995, the government
instituted an official fee schedule setting the prices of goods and services at hospitals. This policy
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change continued to regulate the percentage of net income to be allocated to reinvestment in
infrastructure, equipment, staff salary, and hospital reserve funds.
A 2002 decree (decree 10) gave more decision rights to public health facilities to operate
as state-owned enterprises that had their own financial budget from which they could draw on to
hire staff and borrow external money for investment. Decree 43 was next passed in 2006 that
allowed health facilities to mobilize capital from private organizations and individuals, and
establish revenue-generating units within facilities. At the commune health centers and district
hospitals I visited, the private revenue-generating units were pharmacies located in the facility. At
the provincial and central level hospitals, the private revenue-generating units included on demand
service wards which had their own exam rooms, supplies, and list of higher priced services. To my
knowledge, there is no prohibition against using publicly funded medical technology to service
patients using the on-demand service wards. The net income from these areas was completely
managed by the hospital administrators and could be used to purchase more equipment and pay
staff higher bonuses.
These policies had the effect of stratifying government health facilities. Health facilities
located in wealthier provinces and cities generated higher revenues, which administrators then
used to reinvest into additional or newer equipment, which then helped to boost patient visits.
Facilities that generated higher revenue and had more patients were able to attract more staff
because they could pay health care professionals higher bonuses that were necessary supplements
to the low state salary. Doctors told me that having more patients meant that they could perfect
their craft by gaining more experience. Hospitals at the central and provincial level in more urban
areas siphoned skilled doctors, nurses and other staff from rural and hard-to-reach areas because
of better pay and lifestyle. Meanwhile, the rural areas and lower health facilities saw slower
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development and slower income growth for health care professionals working at the district and
commune health stations.
It comes as no surprise then that the public gravitated towards higher-level facilities, which
reinforces public perception that finding good care requires you to bypass lower level facilities.
My own experience doing participant observation often reinforced this belief. Commune health
stations are intended to be the first contact for care and preventative services. The community
members I interviewed who mentioned using a commune health station did not know how to drive
or did not own a motorbike, so the commune health station was the closest to them. The majority
who came used health insurance to cover the cost of treatment and medicines. Those with money
often bypassed commune health systems because of their limited equipment, medicines, and staff.
The commune health stations I visited were renovated and clean (often with the help international
donors), but I only ever saw staff members rather than patients. On one occasion, the doctor was
not even present during work hours when I stopped by. When the nurse called him, he rushed back
to meet my research assistant and I, only to ask us to schedule an interview with him for another
time. Although it was the middle of the workday, we both could smell the lingering scent of alcohol
on him.
Next are the district level hospitals, which offer more services and are equipped with basic
x-ray machines, ultrasound, and blood tests. On average they have below 80 beds. At the district
hospital, many of the patients used health insurance for treatment. The district hospital was
crowded for a smaller facility, but most were there to discuss their ailments with the doctor in
order to refill their prescriptions for chronic illnesses. The inpatient rooms were mostly occupied
by those who had problems with managing their chronic illnesses, such as diabetes or high blood
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pressure, and elderly patients having pain issues. They also had a maternity ward where women
gave birth, and a small emergency room containing only five beds.
At the next level up are the provincial level hospitals. They have more capabilities for
treatment, including a surgery ward, dialysis ward, and high tech medical technologies such as
MRIs. I began to see the phenomena of overcrowding here—an urgent problem in Vietnam, but
one I will argue below exists by design, historical circumstance, and marketization. Bed occupancy
has been known to reach 120-160% at provincial and central level hospitals, especially in large
cities (Takashima et al. 2017). During my visit to the provincial level hospital, I never saw an
empty bed. Although I have heard of situations where two or three patients are forced to share a
bed, the hospital administrator who gave me a tour of the hospital told me that this practice was
no longer permitted. To accommodate for the lack of beds, the hospital provided tri-foldable cots
made of metal and plastic. The rooms were already filled with beds along the walls so patients
could only place the cots in the narrow walkways through the middle of the inpatient rooms or out
in the hallway.
Overcrowding has also led to bribes or informal payments to health care staff (Ha et al.
2011; Vian 2008; Vian et al. 2012). While I did not see any bribery take place at the hospitals, a
former nurse who now occasionally assists with health insurance mobilization in the community
explained that the practice has grown subtler since the media exposed the prevalence of informal
payments. She said because of the controversy, nurses or physicians may shrewdly describe to
patients how many people are in their units to signal an estimate of what patients may want to pay
them. At the same time, patients or their kin may voluntarily slip the money to health care
professionals in order to get the best care for their loved one in dire circumstances. It is not unheard
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of for caretakers to ask around the inpatient or waiting room for the appropriate amount these
informal payments should be.
It was at the provincial level hospitals that I began to see the on-demand private service
ward and private in-patient rooms. While the emergency rooms were filled with victims of
motorbike accidents and the standard inpatient rooms were crowded with patients who had
undergone surgery and children with fevers, the private rooms were enclosed and air-conditioned
with padded mattresses covered with sheets. Patients in these areas received a pair of hospitalissued pajamas to wear during their stay, and there was even a VIP ward reserved for government
officials. The private wards and private exam rooms are not covered by health insurance, and are
only available to patients able to pay premium rates.
Lastly, the highest level of health facilities are the central level hospitals. These hospitals
are usually located in the largest cities of Vietnam. The nearest central hospitals to Vinh Long
Province were located in Can Tho and Ho Chi Minh City. Although I did not visit these facilities
as part of my formal research, I did drive past them several times during my travels. The central
level hospitals in Ho Chi Minh City were the largest in size, had the most trained specialists, had
the most hi-tech equipment (as designated by the state), and unsurprisingly were the most crowded.
Like provincial hospitals, they also had on-demand service wards (khám dịch vụ), which offered
high class amenities, private in-patient rooms, and the ability to choose your doctor (something
not offered to the insured).
They central hospitals were so crowded and the services in such demand that little
economies had sprung up to meet demands. In my own town in rural Vinh Long Province, a family
owned and operated a 15-passenger van that drove back and forth to Ho Chi Minh City three times
a day. The majority of their patrons were people seeking medical care at the central level hospitals,
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where they were dropped off from door to door. The first trip left the rural district at 2:00AM and
arrived at around 4:30-5:00AM so people could arrive early to stand wait in a queue which I
discuss more in Chapter 7. Another informal and often disparaged profession called cò –loosely
translated to middlemen—was also common at central level hospitals and some provincial
hospitals. Cò leverage their knowledge and social connections at high demand hospitals to provide
services for patients and their families for a fee. They appeal to patients and their caretakers,
especially those coming from the countryside with little knowledge or social relationships, because
they can help patients jump the queue, navigate the complex bureaucratic health system, and
establish a more familiar relationship with doctors. The fees families pay are usually tied to the
level of service they want, and sometimes the doctors and administrators who help the cò get a
percentage of the fees. It is a position that is socially looked down upon because cò profit off of
people’s misery; however, given the conditions of the central hospitals, some people see this as
necessary for getting their sick kin the best care. I discuss these two phenomena not to pass
judgement on their professions, which are clearly filling a niche—but to reveal the hierarchies of
care and how patients deal with illness at government facilities.
In describing government health facilities and highlighting some of the phenomena
experienced by people using government health care, I show how health care is stratified even in
the public health system of Vietnam. Private revenue generating units operated for personal gain
officially while health care professionals received informal payments unofficially. Patient
perceptions of the hierarchy of care were not unfounded given their experience.
Private Clinics
Marketization policies also transformed the organization of health care by allowing for
private clinics and private hospitals. Beginning in 1989, the government relaxed regulations on

74

small-scale private health care in the form of physicians home-based clinics and privately-owned
hospitals. Almost all doctors own and operate a private outpatient clinic (phòng mặt tư) either out
of a small sectioned off area in their home or at a rented space. These private clinis are easy to
find, as they are often located across the street or very close to the public hospitals along with
private pharmacies. This allows doctors to operate them during hours when they are not working
at the public hospitals. Doctors told me that private clinics were necessary because the stateimposed salary for doctors was too low to live on (an estimate of 8,000,000 VND/355 USD per
month). One nurse at a commune health station’s state salary was 3,500,000 VND/155 USD per
month, but the bonuses she received from the revenue generating part of the station added
4,500,000 VND/200 USD per month to her income. However, they like to work at public hospitals
because of the experience and long-term job security they receive. One doctor I met did not operate
a private clinic for many reasons: 1) working at a government hospital as easy for her because she
only had to work a set number of hours and then she could go home to take care of her children,
2) the state took on any liability for problems with patients so she could work stress free, 3) her
commute to the hospital required her to take the ferry and she did not want to go back and forth if
she decided to open a private clinic out of her home as was customary. 4) Last, but not least, she
felt that opening a private clinic would weigh heavily on her conscience if she did not agree with
what the patient wanted.
It is easy to see why patients would prefer to receive their out-patient care at private clinics.
I had the chance to visit one of these private doctor’s offices when my homestay mother was
experiencing stomach pain. Like many Vietnamese, she first turned to self-treatment using her
arsenal of pharmaceuticals she had organized in a set of plastic drawers on a kitchen counter. The
pain did not subside so that night we went to a private doctor’s clinic in town. When we arrived,
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the doctor greeted us and asked how her children were doing. I was introduced as a student from
the US coming here to study health care in Vietnam. As the doctor was giving the injection, she
explained to me, “here my office, it is a private clinic (tư). I am happy to do what the patient asks.
Anything they want (yêu cầu), they can have.” The caveat she failed to mention was that “anything
they want” came at a cost. A basic medical exam fee at the district hospital was 8000 VND (0.35
USD). At this private clinic, the cost was around 70,000 VND (3 USD) on average, which includes
the exam, an injection, and pharmaceuticals.
The differences between a doctor’s private office and the district hospital are stark. The
public hospitals can be a harsh place. Even at the district level, they were often crowded with
patients waiting hours for their turn to see the doctor. Many nurses and orderlies were overworked
and underpaid under the salaries designated by the central government. Tensions were often high.
I accompanied a patient into an examination room that was crammed with six patients and one
doctor. We watched as the doctor spoke to his patient, though the doctor’s eyes never seemed to
leave the computer screen. When the patient being examined did not know what to do next, I could
hear the audible groan and shuffle of impatient feet of the annoyed crowd. I have no doubt that
this response exacerbated the stress of the patient as he walked away from the exam room, still not
knowing where to go next and receiving no directions from the hospital staff.
When I returned to my homestay family that day, my mother told me, “When you go to the
doctors in America, they look at you and feel your body to diagnose you, right? In Vietnam, they
don’t do that. They just take your blood pressure, ask you questions and then give you a
prescription for medication. If you ask them questions, they will yell at you.”
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Private Hospitals
Private hospitals were also legalized under the new economic reforms, with the first being
opened in Hanoi in 1997 (Chan and Wang 2013). Most are located in major cities, and compared
to state hospitals, they are said to have more advanced diagnostic and therapeutic technology.
There are over 100 private hospitals in Vietnam but they are often too expensive for the general
public and usually located in main or provincial cities. Within the past five years, Vietnam Social
Security has begun to contract with private hospitals, and as of 2012, 53 of the 100 private hospitals
in Vietnam had health insurance contracts. Recent reports show that as of 2015, there are about
150 private hospitals and 167 private clinics that currently contract with Vietnam Social Security
to accept health insurance as a form of payment.5 The public perception of private hospitals is still
low because many believed that the physicians working there were inexperienced given the few
number of patients they saw and the likelihood that these patients had few complications compared
to experienced physicians at government facilities. Some told me that they believed many of the
physicians who worked at private hospitals were either retired from government hospitals or they
did not qualify to work in the government hospital.6 In addition, the prices are often too high for
the non-elite.

5

Public facilities usually transfer to other public facilities rather than private facilities that may
have the same equipment. There is also a reputation that private hospitals are not trustworthy
because of the perception that the providers are mostly retired doctors, who may not be in good
health, and young graduates, who lack clinical experience.
6

The perception of staff at private hospitals being less experienced or qualified than those
working in government hospitals was similar to the view people described to me about university
education in Vietnam. Public universities have a competitive acceptance rate because they offer
scholarships to students and the students must take several tests in order to qualify and enroll in
public schools. Private universities on the other hand are perceived as places where merit and
intellectual rigor do not matter as rich families just pay for their children’s diplomas.
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“Routes” to Care
Due to the complex mixture of private and public sectors in the health system, it is more
productive to think of the Vietnamese health system using the terms described to me by residents
of Vinh Long and by health care practitioners and administrators. This categorization is helpful
for estimating the financial level and service level people are paying for their health care. When
seeking treatment for afflictions, people in Vietnam categorized their health care into five “routes”:
First, khám bảo hiểm y tế, roughly translated as “health insurance route.” The health
insurance route refers to medical treatment at a private or public health facility where they can use
their insurance benefits. To my knowledge, no private hospitals in Vinh Long Province had
contracted with the Vietnam Social Insurance office so the government health insurance did not
cover care at these facilities located in Vinh Long City. This route requires a patient to follow the
referral process and bureaucratic rules described in the previous chapter.
Second, khám thường, or the “normal route.” This route involves seeking medical
treatment at government facilities without using health insurance. In this case, patients pay the
amount set by the government fee schedule for medical services. Because they are not using health
insurance to pay for any part of their care, they can choose the health facility they want to seek
treatment from. When they arrive at the health facility, they see the same physicians health
insurance patients see, but are likely to have shorter wait times.
Third, khám dịch vụ, or the “on-demand service route” involves seeking medical services
through the government hospital’s first class or VIP ward. The service provision in this route
involve higher priced amenities, access to foreign medications, and clinical attention from staff
that is superior to that of public wards. Patients enjoy shorter wait times, air conditioning in their
rooms, higher quality beds, occasionally an in-room television, access to higher quality medical
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products and the ability to choose your doctor. These services are not covered by health insurance
and fall under the revenue generating units for the hospital.
Fourth, khám tư, or the “private route,” which generally refers to the services covered in
the section above under “Private Health Services.” They include visits to a doctor’s private clinic
(usually in their home) or visiting a private hospital. Most patients trust the doctors they visit at
their private clinics because they are often directed to see these doctors by family members or
friends. These services are usually not covered by government health insurance.
Private hospitals have the first-rate amenities and often resemble hospitals in Western
countries. However, there is a stigma attached to private hospitals because many believe that the
physicians who work at these hospitals have less experience than physicians at central level
government hospitals. Unless they have contracted with Vietnam Social Insurance and followed
all the regulations set by the central government, they do not accept health insurance.
Lastly, khám thuốc bắc, thuốc nam or “traditional medicine route” refers to the use of
traditional medicine outside of the official state health system. Traditional medicine involves the
use of herbs that are acquired from visits to a local healer. They are often used concurrently with
biomedical therapies. Unless patients receive treatment through a hospital’s traditional medicine
ward (đông y), the government health insurance does not cover consultations and medicinal herbs
from traditional healers.
To give the reader a better idea of the price differences for each of these routes, I present
the following price differences for a basic entrance consultation at Cho Ray Hospital, a level 1
central level hospital in Ho Chi Minh City. Cho Ray is also designated as a tertiary hospital for
patients who are traveling from the provinces.
•

Health insurance route: No fee
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•

Normal route: 40,000 VND (2 USD)

•

On-demand service route: 125,000 VND (6 USD)

•

On-demand service route, choose your doctor: 500,000 VND (22 USD)

From this list, it is easy to see the stark difference in pricing for health care, even at a government
health facility. People seeking health care in Vietnam always confronted these options when caring
for an ill family member and it is easy to see how medical treatment can become unaffordable.

Uncertainty in Rural Vinh Long Province
Uncertainty renders life precarious, and it can be argued that uncertainty has been a way of
life in Vietnam for the past 70 years when considering the country’s political economic past. While
Đổi Mới decentralized economic production and allowed for privatization. The normalizing of
relations with the US in 1997 and the integration of Vietnam into Association of Southeast Asian
Nations (ASEAN) allowed for more foreign economic interventions that changed the social and
economic landscape in the 1990s, which continues into the present day.
The economic gains made during Đổi Mới have come at the expense of growing
socioeconomic inequality in Vietnam under several axes of differentiation: among the wealthy and
the poor, among lowland and highland regions, between the majority ethnic group of Kinh people
and ethnic minorities, and along gender lines. Most pertinent to the case study of insurance in the
Vinh Long Province was the growing inequality between the rural and urban settings. The gap in
monthly average income per capita of the richest household quintile and the poorest one was 9.7
times and has been steadily increasing compared to past years. The gap was 8.1 times in 2002, 8.3
times in 2004, 8.4 times in 2006, 8.9 times in 2008, 9.2 times in 2010, and 9.4 times in 2012
(General Statistics Office Vietnam 2016).
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Since economic liberalization, domestic and foreign direct investments have concentrated
largely on industrial infrastructure which has moved employment away from the agricultural sector
and towards employment in manufacturing, trade, and services based primarily in more urban areas
(Bodewig et al. 2014; Vietnam News 2017b). Despite this shift, farming has intensified under
global integration. About 80% of the population in the district engaged in intensive agricultural
farming and animal husbandry. Many could clearly recall how within a generation, the rice harvest
had changed from only one harvest per year to three, using a new variety of faster growing rice
and industrial fertilizers. The increase was the result of state directives and global demand.
Increased agricultural output did not bring in more income however because Vietnam’s
agricultural products—particularly rice—were considered low quality and did not fetch a good
price in the global market. Families who used to live solely off of farming could no longer subsist
on farming alone given the falling price of rice and the increasing cost of living. Many had to
migrate outside of the village to find work. The majority of working age young adults left their
families and communities to seek employment in the urban centers or industrial zones (Luong
2009; Nguyen 2015), thus disrupting and diminishing the local networks of care.
At the time of my fieldwork, the rural district where I resided was also in the midst of an
economic crisis in its once lucrative brick industry. Prior to 2011, there was a boom in the industry
of brick making and many individuals and families invested in building one or more brick ovens
all along the riverbanks for ease of transport. These small-scale factories suffered when the price
of brick fell sharply after 2011. Residents took me to the many abandoned brick factories
explaining that competition from other provinces using new technology and faster outputs of brick
had driven people in the district out of business. Many ran away to the city to hide from the
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overwhelming debts owed to family and community members living in the district whom they
borrowed from.
Crisis was not limited to changes in industrial norms, as residents of the rural district also
had to contend with environmental hazards to their livelihood. Although farmers have long dealt
with weather as an external factor out of their control, new issues related to climate change
intensified these dangers. I experienced this firsthand during my fieldwork, with the intrusion of
saltwater into the Mekong Delta that began December 2015 and ended in April 2016. The
salinization of the rivers that nourished the land damaged nearly 660,000 hectares of rice paddies,
costing an estimate of $674 million USD in total economic loss, and put around 2 million people
under situations of water scarcity (United Nations, Vietnam 2016). State media were careful about
placing the blame on natural causes—such as drought and an El Niño year, but conversations with
residents told a different story relating the situation to man-made causes. Residents were aware
that no small part of the suffering was the result of the many hydropower dams located upstream
in China, which interrupted the natural flow of the water down the Mekong region. For residents
of my field sit, fears of what their future would hold given water was the lifeblood of agriculture
in the Vinh Long Province were entangled in political tensions over China as a foreign power and
former colonizer of Vietnam.
As discussed above, the health care system is also a source of great anxiety for Vinh Long
Province residents. New policies implemented by the state to align with global economic indicators
were also a source of precariousness in the district. One having particular effects on insurance
status was the new standardization for measuring poverty to distribute welfare benefits. I was
introduced to many families who had been dropped from their government-provided health
insurance when the new system for measuring poverty was implemented. Whereas before, the
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elected community leaders would gather once a year to discuss which families in their hamlet were
experiencing hardship and needed state assistance, now the People’s Committee had to follow a
strict point system for evaluating poverty sent down from the central government. Households
were graded on income, assets, and demographic information, but many pointed out this system
did not reflect true economic situation of the household. For example, the possession of a television
or motorbike were given high points that pushed people out of poverty status even if these items
were old or handed down by other family members. A family I knew lost their poor household
status because the People’s Committee reasoned that the father of the family was now working,
even though he was forced to work as a roving lotto ticket seller (a very low paying and low status
job) to pay for medical bills after having a stroke. The central government justified this new system
by claiming it was a multidimensional measure of poverty and would more accurately reflect
Vietnam’s new economic structure. Those I spoke with on the ground argued that Vietnam was
just trying to align itself with the world by following new international standards.7
On top of the health system problems discussed in the introduction and preceding chapters,
health vulnerabilities have long been a source of uncertainty, but for people in the rural district,
these vulnerabilities intensified under economic reforms and globalized trade. Precarity manifested
itself in the ways people discussed community health decline and uncertainty. Nearly all of my
respondents, regardless of their age, explained to me that the overall health of the community was
declining. People falling within the age range of 20s-60 informed me that the generation above
them often reached age 80 or 90 before experiencing a debilitating illness. Those in their 60s or
above described to me that the generations below them were now being diagnosed with serious

7

In 2013, Vietnam joined the Multidimensional Poverty Peer Network (MPPN), which is a
global community of over 60 countries and development organizations focused on building
capacity for measuring poverty in order to eradicate it (OPHI 2013; Vietnam News 2013).
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chronic illnesses such as cancer, heart disease, and diabetes beginning in their 40s, 50s, and
sometimes as early as their late 30s. With the exception of one male physician who argued that
increasing modern medicine and development had led to better health in the Vietnamese
population, all of the other physicians and nurses I interviewed described a higher prevalence of
diseases such as high blood pressure, diabetes, and heart disease compared to previous generations.
Most, if not all, respondents blamed poor health on the toxicity of food using new processing
technologies imported from outside Vietnam, and increased demand for intensive labor to grow
and create things for export outside Vietnam. At the same time that people felt illness was on the
rise, they also saw increases in the cost of seeking treatment.
Threats to health not only reflected new insecurities about diet or cost of living, but
uncertainty was also characterized by a new sense of social disconnectedness and judgements
about ethical personhood in the new era of economic liberalization. Upon reflecting about the
causes of illness, a female retiree explained how illnesses were the result of an unrelaxed mind
(đầu ốc không thoải mái) too focused on competing or keeping up with others (đua đòi) for social
distinction based on materialistic fulfillment and display (chạy theo vật chất). Materialistic wants
were said to lead community members to perform unscrupulous acts that harmed others for their
own economic gain.
This was demonstrated by a man who owned several buildings in the center of town and
served coffee and juices out of a cart parked in front of his home. Like many others, he was
concerned with the increasing toxicity of food due to the use of chemical fertilizers and pesticides
to keep ingredients looking and tasting fresh for sale at local and international markets. Unlike
most of my neighbors in the rural hamlet, he did not have ample land to grow his own raw
ingredients, so he was very careful about the food he made for himself, his family, and his
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customers. He explained to me that he often soaked his ingredients in water several times before
using them to prepare a meal for his children. As we sat drinking tea and freshly juiced pineapple,
he told me that people now were cruel (hung dữ). When he said this, he looked around the main
street and set his eyes on the street vendors selling raw ingredients and common snack foods to
the public. He explained that he no longer knew what direction society was going now because
there was a loss of love (đoàn kết yêu thương) in the community. “You see, people are greedy now,
they want to benefit themselves at any price, it doesn’t create a problem in their conscience (lương
tâm),” he said, describing how people are willing to serve spoiled or unhygienic (bẩn) food to
others for profit. To him and many others, globalization and economic liberalization had changed
people’s desires, aspirations, and ethics in how they treated their neighbors in their efforts to make
a living.
People in the rural areas, however, are not passive to being disenfranchised by their spatial
and social location in Vietnam’s stratified economic and health system. They did what they could
to provide the best care to their ill family members in times of crisis. Poor households regularly
made decisions to bypass what they perceived as low-quality providers for better providers who
were farther away or who were not covered by health insurance. For example, Hoa was a 39-yearold house wife who I met while shadowing Mrs. Hanh, the health insurance agent. Hoa’s household
consisted of her husband (40 years old), son (18 years old), and elderly mother-in-law (72 years
old). At the time I met her, Mrs. Hanh was delivering Hoa a health insurance card for her son. Hoa
explained that she purchased it because he was about to graduate high school and begin college.
Although he would have to enroll in health insurance for university, Hoa did not want there to be
a gap in his health insurance coverage so she purchased a short-term plan that expired in 6-months.
Although the family was not well off, Hoa consistently tried to keep the family insured because
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she had a health scare in 2008, when she found a lump in her breast. She did not know whether or
not it was malignant but felt devastated because her household was poor and she was afraid of how
much treatment would cost, even with insurance. “I think it happened because of all the chemicals
that are in our food now. But who can we blame? We buy it and we eat it, so who could we yell
at?” she said.
Her extended family suggested that she use traditional medicine because surgery was a
procedure they felt was too risky and could make the tumor worse. However, Hoa was more afraid
the tumor would be cancerous and insisted that she would move forward with the surgery. Hoa
initially wanted to go to Ho Chi Minh City for treatment, but her family members suggested that
she go to the government cancer hospital in Can Tho because the hospital specialized in tumors.
Hoa found out it was non-malignant, she had surgery, and she was told by the doctor to come back
for a checkup every 3 to 6 months. At the time, her government health insurance covered 50% of
the cost of her care.
Shortly after her surgery however, a new health insurance policy was passed stating that
health insurance would not pay for secondary or tertiary level care without approval paperwork
from the lower facilities. When Hoa found this out, she was able to obtain approval paperwork
from the commune health station, then the district hospital, but ran into trouble at the provincial
hospital when she requested that they transfer her to the Can Tho facility. The administrators
refused her request, saying that they had the ability to treat her there. However, Hoa did not want
to be treated at the provincial hospital and decided to continue her consultation at Can Tho even if
it meant she could not use her health insurance card to help her pay. “Health is the most important
thing,” she said, “if I don’t have the money, then I will go out and borrow the money.” When she
went for her checkup, she was able to gather 2 million VND (89 USD) from a combination of her
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husband’s work as an informal day laborer and by borrowing from her siblings. She said that she
had to use the “on-demand service ward” because she did not drive and was at the mercy of the
bus schedule. If she would have entered through the “normal route” then she would have had to
stay in Can Tho overnight, which would have cost her more money. In the end, she paid 810,000
VND (36 USD) for a simple checkup and ultrasound. She complained that even using the service
route took her a whole day because the cancer hospital was crowded. Despite her dissatisfaction
with health insurance, she still saw it as necessary and said that she would also borrow money in
order keep her family covered.
Hoa shared with me that she had also grown up poor. Her mother died when she was two
years old. At 16 years of age, she had to look for work at the local brick ovens to help her family.
The owners were initially afraid to hire her because she looked small and weak. When a brick oven
owner accepted her, she made 120,000 VND (5 USD) for a month’s worth of work, and carried
out the heavy labor from 8AM to 9PM. Because she was not able to go to school, she made her
son’s education a priority. She felt lucky that he studied well, but there were many things that
made his future uncertain. She did what she could in order to create conditions for his success. She
explained:
“I want him to go to school so that his life has a higher meaning than my husband and I
who were not able to go to school beyond the third grade because we had to work to help our
parents and siblings. I want him to have a future that is brighter than mine because my future I
know is already dark. We have to care for his education so that he can have a career so I will
borrow money to pay for his schooling. I hope that he keeps trying so that he can graduate and
then help his family because we as his parents are not able to. But I’m worried because I hear about
a lot of people who get their diploma and can’t find work. Even with an education, to get a job
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nowadays I hear you have to line the pockets of those men just like if you want to pass a test, you
have to pay someone off.”
Precarious labor, illness crises, and bureaucratic rules were typical barriers to care that
existed in addition to an already stratified health system. Hoa’s situation was typical of the
uncertainties that people in the rural Vinh Long Province faced. As the country has moved towards
marketization, money was becoming more important for creating conditions of success. These
circumstances ran alongside the overall growing income inequality, corruption, and the lack of
political participation and transparency in Vietnam. In the ethnographic chapters of this project, I
show how people often felt they had little control over their circumstances outside their household
and neighborhood. As a result, they depended on close connections with extended family and
neighbors for social and economic support. However, first I will begin with how the state imagined
and publicized health insurance.
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CHAPTER 3: Mediating Value for Health Insurance in Vietnam

On January 18, 2016, Deputy Prime Minister Vũ Văn Ninh addressed the Vietnamese
public in a television and digital broadcast about the country’s overall political economic progress.
With regards to the universal health insurance coverage goals, Ninh had this to say:

“In order to realise [this target [of universal health coverage], we have to make
health insurance accessible to the remaining 23 percent of people. Yet it is
extremely hard to increase just one percent. Part of the reason for this is the habit
of Vietnamese to buy insurance only when they are sick or have financial
difficulties. We should promote dissemination work to change the mindset (tư duy)
of the citizens” (Vietnam News 2016).

Ninh's assessment reveals that there is nothing inherent to the commodity of health insurance that
instantiates its value. Rather, in Vietnam, investing in health insurance is a new economic practice.
In light of this, health insurance is best understood as an abstract financial mechanism that pools
and redistributes risk and money in anticipation of an unfortunate needing medical treatment at a
health facility. In order to convince people to purchase health insurance, it must be represented in
a way that emphasizes its benefit to the user. At the same time, health insurance can only benefit
the user when enough people are willing to pay into a fund before illness strikes so that the money
to finance health care expenses can be redistributed between the sick and the healthy. This creates
a conundrum for countries attempting to bring this massive financial infrastructure into fruition:
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how to convince people to value health insurance when its value and its institutional viability is
dependent on people buying into it long before they actually need to use it?
This chapter answers the above questions by analyzing media representation and reporting
on health insurance in Vietnam. While representations do not provide a one to one for how the
public understands insurance, it is through these discursive representations that the state defines
health insurance and attempts to convince Vietnamese citizens of insurance’s value. Chapter 3
looks at how health insurance is idealized in Vietnam via textual data. Beginning in Chapter 4, we
will examine more ethnographically the unanticipated and unintended consequences of the
national campaign. The latter chapters provide answers to whether or not the messages espoused
in the media actually bare out in people’s everyday lives.
There are two main reasons for analyzing media about health insurance as it is emerging
as an instrument for financing health care. First, the media in Vietnam continues to be tightly
controlled by the Communist Party. Unlike many other sectors, Vietnamese media has not gone
through processes of privatization, decentralization, or commercialization. All major news outlets
continue to be under government control with very strict guidance by Party, state, or military
supervisory organs. Accordingly, it is no secret to people in Vietnam that media is used as a
platform for the state to disseminate information, while simultaneously shaping public opinion and
public sentiment. Broadcasts are simultaneously seen as an opportunity for the state to promote
new policies or directives through information that is intended to equip the public with knowledge,
sentiments, and dispositions to act and respond accordingly.
Second, Vietnamese media and promotional materials about health insurance enable us to
visualize the circulating messages that define insurance in the context of the country’s rapidly
transforming environment. As many have argued (Werner 2002; Phinney 2008; Bélanger and
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Barbieri 2009), Đởi Mới reforms have not only introduced new modes of economic organization,
they also introduced new products and cultural ideals to the Vietnamese context. Popular attitudes
and perceptions are in flux and can be difficult to trace because of the simultaneity of changes.
However, looking at the messages people are exposed to in their material environment can provide
one avenue for seeing how health insurance’s value is defined. Moreover, the country’s literacy
rate hovers above 97% and most families I visited had televisions in their homes regardless of their
income level.
The categories of media about health insurance circulating at my field site are publications,
including printed and online newspapers, magazines, and brochures; and propaganda images used
specifically for the universal health coverage campaign that were found on billboards, websites,
and community posters in the following chapter. Billboards are the most ubiquitous forms of
propaganda images for promoting state messages in Vietnam, and they are heavily controlled by
the state to deliver messages intended to shape public opinion and sentiment. The images I draw
upon comes from a propaganda campaign following a recent amendment to the health insurance
law (Law No. 46/2014/QH13) that targets informally employed workers through mandatory
family-based enrollment. I culled these images from brochures given out by the social insurance
office at commune level meetings, billboards seen on main streets, and images pulled from the
website of Vietnam’s Social Insurance Office. Outside of the health care setting and encounters
with state insurance agents, these images are the main form through which people engage and
imagine health insurance in Vietnam.
I must note that the term propaganda in Vietnam is a descriptive term nearly equivalent in
meaning to ‘communication’ or ‘advertising,’ unlike in other contexts such as the US, where the
word is defined by deception and manipulation. However, propaganda is still intended to advance
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an agenda, so that a combination of selective information, images, and language are deployed to
appeal to emotion rather than logic. By affective sentiments, I refer to shared sentiments of mutual
responsibility and obligation, socialized forms of care, and a concern for national belonging that
arise out of reference to historical symbols from Vietnam’s socialist foundations. I am interested
in how the campaign, as seen through its public life in the form of propaganda images, provides
one avenue for the state’s intent to produce new, emotionally-directed subjects committed to the
work of building health insurance as a form of community building, solidarity building and
ultimately socialist nation-building. It is through the use of shared moral values about how the
future is to be imagined that the state attempts to imbue health insurance with cultural legitimacy.

Creating Insurance’s Value Through Media Representations
When I discuss value, 8 I refer to it in the two senses that surfaced in official Vietnamese
government rhetoric and imagery: economic value, which refers to how health insurance itself is
assessed and acquires quantifiable value for the public; and cultural or symbolic value, which
refers to how the state ties health insurance to core beliefs and guiding moral principles rooted in
Vietnam’s socialist past. In this chapter, I show how the economic value of insurance emerges
from risk discourses, the hope that health insurance will raise the quality of care, and new financial
laws in the health sector. Then, I turn my focus onto the moral and cultural values of health
insurance by analyzing state-produced propaganda images through the concept of “socialist

8

In Chapter 5, I later introduce another form of value: social value, which is inspired by
Bourdieu’s discussion about the forms of capital (Bourdieu 2011). Social value is embedded in
kin and social networks, which allows individuals to draw on favors and economic capital.
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affect.” Propaganda is effective in so far as it helps to visualize government policy and to see what
kinds of nationalist sentiments are to be instilled in the public.
In trying to understand how an object such as health insurance becomes valuable in both
its economic and cultural sense, I take inspiration from social science work on the concept of value.
Questions of value, its origins or how it is generated, and how it is transferred has been a topic of
great interest in the social sciences at large since the genesis of these disciplines (Marx 1978;
Polanyi 2001; Simmel 1900; Smith 1776) and in anthropology on the topic of exchange
(Appadurai 1986; Graeber 2001; Mauss 1954; Munn 1992a; Strathern 1988). Value does not
inhere to an object itself, nor is it a product of the human labor that created it, it is based on what
meaning people attribute to it and thus is based on exchange. Because I am looking at the
emergence of health insurance as a new financial instrument requiring new economic practices, I
draw on discussions on the political processes that contribute to defining value.
Arjun Appadurai’s classic text on the social lives of things called attention to how objects
can circulate both in and out of commodity status. Of relevance to the discussion in this chapter is
the important insight that the process through which objects acquire context-specific values and
meanings (so that people want to possess them) are contingent upon shifts in historical and cultural
use and exchange. When discussing how objects become commodities that can be ascribed a
market value and exchanged, he argues that “the politics of value is in many contexts a politics of
knowledge,” meaning that specific kinds of knowledge are necessary to appropriately respond to
or consume a commodity. This is a highly political process that requires a “broad set of
agreements” in order to link value to exchange (Appadurai 1986:57). Ninh’s declaration of the
need to “change the mind if citizens,” showcase the concerns of the Vietnamese state and echoes
this idea that the state must impose new forms of knowledge so that citizens will respond by
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purchasing health insurance in anticipation of illness. Insurance has not been naturalized as an
appropriate tool for managing future health and financial risk in Vietnam in this sense—as
evidenced by the disconnect between state and public attitudes, raising questions regarding how
this “broad set of agreements” will be constructed.
For this case study of Vietnam, I take inspiration from cultural historian and literary critic
Mary Poovey, who examined the rise of the credit economy in nineteenth century Great Britain
(Poovey 2008). In her book, Genres of the Credit Economy, Poovey investigates the shift from
metal coinage, whose physical material instantiated its value to the public, to paper money or
credit, which did not have a recognized material backing for its value. In light of this, she asks
how paper money, and credit by extension, successfully achieved cultural legitimacy as a valued
monetary form as we know it today. She argues that media—in the form of writing about money
in newspapers, literary or fictional writing about the economy, and the proliferation of monetary
forms such as bank notes, helped to instill the value of paper money upon the public. Ultimately,
this helped Britons learn how to understand and negotiate the market model of value and laid the
groundwork for global capitalism.
Poovey’s exploration of the genesis of credit is important for understanding the material
shifts required for people to learn new habits, embrace new dispositions, and accept new
frameworks amidst the imposition of a new economic order with new economic instruments.
Whereas Poovey explores this question as a historian, where conclusions and a “broad set of
agreements” about the credit economy have already come to pass, I examine this process as it is
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occurring and in specific reference the Vietnamese context, where health insurance is emerging at
a time of capitalist reforms in a socialist country.
When insurance is accepted as a form of payment for health care, it operates largely in the
background of public consciousness except at those moments when individuals rely on it to pay
for care, or when changes in its political underpinnings alter the terms of agreement on which it is
based. Because health insurance has yet to be naturalized as a form of paying for care in Vietnam,
its visibility surfaces within lay discourse that challenges its value. Thus, to state policymakers
and development practitioners, it cannot be interpreted and acted upon properly. A major task for
the state is to naturalize insurance as an unquestioned tool for managing future risks. Similar to
Poovey’s analysis of the rise of credit, I examine the rise of insurance as a form of credit associated
specifically with medical treatment in Vietnam.
Media coverage on health insurance disseminated information aimed at teaching the public
about user-end insurance processes. These were the “how-to” aspects of insurance that included
financial advice, reprints of laws, circulars, and government announcements related to health
insurance. Numerous columns were also dedicated to answering user-submitted inquiries about
where to buy insurance, how much it costs, what benefits would they receive for treatment using
insurance, and the rules regarding referral processes for patients who wanted insurance to cover
their medical treatment at higher level hospitals. When the family-based enrollment policy was
implemented, many questions were published about what to do if family members were no longer
physically present in the household and someone needed health insurance. These columns often
answered the concerns in a simple manner and then directed the reader to an excerpt from the
specific policy sections addressing these issues. and they had the effect of teaching people
insurance’s benefits (as detailed by policy) and how to use health insurance. Media expressed
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specific information that mirrored real-life scenarios, but also taught the public how to use
insurance. Norms and ideals can be difficult to follow in rapidly changing social and economic
environments, but an analysis of media representations can help to trace emerging collective
meanings. Three types of state discourses about health insurance emerged which were tied together
by their temporal orientation towards the future: discourses of risk centering on fear of financial
ruin, promissory visions about insurance’s capacity to improve the country’s health sector, and
affective sentiments emphasizing insurance as a vehicle for collective forms of care, reciprocity,
and mutual obligation.

Mediating Value through Financial Discipline
The most striking characteristic of Vietnam’s official health insurance rhetoric was its
promissory vision. To generate the economic value of insurance or to convince the uninsured of
the value of buying insurance in anticipation of illness required first and foremost the ability to
make a certain kind of future thinkable. Coupled with the power of the state to implement financial
legislation, this promissory vision was not just discursive, it was performative. Selling health
insurance to a recalcitrant population was about selling a vision. As I will detail below, the shift in
policies to support the development of the country’s health insurance system were represented by
narratives about the bright future insurance would bring to fruition—one where patients received
quality care and health care providers were free to efficiently manage their facilities and reap the
financial rewards of this without state intervention.
Visions do not necessarily have to be true to sell. Their promissory quality, or the idealized
outcomes of a distant future make them productive in the present (Sharp 2013). In this way, visions
create value in a similar way to the concept of hype. Hype, as explained by Kaushik Sunder Rajan,
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is a “promissory futuristic discourse” that “calls on the future to account for the present” and
generates value through a “…temporal order of production [that] is inverted, away from the present
building toward the future and instead toward the future always being called in to account for the
present” (2006:116). Hype then attempts to bring into being the future that it pronounces as it is
not “opposed to reality, but constitutes the discursive grounds on which reality unfolds”
(2006:116). It is hype’s performative quality or its ability to discipline the present in service of a
potential future rather than its deceptive quality, that I am interested in for conceptualizing the
promissory vision of health insurance in Vietnam. Making health insurance valuable involves
leveraging this promissory vision in the service getting people to sign up for health insurance and
invest in the nation’s future. For the most part, much theorizing on the promissory nature of vision
demonstrates its capacity to generate value on the basis of hope, optimism, and utopic fantasies
(Rajan 2006; Rose 2007). However, if we understand promissory vision as a discursive strategy
that derives its value not from hope specifically but from potential (Taussig, Hoeyer, and
Helmreich 2013), then promissory visions can also be leveraged to generate value based on fear
and an unfortunate vision of the future. An integral aspect of insurance is that it depends on visions
of the future that are filled with misfortune, fear, and pessimism—on risk.
The promissory vision of health insurance in Vietnam draws on the potential of both
emotional states of a hopeful future and a future filled with risk. Official rhetoric embeds health
insurance in narratives that encompass anxieties about the future and the potential to bring forth a
more utopian future for health care in Vietnam. These narratives are more ambiguous and “indexes
a gap between what is and what might, could, or even should be” and in doing so makes moral
claims on those to act (Taussig, Hoeyer, and Helmreich 2013:S5). For example, it is argued that
if health insurance has the potential to improve access to medicine, as the state contends, then
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prioritizing health insurance in state planning and paying premiums as citizens becomes a moral
obligation in the present. It becomes a future to work towards. At the same time, risk discourses
about health insurance are exclusively negative and generate feelings of anxiety that demand
control. As I will detail below, promissory visions were leveraged by the media for hopeful visions
of the future: one in which the financial reform of the health system would create a future where
quality care and patient-centered treatment would be prioritized. Health insurance gained its value
because it would usher in this future. Hype was also leveraged by the state for negative visions of
the future and created value for insurance by instilling fear and anxiety, and then presenting
insurance as a way to assuage these feelings. This discourse of fear and risk is based on the dangers
of illness and enables or even demands that one act in the present to avoid a potentially negative
future.
Promissory visions of health insurance were lauded and supported not just at the discursive
level but through real policy changes with real effects on the health sector. Two important policies
connected to health insurance reform and universal health coverage were the raising of prices for
medical services at public hospitals and the intensification of the policy for hospital autonomy.
When journalists explained these shifting financial gears of the state’s health policy in support of
health insurance (as I will discuss below), their conclusions remained the same: join insurance or
suffer the consequences of expensive health care when you become ill. The policies were
implemented by the state, but it was through the reporting and interpretation by the media that
these promissory visions about insurance surfaced. Health and financial writing had the effect of
creating value for insurance by being both informative, instructional, and speculative about all the
future benefits and all the future suffering these changes in health financing would bring to the
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public and health care providers. These writings mixed the positive and negative futures created
through promissory visions that helped to naturalize the link between insurance and its value.

Leveraging Promissory Visions of Risk
To produce the economic value of health insurance first requires the public to be sensitive
to risk as a threat that can, and must, be mitigated through the purchase of health insurance. As
Francois Ewald explains, “the insurer does not passively make note of actual risks in order to
insure people against them. Instead, he produces risks by making them visible and comprehensible
as such in situations where the individual would ordinarily see only the unpredictable hazards of
his or her particular fate” (1990:142). The following section demonstrates how the state attempts
to make risk “visible” in efforts to make health insurance valuable to the public and to health care
providers working at state health facilities. For the public, risk is made comprehensible through
the rapid price increases for medical treatment in state health facilities. Although illness may be
outside the realm of possibility if one felt physically fine, the cost of medical treatment would be
severe should an illness occur that one would not feel mentally fine. Price increases ideally
discipline the public into recognizing the economic value of health insurance as a form of financial
security should they experience an illness that is inevitably costly. For health care providers, risk
becomes visible through policies for hospital autonomy, which was gradually eliminating state
subsidies and requiring health facilities to be financially self-reliant on patients with health
insurance and patients who pay out-of-pocket.
Although the passing of insurance-related policies rarely made dinner table conversation,
a major event that animated the public sphere was the series of price increases for a majority of
services and medicines at public health facilities between 2016 and 2017. A mixture of
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informational broadcasts and short human-interest stories made health insurance economically
valuable by playing on sentiments of fear, worry, and potential encounters with financial
difficulties resulting from illness under the new fee schedule changes.
After it was announced that universal health coverage would be implemented through
family-based enrollment starting in 2015, the government began a series of fee schedule increases
the next year. In 2016, a 30% increase in original prices for the majority of services and medicines
was instituted in March. Then in August of the same year, another price increase was implemented,
totaling over 50% of original prices. At first, these new prices went mostly unnoticed because they
were only applied to those who used their insurance cards for treatment.
The government then announced that beginning in 2017, these new price increases would
be applied to those who sought care without using health insurance. In the hospital where I spent
most of my time, the staff had already begun to post the new prices on the walls in an effort to
inform the public. Nation-wide, the state decided to dampen the financial blow—which amounted
to price increases of reported 2-14 times more than prices on the original fee schedule—and
decided gradually to apply these prices first to provinces that had a higher health insurance
coverage rate. By the end of 2017 however, the price increases would be applied across all health
facilities.
During this time, news stories about the newly imposed prices flooded the public sphere.
Headlines announced the dates that increases would take place, or which provinces would be the
first to implement these prices for the uninsured. The overall effect was to scare the public into
purchasing insurance as a means to avoid this vision of health and financial suffering. The
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following headlines were typical of what one would see walking by the newsstands or reading
online publications:

• “Without health insurance, even the rich cry” (Tuổi Trẻ 2017)
• “Patients who do not have insurance must ‘wake up’ because hospital fees are increasing”
(Dân Trí 2016)
• “Health insurance dispels fears about rising hospital costs” (Tuổi Trẻ 2017b)
• “Hospital fees increased 30%, patients rush to buy health insurance” (Zing.vn 2017)

The headlines from state news media instilled ideas that all were at risk of becoming impoverished
because of medical treatment. It was no longer only the poor or low-income who were vulnerable
as all were now implicated as being at risk with the new policy changes. Additionally, stories about
patients who were hospitalized for severe illnesses such as cancer, renal failure, or heart failure
reported the large financial cost and the large time commitment required of themselves and family
members for their treatment. The costs ranged from 100-400 million VND ($4,410-$17,640 USD)
for 2-10 days of in-patient care, and reporters described these amounts as unimaginable for
farmers, masons, or other laborers whose incomes were only 3-4 million VND per month ($132176 USD). The stories presented the turmoil families experienced and the moral quandaries arising
from the high cost of illness: Without insurance families were forced to question whether they
should even pursue treatment if the prognosis was uncertain, but the financial burden guaranteed
(Dân Trí 2016) . Stories such as these were intended to raise risk consciousness and render subjects
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ready for discourses about insurance’s moral imperative and the commodity of insurance itself as
a solution.
Metaphors for health insurance also circulated at this time, with the effect of using cultural
concepts to instill the value of insurance on the public. Health insurance was called a “life buoy”
(phao cứu sinh) before the “wave” of increased hospital fees, and it was also dubbed an “amulet”
or “talisman” (lá bùa hộ mệnh) in the case of critical illnesses (Báo Mới 2017; Người Lao Dộng
2016). Amulets, charms, or talismans offer protection to the person holding the object and are
especially useful in situations of great danger to life. For example, people will identify beads they
receive from Buddhist temples, images of the Buddha, or paper goods gifted to them by a shaman
as amulets and carry them on their person to receive their powers of protection. When they referred
to health insurance cards as amulets, journalists contrasted this image with stories detailing how
powerless families felt when they received news from health staff about the cost of treatment for
an uninsured family member who was diagnosed with a life-threatening illness. Many became
hopeless because they were unable to continue with treatment. In one story, an uninsured man with
a blockage in his artery was fortunately saved when the government’s department of social work
mobilized donors to cover the cost of his 50 million VND ($2,205 USD) heart surgery (Báo Mới
2017). But the final message warns the public that they may not be so lucky and that they must be
proactive in participating in health insurance to prevent situations that put themselves and their
family members in financial danger and emotional distress.
News media openly declared that the increasing prices were an incentive for the uninsured
to purchase insurance. Many of the articles stated that great financial difficulty would fall onto the
20% of the population who were uninsured in Vietnam, and it was incumbent upon them to
purchase insurance before the impending policy changes. Many went so far as to compare the
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original prices of hospital stays, diagnostic tests, and other common services with the new prices.
The increase ranged from about 2 to 13 times more than original prices and was a punitive measure
but necessary to enforce health enrollment.
The media compounded fears about the rising cost of illness with the inevitable rising cost
of living in Vietnam. Health insurance was also beneficial because it would combat the anticipated
inflation of the Consumer Price Index. Since the price of goods such as petrol were known to be
rising in the months before the academic school year would start again (it is worth noting, the
government was largely in charge of setting these prices), the articles stated that health insurance
would help ease the consequences of inflation on people's real wages.
Risk also became “visible” to health care providers via the policy for hospital autonomy
because it shifted responsibility of management and financing hospitals away from the central
government onto the hospitals themselves. Under hospital autonomy in Vietnam, the state
subsidies that would have gone to fund hospitals were now being redirected to help the population
purchase health insurance. In other words, central budget subsidies for hospital operations were to
become subsidies to help the country reach universal insurance coverage, echoing the shift from
the right to health to the right to purchase health. At the same time, reforms for hospital autonomy
and for health insurance was meant to increase competition among all health facilities, whether
public or private, adding another source of risk for hospital managers.
Hospital autonomy means that although public hospitals will continue to be state-owned,
the state will no longer directly manage or provide any direct subsidies for operations and human
resources. This change represents a major shift in health care governance within Vietnam. During
the period of high socialism (1954-1986 in the North and 1975-1986 in the South), hospitals were
financed as line items of the central operating budget, payroll for staff was determined according
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to bed counts loosely linked to population numbers, and staffing was managed by the central
government. After the financial crisis of the 1980s and the implementation of Đởi Mới reforms,
hospitals were gradually given rights to administer staff and collect fees from patients, but their
staff was still paid primarily by the state. In 2006, health facilities were granted the rights to
mobilize capital from private organizations and individuals and establish revenue-generating units
within facilities. At all levels of health facilities, staff opened private service-oriented wards or
first-class wards and held private hours where the use of the net income generated was determined
by the staff. At this time, wages and operating budgets were still subsidized by the central
government. The campaign for universal health coverage represents a further shift away from
government subsidization of hospitals and toward self-reliance of health facilities. As one
policymaker told me during an interview in Hanoi, “up until now, hospitals have been existing in
the subsidized style, so they did not have to think about saving and now these new fees and the
central budget previously meant to support the hospitals will be transferred to support people’s
participation in health insurance.”
The push for hospital autonomy meant that the central budgets supporting the public
hospitals would gradually disappear and be used instead for boosting health insurance coverage of
the population. In effect, one aspect of the vision for the health providers was a future of financial
uncertainty. Although providers were eager to be able to manage and have decision-making power
over their own health facilities, they were worried about the eventual termination of state subsidies
to support their daily operations. Through hospital autonomy, risk was shifted onto the health
facilities. The common refrain among news stories published during the fee hike was that health
insurance would become the main source of revenue as the state was no longer supporting the
hospital but supporting patients through health insurance. The result was that patients would be
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the main decision-makers about where to seek care and spend their insurance money. Reporters
detailed how this created a situation where the hospital’s survival was now based on patient
satisfaction and hospitals that did not treat their patients accordingly would bear the financial
consequences.
One of the ways in which a negative vision of the future contributed to the value of health
insurance was the state’s push for more competition between health facilities. Previously, patients
needed referrals and transfer approval paperwork if they wanted to be treated at a higher-level
hospital. Beginning in 2016 with the universal health coverage policy, this regulation would be
gradually lifted and patients would no longer need a referral or transfer approvals when seeking
care up to a certain hospital grade. During my time in Vinh Long Province, the first phase of this
lifting of regulation had just begun to be implemented on January 1, 2016. People using their health
insurance cards were no longer required to begin their treatment at their registered local commune
health center—the lowest level health facility focusing on primary care, and often the least
equipped and staffed. They now had the option to begin medical treatment from the district level
hospital (secondary-level hospital) within their province of residence. On January 1, 2021, the
government plans to allow patients the option to begin their initial medical treatment at the
provincial level hospital, enabling them the choice to skip the district and commune health centers
altogether if desired.
News outlets explained that this open policy would require hospitals to compete with one
another for patients, since patients were no longer bound to any health facility because of their
residency paperwork (hộ khẩu). This would increase the financial uncertainty of state hospitals.
Furthermore, the Vietnam Social Insurance Office also began contracting with more private
hospitals so that the public hospitals also had to compete with private hospitals for patients. In
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this vision of the future, if the hospitals do not improve the quality of goods and services, then
patients will not come for medical examinations or treatments and there will be no source of
revenue for the hospital to operate or pay the salaries of its employees.
Both the public and providers were disciplined through the financial strategies of the state.
These narratives worked together to create the value for insurance by trafficking in stories of fear
and loss in relation to illness, or fear and loss in relation to increased financial and managerial
responsibilities. Health insurance is presented to the public as a solution to avoiding the financial
and emotional difficulties that have already come to pass for others who were sick. Meanwhile,
for providers, insurance’s value lies in their ability to attract more insured patients. Through these
discourses about financial risk, health insurance gains value as a commodity that imparts peace of
mind as well as individual and community financial protection.

Leveraging Promissory Visions of Hope
The doom and gloom of increasing risk as a justification for insurance’s value was
leveraged alongside promissory visions of hope about Vietnam’s health sector. Promissory visions
of hope describe the state’s idealistic vision of the future health system: one where the needs and
desires of patients and providers were met in a way that was not directed but facilitated by the
state. It also underscored the importance of enacting these new policies in the present as a catalyst
for achieving this idealistic vision in the long-term. It is promissory in that official state discourses
assured the public that while these changes may be drastic or even punitive, they were merely
growing pains on the road to a bright future for the country’s health system. Mandatory health
insurance enrollment, structural reforms towards hospital autonomy, and severe price increases for
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medical services were woven together as mutually beneficial strategies in building towards the
state’s promissory vision. The arguments followed a circular logic:
First, mandatory health insurance enrollment would do more than financially protect
citizens from catastrophic health spending. More premiums meant an increase in the pool of money
the state could redistribute to the public and increase the amount of money to be paid for medical
services at the hospitals. The increased health insurance budget meant the state could afford to pay
the new price increases in medical services. The state framed the premiums people paid for health
insurance as social source (versus government source) of investment for the public health sector
(Đầu Tư 2016). By prioritizing health insurance as the payer for health services, the state argued
that this increased the rights and financial power of ordinary insured citizens in the health sector
because autonomous hospitals who were no longer subsidized by the state but paid for through
insured patients would now have to compete for insured patients.
Second, hospital autonomy was seen to have many benefits both within and outside of
those working in the health care sector. Inside, hospital autonomy granted the hospital full
management control over their economic, health, and human resources. On the other hand, it would
do away with state subsidies to support health workers wages and hospital infrastructures,
incentivizing hospital staff to be more prudent and responsible for managing the hospital’s
resources. Instead, these subsidies would be re-allocated to the health insurance office budget to
help the public purchase health insurance and help the country to achieve universal coverage. The
quality of health care—defined by the state and media discourses as better provider attitudes, more
diagnostic and treatment technology, and improved overall basic hospital infrastructure—would
increase (notice the absence of patient health or patient care). Prior to hospital autonomy, the state
(and many patients I met) argued health care professionals could carry out their daily tasks without
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having to worry about the quality of their work and how they treated patients because at the end
of the day, their paycheck was the same no matter their behavior. Policymakers and high-level
health care administrators who supported the policy change justified that autonomous hospitals
would become dependent on insured patients, who would make up the largest pool of patients
seeking care from the hospital and therefore an important source of income for the hospital. Again,
hospitals would then have to compete with one another and the private sector health facilities for
patients and thus would be required to improve their quality of care.
Price adjustments were presented as a necessary step to achieving the promissory vision
of the health sector. Prior to the country’s commitment to universal health insurance coverage, the
price of medical services had rarely increased, with the last increases in fees occurring in 2012 and
then 1996 before that. It was argued that the price increases would bring about a host of goods for
the public facilities by way of more revenue to hospitals. Hospital autonomy allowed hospital
administration to have full control over the management of the money received from increased
prices to improve both infrastructure and human capital at their facilities. They could use the
money to pay higher salaries to their staff or pay for more equipment and better technology to
improve health service quality. As one administrator quoted in a news article explained, “Raising
wages for staff will indirectly promote the kindness of the health worker with the patient. At the
same time, the hospital will invest in air-conditioners, patient waiting rooms, equipment, etc” (Tuổi
Trẻ Online 2016). The price increase would also help public hospitals compete with private
hospitals by bringing health insurance payments for medical care in line with market prices for
medical care. These increases were also believed to make those with health insurance just as, if
not more desirable to providers compared to those who paid out of pocket. In addition, because
the price adjustment brought insurance payments in line with market prices paid out-of-pocket,
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discrimination against the insured patients would disappear. Doctors and nurses, knowing that a
large portion of their income will come from insured patients will be incentivized not to treat their
patients as if they were “doing a favor for patients,” which is a perspective many patients
complained about, but as doing a service for patients. One article described this phenomena as the
change from doing only necessary services to doing quality services (chuyển từ tư duy "phục vụ"
sang "cung ứng dịch vụ"), and noted that doctors should even say "thank you" to patients (Người
Lao Dộng 2017) .
This shift in hospital policy and approaches to patient care represent larger discourses
around promissory visions of hope disseminated by the Vietnamese government. The vision was
idealistic in the way it weaved together how health insurance, hospital autonomy, and price
increases would mutually reinforce steps towards achieving the vision of the future health sector.
Both patients and providers, it was argued, would ultimately benefit from these drastic changes to
health policy.

Mediating Value through Socialist Affect
If promissory visions and financial policy changes defined the economic value of insurance
to the public, then the affective sentiments represented in state propaganda posters defined
insurance in relation to Vietnam’s cultural values. The regulation and management of sentiment
has long been shown to be central to statecraft and the project of governance (Stoler 2004; Thrift
2004; Mazzarella 2009; Muehlebach 2012). The intent of propaganda is to appeal to the public’s
emotions while advancing the state’s ideological interests. Vietnamese propaganda posters can be
categorized as what Christina Schwenkel has referred to as objects that cultivate “socialist affect.”
She defines socialist affect as shared utopian sentiments and socialist ideals which were a prevalent
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part of nation building among socialist countries during the 20th century. Affect in this case is “not
individualized emotions and autonomous states of feeling, but the manifold passions
that…manifest intersubjectively and collectively through embodied actions and alliances”
(Christina Schwenkel 2013:252). What makes it socialist affect specifically, is that public
sentiments are intertwined with socialist ideals and harnessed by the state “to produce new, feeling
subjects committed to the work of socialist nation-building” (2013: 252). The health insurance
campaign employed socialist affect by communicating its message through symbols and aesthetics
that were familiar to Vietnamese people, thereby localizing it for public consumption.
A complete history of Vietnamese propaganda is beyond the scope of this project, but of
note is the importance of visual images as a form of governmentality (or the exercise of power
through information and regulation) and primary strategy of the Vietnamese government since the
revolutionary period. Artists at the time traveled with army brigades up and down the Ho Chi Minh
trail to create and disseminate visualizable socialist ideals through their art. Ho Chi Minh and his
top General, Vo Nguyen Giap, personally interacted with artists throughout the campaign to create
art that communicated nationalistic passion to the general and rural population. These artists
created propaganda in the aesthetic of Socialist Realism,9 which refers to a style of politicized
imagery that focuses on glorifying socialist ideals and depictions of proletariat life. As part of a
network of socialist countries, both Vietnam and China followed the Soviet Union in adopting the
aesthetics of socialist realism in imagery, architecture, and literature to represent solidarity in the
communist revolution.

9

For more information on Socialist Realism in Vietnam, see (Huynh 2005; Nguyen 2004; Rato
2007)
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Figure 6: “For the future of our children”
(Vì tương lai con em chúng ta). Dogma
Collection Online, circa 1950-1975.

Figure 5: “Determined to achieve
socialist industrialization” (Quyết tâm
thực hiện công nghiệp hóa XHCN- xã
hội chủ nghĩa). Dogma Collection
Online, 1961-1965.

Socialist realism in Vietnam used affect-laden images depicting utopianism,
egalitarianism, and patriotism in order to redirect people’s primary obligations from family to
securing and building the nation (Tran 2015). Figures 5 and 6 are typical examples of propaganda
used which employ the style of socialist realism. Figure 5 shows members of the industrial or
laboring class looking onward at a construction scene of cranes and industrial equipment. One of
the workers’ hand is raised at the scene in praise, benediction, and joy with the caption reading
“Determined to achieve socialist industrialization” (quyết tâm thực hiện xã hội chủ nghĩa). Figure
6 was used during the war efforts and features a child holding a school book (tặp độc) with a
woman next to her and male soldiers in the background wearing the insignia of Vietnam’s
communist party. The text reads “for the future of our children,” and implies the need to protect
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and secure the future of Vietnam. The people are dressed in the clothing of the laboring class and
military.
My intent in sharing these historical posters is to show how socialist realism continues to
live on in Vietnam’s propaganda posters. Despite the country’s move towards a market economy
and the growth of public advertisements, socialist realism continues to dominate as the aesthetic
of choice for government communication. Propaganda continues to define cultural values by
appealing to socialist ideals. People often comment on how the propaganda look like relics from a
by-gone era. Others, such as employees in Vietnam’s Ministry of Culture, Sports, and Tourism
continue to praise socialist realist propaganda as carrying “spiritual value to the whole society and
community…they’re not displayed in galleries or luxurious places, but on the streets so everyone
could enjoy them” (Qiuyi 2016).
Propaganda posters are a ubiquitous presence in the public environment of Vietnam. Many
researchers of Vietnam have documented their existence in state campaigns to regulate
reproduction, the change to the family economy, and other state directed public health programs
(Gammeltoft 2014; Phinney 2010; Christina Schwenkel 2013; Werner and Bélanger 2002). Each
of these employ the aesthetics of socialist realism and express common themes about fulfilling
state objectives as a social obligation and shared responsibility of the citizenry. In this way,
propaganda has historically been aimed at redefining social values and political education. 10 By

10

It is often difficult to distinguish between propaganda images originally circulated during the
revolutionary and war time periods and contemporary images purported to be used during the
historical time period. A major reason is the growth of the tourist industry after Đởi Mới had led
to the commodification of images and artifacts of the Vietnam War (Schwenkel 2009), and have
been reproduced for tourist consumption. Therefore, I try to control for this issue by selecting
propaganda pieces from the Dogma Collection Online, which have been displayed at various
museums including the War Remnants Museum and the Vietnam Fine Arts Museum in Hanoi and
Ho Chi Minh City. This collection of propaganda art belonged to British investment banker
Dominic Scriven who began collecting in the 1990s when he moved to Vietnam. It was also
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incorporating the campaign for health insurance into this history, the state attempts to define the
cultural value of health insurance in terms that are familiar with the Vietnamese public. In the
following section, I discuss what cultural values are put forth in the health insurance campaign.

Health Insurance Propaganda for the Universal Coverage Campaign
Sociologists studying the rise of life insurance and life insurance advertisements in
European contexts have demonstrated that people purchase health insurance as a result of
discourses of individual responsibility to manage risk and care for the family one might leave
behind (Lehtonen 2014; Zelizer 1979). However, whether or not insurance is a vehicle for
individual responsibility or increased social solidarity requires an exploration of how insurance is
practiced and represented (Dao and Mulligan 2016; Prince 2017), and this is what is unique about
Vietnam. Despite the state strategies of hospital autonomy, price adjustment, and other large shifts
in state financing of the health care sector that may signal marketized medicine, the meaning of
insurance in Vietnam should not be reduced to its monetary value. Nor should these financial shifts
that appear to favor market efficiency, competition, personal responsibility, and choice be seen as
wholesale adoption of market logic on Vietnamese society. As many who study socialism in the
context of East and Southeast Asia have argued, Vietnam is site where “capitalist forms of
globalization and market socialism intersect” (Schwenkel and Leshkowich 2012:380). By this,
they mean that neoliberal principles do not easily map onto the Vietnamese context and a better
understanding Vietnam’s integration into the global economy requires careful analysis of

curated by artist Richard Di San Marzano who has been cataloguing the collection since 2007 to
preserve propaganda art created between 1950s-1970s.
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knowledge practices and moral subjectivities.
While themes of risk and family protection do emerge in the Vietnamese context, what is
particular about how health insurance is configured in Vietnam is the emphasis on the collective
and national dimension of insurance: on mutual responsibility rather than individual responsibility,
and on protecting the larger community and nation, rather than just the family or individual. This
follows in line with Vietnamese ideas that “nuclear families” are embedded in extended families
and patrilineages that eventually extend out to encompass the nation (Gammeltoft 2014; Jamieson
1995).
Propaganda provided another avenue for the state to set forth the terms through which the
public could understand health insurance: what it was, what it (should) mean, and what insurance
could do not just for the individual, but for the community. Insurance’s monetary value in this case
disappears in favor of underscoring its connection to moral values, as health insurance depicts
individuals with language that always references one’s responsibility to family and the larger
community. In order to make citizens purchase health insurance, the state employed a series of
affective strategies that embedded health insurance in archetypal socialist motifs emphasizing
themes of collective responsibility and social obligation, mutual care, and national futurity.

Insurance as a Symbol of Mutual Responsibility and Social Obligation
The promotional campaigns demonstrate that when translated to the larger public for the
purposes of persuasion insurance is saturated with sentimentality that draws on socialist affect. A
purely functional or technocratic definition of health insurance would sound something like this:
People pay money to an insurance institution and that money is redistributed between everyone in
the pool when they need to use it. The healthy can subsidize the sick, the young subsidize the
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elderly, and the rich subsidize the poor. However, in Vietnam according to the text and
iconography of the various images, what is transferred among people is not risk or money, but
rather feelings of mutual responsibility, social obligation, and moral commitment.
A key theme that nearly all of the images stress is the link between health insurance and
mutual responsibility. Social scientists studying insurance in advanced liberal societies or in the
context of privatized insurance products have also discussed how themes of moral responsibility
are embedded within insurance discourse (Baker and Simon 2002). They argue that where
insurance is concerned, to mitigate risk is to call upon the individual to be responsible for the care
of the self—a process which Nikolas Rose and Ellen Foley call ‘responsibilization’ (Foley 2009;
Rose 2007). For the Vietnam context however, the promotional posters indicate that responsibility
for health is not concerned with the care of the self, it is concerned with how participation

Figure 7: To join health insurance is
to protect the health of your family
and community (Tham gia bảo hiểm
y tế là bảo vệ sức khoẻ cho gia đình
và cộng đồng xã hội).
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Figure 8: “Join health insurance,
us for everyone and everyone for
us” (Tham gia bảo hiểm y tế, mình
vì mọi người, mọi ngươi vì mình).

demonstrates care for the family, community, society, and nation. The relational aspect of health
insurance ties people together financially but more importantly, emotionally.
Both Figure 7 and Figure 8 depict families proudly raising their arms and their health
insurance cards in support of the state’s health insurance program. This group representation
emphasizes that health insurance participation is not aimed at protecting the individual, it is about
protecting the health of the family and the community. Of note as well are the agricultural and
industrial working-class figures who are represented in these images.
Figure 7 shows a family proudly holding up their health insurance cards and in the
background, there is a shadowy scene of a male patient with a head injury being cared for by a
female health care professional. The text reads: “To join health insurance is to protect the health
of your family and community” (Tham gia bảo hiểm y tế là bảo vệ sức khoẻ cho gia đình và cộng
đồng xã hội). A similar composition is used for Figure 8, where a woman and a young female
student also hold up their health insurance cards, while the text underneath reads: Join health
insurance, us for everyone and everyone for us (tham gia bảo hiểm y tế, mình vì mọi người, mọi
ngươi vì mình). The meaning of mình and mọi người simultaneously reference an individual (me)
and a whole (everyone), so that a person’s action of purchasing insurance should never be seen
merely as an individual action with individual consequences; it is always going to reference the
whole, or the mutual responsibility of the community and nation. When used in this phrase, it
denotes that participation in health insurance enacts a form of social solidarity and mutual support
for each other. It must be noted that although the text emphasizes the health of the community,
that is represented in both Figure 7 and 8 are nuclear families.
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Figure 9: “Participating in social
insurance and health insurance is the
responsibility and benefit of everyone”
(tham gia bảo hiểm xã hội, bảo hiểm y
tế là trách nghiệm và quyền lợi của
mọi người).
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Figure 10: “Health insurance,
contribute when well and save when
ill” (Bảo hiểm y tế đóng góp khi lành,
để dành khi ốm).

Mutual moral obligation through health insurance is also a prominent theme. In Figure 9,
there is an illustration of another nuclear family being held within two red hands shaped as a heart.
The family shares the space of the heart with the insignia of the Vietnam Social Insurance Office
(Bảo Hiểm Xã Hội), implying that health insurance will hold and care for the family. They are—
as the popular Allstate Insurance company slogan goes— “in good hands.” The caption reads:
“Participating in social insurance and health insurance is the responsibility and benefit of
everyone” (tham gia bảo hiểm xã hội, bảo hiểm y tế là trách nghiệm và quyền lợi của mọi người).
By upholding their responsibility to others and joining the health insurance program, the nation or
paternal state also cares for them in return. These sentiments of mutual obligation are repeated in
in Figure 10, which depicts a female agricultural worker, as shown by the bale of rice she is
holding, and a male construction worker. Both are members of the laboring class. Behind them,
we see again, a scene foreshadowing illness where a bedridden patient is being attended to. The
implication is the risk or threat of illness is always there in the background. The slogan reads:
Health insurance, contribute when well and save when ill (bảo hiểm y tế đóng góp khi lành, để
dành khi ốm). This phrase reveals a new discourse on rationality based on risk that is oriented
towards the care of others, rather than serving only for the protection of the individual. The words
used carry strong overtones of social obligation and mutual commitment. The phrase đóng góp
implies that one is contributing to something larger than the individual, and often is used in
everyday and state rhetoric to mean that people are actively working together towards specific
goal. đóng góp also implies that your contribution no longer belongs to you but is to be shared
with others when you are healthy (khi lành). However, the next line (để dành khi ốm) implies that
your contribution will saved or reserved for you when you are ill.
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Within the larger historical context, propaganda images to support health insurance carry
overt and covert messages about joining health insurance using socialist affect. The iconic figures
of the laboring class in the health insurance call back to similar images used during the
revolutionary and war periods. Just as the historical propaganda tries to convince community
members to join the agricultural collectives as a part of building the economic base of a socialist
nation, the new health insurance campaign attempts to do the same drawing on the same sentiment
to build a new nation under market socialism. It is evident that the responsibility to buy health
insurance is not just to care for the self, it is an obligation to others. Health insurance gains its
values through the way in which it can be purchased in the service of others before it serves the
individual. Health insurance is a right for every individual, but it is never tied to individual health
or individual financial gain. Instead, it emphasizes a relational aspect of health insurance, and a
concern and obligation toward kin, community, and nation.

Health Insurance that Cares
Care is exemplified through texts and images that conjure affection and regard using
symbols of parents and children as well as the nation. These images lean heavily on essentialized
notions of gender, particularly depicting scenes in which women are engaging in caregiving
activities. Women in Vietnam have long been the targets of state and family rhetoric that requires
them to sacrifice their personal desires in favor of familial or national concerns (Bélanger and
Barbieri 2009; Leshkowich 2011; Schwenkel 2009; Tai 1996; Werner and Bélanger 2002)

.

A good woman is a mother who can cultivate emotional connection—Vietnamese concepts of tình
cảm and tình nghĩa—within relationships with her children, husband, and family. Both terms refer
to mutual sentiment and emotional regard that defines selfhood in relation to the obligation one
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has towards others, rather than an individuated emotion (Leshkowich 2014; Tran 2015). The
promotional materials tie health insurance to care by using images of idealized femininity—
illustrating women in roles of caretaking—to demonstrate that health insurance is a vehicle for
caring for others.

Figure 11: “Health insurance: for the health of the family, friend, please
actively join” (Bảo hiểm y tế, vì sức khoẻ của gia đình bạn, hãy tích cực
tham gia).

The majority of the images show women in caretaking roles, where they are showing regard
and affection for another. Women are represented mostly as mothers with children (Figure 8 and
11) and they are also illustrated as health care professionals diligently caring for patients (Figure
7 and Figure 8). None of the promotional images I came across in my research ever depicted a
child alone with a father figure. This matches the way in which the central government executes
social policies related to the welfare of citizens through the Women’s Union, a female-led
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government organization, whereas economic policies are operated through male-dominated
organizations such as the Agricultural Union. Thus, the implementation of health insurance has
generally been the responsibility of the Women’s Union, whose members attend community
meetings to take in information about changes in the policy and whose members sell insurance
cards alongside People’s Committee members.
These scenes not only reinforce gendered divisions of labor in which women are the
primary caretakers in health related situations (Craig 2002), they also associate health insurance
with the sentimentality of motherly love and care. All of the women proudly display their health
insurance cards as objects that facilitate care for their children and family. In Figure 11, we see a
mother (whose dress signals that she is part of Vietnam’s ethnic minorities) and a female health
care practitioner giving a child an injection. The health care worker is concentrated on the child
and the mother is smiling while holding her child and holding a health insurance card in a gesture
of payment. Instead of money, health insurance provides the material basis for individuals and
families to become intertwined with each other through relationships of care.
Utilizing images of women in the health insurance campaign draws on historical depictions
of women who protected their children and the nation from the threat of foreign invaders as the
country was in its early state making phase. The use of this imagery ties health insurance back to
the legacy of socialism and the legacy of women’s role in the building of socialism in Vietnam.
The use of women and children as motifs that connect the present to the past implies that health
insurance should be seen as a form of care and protecting the nation against illness.

Insuring the Nation’s Future
An essential component of insurance is its temporal dimension. As I have described
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previously, a primary construct through which insurance gains its economic register of value relies
on a temporal orientation towards the future because accidents, illness, or even the promise of
improved quality of care is said to emerge from public investment into health insurance in the
present. What is particular about Vietnam’s representation of futurity from a cultural register of
value is the emphasis on securing the future of the nation, not the individual. Two types of images
are used to visualize the future: children and industrial construction.
Propaganda images depicting children for the health insurance campaign also used
symbolism, word choice and language style which were similar to those used during the founding
years of Vietnam. A symbol used repeatedly in the promotion of health insurance to depict the

Figure 13: “For the well-being of
society, for the happiness of everyone,
please join social insurance and health
insurance” (Vì an sinh xã hội vì hạnh
phúc mọi người, hãy tham gia bảo hiểm
xã hội, bảo hiể y tế).

Figure 12: “For health of the children
and for the future of the nation, please
participate in health insurance” (Vì sức
khoẻ con em và tương lai đất nước, hãy
tham gia bảo hiểm y tế).
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future is the figure of children. The connection between children, nationhood, and futurity is made
explicit in propaganda art for health insurance. the depiction of children often references the future.
Children form the basis of kin relatedness and national belonging in Vietnam and evoke futurity
by symbolizing growth and the biological reproduction of the family and nation. Through their
ability to further the family line indefinitely, children represent the future. Children as the
embodied representation of the future and the nation are also objects in need of care, investment,
and protection to cultivate a bright future.
Figure 12 overtly connects health insurance to the future of the community and the nation.
The illustration shows a group of children wearing cultural dress from all different ethnic
backgrounds, with the text “for health of the children and for the future of the nation, please
participate in health insurance” (vì sức khoẻ con em và tương lai đất nước hãy tham gia bảo hiểm
y tế). The representation of children from Vietnam’s various ethnic minorities emphasizes the
government’s focus on inclusion and unity as a nation. The text weaves together health and health
insurance as crucial components of the future, and the nation. It emphasizes the need participate
in health insurance as a form of investing in the future and in the continuity of the nation.
For Figure 13, we see a child wearing a conical hat—an iconic symbol of Vietnam—and
the text reads “for the well-being of society, for the happiness of everyone, please join social
insurance and health insurance” (vì an sinh xã hội, vì hạnh phúc mọi người, hãy tham gia bảo hiểm
xã hội, bảo hiểm y tế). Children are an important symbol of healthy and happy future for families
in Vietnam—an idea reinforced by state-led reproductive initiatives such as the “Happy Family”
policy which defined the marital project as one that supports the reproduction of happy, prosperous
children and stable families rather than the fulfillment of individual couples. Children evoke the
future even in their absence as the lack of children in a family signals an inability to project a future
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(Melissa J. Pashigian 2012; Pashigian 2009). Here, the happiness of a family and of a future
represented by children are invoked as a means to sell health insurance to the public.

Figure 14: “Social insurance, health
insurance. Ensure the well-being of
society (social security), push forward the
construction and protection of the
country.” (Bảo hiểm xã hội, bảo hiểm y tế,
đảm bảo an sinh xã hội, thức đẩy sự
nghiệp xây dựng và bảo vệ tổ quốc).

Besides children, the future was also depicted through images of industry and construction,
as shown in Figure 14. Here we see in the foreground a pair of red hands with a yellow star—
symbolizing the national flag and thus the nation—imprinted above the symbol for the Vietnam
Social Insurance Office (Bảo Hiểm Xã Hội). Above the hands we see a pair of white doves,
symbolizing victory, flying upward. In the background, there are edifices surrounded by the
crisscrossing patterns of construction cranes that eventually leave or even go above the top of the
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frame. The accompanying text uses verbiage that invokes the physical activity of building; it reads:
“ensure the well-being of society (social security), push forward the construction and protection
of the country” (bảo hiểm xã hội, bảo hiểm y tế, đảm bảo an sinh xã hội, thức đẩy sự nghiệp xây
dựng và bảo vệ tổ quốc).
The reference to the future in this health insurance propaganda image may not be as clearly
comprehensible compared to images of children. However, when paired with propaganda images
from the past, the repetition of symbols of construction cranes, white doves, and even the word
choice creates a motif that clues us into how the future is imagined and embedded within these
representations of health insurance.
Insurance representations via propaganda impart the cultural meaning by attempting to
harness socialist affect. As part of official state discourse, the Vietnamese government use
historically recognizable aesthetics so viewers can associate them with the current government
initiatives based around health coverage. The use of socialist realism in the campaign was meant
to signal that health insurance was to be understood through a relational framework. Health
insurance’s value was not articulated only through the care for the self, but was essential display
of social obligation to others. Health insurance emphasized emotional attachment through
monetary contributions to the health insurance program. Society would work together to care for
one another and the state would facilitate this. State discourses and images attempted to shape new
affective communities and solidarities around insurance using images and slogans that tapped into
historical symbols, sentiments, and dispositions influenced by past orientations toward
collectivism to forge new connections between that value and insurance.
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Conclusion

Figure 15: Covered Health Insurance Billboard in Town Center. The caption reads,
“The Social Insurance Office of Vietnam. Participating in social insurance and health
insurance is the responsibility and benefit of everyone’ (Bảo Hiểm Xã Hội Việt Nam.
Tham gia bảo hiểm xã hội, bảo hiểm y tế là trách nghiệm và quyền lợi của mọi người).

While driving through the towns and over the waterways of Vinh Long Province, I hear
my research assistant chuckle as she slows down the motorbike.
“Is something wrong?” I ask.
“No, you know all those propaganda photos you’re collecting from the social insurance
office? Well here’s a good one,” she says as we pull off on the side of the road. She gestures me
to look across the street.
My eyes go immediately to the billboard, where I see a familiar illustration. A propaganda
image showing the caring red hands shaped as a heart around a representation of a family. “Social
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Health Insurance Office of Vietnam,” it says as my eyes make their way down the billboard,
“participating in social insurance and health insurance is—” I stop there because the rest of the
billboard is covered by a group of make shift tents operated by street vendors who have brought
in carts of food, drink, wares, and plastic tables and chairs to service customers and operate simple
cafes. Technically, these types of informal establishments are not legal. Some see them as a
nuisance because they cover the entire public space of the sidewalk and push pedestrians onto the
street. However, they are located in areas of high foot and motor traffic and are therefore prime
real estate spaces for gathering, socializing, sending messages to the public, and commercial
transactions.
“You should take a picture, to show how much people actually pay attention to these
things,” she says. We both have a good laugh and continue on our way. Later, I look through my
files to find the image matching the one we saw on the street. Ironically, the rest of the caption—
the part that was covered up—read “is the responsibility and benefit of everyone.”
People were responsible for participating in health insurance as a way to exercise their
rights to what the state saw as their provision of benefits. This snapshot of health insurance
representations “in the wild” demonstrate how other responsibilities may sometimes take
precedence when people are in the process of “implicating oneself in the ongoing life of the social
and material world” (Guyer 2007:409). Public spaces in Vinh Long Province provide opportunities
to see daily life in the making. It is not always exciting as people engage in the daily grind of
economic activity to support oneself and one’s family. Time constraints, the inability to leave one’s
stall or field, demands for care at home, desires for prestige and social distinction within the
community—namely the material conditions, but also the subjective conditions of hope, fear, and
aspiration drove how people engaged with the world and with the state’s health insurance
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campaign. Although the irony was not lost on me at the time I took this photo, the meaning of it
intensified as I came to know and experience the powerful ways in which one was entangled with
others in Vinh Long Province.
While not all the billboards I saw about health insurance were covered up or overlooked,
the scene I saw that day was striking in the way it provided the visual imagery of how the near
future could not be ignored. If the universal health coverage campaign was asking people to be
responsible and to invest in the long-term future of the nation, then the street vendors were being
responsible but to their more immediate demands in the context of the instability of ongoing
economic reforms.
State discourses about health insurance’s value are subject to people’s interpretation and
the practical demands of their daily lives. Although health insurance’s value was set forth under
the financial and affective terms of the state, people in Vietnam did not necessarily take up by the
public wholesale. In the following chapters, I address how people responded to the state’s
mobilization efforts by describing the decisions they made when confronted by illness, Vietnams
unequal health system, and state health insurance agents.
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CHAPTER 4: The Temporality of Illness and Health Insurance
“In Vietnam, the future comes fast.”
- World Health Organization Hanoi Office during an opening speech for a meeting on
demographic trends in Vietnam, Hanoi 2014

Figure 17: Patients using their dossiers as place holders in the
queue.

Figure 16: The Outpatient Waiting Area.
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Across Vietnam, men, women, and children using their health insurance cards for medical
treatment start arriving at public hospitals as early as 3:00AM. By 6:00AM the crowd is at its peak.
Nurses do not begin in-take until 7:00AM and doctors do not see patients until 7:30AM. Patients
and their caregivers—often kin or close friends—form a queue by lining up their health dossiers,11
with their health insurance cards clipped inside, on the ground in front of the check in window or
by placing them in baskets by order of arrival (Figure 16). The dossiers, which hold their health
insurance cards, act as placeholders; some people leave to run errands at the market to make use
of the time, while others pass the time by walking across the street to have a modest breakfast of
iced-milk coffee at a street café. The remaining majority stay seated in their chairs in the hospital’s
open-air waiting area (Figure 17). Once the hospital opens, patients are checked in with their
identifying papers, given a number, and told to wait again until their number is called. Hours pass.
There is no triage, as one might encounter in a US hospital for instance. Instead patients who do
not enter the hospital through the ER are seen according to the numerical order of their arrival. It
is a race to be early. Those who come later run the risk of having to wait until the afternoon because
the hospital closes for lunch from 11:30AM-1:00PM. Those who come even later in the afternoon
may not be seen at all because the hospital closes at 4:00PM. The patients sitting around me tell
me it is worse at the central level hospitals in Ho Chi Minh City, where it is normal to wait 1-2
days to see a doctor if you do not have money or a social connection (quân hệ) at the hospital
(Author’s field notes, December 2015).

11

Each visit to a health facility requires a person to purchase a dossier (sổ khám bệnh), which is a
small booklet that holds the patient’s medical record number, notes from the consulting physician,
as well as dates of consultation. It also a place where the doctor or pharmacist can write down
directions for consuming prescribed medications.
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This chapter concerns the temporal politics of illness in Vietnam as the country pushed
forward its universal health insurance enrollment campaign. I demonstrate how health insurance
policies, although directly aimed at helping people pay for health care in the country’s new marketoriented era, imposed a new social order that disciplined people’s thoughts and use of time in new
ways. I do so by examining how time was articulated by state health insurance agents and then
how time was articulated and experienced by community members. Conflicts about time—both
how one passes the limited hours in a day, the choice or control over when something should be
done, and how one envisions the future and past—arise as residents of a rural town in the Vinh
Long Province attempt to balance the mandates of the state and their own temporal rhythms for
health care decision-making.
I argue that health insurance requires people to inhabit the future through an anticipatory
logic towards illness, but the actual experience of using health insurance generally entailed the
long hours of waiting, boredom, and uncertainty that typify efforts to access health care in
Vietnam. Health insurance is associated with affective qualities of temporality that played out
through visceral experiences of waiting, anticipation, crisis, and aspirations for the future. As the
country compels its citizens to participate in the state’s health insurance program, health insurance
should not only be seen as a means of financial protection for patients or an institution that collects
and redistributes money for the state, but as a new set of practices that pull people into specific
relationships with time, the future, and temporalities, as shaped by illnesses.
As discussed earlier, despite the growing number of citizens enrolled in health insurance
in Vietnam, out-of-pocket payments for health care continue to be high at an estimated 50%-70%
of total health expenditures across the country (Van Minh et al. 2013; K. Xu et al. 2003; Xu et al.
2007). Several hypotheses are given to explain this state of affairs. Some argue that co-pays may
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be too high, which limits the benefits of the insured and others mention the presence of
discrimination against those with health insurance versus preference for those paying cash directly
to providers, or that patients increasingly choose private over public facilities (Ministry of HealthVietnam and Health Partnership Group 2013). This chapter contributes to this line of inquiry by
proposing an explanation that was not prominent in the research literature, but was the most salient
feature I encountered when visiting the hospitals and speaking with residents across Vinh Long
Province: the crowds and long queues for health checkups, the amount of time people spend
waiting to get treatment, the amount of time people willingly or unwillingly travel to get care, and
the way time is inflected in people’s stories when discussing their illness and health insurance
situation. A pattern that emerged was that in conversations with people across diverse positions
and social strata was a heightened sense of time—of wasting it, of losing it, of buying it, of racing
it. In urging people to enroll in the national health insurance program, the state was not simply
asking people to exchange their money for an insurance card, the state was asking people to rearticulate their relationship with time.
The social construction of time is a claim long supported by a plethora of research in
anthropology, sociology and beyond, demonstrating the diversity through which people
experience, mark, and give meaning to the passage of time (Evans-Pritchard 1939; Gell 1992; May
and Thrift 2001; Munn 1992b; Zerubavel 1985). Because there are multiple and heterogeneous
experiences of time, social scientists have been able to analyze how temporal orders are sensed,
how they are culturally “made,” and the political conditions of their construction (May and Thrift
2001; Verdery 1996). For ethnographers trying to understand how relationships to time can
change, careful attention to the temporalities of everyday experiences help uncover how temporal
philosophies are re-made and re-articulated through new social practices (Guyer 2007; Munn
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1992b). The implementation of health insurance was an intervention into the financial spending of
Vietnam’s citizens, but it also opened up important questions about time and timing in relation to
illness, money, and care: When should health care planning start? What is the difference between
time wasted and time well spent when dealing with illness? How long should treatment reasonably
take? Who will provide the faster and enduring recovery? These questions may not have been
asked so directly or openly, but they were exhibited in people’s thoughts about health insurance
and the decisions and actions of people’s therapeutic itineraries.

The Temporal Regime of Insurance
As I discussed in the introduction, health insurance has expanded rapidly in Vietnam in the
past decade with support from both the government’s universal coverage policy, and by growing
interest among global development agencies to establish national health financing programs in
low- to middle-income countries (Garrett et al. 2009; Tangcharoensathien et al. 2011).
Nationalized insurance programs are believed to protect individuals from future financial hardship
because they redistribute the cost of health care across a broad population over time. The collection
and distribution of money for health care is also seen as the foundation for long-term sustainable
development for the low- to middle-income countries in the current context of drastically reduced
availability of development aid (Jamison et al. 2013; Kim 2014; Ahoobim et al. 2012). Within the
context of insurance, then, the future is a key concept because it is a fundamental insurance’s
imagination and operation. At the individual level, it creates a legal contract to cover some or all
of the cost of medical treatment if a person becomes ill in the future. Insurance operates using
actuarial science, an anticipatory discipline which relies on calculations of risk to speculate about
the future and the financial implications of uncertain future events. At the institutional level, health
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insurance is increasingly being seen as a domestic investment in health that will bring stability to
states by stimulating economic development through boosting labor productivity, education,
national savings through increased life expectancy (Jamison et al. 2013).
In recent years, anthropologists have called for more analytical focus on “the future” as a
concept, practice, and experience. Since Nancy Munn’s assessment that cultural anthropology’s
abundant work on the past and present has come at the expense of developing a distinct
anthropological approach to the future (1992c), the task of how explicitly to study the future
continues to be a theoretical and methodological question in the field. A key observation is that
our current era of statistical tools, macroeconomic modeling, and speculation—of which global
agendas for health insurance are a part—produces a fascination with and attention to long-term
promissory futures at the expense of current conditions (Appadurai 2013; Guyer 2007; Sharp
2013). As I discussed in the introduction, Jane Guyer refers to this phenomena as the “evacuation
of the near future,” wherein the focus of macroeconomic research assumes success on remote
temporal horizons while side-stepping the processes in which people conceptualize and meet their
material, political and social needs in the here and now (Guyer 2007). To build an approach to
understanding human behavior regarding the future, anthropologists must approach futurity with
a keen eye at processes that take place in the space of the “near future.” These include how cultural
systems shape images of a desired future, and how people map themselves towards their own
futures through everyday practices. Different visions of the future can co-exist in one space or
physical area, and this difference can be a starting point for investigation (Appadurai 2013). From
this perspective, an analysis of the temporal politics of illness and health insurance helps us to
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“gain a better picture of the ways in which the sciences of anticipation today interact with the
quotidian strategies and practices of future-making” (Appadurai 2013:298).
Insurance, as a technology of risk, requires both statistical and affective engagement with
the future. Insurance attempts to manage uncertainty by making an unknowable and indeterminate
future calculable and knowable. In governance studies, insurance also becomes a moral technology
when risk calculation is combined with a future orientation. As François Ewald argues in reference
to insurance, “to calculate risk is to master time, to discipline the future” (1991:207). Under
insurance, time is future-oriented, and the period between the present and possible futures becomes
disciplined by a rationality that deals with future-adverse events by preparing for them financially
in the present.
In this way, health insurance changes a person’s orientation to time by changing his or her
relationship to the future. With knowledge of risk—in this case, assuming that illness is
inevitable—one can and must prepare for this future financially as a moral imperative. More than
just a sign of prudence, sociologists and anthropologist studying insurance have argued that
insurance creates the future by provoking people’s anticipatory imaginations. Baker (2010) and
Patel (2007) for instance, stress the importance of imagination as the animating force of insurance
contract law and attachments to the future, respectively. For Baker and Simon, the future imparts
value to insurance because policyholders must be able to imagine that the contract will be executed
as written, should misfortune come to pass (2002). Patel, in turn, argues that the act of financially
contributing to an insurance plan demonstrates the possibility of visualizing and fantasizing a life
future (2007).
Many have argued that insurance became popular outside of the shipping industry because
of marketing by came to symbolize moral obligations and investments for securing a financial
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future for kin (Bähre 2012; Golomski 2015; Zelizer 1979). As I discussed below, the Vietnamese
state—through its state health insurance agents—draws on the same sorts of affective and moral
qualities of the future to convince community members to purchase, participate, and invest in the
state health insurance program.

Imagining Misfortune
Policymakers and researchers of health insurance whom I interviewed in Hanoi
acknowledged the near impossibility of enforcing a health insurance coverage mandate on people
working outside of formal employment channels, which included the majority of people living in
my field site: farmers, traders and independent laborers for hire (lao động tự do). There was no
easy legal or financial mechanism to penalize the uninsured for not participating because they did
not have official wages that could be garnished. Even the new universal enrollment law—known
as the family enrollment policy, which only permitted new enrollees to purchase insurance if they
were buying coverage for all the uninsured members listed in the family’s household registration
book (hộ khẩu)—did not deter some from remaining uninsured if no one in their family had a
chronic illness (see Chapter 5 on kinship for more). The state implemented a visual media
campaign intent on shifting public perception (see Chapter 3). Posters and banners with slogans
were mounted in public spaces in many localities, tying insurance to concepts about the future.
Still, the primary method through which Vietnamese were called upon to purchase health insurance
cards was through the networks of state workers for Vietnam’s Social Insurance Office, known
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officially as “health insurance collaborators” (cộng tác viên bảo hiểm y tế). For the sake of clarity,
I will refer to them as state health insurance agents.
Socialist models for implementing policies generally relied on a cadre of local people to
carry out the central government’s directions. State health insurance agents were responsible for
traveling throughout the commune to find the uninsured and convince them to join the health
insurance scheme. They were women and men who lived within the community as farmers, traders,
retirees, hospital workers, security guards, and street food stall owners. There were many instances
when I would be running a normal errand such as buying a dessert from a street vendor only to
realize after striking up a conversation with seller that she was a state health insurance agent. They
were truly embedded in the community.
State health insurance agents were often affiliated with the local People’s Committee—the
municipal authority in the commune—or were part of state-run “civil society” groups, such as the
Women’s Union. The collection and distribution of health insurance cards was never their primary
means of employment, as most held multiple jobs with different streams of income. The state
regards them to be the closest link to the community because they are part of the community. Many
often use kin terms when speaking to members in their community to conjure a level of intimacy.
They communicate information about insurance while visiting a family’s home during other state
campaigns, such as when they are collecting data for the census, dispensing vaccines, collecting
birth and death information. They might also share information at gatherings for weddings,
anniversaries, funerals, and other local feasts or festivals.
A strategy used by the insurance agents was to talk through the rationale for insurance,
using vernacular language and connecting it to the community member’s personal situations. They
painted pictures of possible futures similar to the news stories about the risk of poverty due to
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illness. It is important to note that insurance agents often held leadership positions in the
community and were acquainted with the families under their charge. They could tailor their
advocacy for insurance to a person’s current health situation, which made it easier for the uninsured
person to imagine a presented future that would come to pass. State health insurance agents
emphasized illness not as a possibility, but a certainty.
Mrs. Mai, age 59, is a well-known agent in Vinh Long city and a retired nurse at the
provincial hospital. She told me about her visit to a woman who was uninsured, but had a slew of
illnesses: osteoarthritis in her knees, high cholesterol in her blood, and gout. Mrs. Mai recalled
what she said to the woman: “First and most importantly, old age isn’t going to wait for you…and
you can’t wait for illness because illness will find you.” She continued by describing a scenario in
which the woman would need surgical intervention on her knee, emphasizing the consequences of
being uninsured: the woman would have to ask her children for money to pay for the surgery, and
family members would have to stay at the hospital and care for her during states of pre- and postoperation. She would lose potential income in her bedridden state and the family member caring
for her during her illness would also lose his or her potential earnings. Time was equivalent to the
money lost on top of what the woman would have to spend for the high cost of health care. While
listing off these potential futures, her tone became exasperated until finally she exclaimed, “Stop,
enough! Just buy health insurance right now to protect your health” (thôi! giờ mua cái bảo hiểm
để bảo vệ cho sức khỏe của mình). Her exasperation was used for effect to encourage the person
embody the stress and frustration of becoming more ill. Then Mrs. Mai presented health insurance
as a solution for alleviating the monetary issues of illness. The woman found Mrs. Mai’s reasoning
to be true and bought health insurance.
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A new key uncertainty about illness, then, is when (khi)—not if (nếu)—it will strike. For
the younger or healthier people refusing to buy insurance, the insurance agents emphasized the
unexpected nature of accidents or crisis situations. Mrs. Ngọc, the leader of the Women’s Union
in the commune, used the personal experiences of others as a way to convince uninsured
community members to enroll in health insurance. She told stories about a farmer who suddenly
broke his leg while working on a roof, a neighbor who was in a motorbike accident, and another
who found out that her symptoms indicated an illness more serious than previously thought. “They
didn’t have insurance before, but after these accidents and seeing how expensive health care is,
they renew with me every year.” Like Mrs. Mai, Mrs. Ngọc created a host of unfortunate scenarios
to help the potential enrollee envision a probable future that could be remedied with the purchase
of a health insurance card. By drawing on experiences of real life people in the commune, Mrs.
Ngọc made it easier for the uninsured people in her commune to imagine the inevitability of
accidents.

Anticipation: Emerging Responsibilities
The most common complaint I heard from insurance agents was how their fellow
community members viewed health insurance as something to be purchased at the time of illness
or only when illness was on the foreseeable time horizon. This bothered them to no end because it
indicated inappropriate timing, where actions reflected a concern for the present or near future
rather than the far future. In its most extreme form, this concern emerged as a source of moral
judgment. People who were reputably more financially well off were judged more harshly if they
were uninsured.
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I visited the hospital and parked my motorbike several times with the attendant before
realizing that he was also a state health insurance agent. His name was Mr. Thiệu and he enjoyed
sharing the fact that he had been selling state health insurance when it was only 86,000 VND (X
USD) almost 20 years ago. Mr. Thiệu was very enthusiastic about his work as a health insurance
seller. He always tried to help his clients problem solve when they encountered issues with the
new regulation for household-based enrollment. In addition to selling state health insurance, Mr.
Thiệu also sold life insurance for a private company, but he did not discriminate against either
kind. “As long as you have insurance, then I am happy, it doesn’t matter what kind” he would
always say to the many people who stopped by his stall. Mr. Thiệu’s jobs were characteristic of
his personality; he was a planner. For example, when we found out that saltwater intrusion into the
Mekong was wreaking environmental disaster on farmers, Mr. Thiệu began meeting with coconut
tree cultivators to buy some species of coconut trees that had adapted to saltwater. One day, as I
was sitting in his stall and helping him fill out some health insurance forms, he used a Vietnamese
idiom to describe people who bought health insurance when they were already sick as “people who
only jump when the water hits their feet” (nước tới chân mới nhảy).12 By this, he meant that they
only react to situations and emergencies rather than planning for them in advance. A community
member sitting next to Mr. Thiệu agreed with him, adding that “they don’t think long term” (không
nghĩ xa). But while Mr. Thiệu knew several households that had yet to enroll, he maintained hope
in the eventual success of the program as people’s financial habits changed. Every time I visited
him at his stall at the hospital thereafter, he pointed out how many renewals he received saying
“you see, now when people see their health insurance card is almost expired, they’ll come to see
me one month, sometimes two months before. They will even leave their premium with me and
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This saying is akin to the American idiom “don't let the grass grow under your feet.”
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tell me to hold onto it otherwise they’ll spend it on something else.” Similar to what Parker Shipton
found among Gambians (1995), many Vietnamese who I met did not prefer liquidity. It was
common practice for people to advance cash to people like Mr. Thiệu for something they would
need in the near future. This strategy was advantageous because the cash would be removed from
their own temptation to spend it and having someone like Mr. Thiệu hold the money would also
shelter the cash from the daily demands that might arise. The campaign for universal coverage
created a moral discourse for health care, making health insurance a vehicle for the
“responsibilization” individuals and families (Foley 2009). A major factor in this new anticipatory
responsibility was the timing of people’s planning around possible illnesses.
This anticipatory stance affected groups of insured people differently. The formally
employed received their card automatically from their employer, and those falling in categories of
the poor, the elderly, veterans or family of veterans were given cards by the state. Those who did
not receive their health insurance card automatically had to purchase and maintain their own
coverage. For the majority of residents of Vinh Long, buying insurance meant that the person or
family had to save up or earmark money for the initial premium. This amount varied because the
new universal enrollment law did not allow for new enrollees to purchase insurance without also
purchasing an insurance card for all the other uninsured members of the family. Insurance also
made people future-oriented because they had to prepare at least 2 months in advance if they
wanted to renew their insurance cards before their current one expired.
Buying and maintaining insurance coverage was not always a smooth process, and people
were educated in insurance’s anticipatory logic every time they were given advice about the
insurance process or when they ran into problems while trying to use their insurance card. Common
problems that arose in this new anticipatory regime included forgetting to renew their cards
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because family members who purchased insurance at different times or for different periods of
coverage had different expiration dates, finding out about the 1-2 month waiting period required
when treatment was immediately needed, and keeping up with the bureaucratic changes in the
health insurance policies. From 2008 to 2015, the government tried to stop overcrowding at the
central and provincial level hospitals by restricting the financial benefits for insured patients who
did not follow the referral rules. The insured could no longer go directly to the health facility of
their choice and be reimbursed the cost of care; instead, they had to begin at their registered
commune health center. If they wanted to transfer to the district, then provincial, then central level,
they had to obtain approval letters from each of the lower levels being skipped to move into
treatment at the next consecutive level. Now that they were not being reimbursed at all if they
skipped to the higher levels, insured patients complained, stopped using their insurance cards or
letting their insurance cards expire without renewal. One elderly man I in the course of treatment
in the private service ward of the hospital told me that he quit purchasing health insurance because
it was not “stable”. By not stable, he meant that owing to the unstable environment caused by
government policy, he was not able to plan out his therapeutic itinerary because it was difficult to
jump through the bureaucratic hoops to get the care he needed. These examples demonstrate how
the temporal regime of insurance pulled people into new relationships with the future by forcing
patients and potential patients to anticipate illness in thought and practice. Anticipation was then
reinforced by a moral discourse of responsibility.

Aspiring Towards Vietnam’s New Health Future
State health insurance agents were not just doing the work of spreading the word about the
state through a new temporal logic. They, too, were inculcated into long-term time horizons as
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they discussed the status of health insurance in the context of developing Vietnam. Beyond a
temporality aimed at changing the health and monetary practices of their community members,
health insurance agents and policymakers with a medium through which to discuss the
development and modernization of Vietnam’s health system—to project into the future of the
nation while defining the roles citizens will have in building that future. Their thoughts about
health insurance were anticipatory, but were charged with affective qualities of aspiration and hope
that secured the nation’s future.
The aspirations of health insurance were not just promoted through images or state rhetoric,
but it was also a belief held by state employees who promoted health insurance. When I met Dr.
Tam, he was the director of the Commune Health Centers. Many years before, he, too, was a state
health agent for insurance. When asked about thoughts on the people around him who disagree
with his supportive stance on health insurance, he replied “I try to explain to them, but they don’t
yet understand the true inner meaning, the true benefits of the sick person that they’ll be taken care
of from A to Z. All they see right now is how they will be met with inconvenience, difficulties and
trouble when they use it. But they just don’t understand it yet…it’s not that they don’t want it, it’s
that they don’t understand it yet. Propaganda is not a one or two day thing, its success is not
something that is immediate (không phải trước mặt)…back then propaganda was my expertise.
When we brought vaccines and immunizations down to the village, they did not want the shots.
Slowly and gradually they accepted it. Now, if they miss one of their doses, they will complain
immediately, isn’t that right? But back then when we insisted, even going to their house they would
refuse and that was it.”
This statement from Dr. Tam. reveals a temporal philosophy that is rooted in anticipatory
regime that gives primacy to the long-term future over the near future (Guyer 2007). He
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acknowledges the problems currently in the health system that turn people away from using
insurance, but insists that the underlying benefits of insurance will gradually convince more and
more people eventually to join. For many government workers, getting community members to
buy insurance was only a matter of changing their perspective through the use of propaganda.
Although spreading propaganda about the benefits of health insurance was a slow process, Dr.
Tam felt that it was worth it as it was in the service of a distant future in which everyone had access
to health care through insurance. Interestingly, he draws on his past experiences working on an
immunizations campaign as a comparison to the inevitable trajectory for health insurance: one day
in the future, health insurance will no longer be a want but a need. And it only required the passing
of time for this to come to pass. He demonstrates a particular temporal thinking, one the Guyer
ascribes as promissory or prophetic which allows him and other policymakers to side-step the
present realities of the health system in favor of an aspirational, hopeful, and idealized vision of
the future of health care in Vietnam. This temporal orientation however, came in direct opposition
to the temporal experiences of community members’ encounters with the Vietnamese health
system.

The Temporal Incongruity of Vietnam’s Health System
As described in Chapter 2, residents of Vinh Long Province categorize their medical
treatment into five “routes.” For the purposes of this chapter on temporality, I categorize these five
routes into three distinctive routes due to the common temporal nature: 1) khám bảo hiểm y tế,
roughly translated as “health insurance route,” and 2) khám tư, khám thường, or khám dịch vụ, or
“the private, normal, or service route,” and 3) khám thuốc bắc, thuốc nam or “traditional medicine
route.” The health insurance route refers to when a patient’s biomedical treatment is wholly or
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partially paid for by the state health insurance program. The private or normal route refers to when
the patient or their family uses health services at biomedical facilities that they must pay for
themselves wholly out-of-pocket. And the third route refers to the use of traditional medicine
outside of the official state health system, which is often used concurrently with the other two
approaches. These three routes carry three distinctive temporal dimension in terms of expectations
about the timing and duration of the therapeutic itinerary. The health insurance route was
characterized by the “seizure” (Verdery 1996) of a person’s time by forcing him or her to stand in
line or follow the bureaucratic rules of insurance, which is understood as taking precious time
away from productive income-earning activities and social or ritual obligations. On the other hand,
the private or service routes are understood as more convenient and amenable to people’s concerns
about how to appropriately spend their time. The traditional medicine route was a trusted source
treating illness because patients went to healers on the advice of friends or families who
experienced similar symptoms. The cost effectiveness of traditional medicine led many to use it
alongside Western allopathic medicine or in lieu of Western medicine when money was tight. They
did acknowledge, however, that while traditional medicine resulted in the most durable effects out
of the three routes, it also took the longest for results to become apparent. The various routes with
their varied temporalities was part of the complex knowledge informing health care decisionmaking in Vietnam.
In his study of Japanese traders in the financial market, Hirokazu Miyazaki discusses the
concept of “temporal incongruity,” or the different experiences of time that emerged as Japan
comprehensively deregulated its financial sector to align its market practices to global standards
(2003). While traditional Japanese traders relied on temporal philosophies that approached market
success with meticulous refinement between trading theory and trading action, the new landscape
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of global trade and competition required speed and improvisation to capture profits from US or
European firms. This resulted in the experience of “temporal incongruity” among Japanese traders
whereby “different temporal properties of economic knowledge and action become visible to
actors themselves” (Miyazaki 2003:257). In other words, the temporal orientation of the traders’
knowledge did not match the temporality reality of the changing landscape of global finance,
making them often feel as if they are falling “behind” their competitors. He continues: “What is at
stake, in other words, is the question of when and how temporal incongruity becomes evident from
the viewpoint of market participants and what uses they make of the incongruity” (Miyazaki
2003:256). Miyazaki is investigating financial markets, but the insight could be applied to the
temporal experiences Vietnamese citizens encountered when deciding on their health care options.
The decentralization of health care and the introduction of health insurance were two major
changes in the organization of health care in Vietnam that created the two routes for health care
and their associated temporal patterns. Both emerged out of Đởi Mới economic reforms in 1986,
which shifted the country away from a centrally planned economy and towards a socialist-oriented
market economy. During the period of high socialism (1954-1986 in the North and 1975-1986 in
the South), anyone seeking biomedical treatment officially only had the state route, meaning they
had to go to state-owned and operated hospital or clinic.13 Reports from this time period depict
long waits and chronic shortages in medical and human resource supply, but the cost of care was
covered by the state14 (Priwitzer 2012). After Đởi Mới, new routes for biomedical treatment
opened up as the state legally recognized and encouraged privately-owned health services. The
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Outside of state-owned and operated facilities, people also had the option of going to
traditional healers.
14

Though there are reports that people sometimes had to pay under the table money or give gifts
and some providers offered private services illegally.
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state rationale for opening health care to market forces was to combat the recurrent shortages and
economic stagnation of the public system, and they were couched in a language that promoted
modern development and growth of the health sector. Individual health care workers could engage
in their entrepreneurial spirits to help meet high demand in the health sector. Since Đởi Mới
policies permitted public hospitals to collect user fees, patients became responsible for bearing the
cost burden of the new financial policy shift. To combat the detrimental effects, state
policymakers—along with international development organizations—established a health
insurance system to help to minimize the monetary cost of care for individuals and generate
revenue for the state health care budget. Outside of going to a public facility, patients could now
visit a physician at a private in-home clinic, and medicines previously distributed by the
government were now sold at privately owned pharmacies found on nearly every street corner.
Public facilities could also now collect user fees for regular services and could also build private
or high class amenity wards. These new routes, however, were not covered by health insurance
and as health insurance became more popular these services were dubbed the “private or normal
route.”
For the majority of the rural inhabitants of Vinh Long, the in-home clinics and pharmacies
were the first line of defense against illness because their hours were based on convenience, the
duration of the visit was very short, and the medicines provided quick, if not lasting, relief. Public
hospitals operated only on weekdays during the hours of 7:00AM-11:30AM and 1:00PM-4:00PM
(see Table 3 for comparison of time tables), which conflicted with the time disciplined by work
hours (Thompson 1967). Although sick days are provided under the law, leave time was given at
the discretion of employers and employees were afraid of retaliation for missed days. For example,
several brick workers I knew had to find replacements and pay them for the days taken off. Because
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public hospitals ran on a first come first serve basis, it was difficult for them to plan out how long
a wait would be because patients could not always predict the amount of people seeking treatment
that day15. This was difficult for farmers and business owners whose work depended on their
presence and it was especially for independent laborers whose income depended on being available
at a call’s notice. The in-home clinics in my town were open at nearly every hour the pubic facility
was closed. All the physicians in the town where I carried out research worked at the local public
facility, but made the bulk of their income by seeing patients at their in-home clinics. Although
doctors kept their own hours, the clinics in my town were generally open from 5:00AM-7:00AM,
and 5:00PM-7:00PM. Most even opened during their lunch break (11:00AM-12:00PM) and the
weekends (5:30AM-7:00PM, with a lunch hour break in between). Pharmacies were also open
from 5:00AM to 8:00PM so people could pick up medicines easily. Pharmacists were often the
first to be consulted when a person was ill. The sick person or their caretaker—usually a family
member—would disclose the symptoms and the pharmacist recommended and sold the medicines.
These visits were very quick; Residents merely drove their motorbikes up to the pharmacy, stepped
up to the window and received their medicines in less than 5 minutes. The duration of in-home
clinic visits varied depending the number of people at the clinic simultaneously, but generally they
lasted between 15 minutes to 45 minutes. Because the town had many in-home clinics and residents
preferred some doctors over others, the wait was not long compared to the public hospital.
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Though most knew Friday was the worse because people had to pick up medicines that would
last them through the weekend.
148

Table 3: Time chart comparing the hours of operation for state health facilities, private clinics,
and private pharmacies
Weekday
Time

Labor Hours

Weekend
State Facility

Private Clinic

Pharmacy

Labor Hours

State Facility

Private Clinic

Pharmacy

4:30 AM
5:00 AM
5:30 AM
5:00AM-7:00AM

6:00 AM
6:30 AM
7:00 AM
7:30 AM
8:00 AM
7:00AM-11:30AM

8:30 AM

5:30AM-12:00PM

7:00AM-11:00AM

7:00AM-11:00AM

9:00 AM
9:30 AM
10:00 AM
10:30 AM
11:00 AM
11:00AM-12:00PM
11:30 AM
12:00 PM

5:00AM-8:00PM

5:00AM-8:00PM

12:30 PM
1:00 PM
1:30 PM
2:00 PM
2:30 PM
3:00 PM

1:00PM-5:00PM

1:00PM-5:00PM

3:30 PM
1:30PM-7:00PM

4:00 PM
4:30 PM
5:00 PM
5:30 PM
5:00PM-7:00PM
6:00 PM
6:30 PM
7:00 PM
7:30 PM
8:00 PM
8:30 PM

Note: Labor hours = typical work hours for the average worker; State Facility = state-owned
health facility that accepts insurance as a form of payment; Private Clinic = private in-home
doctors clinic, does not accept insurance; Pharmacy = neighborhood pharmacy, does not
accept insurance. Notice that the state facility hours often conflict with labor hours, meaning
that people have to take time off work to use a state facility.
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Temporal incongruity also emerged with the implementation of health insurance as people
faced the realities of slow temporal patterns of the health insurance route compared to the speedier
private route. The health insurance route was associated with long waits and bureaucratic
obstacles. During my fieldwork, many complained about the inconvenience of health insurance
and its confusing time-consuming procedures. As described above, the health insurance route
required the patient to begin their treatment at the lowest level of the health system—the commune
health center. If the patient wished to seek treatment at a higher-level facility such as a district,
provincial, and central level consecutively, they had to obtain a stamped letter of approval from
each of the lower facilities they wanted to skip in order for health insurance to cover some or all
of the treatment expenses. Most people with medical ailments wanted to go straight to the
provincial or central level because the reputation of the doctors was better. But the approval letters
came at the discretion of the hospital doctors and administrators and were sometimes difficult to
obtain without the help of a social connection working at that hospital. Since mid-2016, the
government eased up on the referral system, allowing people the freedom to enter the system
starting at the commune or district level, but still requiring bureaucratic approval to proceed to the
provincial and central level hospitals. This took a long time compared to the private route. If one
went through the private route, the patient’s therapeutic itinerary was only limited by the amount
of money and social connections she and her family possessed.
The schedule and duration of health visits were not the only temporally marked factor in
health care decision-making; the choice of medication also had temporal consequences.
Community members understood and ranked drugs and medicines with respect to the time period
between starting treatment and reaching recovery, and also the longevity of recovery. From the
perspective of community members: traditional medicine (thuốc bắc, thuốc nam) was slow, but
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had longer lasting effects. Western allopathic medicine was stronger and faster at curing, but not
durable. Shots or injections, given at in-home clinics, gave nearly instant relief, but wore off
quickly. Internationally produced western pharmaceuticals were more effective than domestically
made pharmaceuticals, but were rarely covered by state health insurance. At best, people described
domestic medicine as weaker and taking longer to cure; at worst, the reputation was that it had
zero effect except as a way for the state to cheat people out of their money. Temporal incongruity
marked the experience of drugs and medications as residents saw domestically-made medicines as
behind compared to the more scientifically advanced and effective foreign-made medicines.

The Corporeal Agony of Waiting
If the temporal regime of health insurance is represented as disciplined, rational time, then
the experience of health insurance in Vietnam was marked by irrationality—of waiting,
spontaneity, and tardiness (Zerubavel 1985). Waiting at the hospital was the major feature of the
health insurance route and, unsurprisingly, the source of people’s major complaints. Many were
quick to share their great disdain for health insurance because of all the waiting it required.
Whereas waiting is often seen as a cause of temporal uncertainty and oppression (Auyero 2012;
Harms 2013; MacLean 2008; Verdery 1996), waiting in the context of health care exacerbated the
uncertainty of illness for patients. For most people, buying health insurance was only necessary in
the cases of hospitalization, surgery, elderly age, or an expensive chronic illness. Anything beyond
inpatient care was simply too cumbersome and too time consuming to take a chance in the public
health system through the health insurance route. Waiting at the behest of state health policy was
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a seizure of time that was not only at odds with people’s productive labor time, it was at odds with
life itself.
Waiting was not just about passing time; waiting had physical effects on the corporeal
body. Regardless of a person’s insurance status, many agreed that waiting at the hospital for
treatment could be uncomfortable to downright painful at times. As a neighbor of mine explained,
her father-in-law recently made the decision to let their health insurance expire for the family and
the reason she gave was that her father-in-law did not possess the temperament to wait lengthy
periods to see a doctor. He hated going out to the hospital only to sit and wait if he was already
not feeling well. Others shared their negative visceral reactions to the heat, the crowdedness, and
the smell of the hospital. When I spoke to hospital workers, they explained to me how they felt
pity for elderly people who were brought out to the hospital by their children and not picked up
until well after their appointment was over—not only did it demonstrate a lack of care and respect
for elderly parents, but the physical act of waiting at a hospital was hard on their aging bodies.
Waiting exacerbated the uncertainty of illness especially in crisis situations—where serious
life or death conditions appeared unexpectedly. In these critical moments, decisions had to be made
quickly, and the health insurance route often delayed people’s ideas of what their therapeutic
itineraries ought to be. Conversations about aches and pains were as common as discussing the
weather. Advice, solicited or not, was always given in response which often was to go directly to
Ho Chi Minh City or see a doctor who has treated these symptoms at a private clinic to take care
of the illness quickly or at least to know what the problem is sooner rather than later. Even avid
supporters of health insurance subscribed to this belief. Mrs. Hòng was a leader of the women’s
union in her hamlet who helped to organize a rotating credit association specifically to help people
buy health insurance. She praised health insurance and the solidarity of her hamlet. However, when
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I asked her if she ever went to Saigon for health care, she told me yes. One day she found a soft
spot at the top of her skull. She panicked and went straight to the provincial hospital, a central
hospital in Saigon, a private hospital in Can Tho. For each place, she did not use health insurance
because she was so scared at the time and thought she would die. She told me insurance took too
long and she had the capability (điều kiện) to be seen faster because she knew someone at Saigon
to help her get a quick appointment, so she took that opportunity.
Waiting could even be deadly when sudden afflictions became full blown crises. Mr. An
suffers from coronary heart disease and had two stents in his heart when I met him. He became
aware of his illness when his chest started hurting and went directly to the district hospital’s
emergency room. The doctor guessed that he was having symptoms of a heart attack so he sent
him to the provincial level hospital in Vinh Long for urgent care. However, when Mr. An was
admitted into Vinh Long Provincial hospital, the doctors diagnosed him with stomach issue instead
and gave him medicine for the pain. He was admitted at 6:00PM and after waiting until 3:00PM
the next day, Mr. An’s suspicion that he had been misdiagnosed grew with the increasing intensity
of his pain. He could no longer endure the pain and had his daughter ask the doctor for an official
transfer to the central level hospital Cho Ray in Ho Chi Minh City. The doctor scolded the girl,
saying “the pain will gradually subside (từ từ hết), we’re following his vitals and giving him
medicine so in time it will stop the pain. There is no illness where treatment will bring instant
relief.” Mr. An demanded to be discharged at that moment and rented his own car to take himself
and his family to Ho Chi Minh City, where he was diagnosed immediately with a heart attack and
underwent surgery. “If I didn’t ask to go to central hospital, if I would have let them treat me for
a longer time (nếu mà nó theo dõi tiếp một thời gian nữa), if I didn't leave, then I would be dead
now.” While his anger is directed towards the poor care he received from the doctor, health
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insurance was a major factor in controlling how Mr. An moved through the health system. His
corporal experience—the sharp pain in his chest and the warning from the district hospital—
created a crisis situation where he could no longer wait. Although he started on the health insurance
route, Mr. An’s pain and the refusal of the doctor to give him approval forced him to switch to the
private route in order to get timely care that ultimately saved his life.

Timing care: Losing Time, Losing Money, Losing Health
Time was not something to be wasted for the families I met who owned their own small
business, farmed, or were laborers hired for short term work. The patriarch of the family I lived
with would frequently exclaim, “how are you going to find someone to interview? Nobody is free
(ở không). You’re better off talking to the elderly, they’re just home all day.” When arriving for
some appointments, the person I intended to interview was not there because they were still coming
back from selling lotto tickets in the streets, or they were suddenly called away to weigh rice
harvests, or load rice bushels onto boats to be taken down the Mekong rivers. Most were gracious
enough to let me sit and interview them for 1-2 hours at a time, but if they were of working age or
healthy, they were busy, perhaps handweaving baskets or deshelling cashew nuts for companies
to export internationally. The money made was often contributed back into caring for the
household, which included children, the elderly, and sometimes extended family members. So
when people became ill, it was easy to predict that they would go to the local pharmacy for
medicine first, or the private in-home clinics for shot because these were the quickest way to ease
their pain enough to return to work. When impatient care was required, family members came
together as the lay therapy management group that provided on-going care, financial support, and
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decision-making for the ill member. Time was also an important factor in practicing proper ways
to care for a family member.
I met Mrs. Ngân, a 40-year-old trader who sold clothing from stall in the town marketplace,
during an interview with her neighbor. She walked from down the dirt path, laid in the nearby
hammock, and while listening in on our conversation she mentioned that she had life insurance,
but she refused to buy health insurance. Since she was the breadwinner of the household, life
insurance was seen as an investment because she would be able to collect her principal with interest
when the policy reached its term and life insurance would provide her family with financial support
if she suddenly passed away. Like most residents in the commune, Mrs. Ngân goes the private
route because it allows her to return to her stall more quickly. More importantly, the ability to
choose her doctor is a priority to her. “If you’re busy working and you get sick, then you better
worry about finding a place with a good reputable doctor. Go somewhere where you think is the
best, why would you go somewhere that isn’t good? Then you wait a long time and its time
consuming. You lose your health while also spending a lot of money, and you’re still sick in the
end.” The health insurance route pulls the patient into a temporal experience where the only
guarantee is waiting—waiting to be seen by a doctor whose skillsets you may not trust, waiting to
get insurance-approved drugs that are reputably low-quality, and then waiting for those
questionable medicines to take effect and cure you. By avoiding the insurance route and paying
directly to the doctor she wants treatment from, Mrs. Ngân enters a different temporal route where
the time seized by her illness is comparatively less than the time seized by the state through health
insurance route. She does not have to wait long to see her doctor, she trusts the doctor, and from
her experience, the medicines she buys without using insurance helps her to recover in a timely
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manner. In the immediate sense, she is able to go back to her clothing stall without losing an entire
morning or afternoon and she will feel better faster.
Not wasting time was also a virtue of good care when a family caretaker was responsible
for an ill relative. Mrs. Ngân continues “health is important for the family, if anyone is sick, you
have to take them to a place that's good and reputable so that you only need to go once and its
done. Then you can go home. You shouldn’t just leave them at the hospital to lie in wait and their
illness is still not over.” For Mrs. Ngân, the family caretaker was responsible for seeking quality
treatment from a quality doctor so as to not prolong the illness of the sick family member. It would
be cruel to make their kin wait in a hospital with treatment of uncertain reputation.
When comparing Mrs Ngân’s reasoning against insurance to Mrs. Mai’s rationale for
buying insurance (from the previous section), two temporal philosophies emerge based on the
burden and ethical obligations of illness within the family. Both Mrs. Ngân and Mrs. Mai draw on
the same categories of time, money, and care but each operates differently when used to support
their claims for and against having health insurance. For Mrs. Mai, illness places a special burden
on her kin in the form of lost time and lost wages of the patient and caretaker. The ethical obligation
to care for a family member was cast as such. Time is already lost in all illness situations, but
monetary loss can be relieved by insurance when it covers some or all of the cost of the illness
episode. While Mrs. Ngân would agree that illness is a burden on time and money, she takes into
account the quality of care and the time of recovery to argue an alternative temporal view on the
proper way to care for a relative. For Mrs. Ngân, even though insurance may help cover some cost
of the illness, if you are not treated by a reputable doctor, you waste more time, more money, and
even more of your health. Thus, time is only lost when treatment is drawn out longer than it should
be by a doctor that is not reputable. Because the health insurance route does not allow a person to
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choose their health provider, and they must wait in long queues to receive treatment, time is
wasted. People not using insurance have the capacity to choose their doctor and the assumption is
that they will recover more quickly or in a timely manner. Their recovery is not delayed by having
to wait and lay in the hospital for mediocre or bad care. To put a relative through the health
insurance route when the caretaker knows a better option is available is ethically irresponsible. By
placing the burden on the patient, Mrs. Ngân emphasizes the ethical obligation of the sick person
to his or her family based on monetary expense. Contra to Mrs. Mai, Mrs. Ngân emphasizes time
and quality as factors for providing proper forms of care for a sick family member and thus places
the ethical obligation on the caretaker.

Conclusion
Throughout this chapter I have explored the effects of health insurance on the temporal
politics and experiences of health in Vietnam. Insurance makes the future an organizing principle
of the mind and of practice through imagination, anticipation and aspiration. The effect of health
insurance then, is to pull people into an anticipatory regime and instill an anticipatory
responsibility wherein future illnesses are financially planned for in the present by purchasing an
insurance card. At the everyday level, it requires people to shift their ideas about illness from “if”
to “when,” which then raises new notions about the proper way to care for the self and the family
based on the axis of time. Instead of paying for health care at the time of illness, health care was
to be paid for in well advance of the illness. To plan in this way for oneself and family also had
the moral weight of demonstrating responsibility and prudence.
State health insurance agents and policymakers attempted to inculcate this re-articulation
of time with regards to how community members thought about health, money and care by
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directing people’s imagination towards misfortune and peace of mind. They also draw on the moral
imperatives of anticipation. This new sense of the world required that people change their spending
habits and allocate their budgets and time accordingly to fit insurance’s temporal regime. In effect,
proponents of health insurance put aside the present—and often negative—realities of the health
insurance route when they thought about the aspirational goals of the program. Health insurance
was billed as a way to promote national unity and future strength and it was connected to Vietnam’s
development and modernization in the eyes of a global community. However, this macro-level
view of health insurance is focused on the far future, erasing the actual experience of health system
at the local level.
In contrast, time operated as an organizing principle in the space of the “near future” (Guyer
2007) for community members who had to balance their health needs with other social and
economic urgencies. As the state relinquished some of its welfare responsibilities in the transition
of Đởi Mới, the private route for health services became a quicker and sometimes more effective
option for obtaining health services in comparison to the health insurance route. Faced with this
knowledge, residents could see the temporal incongruity between the different routes and made
decisions on how to proceed based on a combination of judgments about time, monetary cost, and
quality of care. Many felt that health insurance took away time from more socially, financially,
health producing activities when they were stuck waiting to be treated or jumping through
bureaucratic hoops to obtain health care. What they could anticipate from the health insurance
route was waiting. Waiting, which was both corporeal and shot through with affective qualities of
impatience, impotence and wastefulness was a salient temporal experience of health insurance.
Although state employees moralized health insurance by emphasizing the monetary drain an
illness would have on the patient and their family, many residents held opposing views. It was
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morally reprehensible for caretakers to put their sick family member in a situation where they had
to wait and receive less than optimal care when the family could pitch in more money for more
timely and effective care. Time was always under consideration when seeking medical treatment
whether out of convenience, preference, or in an urgent situation and residents were extremely
sharp about the temporal horizons associated with the routes they choose for their care.
As both a public health and an economic intervention, health insurance comes with many
promises: to relieve economic hardships related to illness for individuals and their families, to
spread risk or share the cost of illness across a population, to build a financial infrastructure for
national health care, and to create the citizenry as the financial base through which to reach
Vietnam’s sustainable development goals in the field of health care. The evidence in this chapter
shows a disconnect between the promises of universal health coverage and the actual experience
of it by comparing the temporal regime of insurance and the temporal rhythms of lives lived.
Medical treatment is “achieved” through a variety of methods and routes in Vietnam—the
complexity of which was not accounted for with the health insurance campaign during the time I
conducted fieldwork. The result was a focus on the viability of the national economy and the
collection of money to finance the nation’s health care priorities over the reality of day-to-day
needs and survival of individuals and their households.
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CHAPTER 5: From Familial to Financial Obligation: Insurance and the Moral Economy of
Illness

“My friend’s grandmother has diabetes and was hospitalized 3 days ago but she doesn’t
have insurance. She’s alone so you should go visit her.” I arrived at the district hospital—a midtier facility located in the nearest town of the rural area, where I was living. The inpatient room of
Mrs. Thu, 61 years old, had four other beds occupied by women, all of whom were in the presence
of family caretakers. “The fact that she’s alone says a lot about her family situation” my assistant
whispered to me as we passed through the doorway. After months of daily visits to hospitals, I saw
that Vietnam’s health care system was designed in such a way that the responsibility of the
patient’s daily care fell on their kin. At the same time, having kin and close friends a patient’s
bedside symbolized social support and the strength of the patient’s relationships. I knew the
protocol: a hospital visit warranted one caretaker, an overnight stay often involved one to three,
and a trip to the emergency room could include upwards of 7 to 10 family and extended family
members. To see a patient alone was an anomaly that brought speculation: What happened between
her and her family? As we sat down to talk to her about her health insurance status, she told us.
“My son is jealous of my eldest daughter. He used to be good to me, but I think his wife
turned him against me. He thinks I favor my eldest daughter—that I secretly give her money. I
don’t have insurance because he’s listed in my household registration book (hộ khẩu) and he
doesn’t want to buy health insurance, so I can’t get it.” The new family enrollment requirement
had been implemented at the start of the year 2015 as part of Vietnam’s campaign for universal
coverage. All new enrollees or enrollees who had let their health insurance card expire more than
three months ago were required to enroll with the uninsured members of their family members
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listed in their household registration book, while also bringing copies of the health insurance cards
of the insured to prove their status.
“Have you asked him to transfer out of it since he’s no longer living at your home, so that
you can buy health insurance?” I asked, to which she replied, “He doesn’t want to leave the
household registration book because otherwise he and his wife won’t be able to get my land when
I die.”

For those not insured through an employer or a government entitlement program, health
insurance hinges on kinship networks in Vietnam.16 Since 2015, the state has conducted its largest
effort to reach universal insurance coverage by implementing the family health insurance program
(bảo hiểm y tế theo hộ gia đình). Also known as family-based enrollment, the new policy prohibits
individuals from enrolling independently of the uninsured members listed in their household
registration book (hộ khẩu)—a legal document used by the state to administer the population. The
goal is to enroll the remaining “hard-to-reach” populations of uninsured people who have been
dubbed the “informal sector” or those with “informal employment.” Outside of the street sellers
and day laborers that make up the usual suspects in the informal sector category, there are
dependents like Mrs. Thu: not young or well enough to participate in a labor market that demands
physical activity, and not old or poor enough to qualify for the state assistance programs.
In this chapter, I discuss the rationale behind the strategy of targeting the family or
household for expanding health insurance enrollment, highlighting the historical precedent and
central role of the family as an object of governance in Vietnam. Next, I focus on three major
implications emerging alongside the implementation of the family-based enrollment policy. First,

16

The poor, children age 6 and under, adults age 80 and over, veterans/meritorious people.
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the shift from individual enrollment to household enrollment using the hộ khẩu system redefined
the relationship between citizens and the state by shifting the notion of “rights” for accessing state
health services. Second, the new mandate was an effort to turn the social value of kinship networks
into one of monetary value for the state health budget. Family-based enrollment required both
healthy and sick members of the household to mobilize their kin to share the financial risk of illness
through the purchase insurance. Problems arose however, because of household social dynamics
and the multidimensionality of kinship that the policy could not anticipate in its effort to achieve
universal health coverage. I present several case studies as evidence for these claims. Lastly, I
return to Mrs. Thu’s story and the complicated ways her situation unfolded as I got to know her,
her kin, and her neighbors over time. By complementing her narrative with the narratives of others,
including her daughter-in-law, I show how state policies intended to provide access to care and
financial protection for the ill fall short in encounters with the messy and sometimes painful social
and economic realities.
Conflict, cooperation, monetary and moral debt relations, filial piety, and micropolitics
characterized household dynamics and affected how families came together or fell apart in the
context of purchasing health insurance. When health insurance taps into complicated
understandings and practices of kinship, the matter of making people enroll based on juridical
notions of household becomes far more complex than merely asking families to pool money for
an insurance card. Kinship as created through biology or law may have provided a foundation for
financial support in the context of illness, but without the ongoing maintenance and balanced
exchange of emotion, money and things, financial support was not a guarantee. When state policies
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are implemented through people’s intimate relations, those in situations that are difficult to resolve,
like Mrs. Thu, could easily fall through the cracks.

Health Insurance as Emergent Economic Regulation and Governance: Accessing the
Informal Sector Through the Family
The Vietnamese government, along with international development agencies such as the
World Bank and World Health Organization, identify enrollment of the “informal sector,”
“informal workers” or the “informally employed” as a major challenge to reaching universal health
coverage. Dominant reasons supporting the claim include the difficulty of identifying who the
informally employed are, assessing their capacity to pay for health insurance, enrolling them into
health insurance, effectively and equitably collecting contributions, and enforcing enrollment in
an equitable manner (Bonfert et al. 2015). The term “informal economy” was originally proposed
by anthropologist Keith Hart in 1973 to describe casual and self-employed street-level laborers
carrying out legitimate or illegitimate economic activity (Hart n.d.; Hart 1973). Since then,
derivative terms such as informal employment, informal sector, the black market, and more
generally informality have attempted to add precision to this complicated economic category, but
it continues to resist concrete and translatable definition cross-nationally. A typical governmentcentered perspective definition refers to informality as “activities and income that are partially or
fully outside government regulation, taxation, and observation” (Bonfert et al. 2015:4) involving
small scale or low level organizations with labor relations based on casual employment, kinship,
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or personal and social relations, not on contractual arrangements with formal guarantees (Cling,
Razafindrakoto, and Roubaud 2011; Cling et al. 2014).
Anthropologists studying areas of “informality” have challenged the usefulness of
categorizing these economic activities as such (Sharma and Gupta 2006; Roitman 2005; Elyachar
2005). I join them in questioning the label while adding that the analytical precision of informality
depends on the intention behind its use. That is, the term signals different kinds of economic
activities that are dependent on the contexts: it is important to look at who or which institutions
use this category, why they use it, and to what effect. Whereas a perspective that seeks to regulate
the informal economy may decry informality as an economic zone that evades oversight and
financial responsibilities to the state, the narrative within which informality is embedded in relation
to health insurance (and other social services in general) takes on a very different tone—one that
is ostensibly humanitarian, emphasizing the vulnerability of the informally employed and the need
to generate policies that will mitigate risk, while also facilitating formalization. The agenda is to
develop mechanisms for the provision of social protections.
Informality became part of the international and national health insurance agenda through
the promotion of social protections17 beginning in the early 2000s, when World Bank researchers
sought to respond to the growing ‘informalization’ in labor markets and rise in poverty levels due
to globalization and transitions towards market economies (Canagarajah 2001). The United
Nations Research Institute for Social Development defines social protection as policies and
programs designed to reduce poverty and vulnerability by reducing people’s exposure to risks and
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The term social protections emerged as a critical response to the term “safety net” in
development discourse of the 1980s and early 1990s. Safety nets which were seen as “residualist
and paternalistic,” whereas social protections emphasized the long-term and sustainable poverty
reduction.
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by enhancing their capacity to manage them economically (Huong et al. 2013; World Bank 2001).
Researchers in health services have identified the informal sector as a population that—because of
the nature of their employment—lack access to programs that provide social protections. Recent
efforts drawing on the traction of universal health coverage seek to bring health insurance
programs that promote social protections to rapidly developing countries (Huong 2013). In fact,
the problem of getting the informal sector to participate in health insurance programs is so common
that the literatures on global health financing refer to this phenomena as the “missing middle,” or
the people who fall through the “gap” between formal sector workers at the “top” who gain access
to social services through employment and the poor at the “bottom” who gain access to social
services through state assistance (Bonfert et al. 2015; Bredenkamp et al. 2015; Kutzin and Kutzin
2013).
To intervene in this informal economic “middle” group, the state had to identify it. In
partnership with the Joint Learning Network for Universal Health Coverage18, the Vietnamese
government launched a report about expanding health coverage to the informal sector (Ozaltin,
Wilson, and Heymann 2015). They define the informal sector as those who are not employed
through the government or hold a contract with a private company. This broad definition results
in a very heterogeneous group with varied salaries and needs. By these definitions and
characteristics, the informal sector is not marginal in Vietnam, making up 65.4% of the total
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The Joint Learning Network for Universal Health Coverage is a global health group whose
mission is to help low- to middle-income countries develop their health financing systems to
reach universal health coverage through the peer-to-peer exchange of technical expertise and
experiences between members and member countries. It consists of a steering committee of
health policymakers and researchers, global health development non-profits and think tanks, and
member countries. As of 2017, their operations are funded by the Bill & Melinda Gates
Foundation, the World Bank, the Rockefeller Foundation, and the German Corporation for
International Cooperation GmbH.
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workforce in 2012 (Ozaltin, Wilson, and Heymann 2015). Informal employment is even more
prevalent in rural areas compared to urban areas, and informal employment has increased since the
country’s increased marketization through Đởi Mới policies (Cling, Razafindrakoto, and Roubaud
2011). Whereas farming, fishing, and forestry are highlighted as the common informal sector
workers in rural areas, I came across many others during my period of research: women whose
primary job was to work in the home (nội trú), traders, street and market vendors, casual laborers
(lao động tự do) with seasonal work, and people ranging from 40 to 50 years of age and above
who could not work physically demanding agricultural jobs, who were not yet old enough to
receive health insurance through the elderly program (which begins at 80 years old). Recent high
school and college graduates who have not yet found employment, and adults who jump from one
employment arrangement to another, also fall into this category of informality. Agricultural
workers varied widely in income and assets as well. What they each had in common, however,
was that if they wanted health insurance to access public services, they were required to purchase
insurance cards through the family-based enrollment program at the same fixed price regardless
of income.
According to the Law on Health Insurance of 2008, participation is officially mandatory
for everyone, but in practice there are no legal consequences for refusal to purchase, resulting in
de-facto voluntary enrollment. Health insurance was sold at a fixed price for each uninsured
individual in the household according to who was in the registration book, meaning that the more
uninsured members, the higher the total price of the premiums. To try and alleviate the costs to
households, the government discounted the price of insurance cards for every family member
enrolled after the first card was purchased at the full price of 621,000 VND ($27.60 USD) per year
in the year 2016. Other policies to alleviate the cost of insuring the household aimed at informal
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workers was a 30% partial subsidization of total premiums for “groups of average means” (Ozaltin,
Wilson, and Heymann 2015); however, I did not meet any individuals who collected or were even
offered this subsidy. Much like other Vietnamese policies, the levels of subsidization were
promulgated at the central level in Hanoi, and it was the responsibility of the local People’s
Committees to decide how to implement the subsidy program for the informally employed, which
required measurement and standardization. At the time of my research, the local authorities told
me that the diverse characteristics of the “informal” and the difficulty of assessing their income
made it difficult to decide how to distribute the subsidies to encourage enrollment.
The informal sector presented many problems for reaching universal health insurance
coverage. In Vietnam and other low- to middle-income countries, the number of people employed
informally is generally larger than those employed formally, and cross subsidization of premiums
collected from formal sector premiums is not enough to cover the cost of medical care used by
those who have purchased insurance, causing adverse selection and a health insurance budget
deficit. Family-based enrollment was thus taken up as the principal strategy for targeting the
uninsured individuals in the informal sector. In high-level meetings with government ministries
and international development organizations, the family was seen as an ideal vehicle for increasing
population coverage and reducing the size of the informal sector to be covered because it could
mobilize Vietnam’s “culture of valuing family.” That is, the new family-based membership pegged
an individual’s enrollment to the enrollment of the other members in their household. Beyond
being responsible for the economic survival of its members in a post-liberalization era, families or
households were now seen as an avenue for tapping into the uninsured and difficult to reach
“informal sector.” Whereas health insurance can be seen as offering a means for enhancing social
protections, it can also be a way for informal workers to be reintegrated into formal state channels
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while also becoming as a source of revenue through the development of health insurance via family
networks.

The State, the Household, and the Market: Redefining Social Responsibilities
Vietnamese state discourses have both defined and redefined images of the ideal family in
the service of specific political and economic ends. One of the many effects of economic
restructuring during the period of “high socialism” (1954-1986 in the North, 1975-1986 in the
South) and market socialism (1986 to the present) has been redefinition of state social
responsibilities and the deployment of families as cornerstones for economic, social, and moral
change. This observation has been most poignant in recent work on the transformation of socialist
states to more market-based modes of production, where anthropologists demonstrate how state
planners legislated new family forms or restructured former ones with the belief that these changes
could foster the development of particular economic formations/subjectivities based on property,
reproduction, and labor (Verdery 2003; Greenhalgh and Winckler 2005; Dunn 2004). Vietnam is
no different in this respect. Since independence in 1954 in the North and then after 1975 in the
South, state planners tried to impose a new socialist mentality by emphasizing the importance of
social relationships within the agricultural collectives over the “traditional” family relationships
(Bélanger and Barbieri 2009). The abolishment of private property, private enterprises, and means
of generating private wealth disrupted the notion of personal and hierarchical family relations. The
notion of family was to be transformed or even replaced by the new moral notions of collectivities
based on egalitarian ideals. “Traditional” families—who were argued to subscribe to a
“backwards” familial organization based on hierarchy and patriarchy—were seen as antithetical
and an obstacle to the egalitarian project of socialism. Economic labor was meant to be carried out
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in the service of the collective, rather than for a family’s private gain. Of course, many scholars of
Vietnam have documented how families continued to carry out economically productive tasks for
the private benefit of their family (Bélanger and Barbieri 2009). In my own time there, the elderly
matriarch of the family with whom I resided would entertain me with stories about how—in the
process of making ends meet, taking care of her family, and accumulating wealth simultaneously—
she was jailed numerous times for buying and selling pigs in the dead of night with others working
in the black market.
Beginning in 1986, the ideal image of the family changes again with the dismantling of
collective agriculture as the Vietnamese government restructured its economy along market
principles. State policies repositioned the family—as opposed to the collectives—as responsible
for the economic survival of its members. Through the 1992 Constitution, the government dubbed
the “family economy” (kinh tế hộ gia đình) as the basic economic unit of production and
consumption, one which could operate within the private sector to meet the needs of its members
and build a market economy (with socialist direction) in Vietnam (Werner and Bélanger 2002).
Family networks and the household economy were reasserted by the state to be the new foundation
of the national economy. At the same time, the state partially withdrew from its welfare
responsibilities in health care and education, which shifted the management of risk onto families.
If the family economy campaign of the early years of renovation was about instilling a new
entrepreneurial spirit in preparation for new market activities, then the campaign for family-based
enrollment into health insurance was about instilling a new prudential spirit in the preparation for
new ways to manage risk. Liberalization resulted in families becoming responsible for providing
practical and financial care to ill members in times of health crises. With the new efforts to expand
insurance, these responsibilities shifted so that families were expected to take precautionary efforts
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to avoid illness and financial ruin by specifically using state health insurance. To systematically
enforce this policy and assert the family network as a source economic value and prudent behavior,
the state used the household registration book or hộ khẩu as the basis for marking kinship.

The Hộ Khẩu: From Claims to the State to Claims on the Household
The Vietnamese citizenry are administratively governed through the household registration
system (hộ khẩu). Each household is given a booklet that establishes the residency of family
members listed in the book and also holds other vital details such as date of birth, gender, ethnicity,
relation to the head of household (chủ hộ), place of birth, and most importantly, place of residence.
In other words, the hộ khẩu formalizes individual relationships into a household in the eyes of the
state, where the household registration system permits citizens to register with one and only one
household at a time. During pre- Đổi Mới era, the household registration system was a tool for
making the population “legible” (Scott 1998) to the state for the purposes of central planning and
population surveillance. Because socialism centered on national production, control of the labor
force was an essential part of economic planning. Migration, especially from rural to urban areas,
was seen by the Vietnamese state as disruptive for implementing socialist plans because it was
seen to destabilize how the state could distribute goods and services, strain urban infrastructure,
and enable criminal or treasonous activities that threatened internal security. To control these
threats to the new political economic system, the Northern government launched the hộ khẩu
system in 1964 in the North and subsequently expanded the system to the South following
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reunification in 1975 (World Bank Group and Vietnam Academy of Social Sciences 2016)19. What
made the household registration system effective was not the threat of punishment such as jail
sentencing or financial sanctions for those who did not register in a household; instead, it was the
threat of deprivation. In the socialist system, where the state ostensibly held full redistributive
control of goods and services, a person’s household registration was the primary legal document
for accessing state-provided resources such as food rations, consumer items, land, housing,
education, health, and employment. For example, births required registration because an
undeclared or unregistered birth meant the child could not lay claim to the “benefits” bestowed by
the state at state-owned institutions, such as going to school, employment opportunities, and their
share of food rations. Deaths also had to be registered to access land—all government owned—
for burial. As succinctly explained by Hardy: “To live without a hộ khẩu was to live without the
rights granted to Vietnamese citizens under the law” (2001:192). In other words, if the household
registration book granted rights to citizens, it was the “right”—or more aptly the “benefit” (quyền
lợi) provided by the state—to lay claims to state-provided opportunities and resources.
Đổi Mới diminished the power of the household registration system because it liberalized
labor, officially recognized private forms of generating wealth, and thereby dismantled the
cooperative and rationing system. Citizens could now seek employment and accumulate private
wealth anywhere in the country from private, state- or semi-state-owned enterprises. What
continues to hold true, however, is the household registration book continues to be a “rights”
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Although the Vietnamese family registration system was modeled after China’s hukou system
(who modeled their modern hukou system after the Soviet Union’s propiska system, household
registration was not new in Vietnam; as explained by Hardy (2000), the French colonial regime
used a head of household registration system for tax and labor purposes. Those who were not
registered had restricted access to communal lands and services. A tax card was also required for
travel and a village-issued transfer of residence paper for permanent moves.
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bearing legal document for accessing public services. Although people no longer need the
household registration book for economic survival, it is still a necessary—albeit problematic (see
World Bank Group and Vietnam Academy of Social Sciences 2016)—document for enrolling
children in school, registering at local health facilities to take advantage of lower fees for health
care, and accessing other welfare services from the state. What the new household enrollment
mandate changes, however, is the notion of rights or claims between individuals, families and state
in the field of health care. Prior to the policy, individuals worked directly with the state to access
their civil rights and entitlements. After the policy, this “right” became contingent on the
relationships within the household or among kin, where what one is entitled to is more uncertain.

Illness and the Morality of Exchange
Social life in the village revolves around ongoing exchanges of goods, assistance, and
money; however, just as important is the exchange of sociability and emotion. Anthropologists
dating back to the very beginnings of the discipline have long demonstrated the intertwined nature
of exchange and emotion in economic life. Exchange and the circulation between individuals and
groups mutually entail duties, privileges and trust among the participants, builds alliances,
contributes to both social hierarchy and social solidary, and constitutes the very foundation of
society itself (Mauss 1954; Malinowski 1978; Bloch and Parry 1989). Following this tradition,
more recent scholars in a variety of social science disciplines—particularly in the literature on
social capital—have focused on the instrumental nature of social interaction and favors as a
dimension for understanding a variety of social phenomena such as community solidarity,
inequality, and more (Bebbington et al. 2006; Carpiano 2006; Coleman 1988; Mladovsky and
Mossialos 2006; Portes 1998; Putnam 1995). Two significant insights are relevant to the case of
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health insurance and family-based enrollment in Vietnam. First, networks of social exchange
produce economic value when members can mobilize economic resources from others within the
network (Bourdieu 2011). Second, an effective social network where one can access resources
requires maintenance and social investment from its members. The ongoing exchange between
family or kinship networks has been shown to form the basis for social capital in Vietnam (Nguyen
2010). While the state’s family enrollment policy assumes and, in fact, depends on the first insight
about social networks—social capital’s fungability into economic capital—it forgets the second.
The use of the hộ khẩu also oversimplifies the meaning of kinship as practiced by the people I
encountered. In this section, I present concepts used by residents to describe the nature and
morality of exchange among kin and close friends in Vinh Long Province, how these concepts
apply to the circumstances of illness, and the effects of the new family-based enrollment policy on
the moral economy of illness.
Kinship networks are an organizing structure in the Mekong. Kinship in Vietnam is
patrilineal and generally patrilocal. While biology often forms the basis of kinship, the time I spent
with my host family showed me that fictive kinship was common and could be achieved through
the exchange of sentiment, time, and social care. In other words, relationships of belonging and
social attachment in Vietnam are mediated through concepts of debt. Debt has long been a concept
for understanding sociability in anthropology (Mauss 1954; Roitman 2005; Peebles 2010), and it
is an important concept through which people in Vietnam imagine their relationships with others.
Kin and close friendships are structured by concepts of exchange (credit/debt) that diffuse
obligation, sentiment, and emotional intimacy (Collier 1997; Verdery 2003). Tình nghĩa is a phrase
that describes this category of affective sentiments. Roughly translated as “emotional feeling,” tình
nghĩa can exist between family and close friends, and it is cultivated through social interaction,
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such as listening to someone’s problem, offering advice, or sharing meals. Although tình nghĩa in
general is not associated with the balancing of accounts or stressing repayment, if person A shared
a problem with person B and received valuable guidance from person B, person A may feel
indebted to person B by emotional feeling. This is captured by the phrase nợ tình nghĩa or
“emotional debt.” Emotional indebtedness creates a back and forth exchange that increases
solidarty and sentimental feelings between people. Ơn nghĩa is similar to tình nghĩa and is
sometimes used interchangeably among less discerning crowds. What differentiates it from tình
nghĩa, however, is that ơn nghĩa characterizes a more intimate relationship between people, and
holds a stronger force of debt and repayment.
On its own, the word ơn is a popular term used to describe relationships in Vietnam and
refers to moral-emotional debt with latent obligation. Ơn nghĩa, then, is created when an action or
a favor given to one party by another, such as helping someone find a job or letting someone
borrow money in a time of need20. The receiver of the action now has a moral-emotional debt (nợ
ơn nghĩa) that is accounted for and should be returned, but with no specificity of action and under
no specific deadline. The “lending” party also should not, nor should have to, call in this debt by
direct means. If this happens, it would be a great embarrassment to the “borrowing” party. More
importantly, relationships built through the diffuse circulation of tình nghĩa and ơn nghĩa between
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Tình nghĩa can involve action and repayment as well but it is distinguished from ơn nghĩa
based on the level of intimacy between the two people interacting and how much you “needed”
the help. For example, one day as my research assistant and I were driving down the main road,
the wheels on our motorbike suddenly locked up and sent us flying sideways off the bike.
Luckily no one was hurt, but we had to get our motorbike to the nearest bike shop about 100
meters (328 feet) away. An insurance agent I knew saw us fall and tried to help us but the bike
was difficult to move because the wheels were stuck. He had to go to work so he asked a man I
did not know on the street to help us. The man’s friend drove us to the bike shop and told us to
buy the man pack of cigarettes. We bought it and presented it to the man when he arrived later
pushing our bike. This situation would be characterized as tình nghĩa because we were strangers
and his actions came from a general feeling of wanting to help two stranded women.
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kin can materialize in the form of money—the lending and borrowing of money from one party to
another for a variety of purposes. The terms tình nghĩa and ơn nghĩa can be used in contexts
involving family (related by blood or marriage), and close friends or fictive kin.
Debt relations between parents and children are perceived through slightly different
concepts. Parents who bring a child into the world inherit the responsibility of caring for the child.
The care parents give to their children generates emotional-moral indebtedness (nợ ơn nghĩa) in
their children.21 Children are then bound to their parents by this debt, which can never be repaid
but obligates them to perform a variety of social, emotional and economic acts, such as respecting
and heeding the wishes of their parents, caring for parents in old age, or sending parents money.
Children who reaffirm social relations with parents in this way are said to possess hiếu or filial
piety and are worthy of praise. Illness, health care, and participation in therapy management groups
(Janzen 1987; Janzen 1978; Nichter 2002) are contexts within which to observe how tình nghĩa
and ơn nghĩa and the demonstration of hiếu are cultivated. Illness also offers a context in which to
observe how sociability translates into economic value. Illness in Vietnam is a family affair. Any
mention of symptoms brings forth a deluge of suggestions and advice for tackling the issue: what
pills to take, where to buy medications, who might offer to fetch the medications, discussions about
who has dealt with similar symptoms, and which doctors or hospitals to go seek treatment from,
depending on the severity of the symptoms. Part of showing care for a family member and
demonstrating the strength of family ties involves performing these acts of sentiment, cooperation,
good will and other forms of care and investments in time when a member was ill.
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Although both parents cultivate ơn from children through acts of care, fathers can rely on the
structure of patriarchy to guarantee their position and respect from children. Mothers, on the
other hand, must cultivate ơn from their children and husbands by demonstrating and describing
the suffering and self-sacrifice they have endured in caring for their family (Soucy 2012).
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Table 4: Relationships and Moral Debt in Vietnam
Concept of Debt (Nợ)

Relationship Type

Direction of Debt

Tình nghĩa
Emotional debt

Kin/close friends

Kin/friend ß à Kin/friend

Ơn nghĩa
Emotional debt

Kin/close friends

Kin/friend ß à Kin/friend
(emphasis on the return)

Hiếu
Filial piety

Parent/child

Child à Parent

The exchange of intangible tình nghĩa and ơn nghĩa allowed those in one’s network to
access economic resources in the form of tangible money when the cost of care is above what a
family member can pay. The family and the neighborhood (which are not mutually exclusive
categories) are the primary sources of financial assistance and practical care in the event of severe
illness episodes, such as those that require hospitalization. Much attention has been paid to the
phenomenon of no interest lending between family, neighbors, and friends (Luong 2010),
especially for medical treatment (Jowett 2003; Hasegawa 2017).22 Whether or not a person has,
has used, or believes in the value of health insurance, many of my informants found themselves in
a variety of situations where insurance was not enough. The price of a serious illness was high and
insurance did not always cover the medicines patients felt they needed for recovery. As a
consequence, even insured patients had to borrow money from family or sell assets such as land
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Although several studies hypothesized that no interest lending may be taking away from
insurance enrollment or that these informal risk sharing networks (Jowett 2003), these
observations are incorrect. The variety of techniques and medicine that people used to treat their
illness was matched by the variety of ways that people found money to pay for their care: no
interest loans from family and friends, rotating credit associations, health insurance, interest
loans. Sometimes these were all used simultaneously too.
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or livestock to pay for health care. In general, patients would use their own stores of value (cash,
gold, or livestock) to treat illness first, then ask close family members, then neighbors or extended
family members living close by, then family members living far away. If more money was needed,
family and friends of the patient would tap into their own social networks, standing in as the
borrower, for money to give to the patient. In other words, the patient could draw on their kin and
social networks who would then draw on their own respective kin and social networks to help
borrow money for medical treatment.
Health insurance and the new family-based enrollment policy had three main effects on
this moral economy of illness within the household and community. First, the state attempted to
turn familial obligation into financial obligation in the service of the state. By requiring uninsured
individuals to enroll as a household, the state channeled the value of social exchange or social
capital among kin into economic value for the state health insurance budget. Second, because the
law required people to purchase insurance as a family, it also had the effect of revealing the
strength of kinship ties or the sociability of the member who was sick as a performance of care,
but only based on the juridical definition of kinship from the hộ khẩu. The third effect of the family
health insurance policy on the moral economy of health care was that it attempted to recode money
so that family members who were used to lending or giving money to patients at the time of illness
were now asked to spend their money on health insurance at a time preceded illness.

Cooperation
Sometimes cooperation was easy and kin/social obligations (ơn nghĩa) turned into financial
obligation: a mother went out to buy insurance for her daughter who was in between jobs, or a
man taking care of his cousin went out to buy him health insurance, and a child decided to purchase
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insurance for the family so that the parents could save or “hold onto it” (để dành) in case of
hospitalization. After working with me for a few months and traveling with the insurance sellers,
my research assistant told me she decided to use the money she earned to buy her mother health
insurance. When I asked her why, she told me her mother was the only one in the household who
was not insured and she was worried about mother getting older.
Other times, cooperation was more difficult, but could be remedied easily if someone in
the family had a good income. When I met Hải at the provincial hospital in Vinh Long, he was
recovering from a surgery for a diaphragmatic hernia and had chronic bouts of gout, for which he
also had to have surgery. He had health insurance, so he only paid two-million VND (~$88 USD)
out of the ten-million VND bill (~$444 USD). He starting buying insurance three years ago after
his brother experienced a collapsed vein and went to Ho Chi Minh City for an emergency surgery.
After seeing the high cost of health care, he told Hải to buy insurance to “hold onto it.” When
family-based enrollment was implemented, he had nine people in his household registration book,
which included his own nuclear family (wife and two daughters), his younger brother’s nuclear
family (wife and daughter), his cousin who was living in a small guest house on Hải’s property,
and a man Hải hired to manage his household. The only person who refused to buy insurance was
his cousin, who would not contribute money to purchase insurance. Hải ended up buying the health
insurance cards for himself, his wife, and his cousin so that he himself could have insurance and
because Hải was the head of household and felt responsibility for his cousin. His daughters already
had insurance through their employers. When I asked if it upset him that his cousin would not
purchase insurance knowing that Hải would likely need it given his chronic conditions, he
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responded, “if we are going to take care of people, then we should just take care of everyone (lo
thì lo hết).”
Cooperation was not without ambiguity. Mrs. Thanh-Hà had suffered a stroke years ago,
and felt lucky that she purchased health insurance just prior her stroke. She went to the private inhome clinic because she was dizzy and vomiting. The doctor advised her to buy insurance because
the symptoms seemed to resemble a precursor to stroke. At first, she refused, claiming that she felt
strong and healthy so insurance was unnecessary. After direct pressure from her husband and
children, and indirect social pressure from seeing many people around her buy insurance, she
changed her mind and enrolled in the voluntary scheme as an individual. When she went to renew
her health insurance in 2015 (when family-based enrollment was enforced), the local insurance
agent told her to go home and have her son and husband buy insurance so that she could continue
her coverage.23 “I was so glad when my son agreed to buy health insurance because a few years
ago he purchased insurance, but then quit because he never used it. He didn’t have the time to use
insurance and so he always went the private route,” Thanh-Hà explained, her tone expressing a
sense of relief.
She also had other reasons to be pleased when her son decided to purchase health insurance
for her sake. Their relationship had not always been amicable. When he was younger, all the money
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When the family-based enrollment mandate was first implemented, no one was allowed to
purchase insurance without also enrolling the uninsured members of their household. After the
state saw a large attrition in health insurance enrollment (1.2 million in the first four months of
2015)(InsuranceAsia News Staff 2015), they temporarily changed the rule so that those who
were renewing their card, or their card was expired within 3 months of repurchasing could enroll
without having to enroll their family. This happened again in 2016 and was meant to be a
temporary fix. See more about this in Chapter 2.
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he earned he kept for himself, using it to socialize and purchase gold chain necklaces24 for himself.
Then he got into a romantic relationship with a girl of whom she did not approved. Mrs. ThanhHà shared stories about how her son sold his gold and spent all his earnings on his girlfriend rather
than contributing it to the family’s household expenses. After her stroke, Mrs. Thanh-Hà eldest
daughter scolded her younger brother, saying that he needed to stop playing around and get married
so that Mrs. Thanh-Hà would have a daughter-in-law in the home to take care of her. Later, Mrs.
Thanh-Hà’s eldest daughter passed away in an electrical accident and the boy became more
conscientious of his mother. He stopped seeing the girl, settled down, and finally married a woman
his mother liked. Mrs. Thanh-Hà’s sense of her relief made sense. Her son’s decision to use his
money to buy health insurance for himself re-affirmed their relationship and also allowed her to
continue purchasing insurance for herself. Although health insurance was not useful for him, he
demonstrated obligation to his mother by purchasing it anyway.
While Mrs. Thanh-Hà saw her son’s agreement to purchase health insurance as performing
kinship duties and filial piety, her son had different motivations. When I asked him about why he
decided to change his mind and purchase health insurance, he told me that his mind did not
suddenly change about health insurance itself. Instead, he rationalized that if he did not buy health
insurance, he and his sisters would likely have to give Mrs. Thanh-Hà money for medical treatment
anyway because Mrs. Thanh-Hà was retired and regularly needed to visit a doctor to refill her heart
medications. The money he and his siblings would have given their mother to pay the hospital for
treating her ailments was now being paid directly to the state to cover the costs of her future
treatment. His decision to buy insurance, then had many effects: it performed filial piety and

24

Gold chain necklaces are an outward symbol of success and wealth. One way in which a
woman described a man’s success in his business was by telling me how thick the gold necklace
he wore was.
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reaffirmed familial relationships, it protected the financial well-being of himself and his sisters,
and it redirected economic value of their family network through the state.
The circumstances above reveal how families might demonstrate kinship obligations by
coming together to cooperate for the purpose of purchasing health insurance. The family
enrollment policy relied on this “culture of valuing family”—of economic capital emerging from
social capital concepts of tình nghĩa and ơn nghĩa—to expand the reach of health insurance and
collect money for the state health budget. What the state legislatures did not anticipate, however,
was the idea that kinship networks had to be maintained.

Conflict and the Precariousness of Kinship
Cooperation for purchasing health insurance was not always possible. The reasons could
be more administrative, such as household members who migrated outside of the local area for
work, leaving their hometowns but while remaining legally listed in their household registration
book. Insurance agents tried to remedy the situation by updating the household information in the
health insurance application. When I began fieldwork in October 2015, insurance agents only
needed to mark that a person moved elsewhere for work, and it was assumed that the person had
health insurance through their employer. Some insurance agents expressed concern about not being
able to verify this fact, believing that a family may not be telling the truth in order to enroll an ill
person in their family. In 2016, an amendment to the application protocol required new enrollees
to provide proof of insurance for all insured members of the household before submitting their
application with the agent. This could be done by including a photocopy of the unexpired insurance
card. The other option would be to have the person who did not want to buy insurance leave the
household registration book (by joining another household registration book or starting one’s
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own), so that the other person in the family who wants insurance could apply. Both options
required an amicable relationship with the person, which was not always the case.
The reasons for not being able to cooperate financially for health insurance purposes also
involved issues that ran more deeply than administrative. A common issue raised by insurance
agents and their local collaborators were the deep conflicts among household members, such as
between husbands and wives, children and their parents, and brothers and sisters, all of which
affected insurance status due to some form of social abandonment. Which brings me back to the
story of Mrs. Thu from the outset of this chapter.
A few weeks after meeting Mrs. Thu, I learned from a friend who lived in her neighborhood
that Mrs. Thu’s uninsured status involved much more than the jealousy of a son and daughter-inlaw’s corruptive influence. Mrs. Thu’s turned out to be infamous in her neighborhood because of
a slew of mysterious debts she had accrued.25 Neighbors objected to her past behaviors of
borrowing money from friends or taking out credit in the neighborhood rotating credit associations
(hụi/hộ) without paying the debt. Her son, who raised pigs on the family property, used to send
money with his mother to pay off the debt they had with the feed seller, but later found out that
Mrs. Thu never delivered the money when sellers, neighbors and others came to collect on the
debt. Their relationship became so strained that neighbors told me, “Her son and daughter-in-law
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Nobody knew where the money she took went or what she did with it, but it was rumored that
she was involved in illegal gambling. Last year during the new year (Tết), Mrs. U’s neighbors
reported that suspected mafia members (xã hội đen) had come by her house and dug up her
yellow apricot flower tree to try to reconcile her debt. The large size of the tree during the high
demand season of Tết could fetch between 100-200 million VND ($4400-8800 USD).
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don’t sleep at home any longer. They would rather sleep at the brick factory where they work than
stay in the same house with her!”
I had the chance to hear the perspective of her daughter-in-law, Nhung, who I met at the
small-scale brick factory where she resided with her husband and two daughters (15 and 4 years
old). It was owned by a relative of Nhung, who allowed the family to convert a small storage room
space into living quarters. Nhung shared with me that she and Mrs. Thu were not on speaking
terms. When she married Mrs. Thu’s son thirteen years ago, she moved into the family home and
fulfilled her duties as a daughter-in-law (con dâu). All of her income from her work in the local
brick factory, and by trading pigs, was given to Mrs. Thu to manage the household expenses for
the first 9 years she lived there. When Nhung’s daughter starting attending school, Nhung needed
money to pay for the fees and other living expenses, so she stopped contributing her income for
Mrs. Thu’s management and started managing the household finances herself (paying the
electricity bill, purchasing provisions for the family like food, etc.). Mrs. Nhung maintained that
she only used the money to pay for the household items and her child's schooling—after that there
was nothing left, especially since Mrs. Nhung’s and her husband’s employment was not stable at
the time and brought in only 150,000 VND (~$6.66 USD) a day combined. She also emphasized
that any money made from harvesting rice from the family plots were given to Mrs. Thu and her
husband.
However, Mrs. Thu was angry about this, arguing that Nhung did not care about her. The
conflict reached a climax when Mrs. Thu’s debts forced the family to sell their paternal ancestral
lands. This required her son’s (Nhung’s husband) signature of approval as his name was on the
land title. However, he refused, so Mrs. Thu made it a point to cause trouble for Nhung in the
hopes that Nhung would convince her husband to sign the papers. As people started to come over
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to Mrs. Thu’s house every day to demand their cash, Mrs. Thu would equally berate Nhung until
she finally capitulated and advised her husband to sign the papers, saying, "I know it’s your
paternal grandfather's land, but your father is allowing your mother to sell it, so you should just
sign the papers." He sadly relinquished his claim to the land so that his mother could pay her debts.
However, the sale did not cover the entirety of her debt so her son is currently working to pay off
the rest. Although I did not get a chance to speak with Mrs. Thu’s husband, their neighbors told
me that he was powerless to stop Mrs. Thu and did not want to get into the middle of the conflict
between his wife and their children.
Nhung wanted me to know that she and her husband didn't abandon (bỏ) Mrs. Thu because
they were angry or sad about the debts, which Nhung suspected hovered between 300-400 million
VND (~13,200-17,600 USD). The couple had already moved out about a year or two before the
problems of her crippling debt came to light. Nhung only disagreed with expectations put on them
while living with Mrs. Thu, particularly contributing their entire incomes to the family pot, but not
receiving anything in return and not being included in determining the future direction of the
family. Nhung explained that if Mrs. Thu would have confided (tâm sự) in her son and shared the
financial troubles she was having in a kind manner, Nhung would have had a better understanding
of the circumstances and would have stayed in the paternal home to help support her in-laws.
About eight months after meeting her, and after at least two more hospitalizations, Mrs.
Thu finally received a health insurance card, but not because her son and daughter-in-law agreed
to buy health insurance. Instead, her older sister and brother-in-law felt pity for her poor state of
affairs and paid for the insurance cards for the entire family so that Mrs. Thu could rely on the
health insurance card to pay for her diabetes treatment. Her older sister’s husband was a lead
insurance agent for the commune level People’s Committee, so he purchased cards with a three
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months expiration date.26 I did not have the chance to determine whether Nhung and her husband
were actually given their cards, but I suspect that they would not have used insurance anyway.
Social networks require maintenance, and, as Mrs. Thu’s situation reveals, such
maintenance involves the balancing of social, moral, and monetary debts. Mrs. Thu’s initial ability
to access credit by virtue of being an accepted participant of her neighborhood’s rotating credit
associations demonstrated her capacity to turn her social capital into economic gain; however, and
when she did not pay back her debts, this also costed her her social standing in the community.
She could no longer draw on any social network of neighbors for economic resources or social
support. The relationship with her son and daughter-in-law can also be seen as an unbalanced
exchange of emotion and money. Despite her rank as a parent and elder, deeply held concepts such
as filial piety could not resolve her uninsured status. Instead, the monetary demands she made on
children and the way in which she did not return their dedication with emotional connection—by
sharing her debt troubles in a kind manner—created an untenable situation for Nhung. This caused
Mrs. Thu’s children to move out and, ultimately, decide not to purchase insurance for themselves
to help Mrs. Thu. Lastly, the family policy prioritized kinship based on the legal definition of
household rather than how kinship was enacted, as shown by Mrs. Thu’s sister’s decision to
purchase health insurance for her out of pity.
Mrs. Thu’s health status challenges the state’s assumptions that families—as listed in the
household registration book—would cooperate financially by virtue of being kin by blood or
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The household registration book included Mrs. Thu, her husband, her son, Nhung and their
two school-aged daughters (who are already insured through their school fees). Three months is
the shortest period of enrollment available for purchase. I suspect that when her card is about to
expire, the either Mrs. Thu or Mrs. Thu’s sister will only renew Mrs. Thu’s insurance card.
Under the temporary exception to the family enrollment policy, those who are renewing their
insurance card can continue to purchase health insurance individually.
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marriage or by legally being part of a household. The state policy depends on the ability of kin to
turn familial obligation into financial obligation but did not foresee interfamilial conflict. Although
Mrs. Thu eventually obtained health insurance because of her sister, it was unclear to me if she
received any other forms of support when she was hospitalized. Each time I visited her, she was
alone and she grieved over this fact.
While Mrs. Thu eventually obtained insurance coverage, I encountered several other cases
where people remained uninsured because of household conflicts. What these circumstances make
us consider is the social dynamics of the household as a determinant of insurance. Health
interventions, such as health insurance, that rely on the economic participation of a fixed group of
kin must account for the complexities of cooperation, conflict, ambiguity, ambivalence, and the
management of emotions that occur in how people live their lives with one another.

Conclusion
In this chapter, I have shown how, with the help of international organizations, the state
constructs the “informal sector” as a major challenge for reaching universal health coverage in
Vietnam. The humanitarian intention of providing social protections for this group helps to justify
interventions that expand health insurance participation into the “informal sector” without
accounting for conceptual categories and social dynamics of households. For Vietnam in
particular, the use of the “family” as a vehicle for economic regulation is not new, as the family
has historically been the object of discipline for the state’s economic and political objectives. What
is new, however, is the way in which people’s “rights” to access health care are being deployed
through the household registration system as a means to expand and enforce health insurance
enrollment. Whereas the “informally employed” could purchase health insurance individually as
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part of their access to health care prior to the new policy’s implementation, the new mandate
required them to confer with family members listed in the household registration book in order to
access these “rights” to health. They had to mobilize the duties that are thought to inhere in kinship
networks.
The law assumed kinship, in the form of the household registration book, was a stable
category and consisted of members who could be mobilized to increase the health insurance
coverage of the nation. However, kinship networks were not naturally given; they had to be
maintained by way of the exchange of emotion, sociability, things, and money. As the examples
above reveal, the maintenance of kinship networks was not always successful. Even in situations
where a person successfully obtained health insurance by buying or convincing others to buy their
own health insurance cards, they were not immune to experiences of conflict, contradiction, doubt,
and ambivalence. For households that had an elderly or chronically ill family member and thus
were more likely to need health insurance, the new household enrollment requirement became a
mechanism for channeling the family’s economic resources to the state.
The purchase of health insurance was no longer solely about an individual’s financial
capacity: it was also about their social standing among kin. The examples, too, invite us to examine
household social dynamics, as evidenced in the rise, fall, and maintenance of social capital among
family members, as an important dimension that is particular to the case of health insurance
enrollment in Vietnam. As Mrs. Thu’s case demonstrates, when state policies are enfolded and
enacted through people’s intimate relations, the results could cause much pain as family members
in both conflict and crisis must confront ethical questions about how to treat their kin.
To make kinship networks the primary vehicle for enacting universal health coverage
theoretically makes sense, given that each person is supposed to be registered to one and only one
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household.27 However, as the results of my study show, it was naïve of legislators to expect to
achieve their goals when they gave such weight to an institution that was multidimensional in
meaning and practice. The Vietnamese’ government’s priority to enroll the informal sector blinded
policymakers to the idea of kinship as something that had to be maintained and invested into, rather
than something that was listed in a book and managed by the state.
Lastly, if the goal of enrolling informal sector workers was to provide social protections,
then the strategy of reaching them through family-based enrollment ironically thwarted the goals
of universal health coverage. Depending on how many people were in your family, health
insurance could be very expensive to purchase if only one person needed treatment. Instead, they
had to purchase multiple insurance cards. People in difficult interpersonal circumstances were then
left in a vulnerable position if they were chronically ill, had a sudden injury, or of old age. Those
in less powerful positions in the family were also at risk of not having their health needs met if
others decided insurance was not useful. Families or individuals with higher income may have
been able to overcome this issue by purchasing insurance for all the members without formal
agreement, but families with less available economic resources could not. Health insurance, thus,
explicitly asked kin to cooperate which succeeded or failed at capitalizing on intimate relations of
care.

27

On top of what I present here, one other major problem with using the household registration
book is that not all families have a household registration book. Because the registration book is
tied to a residency, which is tied to property, households that cannot claim a piece of property as
their residence did not have a household registration book. A perfect example of this is the over
600,000 ethnic Vietnamese who live in the “floating villages” up and down the Mekong Delta.
They live on ships and have no legal home or land holdings a. They do not own a household
registration book and are not considered citizens of any country. I did not encounter any of these
families during my fieldwork, but they were brought to my attention in conversations with local
friends and news stories.
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CHAPTER 6: Precarity Over Risk: Money and Care in Vietnam
It is difficult to escape the concept of risk when discussing insurance. As shown in earlier
chapters, risk discourses were a primary strategy for defining the value of health insurance. Risk
is a central organizing principle for insurance, where individual risks are defined through
calculation, financially assessed, pooled, and distributed across a population.28 Risk also describes
the experience of vulnerability when confronted with the specter of danger or threat to something
of value—something that insurance does. Scholars of insurance have taken interest in this
relationship between the quantification of risk, the representation of risk, and the feelings of being
“at risk” to discuss insurance’s effects on institutions and human behavior. What generally follows
is that much of the theoretically robust work on insurance is inspired by Foucault’s theory of
“governmentality” (2009), where the exercise of power through information and regulation affects
how people conduct themselves and make decisions. Risk is a form of governance, and by
extension, insurance is positioned as a moral technology of risk that instills modes of individual
responsibility and calculative rationality for anticipating future loss (Dean 1999; Ericson, Doyle,
and Barry 2003; Ewald 1991).
Under insurance, anything can become calculated as a risk and therefore, anything can be
insured against risk. The underlying explanation for this is that risk does not exist in the world,
waiting to be defined and managed, risk is constructed and performative—it produces the effect
that it names. Uncertainty has become organized (Power 2010), and as Boholm argues, “the
concept of risk can be understood as a framing device which conceptually translates uncertainty
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According to some scholars, risk is no longer merely spread across populations, but it is also
described as something that can be bought and sold (Ho 2009; LiPuma and Lee 2004; Rajan
2006).
189

from being an open-ended field of unpredicted possibilities into a bounded set of possible
consequences” (Boholm 2003:167). When taken within the realm of decision-making, knowing
these consequences creates a moral imperative to act. To know risk, then, requires that one act
accordingly to avoid it.
But is risk in fact so totalizing in its effects? My data indicate that it is not, though I am not
the first to discover this. Many who study the way risk operates between institutions (that represent
risk) and people (who are “at risk”) have shown how “acting accordingly” to knowledge about risk
requires active interpretation and translation of knowledge to produce desired effects (Fosket 2010;
Latour 2005; Rose 2007; Shostak 2010). In addition, classical anthropological approaches to risk
have shown that cultures of risk are not monolithic (Douglas and Wildavsky 1983; Douglas 2013b;
Douglas 2013a). Multiple risk cultures can exist within the same space, each defined by their own
shared perceptions of danger that guide morally acceptable ways to mitigate danger (Cristina
Schwenkel 2013; cf. Baker and Simon 2002). Whereas these insights have opened up productive
avenues for understanding decision-making under situations of uncertainty and risk, the context in
which I am studying health insurance in Vietnam requires that I move beyond risk.
An advantage of anthropology, and ethnographic fieldwork in particular, is the ability for
witnessing and participation in lived realities can unsettle the boundaries of the theories and
frameworks that inform studies of the object in question—in this case, insurance and risk. In this
chapter, I draw on my ethnographic data to propose a different approach to understanding how
people engaged with insurance in practice. I argue that in contemporary Vietnam, responses to
insurance are not about risk, rather, responses must be understood as deeply intertwined with
concepts of care in the context of precarity. During my time in the field, I came to understand that
precariousness was a pervasive feature in people’s everyday lives. Precariousness was implicated
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in people’s economic survival strategies as they responded to the increasing intensity of economic
reforms, increasing economic inequality, and the effects of globalization on their lives. A focus on
economic precariousness opens up discussions about the messy realities under which people made
decisions about survival, well-being, and aspirations about what it meant to live a good life. A risk
approach merely asks whether people are successful in buying health insurance, but an approach
that acknowledges precarity asks why and how they are making their decisions about health
insurance in the context of history and present circumstances. As a result, a variety of motivations
that are situational, spiritual, and historical can “surface” (Taylor 2005).
I begin the ethnographic portion of this project with the topic of money because it was
usually the first thing people brought up when I asked about health insurance. Investigations about
monetary practices can easily fall prey to debates about universal versus culturally specific
explanations for economic action.29 Money also has been falsely accused of having an abstract
totalizing effect on human behavior and the flattening social relations. However, I too fell prey to
this myth when I kept running up against repetitive answers that could be characterized generally
as “I don’t buy insurance because I don’t have any money.” I kept looking for deeper and more
meaningful answers, but they often eluded me and the conversations would end there. However,
as I spent more time with the residents of my field site, and as I began to listen and watch more
carefully, I started to recognize the issues at stake: Whereas money did have utilitarian value for
mitigating risk, and it also was a marker of belonging and relatedness, it was most importantly an
idiom for talking about care and an object that helped people perform care under conditions of
precarity. Such relations of care could help mitigate the forces of economic precariousness.

29

See debates in economic anthropology between the formalist and substantivists (Hann and
Hart 2011), and political economists and moral economists (Scott 1977; Popkin 1979).
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In talking about care, I show how residents used money to exercise a logic of care that
anticipated the needs of others in the context of precariousness due to recent and on-going social
and economic reforms. Following Clara Han (2012) and Annemarie Mol (2008), I see care as an
open-ended process that must be shaped and reshaped depending on aspiration. Care can be
sentimental, but as an obligation, it could also become a burden. I would add that care also has a
specific temporality; it requires active engagement in the present that is oriented towards the near
future. One cannot think about the long-term when immediate needs and desires must be fulfilled
in the present. Examples of the temporal immediacy of care can be found in (Livingston 2012).
Care among my interlocutors did not just involve the physical task of assisting others, it was about
anticipation—or being attentive and responding to the needs of others. More importantly, it also
entailed meeting obligations to maintain relationships. This chapter is concerned with the ways
money helped to facilitate the construction of communities of care in the midst of uncertainty and
change shaped by ongoing economic reforms. Efforts for caring do not speak to money’s capacity
in itself, but an analysis of how people talked about money and what money could perform reveals
how people viewed the world. As Bloch and Parry argued several decades ago, money should not
be seen as “giving rise to a particular world view…[but] how an existing world view gives rise to
particular ways of representing money (Bloch and Parry 1989:19).
I set out several goals in this chapter. I begin with a presentation of the typical answers I
received from people who were uninsured in Vietnam. I then discuss the limitations of analyzing
these demand-side responses from a theoretical lens of risk, arguing that risk straightjackets
conversations about health insurance by confining them to a framework of economic rationality.
Next, I show how a risk and rationality model is inappropriate for understanding reactions to health
insurance in Vietnam given the precariousness that circumscribes the lives of residents in rural
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Vinh Long Province. As a response to the limitations set upon them by a changing economic
landscape and health infrastructure, I show how for some people, cash—as opposed to insurance—
carried an underlying morality that was necessary for care, relational life, and recognition within
the community. I then end by looking at some of the reasons why people purchased health
insurance in order to share a surprising finding in which community members linked health
insurance with concepts of spirituality. In this case, their responses indicate the possible emergence
of a new kind of sociality based on health insurance. As a new financial technology, health
insurance is becoming incorporated into longstanding Vietnamese spiritual and ethical orientations
that also emphasize concern and care for the collectivity but through charity and acts of
benevolence.

Framing Insurance Through Risk
I found that as I embarked on a research project that uncovered the social meanings of
health insurance was not an easy task. An interpretive approach in anthropology is built on drawing
out the cultural significance of actions and eliciting narratives that reflect areas such as cosmology,
context, and history. The answers I received when in conversation with people about health
insurance, however, were often brief, predictable, and seemed to reflect little beyond a utilitarian
approach to buying or not buying health insurance. For the most part, these responses had already
been published by numerous development agencies using quick survey methods to report on
Vietnam’s health insurance progress. The answers can be boiled down to a few common answers:
I don’t have any money, I can’t afford insurance, and I need to pay for [insert obligation] right
now, I’ll buy insurance when I have money. These responses seemed banal because economic
obstacles have long been documented in research both in Vietnam and abroad to address the
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structural factors constraining people’s health seeking options. Answers such as these may be
useful for creating short term solutions for removing these barriers, but they are limited because
they foreclose conversations about health insurance to questions about rationality. I argue that this
is the result of approaching community responses through the lens of risk. Three factors are at
work here:
First, risk discourses are “normalizing” (Ewald 1990), and impose a narrow and western
notion of rationality to evaluate people’s responses to a pre-determined standard. The link between
risk and rationality has long been discussed by historians and other social scientists of insurance.
Insurance is based on modern notions of risk, wherein dangers and misfortune once thought to be
the result of providence or fate are now understood as probabilistic events that require action and
decision (Bernstein 1998; Giddens 1990). The causes and consequences of unfortunate events
could be intervened upon and mitigated. As Power argues for risk management institutions, “risk
transforms acts of god into possibilities for rational decision-making and policy” (Power 2010:13).
The ability to see social phenomena as a result of probability gives way to calculative rationality
or decision-making based on the odds or reality presented. When applied to understanding
demand-side decision-making about health insurance enrollment, a rational economic approach—
one that sees decisions as dependent on a quantitative logic of choice given scarce resources—
frames not only how questions are asked, but also how people will react to questions about
enrolling in insurance. Cultural approaches to risk that prioritize a relativistic stance on how risk
is defined—that it is through culture and context that people come to understand what a risk is
(Douglas 2013b; Douglas and Wildavsky 1983)—are similarly limited because they still create
normative standards upon which people’s actions are judged in their risk avoidance or risk
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acceptance of what the danger relatively is. What happens when it is difficult to ascertain what the
danger is and thus, normative expectation is not possible?
Second, people’s decisions to purchase health insurance or not become embedded in a
version of reality where health insurance is an unqualified good and where all one has to worry
about is the inevitably of the cost of illness in the future. Then people are judged on how they
succeed or fail to achieve rationality by buying insurance. This is not unlike the way medical
anthropologists have criticized research approaches to health seeking practices that often measure
people’s choices not by asking why or how people are making the decisions about health care, but
why they are failing to use biomedical care (McMullin 2010; Farmer 2001; Baer, Singer, and
Susser 2013). Because the state in Vietnam was in the midst of its enrollment campaign and
coordinating local insurance sellers to convince people to buy insurance, my research became
mixed up in the risk discourses they were invoking and the moral judgments being made about
those who were uninsured. When I paid visits to neighbors and those I met at the hospital to ask
about insurance, my research assistant and I were always mistaken for state insurance sellers or
development workers with an agenda to sell insurance or to provide financial assistance to
community members. Sometimes the mere act of asking about health insurance brought on
emotions of defensiveness as community members pointed to lack of money as a reason for being
uninsured. I sensed that these were the same responses given to state insurance sellers who came
to their doors to follow up on each family’s insurance status for the universal health coverage
campaign. Moral judgement by doctors and other patients against the uninsured was especially
strong in the hospital wards under the logic that illness had already struck and insurance was now
necessary to help pay for care. Instead of finding out how or why people were making these
decisions, I began to see that my questions in the context of the campaign were unintentionally
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perceived as my asking why they were failing to participate in health insurance. Like much of the
media discourse on insurance in Vietnam, the question of “can you risk to go without it?” frames
the purchase of insurance as a rational choice.
Third, to examine responses to insurance through the framework of risk is to limit the field
of inquiry and analysis to a discrete domain in which decisions are to be made. For the case of
health insurance, risk restricts conversations to matters of health and the cost of care while deprioritizing other areas of value in people’s economic, social, and spiritual lives. The pitfall of
approaching responses to health insurance in Vietnam through a risk and rationality framework is
that it forecloses conversations about the messy realities of reasoning (Guyer 2000), wherein
people’s methods of making a living involve shifting, emergent and on-going application of
cultural and personal knowledge.
The kinds of social theories we choose frame the way we see, understand, and order
research observations. Once I coupled my research about health insurance with theoretical
approaches to risk, the answers I received also became subject to the social scripts of responses to
insurance at the time. The decision of whether or not to purchase health insurance was not always
an easy one to make and often cornered people into ethical moments when state workers—who
were also members of their community—came to pressure them into purchasing health insurance.
Constant references toward money signaled that there were deeper and more interesting
issues at stake in the relationship between health insurance and money. Namely, this was the
question of what money does for people and what were the performative qualities of cash. It only
became apparent to me after I spent some time with various families where I saw how they
managed money that the overall uncertainty that circumscribed their lives came to the fore. To call
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their decisions trade-offs would be to sanitize the circumstances people faced living in the rural
Mekong because the decisions were not always simple.

Insurance Beyond Risk: Cash as a Medium for Mitigating Uncertainty
Uncertainty and competition threatened the stability of life in the rural Mekong, and it was
in these moments that the importance of care surfaced through discussions about money.
Anthropologists studying money have long explored the capacity of money to mediate both
processes of abstraction and commodification, but have also highlighted its ability to perform
relatedness, intimacy, and social solidarity (Bloch and Parry 1989; Guyer 1995; Guyer 2004;
Maurer 2005; Maurer 2006; Peebles 2010; Zelizer 1997; Zelizer 2009). For Vietnam in particular,
money has been shown to be an important intermediary of sociality and marker of belonging, tying
together people across space, time, and even existential planes of the living and dead (Kwon 2008;
Small 2012; Truitt 2013). Money prompted some in Vinh Long Province to feel uncomfortable
about how its growing importance signaled materialistic constitutions of personhood, identity, and
changing social values under market socialism.
For the most part, however, I found that money is an important mediator of relationships,
and what people used money for signified how they reasoned under circumstances of uncertainty.
Money was not just a medium of exchange or a store of value for people in the rural district. Money
was an idiom for talking about care and facilitated the performance of care. It was instrumental for
managing the economic and cultural changes that threatened to destabilize daily life by helping
one fulfill their obligations to others. Money and monetary practices entailed calculations of gains,
but it was also money’s performative dimensions—its capacity to enact relatedness, prompt
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recognition, and grant intimacy, which I will discuss in detail below—which made having cash in
hand or in close circulation more important than purchasing health insurance for some.
It is important to make a distinction within the commune between wealth and money.
People became wealthy primarily through owning land or property, but that did not always mean
they had money in the form of cash on hand. Land had social and political significance (Tai and
Sidel 2012), and further, as an economic resource, it allowed families to grow their own food to
avoid having to purchase ingredients at the market. However, wealth through land or property did
not easily translate into daily cash flow. Land could be used to grow agricultural goods to be sold
at the market, and land could be used as collateral for loans or even rented out to those without
land, but these sources of cash were inconsistent, infrequent, or undesirable depending on the scale
at which they were using land in these ways. Daily cash flow was still needed for everyday
expenses such as for food items, gas, utility bills, phone bills, fixing up the house, paying off debts,
and socializing within the community—in other words, engaging in activities of household
maintenance and care for others. Families who were considered very wealthy in the district through
property ownership often still had to find other jobs in order to access cash to pay for everyday
necessities. As I will discuss below, health insurance and medical treatment also required cash,
and thus were in competition with these needs.

Domestic Triaging: Money for Anticipation
Limited cash flow meant that domestic triaging within the household was necessary in
order to manage uncertainty. “Domestic triaging” (Han 2012) refers to decision-making for how
resources in the household would be prioritized to care for some while necessarily neglecting the
needs of other family members. If money is used to pay for health insurance, it often took money
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away from other uncertainties the household was already trying to manage. Buying insurance
effectively meant handling one uncertainty, only to create more uncertainty in other areas. For
many residents, the uncertainty they faced involved household demographics. Household members
at different life stages required different forms of care which, in turn, necessitated cash: infants
and children were expected to be given care and educated until at least high school, after which as
young adults they lived in the family home and contributed their labor and income to the
household. As adult children, they were expected to marry and have their own children, and
eventually care for their elderly parents. The elderly stage of life was characterized by the inability
to work, physical weakness, and dependency on adult children for financial and care assistance.
While some financial needs could be predicted—like school fees, others were not and required
people to hold onto cash reserves as a precautionary measure.
The representation of health insurance posters of nuclear families did not reflect the reality
of the composition of people’s households. The demographic makeup of a household in the village
was often multigenerational, and thus multi-life stage. With migration out of the community on
the rise, the family members who stayed behind were often in charge of running the family
farmland, providing daily care to elderly parents, and childrearing.30 It was typical for workingage adults to forgo insurance coverage in order pay for children’s school fees, anticipate the care
for aging parents, and to oversee the family economy. Occasionally, the families with pregnant
women would purchase an insurance card in anticipation of using it to pay for childbirth. Whether
or not a person was insured was often less dependent on financial capacity and more on competing
demands to meet the needs within the household.
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Families without resources in the form of money or social connections in the city did not
migrate.
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On such example can be found with Mrs. Khánh, age 68, who I met while riding a familyoperated private van that transported people and goods between Ho Chi Minh City and the rural
district in Vinh Long Province three times a day. Many journeyed the four hours on this bus to
seek medical treatment at the central level hospitals in Ho Chi Minh City. Fittingly, Mrs. Khánh
had just finished her appointment at 115 People’s Hospital (Bệnh Viện 115) where she had been
having follow-up treatment for her heart for the last three years. and she was on her way home.
She invited me to her house to show me the pomelo orchards her adult children had planted on the
family land.
Upon arriving at Mrs. Khánh’s home a few days afterward, I was given a tour of the
orchards—some areas had mature trees while others were recently planted. Mrs. Khánh was living
with her youngest son, Tuấn, and his family of four. Vietnamese tradition dictates that the youngest
son in the family inherits the paternal parent’s house and land and becomes the primary caretaker
for parents in their old age. In total, the household consisted of Tuấn, his wife Như, his son (age
13), his daughter (age 4), his mother Mrs. Khánh and his father (age 80). When I spoke with Tuấn,
I learned that all the members in his household excluding himself and Như had health insurance.
Although Tuấn did mention knowing he should and probably would enroll in the future, there were
many things to attend to before they could think about health insurance. Tuấn and Như were
balancing a lot of uncertainty when I met them. Tuấn’s father was bed-ridden and had cognitive
decline so he was not communicating at the time. His mother, Mrs. Khánh, had health insurance,
but preferred to go to Ho Chi Minh City for treatment because she had a history there and was
familiar with the hospital routines. In going directly to a central level hospital in the city, she
bypassed the lower health facilities and would not have her treatment covered by health insurance.
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Tuấn wanted his mother to receive the care she desired rather than forcing her to use the
health insurance card, which would have required her to apply for transfer paperwork and not
always guaranteed to be approved. So he gave her money for her monthly check-ups and
medications in the Ho Chi Minh City. For his parents, he still continued to purchase health
insurance because he knew that having this would help to buffer any crises that had to do with his
parents’ declining health in the near future.
As for their children, Tuấn and Như’s son was in grade school and this required that they
allocate money to pay school fees and other education-related expenses such as in-kind gifts to
teachers so that their son would get their attention and help. Their main concern, however, was
their youngest daughter, who was born with cerebral palsy that affected her ability to walk and
mentally process information. Three times a week, Như or Tuấn would drive her nearly 30 km to
Vinh Long’s Provincial hospital for on-going exams and physical therapy. When asked about their
worries, both discussed their hopes that the intense therapy sessions would make their daughter
whole and give her a chance at having a relatively normal life. They told me that they could not
seriously consider purchasing health insurance for themselves when they did not know their
daughter’s trajectory of development and any associated costs.
While their money was constrained by the need to manage the health and individual needs
of the family, they also used a large part of their budget to invest in the family’s financial future.
The tilled land I saw during my tour was part of the four hectares of pomelo orchard Tuấn and
Như had recently changed over from growing rice paddies. They invested in the labor and
equipment to cultivate pomelos after seeing Tuấn’s brother and neighbors procuring large profit
margins from sales. At the time, the trees were merely shrubs, but when the trees matured and bore
fruit, the couple hoped to reap the fortunes and secure a better future for the family. When I asked
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how he felt about the new venture, Tuấn said he was not worried for the most part because he was
confident in his agricultural skills. From talking with neighbors and seeing them care for their
pomelo trees, he felt assured that he would be able to have a good harvest. The only thing they
both worried about were things out of their control or reasons unrelated to his talents, namely the
increasing salinization of the Mekong rivers where they sourced their water. The climate event left
him feeling vulnerable about how his new crops would survive should salinization become a
normal occurrence in their part of the Delta. Their worries about their livelihood and future were
clearly tied to the environment and political issues of Vietnam’s global integration.
Stories such as Tuấn and Như’s demonstrate how money was used to care for the needs of
the family according to the life course of each member in the multi-generation household. Tuấn
and Như out-right refused health insurance, as Tuấn purchased it for his parents and he was also
considering it as a future purchase for himself and Như. It was only at the current moment, when
they saw using their cash to pay for their own insurance cards would create more uncertainty about
properly caring for Tuấn’s elderly parents, their son’s education, and their disabled daughter
should something unpredictable arise. Money also helped Tuấn and Như enact care for current
family members and future family members through care of the land. Their decision to change
over their rice fields to pomelo fields demonstrates their aspirations for a better economic future
for their household and a temporal orientation towards the near future. Care materialized in the
form of domestically triaging their cash towards helping others rather than purchasing health
insurance cards for themselves.
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Investments in Relationships and Obligations: Money for Community
Đởi Mới policies produced an extremely precarious labor situation in the rural area as
shown by increased outmigration and the increase of informal labor (Cling, Razafindrakoto, and
Roubaud 2011). Relationships with neighbors and family mitigated the forces of economic
precariousness. Social relationships are a defining feature of Vietnamese life and money is a
primary instrument for mediating moral debt, sociality, and intimacy. If financing care through
health insurance was positioned as an investment (for the point of view of the state and
international development organizations), then this message did not translate to local residents in
the rural district of Vinh Long.31 Most respondents did not see health insurance as an investment
in their health; instead they saw it as a consumption item that was only necessary when the need
for medical treatment was on the short-term horizon. Health insurance was only useful then if they
knew they were certain they would use it to help them pay for medical treatments. It was better—
and most of the time obligatory—to not use money on oneself to purchase insurance, but to keep

31

Investments involved a financial return of their money, which became clear when community
members contrasted health insurance with life insurance. Similar to Cheris Chen’s observation in
urban China (2012), life insurance products were marketed as investments guaranteeing financial
return either to the policyholder should the policy reach term, or to their beneficiaries should the
policyholder pass away before the end of the term. In this way, clients saw it as a way to care for
their children should they pass away, and as savings if they were alive when the contract term
period ended. Few people in the village purchased life insurance because it was not financially
possible with the high premiums.
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money circulating as a means of investing and caring for community relationships.32 A famous
Vietnamese proverb declares “a neighbor nearby is better than a relative who is far away” (bà con
xa không bằng láng giềng gần), meaning that one should value those how are near them because,
should an emergency arise, neighbors will be there more quickly to support you compared to
relatives who are distant in terms of space and intimacy. In order to cultivate relationships and
cultivate the potential of relationships, money had to be spent.
One way to invest in relationships was to participate in informal economic exchanges that,
when successful, reaffirmed trust and social support within the community.33 These relationships
were never couched in terms that would denote a calculative rationality (tính toán) of a social
relationship, but terms denoting sentiments of love, good will, and care. For example, when I was
talking to my homestay mother about a situation in which she had given her daughter a loan, I used
the term “to borrow” (mượn) while describing the situation. My homestay mother abruptly
interrupted me and told me not to use the term borrow because it connoted a business transaction
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This is reminiscent of the anthropological concepts of “investment in social relations” and
“wealth-in-people” (Berry 1989; Guyer and Belinga 1995), wherein access to resources depends
on participation in social institutions, and power and status are mediated by the number of
followers, dependents, or affiliations a person possesses and cultivated by spending money,
respectively. As Jane Guyer has written about the term investments: “But once the concept of
investment is used for almost anything that offers some purchase or claim on the future, then the
old consumer classifications really break down. Tools; education; gifts in cash and in kind, large
and small; ancillary expenses to social participation such as transport or clothes for festivals:
they burst all the boundaries between consumption and savings that underlie Western budget
analysis” (2004:137–138).
33
Savings and thrift were enshrined as national virtues by Ho Chi Minh during the Communist
revolution which led to the state discouragement of feasts and festivals of life events where
monetary exchange took place (Truitt 2013). After liberalization policies were implemented,
researchers reported the return and rise of these celebrations (Luong 2010; Malarney 2002). In
my own research, having a savings was sometimes not seen as advantageous. It was better to
keep the money flowing whether it meant letting others borrow it, spending it on family
members, or letting it circulate in private-public banks. An informant described a financially
savvy woman in the district as someone whose “money was never free” (“tiền của bả không bao
giờ ở không”).
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in which she wanted a return. Instead, I was instructed to use to term “to give” (cho) which did not
imply calculation.
The purchase of insurance was weighed against participation in these exchanges. Nearly
everyone I met earmarked part of their earnings for economic activities that helped them to save,
allowed them to access credit when needed, and increased relational life—all of which also helped
to manage the unpredictability of rural life. These included participating in rotating credit
associations, and contributing monetary gifts at weddings, funerals, and death anniversaries
organized by family or neighbors.
Historically, Vietnamese do not have access to formal banking systems. Instead, the
dominant method for obtaining credit was through informal channels located within the
community (Román 2012). The most common of these are rotating credit associations (hụi). In
rotating credit associations, each participant contributes an agreed upon lump sum of cash to
contribute to a pot per month34 and each month one participant is allowed to cash out the pot. If
the association involves interest, then participants will compete each month by calling out higher
interest rates they will pay in order to access the pot for that month. The winner collects the pot
but must make payments with the additional interest for the remaining time period the rotating
credit association is still active.
Rotating credit associations had purposes that were both about financial calculations of
gains as well as the cultivation of sociality and mutual assistance or structured reciprocity.
Residents said that these credit associations were used as a form of savings, a way to socialize with
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In general, rotating credit associations payments and distributions happened on a monthly
basis for a year, but the time period was dictated by the members. During my time in Vietnam, I
heard of rotating credit associations that met every two weeks to every two months to collect
payments.
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family and co-workers, a convivial form of gambling, and a source for acquiring capital to do
business. As found by other anthropologists studying rotating credit associations (Vélez-Ibanez
1982; Geertz 1962; Wu 1974), they were seen as a form of informal insurance. I found that
residents preferred to participate in this informal financial activity over health insurance because
money was more flexible. Hụi money could be accessed within the duration the association lasted,
and the money could be used to meet any need—whether it was money to pay for new business
ventures, medical bills, school fees, etc. This money for hụi was not limited or constrained the
same way that money given to pay for health insurance was, which was sent to the central
government and could only be used for medical care at state hospitals, or may not ever be seen
again.
I must note, however, that these rotating credit associations also had a dark side, as interest
bearing associations bore winners and losers. In these cases, those who needed to access the credit
earlier had to pay higher interest rates for the remaining cycles. The money they lost went to those
who waited until the end to cash out their pot, in effect profiting from the others’ losses. Most did
not see a problem because the amount of money they lost was small (4-6% interest) and they
reasoned that the expense supported a friend. However, I did meet an uninsured woman who
participated in several associations simultaneously. She was a fish seller at the market and needed
regular access to cash flow. However, she had a difficult time making sales which put her in an
economically precarious situation because of her debt. She also had a series of misfortunes
including managing a chronic illness, a husband who also had chronic pain issues, and a daughter
with a young baby who was recently abandoned by her spouse. She had to call for the money in
her rotating credit associations early on and was stuck in a cycle of debt that consumed the money
she made selling at the market. In addition to winners and losers, the success of rotating credit
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associations was based on trust between members so that when an association finished its cycles
of lending to each member, trust was reaffirmed. As life became more uncertain in the village,
many described the anxiety they felt when hearing about associations that were broken because
someone had taken the pot of money and ran away (it was likely that these people had invested in
brick and ran from their debts when the brick industry collapsed). Nevertheless, rotating credit
associations continued to be a dominant form of economic activity that many found more
worthwhile for accessing cash and mutual social support compared to health insurance.
People expressed their relatedness through money when envelopes of cash were exchanged
during gatherings for life events called đám, which translates to ‘group.’ These include observed
events such as weddings, funerals, and death anniversaries. Envelopes of money were the main
gift given to the family organizing the event (along with time and labor of the invitees). Money—
how it was given and its quantity—was a marker of belonging. The rates expected from those
invited varied depending on how an invitee ranked in relation to the organizer and also the invitee’s
overall societal rank or status as perceived by the community, which usually was pegged to their
wealth. Generally, the scale followed kinship lines by degrees of blood and marriage relation (for
example, siblings were closer than cousins), then intimacy in friendship, and lastly, perception of
wealth/income. The going rates for 2016 in the countryside were: a very close family member
could be expected to give 500,000 VND (22 USD), a close friend, neighbor, or distant relative
200,000 VND (9 USD) and acquaintances 100,000 VND (4 USD). When I was invited to attend a
wedding of an acquaintance of my host family, I was told to give 200,000 VND because of my
status as a foreigner, which people in the countryside associated with wealth and privilege. At the
end of the event, the organizing family would count the cash and make note of each household that
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contributed. It was important to record the amounts given by whom so that later down the road, an
appropriate amount could be given in return when the invitee organized his or her own đám.
The reciprocal gestures during đám gave money its social meaning. Attendance and
monetary gifts helped to cultivate tình nghĩa—emotional feeling and intimacy—among family,
friends, and neighbors so that the relationships became characterized by care and sympathy. Even
if one did not feel emotionally attached to family hosting the đám, giving money and providing
one’s labor helped to maintain one’s kin and social networks as a source of support in the future.
In cases such as these, going to đám and giving gifts may not have been the true desire of the
invitee, but attendance by a representative of one’s house was obligatory. Refusal to attend an
event without a good reason was subject to moral judgement by the organizing family and
community, which resulted in strained relationships. People in the district often had at least four
đám per month, and sometimes up to seven or twelve depending on how deep their social or kinship
networks were. It was important for them to be full participants in these events, but it was also
equally important for them to bring cash as a gift to demonstrate and reaffirm their relatedness.
Relationships with others not only enriches social life or provides a means of informal
insurance; they also have been shown to be instrumental in navigating bureaucracy, building
businesses, finding jobs, and more in times of need (Luong 2009; Leshkowich 2014; Nguyen
2015).The maintenance of these relationships was sometimes preferred over buying insurance
because social relationships helped a person navigate the bureaucracy, particularly in the health
system. When people said that the bureaucracy was difficult they were not merely referring to the
filling out of forms or following the directions of policies. They were referring to the inflexibility
or poor attitudes of staff members who created an obstacle between the patient and the care they
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wanted. A good social relationship or friend who worked in the health facility could always
overcome this inflexibility.
For example, having a family member or friend who worked at a health facility was
beneficial if the patient needed to process paperwork. Because the state’s health care system was
organized hierarchically, people naturally believed that higher level health facilities had better
doctors, better medicine, and more guarantees to cure an ailment. However, in order to seek
treatment that would be covered by health insurance at higher level hospitals located in provincial
cities or Ho Chi Minh City, patients had to acquire approval paperwork from the lower health
facilities to be transferred. What was complicated about this was that if a health care worker
decided it was not necessary to transfer someone—that the lower ranked health facility could
handle the procedure or treatment, then an approval would be difficult and unlikely. Hospitals were
also incentivized to treat patients because transferring patients to another hospital meant that the
health insurance payments would also be transferred to the new hospital. The facilities in the lower
levels became gatekeepers to patients seeking upper level treatment and having a social or kin
relation who worked in or knew someone at a health facility could overcome the staff’s
inflexibility.
How people used money and what it performed, is thus best understand as decisions
oriented towards care, relationality, and collectivity in the near future. Money spent on or
circulated through others was carried out through sentimental and obligatory terms. They had the
effect of investing in people as these relationships could offer some claim on the future. The
potential for cultivating relationships through money was more valuable than purchasing a health
insurance card.
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Weighing Uncertain Health Vulnerabilities: Money for Recognition
Illnesses serious enough to require prolonged hospitalizations created situations of
precariousness for families. The increasing cost of illness, and the limitations of the Vietnamese
health system, required people to borrow. In this case, cash—rather than insurance—helped
patients and their families gain recognition as more than just patients to medical staff. When
dealing with a grave illness, cash helped alleviate the anxieties of the patient and family because
it was a quick way to establish a more intimate relationship with doctors in charge of their care.
Residents judged their illnesses by the level of uncertainty and acted accordingly.
Symptoms denoting common illnesses such as colds, coughs, or aches had little uncertainty and
were generally taken care of by a trip to the pharmacy or by using natural home remedies.
Treatments that required surgery were the most uncertain and family members used everything
available to them to alleviate uncertainty in their efforts to give the best care possible to their kin.
Often, this meant the family would prepare to pay out-of-pocket directly to the hospital, make use
of the private wards, or present doctors with envelopes containing an informal payment.
While waiting in the outpatient waiting area at the provincial hospital, a man named Quân
overheard my conversations with patients about how they managed their health. He chimed in,
explaining that he was at the hospital today for his monthly check-up to refill his diabetes
medication. He was a grade school teacher who also owned rambutan orchards. Quân had
insurance because he was a state employee, but he was very particular when it came to using or
not using his insurance card for medical treatment. Before arriving at Vinh Long Provincial
Hospital, he went to a private doctor’s office, which did not accept insurance, to get his lab work
done. He then he shared his results with a friend who was a doctor, seeking a second opinion. Next,
he gathered all the paperwork and results in advance so that when he arrived at the provincial
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hospital, all he needed was the slip to pick up his diabetes medicine. He thus avoided part of the
long wait associated with getting lab work done at the provincial hospital. He complained about
how overloaded the hospital was with patients, making it impossible for the staff to conduct quality
checkups. He believed they were merely going through the motions to get through as many patients
as possible, so it was incumbent on patients and their families to be pro-active as a way to mitigate
uncertainty. He told me, “Health is above the rest, so we have to take care it of ourselves (vì sức
khoẻ là trên hết, cho nên mình tự lo cho mình thối). However, because he had a chronic illness and
knew he would have to take and pay regularly for medications, he decided to use health insurance
to cover this, even if it meant he had to come back every month and wait to see a public doctor.
This kind of calculative reasoning with money also reflected how he managed the health
of his family. His household consisted of himself, his two sons (grade school age), his mother (age
66), and his father (age 69). In 2013, he dealt with three health crises: his father was diagnosed
with prostate cancer, his mother with breast cancer, and his son had appendicitis. All three required
surgery, but Quân did not treat all surgeries equally. He explained, “My parents’ surgeries were
life and death, so we paid our own money out of pocket.35 For my son, taking out an appendix is
very simple and is a minor surgery that is very common so we used health insurance. We have to
be aware of what is dangerous, and that’s when we use money” (Mình phải nhận thức biết cái nào
nguy hiểm mới dùng tiền).
As he also explained, direct payments in cash changed the relationship between the doctor
and patient. Quân continued,

35

In terms of paying out-of-pocket, he most likely used the private ward (khám dịch vụ) of the
public hospital.
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“If you put out your own money, you will not lose time. Paying for surgery out-ofpocket will get you seen more quickly. If we already know what the problem is,
then we want to start surgery quickly so our health doesn’t deteriorate while we are
waiting. When you pay with your own money you will be seen as a blood relative,
the doctor will care for you more, and your health will be safer” (bác sĩ sẻ cơi như
con ruọt, nên se quan tam hơn, và sức khoẻ se an toàn hơn).
Money was a quick way to gain intimacy with doctors, which increased caretakers’ feelings
of security that their family member would be well taken care of.
To pay for these consecutive surgeries, he used all the money he had saved and he borrowed
about 70-80 million VND (~3,111.11-3,555.56 USD) from relatives, promising to pay them back
after the rambutan harvest. All the family members survived. When I pressed about why he had to
pay with his own cash in these situations, he explained it as a mentality (tâm lý) of Vietnamese
people to believe cash and intimacy brought security in highly unpredictable situations. However,
he did acknowledge the injustices associated with this type of monetary practice for people who
could not afford or did not have the social resources to use money to mitigate uncertainty. He
explained, “the people who buy voluntary insurance or the ones who purchase through familybased enrollment often do this [choose when or when not to use health insurance to pay for care],
but people who are poor do it less. For them, they must take life as it comes” (Để tới đâu hay tới
đó). With money, caretakers and patients no longer felt like passive recipients of fate. Payment
using their own cash made patients and their families feel like they could overcome fate by
compelling doctors to treat them like kin. Although it was not economically rational, it was
reasonable given the uncertain circumstances of illness and the limitations of the Vietnamese
health system.
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Households and communities like Quân’s provided the social and economic resources for
people to manage the precariousness of economic and health care restructuring in post-reform
Vietnam. Money was an important mediator and facilitator of care as people practiced domestic
triaging to meet the needs of others, participated in community-based activities to enact
reciprocity, and sought recognition from health care professionals to obtain better care for
themselves or their loved ones when in dire health situations. These forms of caring were attuned
to people’s present circumstances and also encompassed the terrain of the near future as they
planned and engaged in struggles to meet specific obligations to the ones around them. For these
reasons, the use of their cash to purchase health insurance was not part of their economic or caring
repertoire.

Buying Health Insurance: An Emerging Expression of Care and Ethical Sociality?
If not buying insurance meant using one’s money to prioritize relatedness, care, and
belonging among kin and community, then what did prioritizing health insurance signal? One
interpretation may be that health insurance will bring out subjectivities attuned to individual selfresponsibility—as found in most insurance research in European and North American contexts—
especially since its implementation coincides with Vietnam’s reforms towards global market
integration. My ethnographic material, however, tells a different and more surprising story.
Although people purchasing health insurance acknowledged its monetary benefit for themselves
and even took the time to calculate it for me in discussing hypothetical situations, they also
grounded its value in culturally specific spiritual and ethical orientations towards the care of others.
To repeat Bloch and Parry’s poignant insight, money does not give rise to a particular world
view, it is world views that “give rise to particular ways of representing money” (1989:19). In the
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previous sections, I discussed how an orientation towards the collectivity and the maintenance of
social ties were major reasons for not using one’s cash to buy health insurance. I now turn to people
who actively purchased health insurance, meaning that they voluntarily bought it without being
under threat of illness. I trace their reasoning process through analyses of how they represented
the money they used to purchase insurance. Appadurai argues that participation in exchange does
not mean that “every act of commodity exchange presupposes a complete cultural sharing of
assumptions, but rather that the degree of value coherence may be highly variable from situation
to situation” (1986:15). Despite the ways in which health insurance was represented by the state
and official rhetoric as a form of national reciprocity and investment in a socialist nation, a
justification people shared with me for buying insurance involved acquiring peace of mind and an
ethical orientation towards others through charity and benevolence.
For people who purchased insurance voluntarily, the insurance card was valuable even
when the monetary amount it might actually materialize was unknown. They defended their
decision to continuing purchasing insurance even amidst criticisms from friends and neighbors
who felt insurance was a waste of money. Thủy, age 52, only owned the land her family’s house
was built on, so her main source of income came from being hired to harvesting coconuts, which
was not steady. When clients or neighbors called, she and her husband would climb up the trees,
cut the coconuts, and leave it by the riverbank for agricultural traders to pick up. Unlike those
whose houses were made of brick and concrete, her limited income only allowed her to build a
home from wood panels that were at risk of collapsing in a bad storm. Moreover, her home was
located off the beaten path in what the government would characterize as a hard to reach place
(vùng sâu vùng xa). My research assistant and I were lucky enough to find her home, but as the
interview progressed the weather turned on us and a torrential tropical rain came down. We could
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not leave because our motorbike would not make it through the slush of mud between Thủy’s
home and the nearest thin strip of cobbled concrete slabs leading back to the district’s main road.
Thủy and her husband did not drive and did not own a motorbike, which meant that they had to
walk or take a motorbike taxi to where they needed to go. Despite her low socioeconomic status,
Thủy was adamant about keeping herself and those in her household continuously covered. As she
explained:

If you have health insurance, then whatever illness you get, insurance will help
you. If you encounter any illnesses, where will you get enough money to pay for
things? Insurance is 621,000 VND (27 USD), and if you don’t get sick, the
better. People tell me, my gosh, lady, you buy insurance and you don’t spend it
at all [as in did not take monetary advantage if it, or what insurance industry
speak describes as moral hazard], you didn’t get any medicines. Well the less
medications I get, the better! Right? The less I have to use health insurance the
happier I am. I’m not going to wait until I need medical treatment to get health
insurance. I buy it and I am even happy to not use it because I did not get sick or
experience a misfortune. Oh my god (trời oi), it’s 621,000 VND for a year, why
would I be eager or greedy (ham) to get sick? I can’t believe these people, but
no I’m not like them. I’ll buy insurance and then I’ll pray that I don’t get sick at
all during the year and all I did was put out 621,000 VND, and if I don’t get sick
I accept it. People say it’s a waste of money if you don’t get sick, but if you don’t
get sick then that means you were good and healthy, there’s nothing to be afraid
of.
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Thủy’s comment summarized many of the reasons for buying health insurance shared by others.
For them, insurance was money. Money that would be quickly available should an accident or
illness strike. The temporal gap between insurance and the potential sum of money it could be did
not exist. Additionally, it was no longer necessary to be sick to have health insurance because the
price of the card was worth the peace of mind it gave to the insurance card holders. As Thuy
implied, paying the 621,000 VND was like payment to compel the spirits to keep you healthy, as
she prayed to keep her health alongside spending the money for her health. Other supporters
reasoned a hospitalization would likely cost more than the full price of one hospitalization. Many
used the phrase để dành to describe the reason for buying health insurance, which means that it
was purchased to saved, held onto or put away and reserved for the unknown future.
While the strong themes of nationhood and national futurity of the state campaign were not
mentioned by community members as a reason for purchasing health insurance, they did reference
the importance of sentiment as a driving force for supporting health insurance. While I was
interviewing a state insurance seller at a local roadside café, some patrons who knew her overheard
us and began complaining to her about how medicines covered by health insurance were not
effective at curing their sickness. As she was being bombarded by questions and criticisms about
insurance, another woman interjected, saying to the crowd, “Before you jump to any conclusions,
you have to think about the other side. If you have a serious illness…[inaudible], you’ll surely die.
Sure, right now you don’t want it. But if you buy it, then the strong person can protect the person
who is sick and ill, it’s a back and forth giving. Insurance is a thing for people to love and support
each other” (mình có cái sự là thương ngừoi giúp đở nhâu). Health insurance helped to scale up
the socially valued sentiments of care and support for one’s fellow people. This love was not just

216

based in a small community one was intimately familiar with, it became framed as a generalized
form of care for a larger community.
Cosmological explanations helped to justify the purchase of health insurance alongside its
economic benefit. The money paid for a health insurance card tied one person to another not just
through reciprocal relations, but also through direct distribution to the indigent. A surprising
answer I received as justification for buying insurance was if the policyholder did not get sick—
and thus did not cash out the benefits for medical treatment, then the premium paid should be
viewed as a form of charity (từ thiện) given to people who are already suffering.
Acts of charity have historically deep roots in Vietnamese ethical and spiritual philosophies
of Confucianism, Buddhism, Taoism, and animistic belief36 (Nguyen-Marshall 2008), and the use
of money to relate to the spiritual world is a common practice in Vietnam (Truitt 2013; Kwon
2008). Confucian moral doctrine describes giving—especially from those in a higher position or
social rank to those in a lower or weaker position—as an act compassion that demonstrated the
benevolence of the giver and increased his or her moral authority. Likewise, giving is an important
value in Buddhism, where the “self” is connected to everyone and everything else. What a person
does not only affects themselves but can also affect others around them including future children
through karma—the notion that all actions contribute to one’s fate. People can improve their
karma, and thus their fate, through acts of goodness, charity, and compassion. People in the
Mekong Delta showed their spirituality not by making official claims to religion, but through
everyday practices and repertoires that oriented oneself to others in Vietnam (Kelley 2006; McHale
2004). By conceptualizing their motivation in the context of charity, insurance, as a novel practice
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The Mekong Delta region itself has been argued to be a frontier zone where many spiritual
beliefs intersect (McHale 2004).
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of finance, became embedded in these longstanding spiritual and ethical frameworks. It provided
the conditions of possibility for seeing the unremarkable act of paying for insurance (using one’s
money) as a vehicle for doing everyday good works.
Charity was not solely about helping others, it also established the moral virtue and moral
authority of the giver. People took great pride in sharing stories with me about situations in which
they were involved in helping others in times of great need: schoolmates and teachers organized
to help a fellow classmate purchase health insurance so that he could continue to be enrolled in
school, a community member collected money from her neighbors and networks in Ho Chi Minh
City to help a poor woman battling breast cancer, or a village worked together to submit a dossier
for a family to feature their financial troubles (which often have to do with health related issues)
on charity TV shows so that the whole nation can donate to them. Even the staff at the hospitals
where I carried out my field work had an ongoing fund they contributed to in case a co-worker met
with financial trouble.
Several health care professionals told me participating in health insurance was even better
than a rotating credit association because health insurance was a form of charitable action with
wider reach. Rotating credit associations only helped the individual and the individual’s small
social circle, while health insurance was a more generalized form of helping others who were in
difficult health and financial circumstances. By employing these terms, they moralized health
insurance by emphasizing its charitable characteristic, rather than its reciprocal characteristic, as a
frame for understanding the value of health insurance.
Benevolence is expressed in the popular Vietnamese proverb làm lành, lánh dữ, which
translates to “do good, do no harm, and avoid evil.” Although state health insurance sellers were
tasked to insure the community, they tried to conduct themselves in a way that did not bring harm
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to villagers under difficult circumstances. They inhabited what Kekvliet calls the “in between
terrain of ‘everyday politics’” which involves trying to live within or modify policy in a way that
is a non-confrontational mode of undermining the system (1995:400; Kerkvliet 2005). Many
acknowledged the hardships the universal coverage policy and family-based enrollment mandate
made for families who were too poor, had too many people in their household, or in too dire of
economic situations to use what little money they had to buy health insurance. State insurance
sellers sympathized with these families and tried not to press insurance upon them further.
In the times when they encountered someone in an uninsured household who actually
needed serious medical treatment but could not mobilize enough money to buy insurance for their
entire household, the insurance sellers tried to help them. Insurance sellers were creative in looking
for flexibilities in the law they could use for the family’s advantage. One prominent strategy was
to have the family enroll all at once for a three-month health insurance plan—the shortest duration
and cheapest available option. When it came time to renew at the three-month mark, the family
was advised to only renew for the ill family member, which was still legal under the law of health
insurance. As part of the transition phase to universal coverage, the health insurance policy allowed
those who were already holding an insurance card to renew as individuals once their expiration
date came up. Sellers then used this to their advantage to help out families who were dealing with
serious illnesses and needed the financial assistance.
Peace of mind, benevolence, and acts of charity to establish moral virtue characterized
some of the surprising reasons that emerged when people justified their purchase of health
insurance. As an emergent commodity, health insurance became localized and took on meaning
reflecting specific Vietnamese historical, cultural and ethical orientations. The money used to
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purchase insurance was conceptualized as a medium through which to enact a new form of
generalized assistance for others who imagined to be going through difficult times.

Conclusion: The Morality of Insurance
Can insurance be studied in a way that does not subject findings to the theoretical baggage
of risk? In this chapter, I have shown how Vietnam’s near past has created precarious conditions
for its people in the present. These conditions, in turn, have limited people’s ability to plan beyond
the near future due to various ongoing structural changes. This was especially true for those I
encountered in the rural district of Vinh Long Province, where the country’s integration into the
global economy has changed the structure of labor and the economy of households.
In this chapter, I explored rural Vietnamese responses to health insurance through the lens
of money. I analyze the ways people conceptualized and used money not just for transactions
involving health care, but for other demands in their lives including daily survival, short-term
planning, spiritual and relational life. For people living in this rural district, the decision of whether
or not to purchase health insurance was framed by state insurance sellers and health care
professionals as a way to mitigate the risk of the financial burdens of illness; however, in reality,
the decision to purchase health insurance was not made within a limited purview consisting of only
health concerns. Health insurance required the use of money, and money was a polysemic object
for community members. Money was a critical mediator for relational life in the context of an
unstable economy and unstable social life. Their concerns about these uncertainties surfaced in
how they discussed their experiences with handling cash, where they used it, and what it helped
them accomplish. Money gave people access to relations that could buffer them from perceived
vulnerabilities as people faced the uncertainties engendered by increasing globalization.
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As a result, discussions about health insurance were nearly always met initially with
discussions about money. People who rejected insurance often saw a health insurance card as a
waste of money because it was better to use their cash in other ways that gave them some purchase
on building stability in the near future. Generally, this involved meeting familial and relational
obligations or spending their cash on proper ways to care for members of their households. People
who willingly purchased health insurance saw it as a productive commodity: first in its ability to
represent money, if only in potential, which helped to cultivate peace of mind as health care
became more expensive. Second, in its ability to perform new forms of social care based on
Vietnamese religious and ethical cosmologies about charity and benevolence.
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CONCLUSION: The Social Life of Health Insurance
Since returning from the field, digital forms of communication have allowed me to keep
up with the lives of the people I had grown close to in Vinh Long Province. Not much has
drastically changed as the families I met continue to farm, sell their goods in the market, or offer
themselves for hire for seasonal work. growing rice and keeping track of its market price through
state television. Many began storing water in the middle of the dry season as a reaction to the
previous year’s salinization disaster in the Mekong. Fortunately, it did not reach Vinh Long
Province, so the farmers did not suffer the financial hit of a ruined season. The provincial hospital
in Vinh Long city opened a new modern facility in March 2018. The new building is over double
the size of the old one with nine floors and 800 additional beds to the 600 in the now old wing.
Likewise, I have also been able to track the public life of universal health coverage and
health insurance in global health. The call for universal health coverage and investing in health has
continued to grow and become stronger. Support has grown for UHC as an organizing concept in
global health. It has been incorporated into the United Nation’s Sustainable Development Goals
(SDGs), which is the new iteration of the organization’s Millennium Development Goals (MDGs).
Just as the MDGs were heavily incorporated and drawn upon in international and national planning
conversations in the past, it should be of no surprise that new forms of measurement and evaluation
will also emerge based on the SDGs. Concerted public relations campaigns have also increased.
In 2017, the United Nations and the World Health Organization dedicated December 12 to be
International Universal Health Coverage Day. Organizations that have joined the “movement”
were urged to mobilize local events and share stories about UHC progress in their own countries.
The rights-based rhetoric has become invigorated. The text on the UHC website explains that “no
right is guaranteed until people fight for it” and urges the public to “demand political action” to

222

promote universal health coverage among their legislators (www.uhc2030.org). The movement—
if it can be called as such—appears to be spearheaded by development organizations, though the
onus is on the public to initiate and secure. It is a movement that originates from above rather than
a true social movement that begins at the grassroots level.
One important goal of The Social Life of Health Insurance has been to ask why health
insurance continues to be touted as the financial tool for achieving global health goals, despite the
controversial experiences of many countries with longstanding insurance systems. It is difficult to
deny the suffering that can emerge when out-of-pocket costs drain people’s savings or force the
vulnerable to sell land or assets in order to pay for medical care. Didier Fassin argues in his work
on humanitarian reason that representations of suffering can mobilize moral sentiments of
compassion, indignation, and care. These moral sentiments have political value because they can
justify specific forms of intervention (Fassin 2012). For the case of health insurance, the
justification is due in no small part to circulating statistical information arguing that over 100
million people are pushed into extreme poverty due to health care costs, and over 800 million
people spend at least 10% of their household budgets to pay for health care. The campaign for
universal health coverage as part of humanitarian reasoning makes it easy to focus on simple
measurable benchmarks such as population health insurance coverage to assess whether UHC is
being reached. The pooling of funds to spread this risk financially across the population can only
go so far however if the realities of the health system itself are ignored.
Moral reasoning in global health narratives about health insurance has perpetuated
assumptions about people who do not purchase it. In Vietnam, the state argues that it is the
Vietnamese habit that must be tackled, and frame the problem as an issue of the mind or culture
as a barrier to insurance enrollment. What this project shows, however, is that it was easy for state
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workers to direct attention to people’s personal characteristics as the causal factor in failures to
purchase health insurance. It is more difficult to acknowledge and change the historical and
structural conditions that limit people’s health care options and their economic opportunities. The
government’s attempts to offer discounts for additional cards and shorter coverage durations at
lower prices did not matter if using health insurance forced people into certain “routes” of care
that are incommensurate with how they anticipated for and enacted proper forms of care.
As I completed writing this work, Vietnam surpassed its 2020 goal of 80% health insurance
coverage with 86.4% population participation as of the end of 2017 (Nhan Dan Online 2018). But
coverage is a narrow marker for success. It is important to be sensitive to how this goal was met
and whether or not people’s health care experiences have qualitatively improved. Many of my
interlocutors attribute the increase in coverage to people’s fears about the cost of illness due to the
recent price increases for medical treatment. If this is true, then the methods for reaching coverage
were punitive, with those in more precarious circumstances bearing the financial brunt of policy.
People felt more at risk because the state increased the risk of medical impoverishment as a strategy
to insure more people. Fear became the motivating factor animating their decision to purchase
health insurance. Is fear an ethically appropriate way to advance UHC and health financing,
especially for financially precarious populations?
Although Vietnamese may be coerced into purchasing health insurance, this study shows
that many buy health insurance knowing they may not use it in the event of an illness. This
behavior should alert us to a serious problem in the implementation of UHC. The people of
Vietnam know all too well that coverage does not entail access to services given the stratified
health care system of Vietnam. Without much of a political voice on state affairs, community
members can only circumvent the failures of the state-based health care. These actions
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unfortunately contribute to the growing inequity of the entire health system. It is difficult, however,
to lay blame because choosing to use the on-demand service wards was part of the moral duty to
provide good care to the family members.
There does not appear to be any measures in place to fix the inequitable two-tiered system
in Vietnam. Instead, the newest development for solving problems in the health system has been
national electronic health records system. Each individual who has ever enrolled in health
insurance will have their information collected and monitored through their individual health
insurance card. Government officials argue that the use of information technology will allow the
state and hospitals better regulatory capabilities, which will save them money. Electronic records
will hold data on past health information and patient insurance benefit level, while synchronizing
data across the country’s 63 provinces. State media argue that electronic records will be useful for
preventing fraud in health insurance, the avoidance of duplications of cards, and it also monitors
if insurance cards are still valid. In reading these articles, I am skeptical if this digital monitoring
will actually contribute to improving health outcomes, saving people money, or changing the
overall experience of being sick in Vietnam. More likely, these new regulations simply add another
layer of bureaucracy for those who are already insured and trying to get care.
Ultimately, this project asks, does health insurance in Vietnam help people obtain good
care? The ultimate goal of financing should be to enable good care. As other anthropologists have
argued, good care is a problem—one that requires iterative reflection and response to changing
conditions. Although this project is about health care in Vietnam, it should be clear that for
Vietnamese, care is not only the domain of physicians and nurses. Moreover, care should not even
be limited to a situation when someone is ill. Vietnam has firmly moved away from the state and
targeted the family as the primary givers of daily care both inside and outside the hospital ward.
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Good care for Vietnamese involved enacting social belonging, reciprocity of moral debts, and
taking on a large portion of responsibility for making decisions for the sick person. Good care also
involved managing risks for the patient and the family unit. The technocratic approach to risk
management which the proponents of health insurance take does not account for the myriad of
ways local people calculated and managed risk.
In light of these findings, certain questions regarding health insurance should be asked by
planners: does health insurance, as it is implemented, place people in a position to receive good
care for themselves or offer good care to people for whom they are responsible? If UHC is here to
stay, is there a way to better integrate health insurance into people’s economic repertoires? Can
health insurance be provided in a way that is not ultimately punitive to those who cannot afford it?
Throughout the preceding chapters, I have proposed a new understanding of health
insurance by situating this financial technology within its full social context. Vietnam is an ideal
case study for understanding the social dynamics of health insurance implementation under the
UHC banner. In Chapters 1 and 2, I showed how health insurance became globalized through the
circulating concepts of universal health coverage and the call for low- to middle-income countries
to invest in health. In Vietnam, “investment in health” translated into the further retreat of the state
in the health system as the government shifted funding to become a payer and regulator rather than
a provider of health care. The ongoing structural precariousness of market integration and health
system stratification lay out the conditions and parameters for acting and conducting oneself with
others. In Chapters 3, I examined how health insurance circulates through media reports and
propaganda posters, specifically at the idealized state rhetoric through which health insurance is
embedded. The state draws on socialist affect to link health insurance participation as a form of
meeting community responsibility, mutual care and national belonging.
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In Chapter 4, I reiterated that the focus on the future of health insurance allows state
administrators to side-step the economic and health care difficulties community members face in
contemporary Vietnam. I presented the experiences of state health insurance agents and the
community that must confront the inequalities and failures of the health system. with a discussion
of time and temporality, showing the different temporal regimes of insurance, and how its own
temporal regime does not always match with the time frames and time horizons of community
members. Beginning in Chapter 5, I used my ethnographic data to reveal how the rhetoric
discussed in the preceding chapters played out in reality among kin. Concepts of moral debt form
the basis for belonging and exclusion among households and society. Through the family-based
enrollment policy of UHC, health insurance becomes a social technology that coerces people to
enact care and belonging. Care and belonging, however, are not natural givens, so health insurance
coverage can signal a breakdown in social relations. The state’s use of intimate kin relations to
further their policies demonstrates the ability to ignore household dynamics in the name of
achieving universal coverage. In the concluding sixth chapter, I used the object of money as a
vehicle for understanding the moral economies of belonging in Vietnam. I showed how people’s
decisions of whether to participate in health insurance are a product not only of how they
interpreted the uncertainty of situations, but also how they interpreted opportunities for symbolic
belonging. In calling this project The Social Life of Health Insurance, I foreground the importance
of investigating how health insurance circulates through discourses and practices of development,
planning, time, and care. Health insurance’s financial protection properties continue to be an
important characteristic to Vietnamese, but there are many other underlying factors.
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Ethnographic investigations can show how global health policies for health insurance are
translated into domestic policies, and then how they fit or do not fit into people’s everyday lives.
Throughout, my aim has been to show how health insurance is imagined in everyday life and
public culture in Vietnam. In the process, health insurance has become incorporated into complex
and sometimes contradictory ways in practices of care and future making. At the community level,
people’s responses are neither wholly about finances or the pressure of cultural structures. Rather,
they attest to the ways in which people conceptualize proper forms of care or proper forms of
conducting oneself among others under situations of precariousness about the future.
There are several areas the project did not address that may be important mediating factors
that may deepen our understanding of health insurance in Vietnam. First is the political power of
the medical community in influencing health insurance reforms in Vietnam. As a major
stakeholder, the medical community will be greatly affected by structural changes in health
financing. Although laws are promulgated through a top down process in Vietnam, I was able to
witness a few meetings where the opinions of non-government organizations were solicited prior
to the launch of the family enrollment policy in 2015. These groups involved heads of hospitals,
international consultants, and several leaders of the country’s unions. It was difficult, however, to
ascertain what concerns were considered during the creation of the law and the connections
between the medical community and legislators. Whose interests
Second is the effect of gender on health insurance and the overall production of household
health. Many researchers have rightly pointed out how structures of gender factor into health
behaviors and health outcomes in Vietnam (Soucy 2012; Werner 2002; Pashigian 2002; Phinney
2010; Phinney 2008). The production of household health often lands squarely on women in
Vietnam, who provide daily care to children and the elderly while balancing the household
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budgets. Women are the primary decision-makers about health in the home and there may be
gendered patterns regarding the purchase of health insurance. In other country contexts, significant
differences in insurance status are associated with gender and marital status though few have
offered explanations for these differences (Boateng and Awunyor-Vitor 2013; Dixon, Tenkorang,
and Luginaah 2013).
My ethnographic material demonstrates that Vietnamese are very much willing to borrow
money, sell assets, and utilize the resources at their disposal to obtain the best care they can for an
ill family member. They are also willing to take economic risks to secure a future for their family.
But these actions are conditioned on the ability and willingness to enact forms of care and
belonging that tie people to their household and neighborhoods. These relationships involve a
complex exchange of emotion, money, and gifts. Those who do not properly enact belonging may
experience social abandonment or social exclusion. However, they still deserve care, and should
have access to health insurance if this is the primary avenue in which to obtain it.
Ultimately, what this project shows—as a contribution to an anthropology of health
insurance—is that the quest to provide financial protection for health care cannot be divorced from
people’s experience with the health system and how people manage economic life. To see health
insurance as separate from the health system can lead to blatant disregard of how local people
experience illness and what they must do to obtain the care in the health system. Outside of actually
dealing with medical expenses, a focus on health insurance as a risk management tool ignores the
ways people shoulder risk, precariousness, and crisis in their daily activities. They weigh many
options of resources including social relationships, money, and assets.
In reports written by planners, health insurance is seen as a neutral financial instrument—
a means to pay for medical care. This technocratic approach to solving the problem of how to pay
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for medical care is culture free and transferrable to other countries and cultural contexts. In reality,
health insurance everywhere is a politically and socially fraught process because it heavily dictates
the course of care. As this study shows, health insurance enters into people’s various and
complicated repertoires for managing risk.
Consequently, this is a study of the social and cultural dimensions of health insurance on
the one hand, and a study of culture and economic life in Vietnam as viewed through the lens of
health insurance on the other. People’s decisions to participate or not in health insurance involved
much more than concerns about financial protection in the context of medical treatment. The
actions they took were often in response to the rapidly changing circumstances of the health
system. They focused on how to meet expectations, take advantage of opportunities, and anticipate
forms of care in an increasingly uncertain economic terrain and stratified health system.
Sometimes health insurance helped them accomplish this by saving them money for care, or as a
gesture or token of care to another. Other times, it became an obstacle to care because of the
bureaucratic hoops it required one to jump through.
Anthropologists studying health have long emphasized the cultural embeddedness in the
human experience of illness and healing and are thus poised to offer substantive insight analyzing
the assumptions that undergird health care both locally and globally. As health insurance touches
upon issues regarding the temporality of care, anticipatory forms of care, and the social meanings
of exchange, this institution and its underlying philosophy should be no exception to cultural
analysis and critique.
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