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Abstract

Death acceptance (DA) is a process of spiritual transformation that uproots fear of dying. Research on DA
to date, situated in nursing, largely examines DA through the lens of individuals—conceptualising DA as
an internal, cognitive process. Existing literature tends to overlook the social and embodied dimensions of
DA. This study addresses this gap by shifting the lens toward anthropology, analysing how living as a
community impacts the DA process at Arokhayasala, a Buddhist temple hospice for cancer patients in
northeast Thailand. This thesis examines DA through the analytic lenses of body, space, and community
to draw attention to the phenomenological training of DA through somatic experience, symbolism, and
institutionally mediated power within the collective. Following a grounded theory methodology,
semi-structured interviews with the community’s ‘experts on dying’ and participant observation of
communal life were conducted to examine how social dynamics, shared rituals and practices, and
sociomaterial factors shape the DA process. The data reflect that at Arokhayasala, DA is an active,
embodied, and participatory transformative process—a ‘skill’ to be continuously developed through
practice. DA is produced socially through ritualised exposure to death and dying, including communal
chanting for dying patients, open-air cremations, and symbolic death rehearsals. Developing emotional
resilience through chanting and meditation is crucial to DA because it equips individuals with tools to
manage their fear of pain, which underlies fear of dying. DA is a sociomaterial process; it is actively
shaped by Arokhayasala’s ‘spiritually engineered’ environment—from its pyramids to its funeral pyre.
The act of giving manifests as an outcome of DA practice and as a mechanism for developing DA through
karmic cleansing. Arokhayasala’s ‘frameless, freedom, flexible’ model both empowers individuals with
opportunities to give and relies on communal participation in caregiving to function smoothly and to
facilitate continuity of care and home deaths. The DA process cultivates a ‘culture of giving” which cares
for the ‘social body’ and maintains social harmony. Arokhayasala embodies a ‘compassionate
community’ where the production of DA responds to the demands of Thailand’s ageing society by
redistributing end-of-life care responsibilities away from the hospital and into the community, challenging
the dominance of wider biomedical paradigms and offering a counter-hegemonic alternative to the
over-medicalised death. The communal practice of DA at Arokhayasala resists biopower in what this

study introduces as ‘dyingpower’—the reclamation of agency over the dying process.
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Introduction

Meditating at the Pyramid on “wan pra” (Buddhist observance day)

On every Buddhist Observance Day (“wan pra”)—falling on the new, full, and quarter moons—the
Arokhayasala community gathers beneath the temple’s largest pyramid for a Buddhist chanting and
meditation ritual. The teakwood pyramid’s square base is elevated off the ground by nine tree trunk pillars
supporting two upper floors used for meditation. The design at the base is bordered only by low concrete
seating, drawing in the surrounding nature, creating an open, airy, and sheltered communal space. The
tropical environment is characterised by vivid greenery, lotus ponds, fruit trees, and vegetable patches,
with pyramids, Buddhist structures, and thatched-roofed bamboo huts dotted around the forest.

At 4pm on the first wan pra of the year, the pyramid is crowded with patients, relatives, staff
members, volunteers, and dogs. Some people sit on the wall and the rest sit on bamboo mats on the floor,
passing around orange and yellow books with Buddhist chants inside. The atmosphere is upbeat and
jovial. There are smiling faces and laughter everywhere, typical of communal gatherings at the temple.
The community sits facing toward a smaller pyramid, where, out of sight, the abbot “Luangta” (liiang
dtaa) is lying down inside. Luangta is still immobilised after his stroke six weeks prior and is being
closely attended to around the clock by a team of alternating staff members. With confidence and

conviction, Mhor Oat begins the Buddhist Observance Day (wan pra) ritual with a speech:

Today we are focusing on meditation, focusing on our breath. These things will help. When the time comes,
even medicine cannot help. No matter how strong the morphine is, it cannot help. There will be suffering.
Therefore, medicine helps us in part but we also have to help ourselves. Today is the same. We will chant
(suat mon) and pray (paa wa naa) together. Chant with powerful voices, everyone... Everyone is here, staff
members are here... Are all the patients here today? Are all the relatives, volunteers, and students here?
The doctor is here, the dogs are here, everyone is here. When chanting, if you feel like you can’t sit for

long, lie down and chant. Stay with your breath. Let’s worship the Buddha together.

The scene at the pyramid and Mhor Oat’s speech reveal several core values of the Arokhayasala
community that depart from conventional end-of-life practices in Thailand and globally.
Most strikingly, the environment—the spacious natural setting located at a forest temple, with its several

pyramids—distinguishes Arokhayasala from typical hospices or clinical, hospital-based palliative care



(PC) services. Secondly, there is a strong sense of community, with patients, relatives, staff, volunteers,
and students gathering ritually to practise Buddhism together.

Thirdly, Arokhayasala’s leaders teach patients self-reliant pain-management techniques when
facing illness (“we have to help ourselves”) and discourage the use of morphine at the end of life.
Morphine is commonly used as a painkiller at the end of life around the globe. Arokhayasala’s avoidance
of morphine is not due to a lack of resources, which has been identified as a challenge faced by
community-based PC services in Thailand (Kittikorn, 2016). Rather, Luangta and Mhor Oat encourage
patients to practise using meditation and chanting as painkillers instead of relying on morphine, and
although there are stocks of morphine available for patients who request it, Mhor Oat relayed that it was
extremely rare for patients to do so.

Finally, Mhor Oat’s acknowledgement of impending pain, suffering, and mortality (“when the
time comes...””) breaks from the usual Thai tendency to avoid discussions about death (Stonington, 2020).
At Arokhayasala, the community’s ‘experts on dying’—the interviewee participants for this
study—regularly lead and encourage communal discussions about dying, transforming the topic from
something taboo into something natural or normal (fam ma daa), differing from broader Thai
sociocultural attitudes.

These defining aspects of Arokhayasala—its tight-knit community, natural environment, and
spiritual preparation for death—would become central to my understanding of DA as a trained, embodied,
and relational process through which fear of dying is gradually uprooted through ritual and practice, not
only by terminally ill patients but also by relatives, staff, and volunteers. Such an approach to dying bore

little resemblance to the limited hospice care I had been exposed to in the UK.

Personal Motivation

My interest in death acceptance and spiritual care for dying patients grew from my experience caring for
my Grandpa. Diagnosed with a cancerous brain tumour and hospitalised at the age of 87, Grandpa wished
to return home to his bungalow near Birmingham, UK, to stay with my Grandma—his wife of 66 years.
Although four nurse visits home per day were offered, Grandpa’s frequent seizures made it clear that
Grandma couldn’t cope with his care alone. Despite his wishes, Grandpa was transferred to a hospice.
The hospice offered attentive physical care in a more homely setting than the hospital; visiting
hours were more flexible; and the food—despite Grandpa’s lack of appetite—was of high quality. But
there was an elephant in the room: Grandpa was dying, and no one was talking to him about it. I recalled

that spiritual care was one dimension of hospice care, but didn’t know what this would look like, or who



would provide it. I wondered, whose responsibility is it to prepare Grandpa for death? The nurses, my
own family’s, or both?

Grandpa experienced hallucinations—or what he described as ‘nightmares’—that caused him to
suffer. At his bedside, I read excerpts from Sogyal Rinpoche’s (1995) Glimpse After Glimpse: Daily
Reflections on Living and Dying. Grandpa appeared calmer and began requesting to hear excerpts from
the book. On one of his final days, Grandpa reached out for the Buddhist amulet around my neck.
Smiling, he said, “I dreamt of your man last night.” He was talking about the Buddha. This was a
welcome contrast to the terrorising nightmares he’d been describing. “I took your advice, and I turned my
nightmare into a good dream”, he said. The Buddha’s teachings—and our difficult but open conversations
about nightmares, illness, and dying—seemed to help Grandpa find some calm.

The whole experience left questions swirling through my mind. Is being drowsy from morphine,
socially isolated, and away from home the way that most of us will spend our final days? Are there
alternative ways to die? Was the end of Grandpa’s life as dignified as conditions permitted, despite his
wishes to return home? How far can we direct and protect our wishes for something as unpredictable as
dying? How might we spiritually prepare, or be prepared, for death? And how might we live meaningfully
in its shadow? Given Grandpa’s warm reaction to Buddhist teachings, and my training in Thai language, |
was compelled to seek answers to these philosophical yet palpable questions in a lived Thai Buddhist

context.

Research Context

Global pressure on hospitals during Covid-19 pressed me to think about another ‘pandemic’ in ageing
Thailand—that of life-threatening non-communicable diseases like cancer. In Thailand, cancer has been
the leading cause of death every year since 2000, killing 77,566 people in 2016 (Weerawut and Suleeporn,
2020; Maliwan et al., 2018). Thailand’s population is ageing rapidly, with the elderly’s share of the
population expected to reach 30% by 2035 (Glinskaya et al., 2021). Cancer diagnoses rise annually, with
180,000 new cases diagnosed in 2022, which is expected to rise by 50% by 2045 (All Can, 2024). The
increasing prevalence of NCDs in ageing Thailand increases demand for comprehensive PC services of
all kinds, particularly community- and home-based services, as hospitals face increasing strain.

In response, Thailand’s Ministry of Public Health (MOPH) has launched the
“satdanchiiwaapibaan” (“Life-Care Centre”) policy which aims to increase access to community-based

PC by expanding the organisations registered to provide NHSO-funded PC services (HFocus, 2024).



Under the policy, community-based PC services may provide care through the “gold card” or 30-baht
universal healthcare scheme, and legally receive disbursed medical fees from the NHSO (HFocus, 2024).

Given the national push toward community-based care, I decided a community-based fieldsite
would be fertile ground to explore my initial questions. Discovering Luangta’s book Thai Herbal
Meditation for Cancer Healing (Aphinyana Arokhayasala Foundation, 2014) would steer the trajectory of
my study into the forest of Sakon Nakhon in northeast Thailand.

Research Aims

The DA process at Arokhayasala has become a topic of academic study in the field of nursing in recent
years. Notably, Ratchaneekorn et al.’s (2022) study Death acceptance process in Thai Buddhist patients
with life-limiting cancer: a grounded theory identifies three dynamic, nonlinear phases of DA: engaging
suffering, being open-minded about death, and adhering to Buddhist practices to increase death
consciousness. Interviewing 13 patients at Arokhayasala, Ratchaneekorn et al. (2022) recognise DA as ‘a
fundamentally social process’, prompting further investigation into the social dimensions of DA.

To address this gap, this research aimed to investigate the influence of
community—encompassing social dynamics, shared rituals, and the environment—to create a holistic and
contextually grounded understanding of how DA is cultivated at Arokhayasala. A constructivist grounded
theory (CGT) approach was selected to facilitate this open research aim since it is suited to studying the
underlying processes of complex social phenomena (Tarozzi, 2020, cited in Bobbink et al., 2024).

Chapter 1 provides background and context: it traces the origins of ‘DA’ to the birth of the
hospice movement; considers sociocultural, historical, and political factors shaping the experience of
‘dying’ in contemporary Thailand; outlines Thailand’s trajectory toward community-based PC through
policy; and reviews nursing literature on DA in Thai Buddhists. Chapter 2 elucidates the study’s
conceptual approach and methods: it justifies CGT; introduces a tripartite framework developed in tandem
with the emergence of ethnographic insights from the fieldsite to analyse DA through the lens of ‘body,
space, community’; describes how data were collected through intensive interviews with ‘experts on
dying’ and participant observation; outlines how data were analysed through initial, focused, and
theoretical coding; and reflects on reflexivity—how my role, background, and experiences shaped the
research design, process, and interpretation. Chapter 3 is an ethnographic introduction to the fieldsite: it
describes Arokhayasala’s community-based end-of-life care model; its communal rituals, practices, and
environment; evaluates Arokhayasala’s role in the emerging satdanchiiwaapibaan policy; and reviews

literature on the DA process at Arokhayasala. Chapter 4 presents the study’s findings, theorising DA as a



trained and embodied skill; exploring how ritualised exposure to death cultivates DA; how the DA
process creates a ‘culture of giving” which sustains the social body; and how the communal DA process
functions as resistance against biopower and the over-medicalisation of death in modern Thailand,
introducing the concept of dyingpower to theorise how communal DA practice reclaims agency over

dying as a spiritual and social practice.

Chapter 1: The Changing Landscape of Dying in Thailand

Chapter 1 investigates the historical, political, sociocultural, and economic factors shaping the experience
of end-of-life care and dying in contemporary Thailand. It situates PC in Thailand within the global
movement, highlighting tensions between internationally recognised PC ideals—such as patient autonomy
and transparency of diagnoses—and Thai familial and sociocultural values that influence end-of-life care
decisions, such as gam lang jai (emotional resilience or ‘heart-mind energy’) and nii chii wit (‘debt of
life’). It examines how Buddhadasa Bhikkhu’s death catalysed public discourse that paved the way for
national policy protecting the right to refuse life-prolonging medical intervention. The chapter also
describes growing demand for community-based PC services in Thailand’s ageing society and emerging
policy responses. Finally, a literature review on DA studies in Thai Buddhists highlights a gap in
understanding its social elements, demanding further investigation into how DA is socially trained in

community-based palliative settings.

Denial to Acceptance: Origins of the Modern Hospice and Palliative Care

Movement

The concept of DA can be traced back to the emergence of the hospice and PC movements. Hospices
emerged in the late 1960s in the UK as a response to prevailing curative medical attitudes which
considered death a failure: “The dying patient was hidden away. Doctors were brought up to think of
death as a defeat” (Bhidé, 2024, p.1).

In contrast, English social worker and nurse Cicely Saunders—who opened St Christopher’s

Hospice in 1967—believed dying was ‘as natural as being born’ and should be free from suffering and



pain (APCA, 2024). She coined the term ‘total pain’ to describe pain as physical, social, emotional, and
spiritual (APCA, 2024). In 1959, Saunders wrote that “much of our total pain experience is composed of
our mental reaction” (Clark, 2020). Saunders’ person-centred view was summed up by McCaffery in
1968: “Pain is whatever the experiencing person says it is” (Pasero, 2018, p.89). The idea was
revolutionary in the 1950s and early 1960s when physical suffering was the sole focus of medical care
(Krawczyk and Richards, 2018). This holistic view of pain—which Rattner (2023) argues remains
relevant today—is what set St Christopher’s, the first modern hospice, apart from the Christian
hospice-type environments in Europe that preceded it.

Inspired by Saunders and Elisabeth Kiibler-Ross’ On Death and Dying (1969), which outlines her
theory on the five stages of grief (culminating in acceptance), Canadian physician Balfour Mount coined
the term ‘palliative care’ (PC) in 1974 (Draper, 2024; Palliative Care McGill, 2024). From the Latin
pallium, meaning ‘to cloak’, PC seeks to cover up or relieve the symptoms of an illness without curing it
(UPMC, 2014). PC, recognised as a distinct medical specialty by the World Health Organisation (WHO)
in 1990 (UPMC, 2014), may start at any stage of the life-threatening illness and be provided alongside
curative treatment (NIH, 2010). Hospice care is a specific type of PC for individuals with a life
expectancy of six months or less who are no longer seeking curative treatment (Sheikh et al., 2022).

PC aims to improve quality of life for patients and their families who are facing challenges
associated with life-threatening illness, whether physical, psychological, social, or spiritual (WHO, 2020).
PC aims to alleviate all forms of suffering, recognising that the patient is affected by interpersonal
relationships, financial resources, and cultural dynamics (Teoli et al., 2023). PC may be provided at
hospitals, nursing homes, outpatient PC clinics, or at home.

PC relies on the “ethical principles...[of] autonomy, beneficence, non-maleficence and justice”
(Mohanti, 2009). Transparency about terminal diagnoses is central to autonomy because patients need
accurate information to make informed decisions about their future care, such as exercising their right to
reject life-prolonging medical interventions or creating an advance care plan.

In the US, transparency in biomedical ethics has undergone a transformation. In 1961, 90% of
219 physicians preferred not to disclose a cancer diagnosis to their patients. Twenty years later, 97% of
264 physicians reported they were transparent with cancer patients about their diagnosis, marking a
turnaround in attitudes toward diagnostic disclosure (Kazdaglis et al., 2010).

In Thailand, tensions emerge between PC’s ethical imperatives of truth-telling and patient
autonomy, and sociocultural practices which emphasise family-led decision-making and emotional

shielding at the end of life.
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Conflicting Ideals at the End of Life in Thailand: The death of Buddhadasa, gam
lang jai, and the ‘Debt of Life’

End-of-life care in Thailand is shaped by tensions between internationally recognised PC
principles—such as patient autonomy, diagnostic transparency, and the right to refuse life-prolonging
treatment—and Thai sociocultural values that prioritise family-led decision-making, emotional shielding
(protecting a patient’s gam lang jai), and filial obligation (nii chii wit or ‘debt of life’).

These conflicting ideals rose to the surface in Thai society with the widely debated death of
revered reformist monk Buddhadasa Bhikkhu in 1993, whose case sparked a national conversation about
how Thais should approach dying. His story raises three critical questions: Whose responsibility are
end-of-life decisions? When should technology be used to prolong life? And where is the ideal place to
die?

This section explores how these questions animate ethical, familial, and spiritual dilemmas in
Thailand’s evolving PC landscape. It considers the role of Buddhadasa’s death as a national ‘morality
tale’ (Hallisey et al., 1996) which encouraged Thais to “think about death in a different way” (Stonington,
2020), and contributed to the eventual enactment of Section 12 of Thailand’s National Health Act, which

protects the right to refuse life-prolonging medical treatment.

The Death of Buddhadasa Bhikkhu

Buddhadasa Bhikkhu (“Servant of the Buddha™) was a revered monk who modernised Thai Buddhism.
He promoted a rational Buddhism relevant to contemporary life and emphasised a return to the original
teachings, criticising modern practices like amulets and spirit mediums as distractions from the pursuit of
enlightenment (Stonington, 2020). Popular among the educated middle class and supported by King
Bhumibol, Buddhadasa became increasingly revered as a sacral figure (Jackson, 1994). The Daily News
described his death using the term dapkhan (“dissolution of the aggregates”)—a term reserved for
spiritually accomplished monastics, suggesting Buddhadasa had attained an extraordinary level of
wisdom or enlightenment (Phinyaphan, 2011).

On 25 May 1993, Buddhadasa had a stroke at his forest monastery Suan Mokkh. Neurologist Dr.
Nibhon Phoungsuwan advised brain surgery, but Buddhadasa refused. He repeatedly expressed his desire

to die at Suan Mokkh without life-prolonging technology. However, formal advance care directives did
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not exist in Thailand at the time. After visiting hospital for a diagnosis, Buddhadasa became unresponsive
and was intubated—the first of many aggressive medical interventions he would be subjected to. After Dr.
Nibhon said Buddhadasa could make a recovery and teach again, King Bhumibol sent news that he
wanted Buddhadasa hospitalised in order to “teach Thai people a little while longer”—reinforcing the
monarchy’s spiritual authority (Stonington, 2020).

Buddhadasa was flown to Siriraj Hospital on 28 May and sustained on mechanical ventilation
and nasogastric feeding. His disciples felt increasingly excluded from decision-making and leaked
information to the media, starting debates about his care (Stonington, 2020). On the talk show Raikan
Mong Tang Mum, Parliament’s vice chairman Thawil Phraison argued that Buddhadasa should be treated
to the full extent because he is valuable to society, whereas Chairman of the Medical Council of Thailand
Dr. Withul Euengpraphan argued for honouring Buddhadasa’s expressed wishes (Stonington, 2020). This
debate reflected a broader national tension: between self-determination and rule by the ‘enlightened few’.
One year earlier, the military violently suppressed pro-democracy protestors causing international outcry.
Debates in the media were really political discussions “thinly veiled in terms of patient autonomy”
(Stonington, 2020, p.109).

Buddhadasa’s disciples, lacking legal status as non-relatives, were threatened with legal action if
they attempted to remove him from the hospital. They submitted a letter to the medical team outlining
Buddhadasa’s wish to avoid further intervention. Nevertheless, on 7 July, he received a tracheostomy,
fuelling public criticism. The next day, deemed beyond recovery, Buddhadasa was flown back to Suan
Mokkh at 7:15am. His endotracheal tube was withdrawn and he was pronounced dead at 11:20am.

Buddhadasa’s death catalysed public discourse on end-of-life care in Thailand, eventually
culminating in the enactment of Section 12 of the 2007 National Health Act which grants the “right to
make a living will in writing to refuse the public health service which is provided merely to prolong
his/her terminal stage of life” (Srivieng et al., 2023, p.87). Section 12 protects the right to refuse
life-prolonging technology. However, law can stand in contention with cultural beliefs and practices at the
end of life. The following three subsections explore the competing ethical, familial, cultural, and religious

ideals which shape decision-making at the end of life in Thailand.

Gam lang jai and The Responsibility of End-of-life Care Decisions

Buddhadasa’s wish to die at Suan Mokkh without medical intervention was overridden by King

Bhumibol’s plea for him to continue serving the nation—suggesting the state can claim authority over
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end-of-life decisions in matters of national interest. Buddhadasa’s disciples were excluded from
decision-making as non-blood relatives—which, although did not make them entirely powerless since
their letter may have mobilised Buddhadasa’s discharge, reveals how decision-making at the end-of-life is
shaped by familial hierarchies and institutional control.

End-of-life decisions are impacted by a range of clinical, social, political, economic, and ethical
factors (Cain et al., 2018). Thai culture, which is family-centric and hierarchical, values the role of family
in end-of-life care planning (Srivieng et al., 2023). Physicians are typically valued as clinically competent
and family members—especially those with seniority—are considered as the best people who understand
the needs of the patient and their family (Srivieng et al., 2023). One study found the values “respect for
physician and family” as underpinning the decision of patients who chose to transfer their end-of-life care
decisions over to physicians or their families (Jaruwan et al., 2008). Nurses also support decision-making,
often acting as advocates who help patients assert autonomy and clarify their and their relatives’
understandings of care options, available technologies, and wishes regarding death (Jaruwan et al., 2008).

In this family/physician-led dynamic, end-of-life care planning is often “marked by a conspiracy
of silence (inability to discuss end-of-life issues)” (Srivieng et al., 2023, p.85). Similar to other parts of
Asia, Thai patients are regularly shielded from full knowledge of their diagnoses (Aulino, 2014a).
Families and physicians often cite protecting the patient’s gam lang jai (“heart-mind energy”, willpower,
or morale) as the reason to withhold distressing truths, since knowing the truth could cause unnecessary
suffering or even hasten the patient’s death (Aulino, 2014b).

Aulino (2014b, p.168-169) describes the importance of gam lang jai in end-of-life care: “when
asked what one should do when visiting a sick person, an old person, a person close to death, the answer
is nearly always the same across Thailand: give them encouragement (hai kamlangjai).” Stonington
(2020, p.42) mirrors her claim: “the concept of kamlang chai resurfaced in nearly every conversation that
I had in my fieldwork. In the midst of discussions... about... surgery, finances, memories—family
members would interrupt me and say: “You know, none of this is important... the most important thing is
kamlang chai.”

Stonington (2020, p.43) exemplifies perceived implications of compromised gam lang jai on
healthcare outcomes with a quote from an elderly patient’s relative: “without kamlang chai, the surgery
won’t work... if grandfather runs out of kamlang chai, he will think too much [khit mak], and thinking too
much harms the body.” Gam lang jai is essential for both physical and mental wellbeing. Overthinking
indicates a lack of gam lang jai—a mind-state so detrimental that it could compromise surgical outcomes.

PC advocacy groups in Thailand, such as Peaceful Death Society and the Thai Palliative Care

Society, criticise the withholding of terminal diagnoses as preventing timely access to PC and
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undermining patient autonomy. They advocate for transparency and open discussions about dying,
enabling patients to make informed decisions and engage in advance care planning (Peaceful Death, [no
date]; Kittikorn, 2016). For healthcare professionals, truth-telling remains challenging, as they must
navigate complex patient—family dynamics to determine when disclosure is appropriate (Traichadchaya et
al., 2018). A study by Traichadchaya et al. (2018) found that 98.4% of 377 Thai adults with cancer “had
an optimistic attitude toward truth-telling”, suggesting a growing preference for transparency and a
possible shift away from the “conspiracy of silence” toward patient autonomy.

A closer look at the nuances of Thai social cues and communication styles reveals that
truth-telling at the end of life is not always straightforward. At an “Approaching Death Peacefully”

conference, Aulino (2014a, p.171) considers whether coded language can convey the truth appropriately:

She recounts telling a dying woman a story about another person in a similar situation, rather than directly
recounting a terminal diagnosis — an appropriate approach to supporting someone at the end of life. Could it
be that people are practiced enough in telegraphing needs. .. that providing an example... can create the
conditions for understanding? Or is this no longer feasible, as new medical technologies create drastically

altered and unfamiliar conditions that no longer allow old forms of symbolic communication?

This illustrates the complexity of truth-telling in Thai end-of-life care, where indirect and non-verbal
communication can be preferred over explicit disclosure. Stories and metaphors may offer culturally
attuned ways to convey difficult truths without damaging a patient’s gam lang jai. Still, Traichadchaya et
al.’s (2018) study shows a growing preference for truth-telling among cancer patients, highlighting how
tensions between emotional shielding and biomedical transparency can complicate end-of-life decision

making in Thailand.

Prolonging Life vs Embracing Death: Buddhism, Technology, and the ‘Debt of Life’

Despite his wishes, Buddhadasa spent his final month subjected to life-prolonging treatments in hospital.
One of his Western followers, Santikaro Bhikkhu, called this “a tragedy of a confused, commercialised,
unnatural, and overly politicised medical system” (Jackson, 1994). The case raised an ethical dilemma:
When should technology be used to prolong life, and when should death be allowed to take its natural
course?

In Buddhadasa’s case, decisions about life-prolonging treatment were connected to the political

weight of his death. However, many physicians and Thai families face the same dilemma regarding
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life-prolonging technology. These decisions are tied to cultural obligations, religious beliefs, and ideas
about what makes a “good death” which can compete with one another—resulting in a familiar
“choreography” at the end of life in Thailand which seeks to fulfil both the familial duty to “pay back the
debt of life” and the Buddhist idea of a good or peaceful death (Stonington, 2020).

Stonington (2020) identifies “paying back the debt of life” (nii chii wit) as a core moral
imperative shaping Thai end-of-life care. It is an expectation of all children to care for their ageing or sick
parents out of gratitude, framing medical care as a moral repayment. Paying back the debt of life is often
equated with extending life for as long as possible—making the hospital, with its advanced technologies,
the best place to pay back this debt. Children’s efforts to pay back the debt of life at the hospital often
override their parents’ wishes (Stonington, 2020). Though Buddhadasa’s hospitalisation was politically,
not familially, motivated, it nevertheless involved the same use of life-prolonging technology seen in
many Thai families’ efforts to repay the debt of life. Santikaro’s critique of such technology as
“unnatural” posits the question: does life-prolonging technology interrupt the natural process of death?

In Buddhism, death (marana) is defined as “the falling away, the passing away, the separation, the
disappearance, the mortality or dying... the breaking up of the aggregates, the laying down of the body”
(Bond, 1980). Marana is “the interruption of the life faculty included within [the limits of] a single
becoming (existence) (Bhadantacariya Buddhaghosa, 2010, p.225). Life-prolonging technology
complicates these definitions by artificially sustaining bodily functions beyond what may naturally be
considered the “falling away” of the aggregates (khandas), particularly the aggregate of consciousness
(vinnana). Does consciousness end with brain death, or the removal of life-support? By keeping the body
biologically active despite the loss of higher cognitive function or awareness, such interventions blur the
line between life and death from a Buddhist perspective, raising questions about when marana occurs.

Buddhadasa taught: “to die in the right way, we must be brave with Dhamma, die having victory
over death, and die realising emptiness in the last seconds of life. Please remember well, there is an
opportunity right up to the last moment” (Buddhadasa Bhikkhu, 1961). To realise emptiness (susifiata),
the dying person must be conscious and have mindfulness (sati), which Phra Payutto notes as integral to a
‘good death’ in Buddhism (Geriatrics Institution, 1998, p.12, cited in Supre, 2013). The dilemma with
life-prolonging technology is that it can extend bodily existence beyond brainstem death and beyond the
possibility of maintaining sati—thereby disrupting the conditions needed for a good death in Buddhism.

What did Buddhadasa mean by “be brave with Dhamma” in our final moments? In his teachings,
Buddhadasa reconfigured the word dhamma back to its Sanskrit roots—meaning nature, nature’s truth of
existence, or the way things are (Tavivat, 2017). He insisted that obsession with technology and material

wealth had driven modern Thais away from contact with the true nature of existence—paradoxically
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highlighted by the politicisation and over-medicalisation of his death. For Buddhadasa, the “way things
are” is encapsulated by the concept of susifiata: the realisation that all things are inherently devoid of
“self.” He taught that “emptiness is present in all things: it is their characteristic. If the mind is empty of
grasping to all things, then it is itself emptiness, the remainderless extinction of ‘I’ and ‘mine’ and there is
no more birth” (Buddhadasa, 1961). Understanding emptiness in the last seconds of life can lead to

liberation. Buddhadasa (1961) noted how medical interventions interfere with this process:

We mill around the doctor in a tumult, sometimes until the room is packed tight, trying to get the dying
person to take medicines or eat or have injections... the sick person becomes anxious and flustered... He
doesn't know how he is going to die or whether in fact he will die at all. There is nothing but doubt and
anxiety. The sick person does not experience victory over death, he does not realize emptiness or the

remainderless extinction that I have been speaking of.

Life-prolonging medical interventions may interfere with the Buddhist idea of a ‘good death’ by
preventing individuals from being aware and impairing their ability to ‘let go’ of the self and be liberated
from suffering. Choosing not to use life support, or removing life support, may therefore be understood as
a compassionate (karuna) act which helps the person to let go. This is supported by Waraporn et al.
(2010), who found the Thai Buddhist ICU nurses believed that cardiac massage and life-prolonging
procedures cause suffering and prevent a peaceful death.

Yet notions of kamma complicate the removal of life support as a compassionate act. This was
exemplified by the case of 19-year-old Holly Bowles, a British woman who was one of several tourists
who died in a Bangkok hospital from methanol poisoning after drinking tainted alcohol in neighbouring
Laos in 2024. In an interview with ITV News (2025), her mother described how ethics surrounding

life-support removal caused suffering at the end of life:

The doctor phoned me and said, ‘I can’t switch off life support, but you can’... They’re not allowed to be in
the room when you switch it off because of their religion... I turned off the machine, and 30 seconds later
the back up ventilator came into operation... that happened a second time, and then again... I turned off the
machine for the third time... the levels were staying the same. The doctor... said you’re going to have to

take the tube out of her mouth... I think it took one hour... it was just awful.

In Thailand, few physicians withdraw ventilators from patients (Stonington, 2007). Buddhism forbids killing, and,
“pulling out a ventilator may feel like pulling out the patient’s soul” (Stonington, 2007, p.439). Physicians are
reluctant to turn off life support because their own kamma is at stake—the action could generate demerit and

undesired consequences. If the physicians’ mind contains ill-will, then the patient will accrue demerit, which could
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negatively impact their rebirth (Stonington, 2007). Pulling out a ventilator could be considered “intentionally cutting
off a person’s life”, which, for Buddhist monks, violates the third rule pertaining to the expulsion from monkhood
(parajika), highlighting the seriousness of the perceived karmic implications of turning off life support (Supre,
2013). To navigate this dilemma, physicians often pass on the karmic burden of turning off life support to relatives,
as was the case with Holly Bowles—illustrating the ethical tensions between competing notions of kamma and

modern bioethics.

The Spatial Ethics of Dying

Stonington (2012) introduces the concept of ‘ethical locations’ and the good death in Thailand, describing
how the ethics of decision-making at death sits in places. In Thailand, “many feel that it is ethical to
withdraw life support in the home, but unethical to withdraw it in the hospital” (Stonington, 2012, p.836).
Both are ‘ethical locations’: hospitals are powerful for saving lives but not desirable places to
die—believed to be “amoral, dangerous, devoid of ceremonial history and haunted by spirits” which may
impair the quality of rebirth. The home on the other hand is ceremonial and “imbued with moral power.”
Due to these beliefs, patients at the edge of death—such as Buddhadasa—are often rushed out of the
hospital to have life support withdrawn in the most ethical place: the home. In this sense, Buddhadasa’s
final return home fulfilled the conditions for a ‘good death’.

However, the moral divide between home and hospital is not absolute. Stonington (2012, p.843)
notes how “her home and hospital room are inhabited by more than ideals — by individuals with
competing interests, by power hierarchies, by laws, and by market forces and institutional incentives.”
Hospital-based care is suitable for paying back the debt of life but tends to overlook the social and
spiritual needs of the dying patient and creates “catastrophic health expenditure”, especially among
low-income households (Wannapha and Kanyapak, 2020, p.426). Dying at home offers familiarity,
comfort and the best potential for merit-making. However, it is not always practical due to the burden on
caregivers, availability of pain relief, and socioeconomic conditions which shape access to home-based
care at the end of life. In this way, ethical locations may impact the perceived quality of a ‘good death’
but must be weighed against lived realities.

Despite a cultural preference of Thai elders to “live and die at home”, many Thais die in the
hospital (Pasri, 2014 cited in Kanyanat et al., 2022, p.1085). The Thailand Bureau of Police and Strategy
reported that 50% of Thais die in hospital in 2008 (Waraporn et al., 2010), whereas Junya et al. (2010)
reported 35%. In a study interviewing 14 people with experience caring for terminally ill patients in

Thailand, “a familiar place” or the home was identified as one sub-theme of “good death” under the
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theme “death without worries” (Araya, 2022). Kittikorn (2016, p.264) writes: “As nearly 50% of Thais
died at home, strengthening social relations and building community-based care is important for
enhancing end-of-life care in the community and supporting persons to die peacefully at home.”

Challenges to home-based palliative care (HBPC) in Thailand are shaped by intense demands on
caregivers, who are typically relatives of the patient. Challenges include pain management, symptom
management, and financial strain (Kanyanat, 2022). Care is physically demanding with home caregivers
reporting sleep disturbance, fatigue, and psychological distress including fear, guilt, helplessness, and
loneliness—compounded by a lack of training, emergency preparedness, and professional guidance.
Many had not received PC advice from healthcare providers. Echoing Srivieng et al.’s (2023) observation
of end-of-life care planning as marked by a ‘conspiracy of silence’, Kanyanat et al.’s (2022, p.1091) study
found that despite elders expressing wishes to die free from medical intervention and intubation, “several
caregivers did not consider the elders’ wishes” resulting from a lack of communication. Support and
guidance from PC professionals are therefore crucial to improving communication, confronting silence,
and enabling quality HBPC. As Nysaeter (2024, p.2) notes, “family caregivers are essential to enable
end-of-life care at home, a fact emphasised by research showing that home death is unlikely to be
achieved without family caregivers” (Nysaeter, 2024, p.2).

Stonington’s (2012) ‘ethical locations’ raise a key question: if home and hospital models both
present challenges to end-of-life care, how may these be addressed? The next section examines a renewed
shift toward community-based palliative care (CBPC) in Thailand—in policy and practice—as a

culturally attuned response to these challenges.

Out of the Hospital and Into the Community: Sharing the Burden of End-of-Life

Care

In addition to paying back the debt of life, a reason many Thais are hospitalised at the end of life is
because home-based PC is “still inaccessible” and “insufficient to help both elders and their caregivers to
manage end-of-life care” (Kanyanat et al., 2022). This section discusses community-based palliative care
(CBPC)—particularly the ‘compassionate community’ (CC) model (Kellehear, 2013)—as a culturally
relevant alternative to hospital-based care that aims to strengthen access to and quality of home-based
care, and support home deaths for those who desire them. It also delineates recent policy developments in

CBPC in Thailand.
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Most traditional communities have long had policies on community support for the dying
(Wegleitner et al., 2016). However, these cultural norms of support have gradually eroded in modern
communities where the development of health and social services infrastructure has caused deskilling in
communities to provide end-of-life care (Wegleitner et al., 2016). The earliest hospice-like environments
in Thailand were run by Buddhist temples, such as Wat Phrabat in Lopburi province which was
established in 1992 as an AIDS hospice (Phrabatnampu, [no date]). Such community-led hospices serve
as centres of not only medical but spiritual and social support. Medicalisation has stripped death of these
support systems, turning dying into a “culturally and religiously barren” experience run by professional
services (Seymour, 1999, p.692). CBPC responds to these challenges by extending care beyond clinical
settings into homes, hospices, and local health networks. CBPC services typically involve community
participation, with care delivered by trained interdisciplinary teams comprising general practitioners,
volunteers, specialist providers, nurses, social workers, and chaplains (Vernon et al., 2022, p.1). CBPC
models have been shown to increase the likelihood of dying at home and positively impact costs (Vernon
et al., 2022).

Beyond facilitating home deaths and relieving burdens on caregivers, CBPC models may be
better suited to meeting patients’ spiritual needs in the Thai context. Piyawan et al. (2022) identified the
spiritual needs of 170 terminally ill patients as 1) participating in the care plan, 2) being advised by the
healthcare team, 3) forgiving others, 4) asking for forgiveness, 5) praying for blessings, 6) praying not to
suffer, 7) being close to family and 8) having places for meditation. These needs are social in nature, and
may be better met by CBPC models that maximise community involvement, unlike hospitals which limit
social interaction and spiritual practices through visiting hours, protocols, and spatial constraints.

The shift of PC away from the hospital and back into the community was envisioned by Allan
Kellehear in the 1990s, who pioneered the concept of Compassionate Communities, which is now
emerging as an international model of public health (Compassionate Communities Australia, 2024). A

model of CBPC, CCs are...

networks of support in neighbourhoods and communities, surrounding those experiencing death, dying,

caregiving, loss and bereavement... these networks have been defined by ‘inner’ and ‘outer’ circles of care.
The ‘inner’ circles of care... provide personal (physical) care, as well as companionship, psychological and
emotional support. The ‘outer’ circles of care... help with the ‘stuff” of life—the shopping, the cooking, the

cleaning, lifts to and from hospital appointments, gardening, dog-walking, and more (Abel et al., 2019,

p.5).
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CCs aim to restore lost community care skills for the dying (Wegleitner et al., 2016). People “need to
learn to help themselves”, not because of cost-savings or budget cuts but because “even the best health
care cannot be everywhere at all times”, which is increasingly relevant in ageing societies (Kellehear,
2013). CCs develop social networks, spaces, policies, and conduct that support people through the days,
months and sometimes years of living with a life-threatening illness, ageing, grief, and bereavement
(Wegleitner et al., 2016). They do this through fostering community engagement which “eventually leads
to culture change - from individualist cultures of isolated families with their own networks, to
communalist cultures that foster outreach between neighbours, parishioners, or business colleagues, and
school friends” (Wegleitner et al., 2016, p.xiv). CCs may emerge organically, be built from scratch, or be
adapted from existing services. As it grows in popularity globally, the CC model has attracted cultural
adaptation.

Ekkapop et al.’s (2019) Compassionate Communities: A New Vision of Thai Society adapts the
model to Thai culture and highlights existing community initiatives meeting end-of-life care needs in
varying capacities. Unlike the Australian model, spiritual and emotional care in Thai CCs is provided by
the ‘inner’ and ‘outer’ circle—focusing around the concept of gam lang jai and Buddhist practice. For
example, the I SEE U community health volunteers visit dying patients and arrange for monks to give
Dhamma sermons (Phatsawaji, 2019a). Muang Nam Dam Volunteers visit dying patients at their homes in
Kalasin province (Phatsawaji, 2019b). A volunteering monk expressed that the monk’s role is often
limited to rituals when a patient is close to death, or after death, but should also include spiritual or
“mental care” for dying patients (Phatsawaji, 2019b, p.56). He said monks give the opportunity for
patients to make merit, increasing their gam lang jai (Phatsawaji, 2019b). Government support enabled
province-wide volunteer deployment for this initiative, highlighting the potential of state-backed CCs
(Phatsawaji, 2019b).

CBPC has gained renewed policy attention in Thailand. On 16 November 2023, the Ministry of
Public Health (MOPH) approved the Life-Care Centre (satdanchiiwaapibaan) policy to improve the
quality of life of terminally ill patients by ensuring the continuation of services between the hospital,
community, and home (MOPH, 2024). The policy splits satdanchiiwaapibaan into two kinds: hospital
and community-based. The policy aims to increase access to community-based care by expanding the
organisations registered to provide NHSO-funded PC services (HFocus, 2024). At first, it aimed to
establish one satdanchiiwaapibaan in each of Thailand’s 13 health districts (Punya-apa, 2025). By the end
of 2023, Minister of Public Health Dr. Cholanat Srikaew announced that 137 had been established

nationwide, achieving the policy’s goal of one per health area (Punya-apa, 2025). Somsak Thepsuthin
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overtook the policy in 2024 and expanded the target to establishing a satdanchiiwaapibaan in all 77
provinces (Punya-apa, 2025).

CBPC advocates argued that the success of the policy’s implementation was exaggerated
(Punya-apa, 2025). Ekkapop Sittiwantana said, “many of the newly established centres were simply
existing PC units in hospitals that were renamed. This led to the impression that Thailand had a
satdanchiiwaapibaan in every province” (Punya-apa, 2025). In practice, PC services had not significantly
changed, revealing that policy enactment does not always reflect on-the-ground implementation. In
February 2025, the NHSO announced that there are 30 satdanchiiwaapibaan across the country actively
providing services under the Universal Healthcare Scheme (Punya-apa, 2025). Though early in
implementation, the policy signals growing support for CBPC.

In summary, momentum is building to strengthen development of CBPC in Thailand. Despite a
cultural preference for home-based care, many patients die in hospitals due to competing ethical ideals,
limited access to home-based care, and lack of support for caregivers at home. The satdanchiiwaapibaan
policy seeks to expand community-based services and ensure continuity of care into the home, which
theoretically works to alleviate growing pressure on hospital-based services as well as better serve the
spiritual and social needs of elders in Thailand (Piyawan et al., 2022). One central component of spiritual
PC is death acceptance (DA). As CBPC expands nationally, there is value in studying the DA process in
the communal context. The following literature review delineates what is known about DA in Thai

Buddhist patients and highlights the gaps in understanding its social and communal dimensions.

Death Acceptance in Thai Buddhists: A Literature Review

Existing DA studies in Thailand—primarily within nursing—frame DA as a psychological transformation
shaped by Buddhist beliefs and practices (Tusanee et al., 2020; Sureeporn et al., 2020; Kanoklekha et al.,
2024; Maliwan et al., 2018). Although some studies recognise the importance of social and familial
support in helping patients accept death (Kanoklekha et al., 2024; Sureeporn et al., 2020), there remains a
notable gap in understanding how DA is influenced by social processes, particularly in communal
settings. Most research is grounded in clinical settings, and as attention shifts toward CBPC in ageing
Thailand, investigating the communal dimensions of DA becomes increasingly relevant. This literature
review synthesises and evaluates DA studies in the Thai Buddhist context, highlighting the value in

expanding the focus beyond individual attitudes toward the social and collective.
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Aligning with western PC literature, Thai Buddhist studies present fear of death or death anxiety
as a barrier toward DA—framing DA as the removal of this fear. Sampling 800 older Thais, Kanoklekha
et al. (2024) found death anxiety was the main influencing factor obstructing the path toward DA.
Tusanee et al. (2020) identified ‘no fear of death’ as one of four attributes of DA in 16 Buddhist adults
with organ failure living at home, noting that some participants who expressed having no fear of death
had decided to donate their own bodies. Similarly, Maliwan et al.’s (2018) quantitative study of 242 adult
patients in three tertiary hospitals in Bangkok found death anxiety and unfinished tasks to be significantly
negatively correlated with DA. In Sureeporn et al.’s (2020) study, which recruited 530 Thai Buddhist
cancer patients from six hospitals in Thailand to develop a 13-item questionnaire to measure DA, the first
item was “I am not afraid of death because death is a natural matter for all people.” Kanoklekha et al.’s
(2022) study, sampling 363 Thai Buddhist cancer patients in six hospitals across four regions of Thailand,
found that patients with non-advanced cancer had higher levels of DA than patients with advanced cancer,
indicating that fear of death increases with severity of illness. Despite identifying fear reduction as key to
DA, these studies do not investigate the social or communal practices that may facilitate such a
transformation.

Considered the antipode of fear of death, accepting death is the ability to tam jai (Tusanee et al.,
2020). Tam jai means to “prepare oneself, brace oneself against a challenge or adversity” or “be stoic; to
get one’s mind prepared for possible bad happenings” (Thai-Language, 2025). Tusanee et al.’s (2020)
study describes tam jai as a way to ‘neutralise the fear of death’, which participants achieved through
contemplating their own death and the deaths of others. Tusanee et al.’s (2020, p.7) participants described
tam jai as “resigning to a certain eventuality, setting aside any negative feelings towards it, and making up
one’s mind to accept the inevitable hardship that accompanies it.”

Mills et al.’s (2017, p.234) define tam jai as an emotional coping strategy or “psychological
phenomenon embedded in the culture and used by individuals when facing a personal struggle.” Somporn
and Chesla’s (2001) study found that all 12 Thai mothers of children with schizophrenia “responded to
their children’s symptoms by practising thum jai.” They explain that “thum jai can be translated into
English as “acceptance” but this does not capture the full meaning: thum jai represents a combination of
being accepting, patient, understanding, reasonable, and having a sense of obligation. Thum jai is usually
used when a Thai person faces a situation that she cannot change” (Somporn and Chesla, 2001, p.122).
Participants drew on their understanding of kamma to help them tam jai: “She will rationalize that she
might have done something bad in a previous life, and is reaping that consequence in the present, a belief
in kamma. One mother said: ‘We have to thum jai that she is already ill.... It is our “Ven Krum’ [bad

karma]. So, we have to repay in this life”” (Somporn and Chesla, 2001, p.123).
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As well as kamma, belief in the three marks of existence—anicca, dukkha, anatta—shape DA in
Thai Buddhists. Tusanee et al. (2020, p.7-8) found that one attribute of DA was “letting go of life and the
early existence” which participants achieved through contemplating anicca (“impermanence, instability,
and uncertainty characterise everything in the universe”), dukkha (“suffering caused by one’s desire for
and attachment to things”), and anatta (“all phenomena are not a part of self, they have no real essence”).
Mirroring these results, kamma and the three marks of existence were used by Sureeporn et al. (2020) to
develop the Buddhist DA Scale. Similarly, Maliwan et al. (2018) found that Buddhist beliefs about
death—in kamma and the three marks of existence—had a positive relationship with DA. Buddhist
patients often reference the three marks of existence or related terms when deciding “whether they accept
natural death with no resuscitation” (Kanoklekha et al., 2024, p.5). This aligns with the Buddhist
perspective that “to seek to prolong life beyond its natural span by recourse to increasingly elaborate
technology when no cure or recovery is in sight is a denial of the reality of human mortality” (Keown,
2005, cited in McCormick, 2011, p.217). These studies highlight how kamma, anicca, dukkha, and anatta
are central to DA in Thai Buddhists, inviting further exploration of how Thai Buddhist patients develop
understanding of these concepts in context.

As well as holding Buddhist beliefs, engaging in Buddhist practices helps Thai Buddhists to
accept death (Tusanee et al., 2020). Tusanee et al. (2020) found that engaging in meditation, chanting,
listening to sermons, reading Dhamma books, and merit-making activities such as giving alms to monks,
going to the temple, and following Buddhist precepts helped 16 older Thai Buddhists living at home to
accept death.

Alongside Buddhist practices, Kanoklekha et al. (2024, p.6) reports that social support had a
positive effect on DA: “with advancing age, they frequently experience the loss of friends and relatives,
which prompts them to contemplate the inevitability of their own passing.” This mirrors Tusanee et al.’s
(2020) observation that participants tam jai in the face of death by contemplating the deaths of others.
Kanoklekha et al.’s (2024) cross-sectional study collected data using six questionnaires, and while it
highlights the strong connection between social support and DA, it does not expand on what this social
support looked like or explore in-depth how it influenced the DA process—prompting further

investigation into the social elements of DA.
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Chapter 2: Conceptual Approach and Methods

Constructivist Grounded Theory

Grounded theory is suitable for studying complex social processes like DA because it provides
opportunities for in-depth analysis of underlying processes, social interactions, and complex relationships
among individuals (Tarozzi, 2020, cited in Bobbink et al., 2024). Rooted in social constructivism, CGT
views human beings as agentic actors in a reality which is “multiple, processual, and constructed”
(Charmaz, 2008, p.402). CGT is interpretive, assumes truth as provisional and requires an imaginative
understanding of the studied phenomena (Charmaz, 2006, p.126). This relativist epistemological
standpoint is what sets CGT apart from objectivist grounded theory (Glaser and Strauss, 1967)
which—rooted in positivism and post-positivism—assumes a single, objective reality existing
independently of human perception waiting to be discovered by “an unbiased observer who records facts
about it” (Charmaz, 2006, p.132).

In contrast, CGT acknowledges that both data and analysis are co-created through experiences
and relationships with participants (Charmaz, 2006). Rather than pre-testing hypotheses, CGT builds
theory from socially and systematically gathered data (Glaser and Strauss, 1967). This generates situated
theory which embraces the fluid and relational nature of meaning-making, recognising that truths emerge
within specific cultural, social, and temporal contexts and are shaped by ongoing interactions, collective
experiences, and shared narratives. CGT, as a method which recognises the co-construction of theory
between researcher and participants, is particularly useful since nurses at Arokhayasala, among the
participants in this study, have conducted grounded theory on the DA process (Ratchaneekorn et al.,
2022).

CGT is iterative and relies on constant comparison where “simultaneous involvement in data
collection and analysis” is a core principle (Charmaz, 2006, p.5). This approach typically involves
intensive interviewing, which permits “open-ended, in-depth” exploration of the topic (Charmaz, 2014,
p-29) and encourages emergence of diverse realities by maintaining an open stance toward patients’
perspectives. Grounded theory relies on memo-writing, which acts as a “storehouse of ideas” central to
maintaining reflexivity and theoretical development (Corbin and Strauss, 2008). In this study, data were
iteratively collected, compared, and analysed using initial and focused coding to refine categories,

facilitating a “ground up” generation of theory situated in the participants’ experience.
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The origins of Grounded Theory underscore its suitability (with an updated, constructivist
epistemology) for this study. Awareness of Dying (Glaser and Strauss, 1965) was the first GT ever
published, emerging from six years of intensive fieldwork with terminally ill patients, combining
observations and interviews across six hospitals (Andrews, 2015). This foundational work aimed to
“discover a theory” about “what kind of things happen around dying patients as they lie dying in
American hospitals” (Glaser and Strauss, 1965, p.8). Glaser and Strauss (1967) set out to investigate
broadly the social experience of dying—in a different historical, cultural, medical, and temporal context
than that of Arokhayasala.

CGT provides a flexible, context-sensitive framework for understanding social, process-oriented
phenomena such as DA at a community-based PC centre. Its emphasis on emergence, co-construction,
and situated meaning-making grounded in the lived experience of participants aligns with the communal
nature of this study’s unique setting. According to this logic, the following analytical framework was

developed iteratively as I collected and engaged with data from the fieldsite.

Conceptual Approach: Body, Space, Community

This study approaches DA at Arokhayasala through the interrelated lenses of body, space, and
community. These analytic entry points into the DA process emerged inductively through ethnographic
fieldwork and were developed iteratively. ‘Body’ arose from Arokhayasala’s (“place of no illness”) role
as a mission centred around the healing of the body; ‘space’ from the unique, non-clinical nature of
Arokhayasala’s environment; and ‘community’ from its strong communal ethos.

I apply Scheper-Hughes and Lock’s (1987) concept of the three bodies—the individual body, the
social body, and the body politic—as a primary framework to guide analysis of how DA is experienced,
symbolised and shaped by wider structures at Arokhayasala. Insights from phenomenology, political
philosophy, spatial theory, sociomateriality, and sociology inform a tripartite conceptual framework which
attends to the bodily experience, spatial context, and social organisation of DA.

This approach moves beyond individualistic and often quantitative methodologies found in DA
nursing-based literature in support of an ethnographic analysis grounded in the contextual realities of the
fieldsite: a community-based PC centre at a Buddhist temple in rural northeast Thailand. Presented
separately for clarity, the categories of body, space, and community are by nature empirically entangled,

continuously shaping and being shaped by one another at both conceptual and experiential levels.

25



Body

To analyse DA through the lens of the body, I draw on Scheper-Hughes and Lock’s (1987, p.6) influential
model which conceptualises the body through three interrelated perspectives: “1) as a phenomenally
experienced body-self 2) as a social body, a natural symbol for thinking about relationships among nature,
society and culture; and 3) as a body politic, an artifact of social and political control.” These “separate
but overlapping” units of analysis represent three different theoretical approaches and epistemologies:

phenomenology, structuralism and symbolism, and poststructuralism, respectively.

The Individual Body

I begin by challenging Cartesian dualism, which separates the body from the mind. This split has shaped
medical and psychological thinking, with its legacy still “trapping” medical anthropologists into using
fragmented terms like bio-social, psycho-somatic, and somato-social when attempting to describe the
complexity of mind-body-society interactions—their hyphenations testifying to the dualistic nature of our
perception. Kundera (1984, cited in Scheper-Hughes and Lock, 1987) observed that scientific
specialisation limits holistic understanding of the self and the world. In favour of biological reductionism,
dualism treats pain and suffering as either biological or psychological, making it impossible to fully
understand how people live through their experiences. In response, I turn to the phenomenology of
embodiment as a conceptual basis for understanding DA, which locates the body as the foundational site
of lived experience, social meaning, and structural forces.

Embodiment—the body as a lived centre of experience—is rooted in phenomenological
philosophy as developed by Husserl (1964) in 1912 and Merleau-Ponty (2013) in 1945. The body is “the
fabric into which all objects are woven” and the primary medium through which the world is lived and
experienced (Merleau-Ponty, 1962, cited in Moran, 2010, p.181). Drawing on the work of Heidegger,
Merleau-Ponty understands “existence” as the general state of embodied human connection to the world,
which he called éfre au monde (‘“being-in-the-world”’) (Moran, 2010). This theoretical lens brings the
body to the forefront of my analysis of DA, positioning it as the phenomenological medium through
which ritual, spatial, relational, and social dimensions of DA are lived and made meaningful, rather than
treating DA solely as a cognitive process or mental state detached from embodied experience.

Expanding on this phenomenological foundation and bridging into the social body, Csordas
(1993, p.138) introduced somatic modes of attention. “culturally elaborated ways of attending to and with

one’s body in surroundings that include the embodied presence of others.” This shifts the focus from
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cognition to embodied perception, framing the body not as a passive receiver of sensations but as an
active participant in relational experience. Csordas (1990, cited in Csordas, 1993, p.137) argues that
“defining the dialectic between perceptual consciousness and collective practice is one way to elaborate
embodiment as a methodological field”, emphasising that bodily awareness and cultural practice are
inseparable, and that studying their interaction is central to understanding how meaning is lived. This lens
prompts analysis of how participants at Arokhayasala engage their bodies within collective practices, and

how bodily perception and social practice shape one another in the cultivation of DA.

The Social Body

At the second level of analysis and most crucial for this study’s focus on the collective dimensions of DA
is the ‘social body’: the symbolic use of the human body as a way of understanding society, nature, and
morality. Scheper-Hughes and Lock (1987, p.7) write, “the body is both a physical and cultural artifact”
and is “used as a cognitive map to represent other natural, supernatural, social and even spatial relations”
(p-19). The social body is useful for understanding how DA is shaped through shared, embodied practices
and culturally mediated ways of feeling and behaving. Attending to habituated communal bodily
practices—namely, daily chanting and meditation—is therefore essential to understanding DA as a social
process.

In the context of ethnographic fieldwork in elder care in northern Thailand, Aulino (2019) uses
the concept of the social body to capture the lived, embodied nature of group belonging. Aulino (2014a,
2019) argues that the social body is not just symbolic or metaphorical but a felt reality in which
individuals perceive themselves as part of a larger collective. The social body is maintained through
“habituation of human bodies via social dictates into patterns of perception that serve to naturalize people
feeling themselves as part of a group” (Aulino, 2019, p.71). For example, the wai—a traditional Thai
gesture of respect—is a bodily habit that naturalises hierarchical relationships by reinforcing status
differences. The height at which hands are raised reflects the relative status of each party, creating a
physical expression of collective moral awareness. Such habituated bodily practices internalise collective
values, reproduce social hierarchies, and enact a shared moral order. By “expanding the bounds of
phenomenological analysis to include interpersonal and collective interactions in the training of
awareness”, Aulino (2019, p.71) reframes embodiment as a perceptually patterned, socially conditioned,
and morally attuned process. From this perspective, understanding DA at Arokhayasala demands attention
to the phenomenological training of awareness through embodied, habituated practices whereby

individuals come to experience themselves within a broader moral and relational order.
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Similarly, Maria Heim (2011) argues that Buddhist ethics centres on the cultivation of moral
perception and attentiveness rather than adherence to rules or rational principles. Drawing on empirical
ethnographies of Buddhist communities, Heim highlights how ethical life is enacted through sensory,
relational, and affective practices. Morality, in this view, is not about individual autonomy but situated
discernment—a continuous, embodied process of navigating relationships and karmic entanglements.
Thus, Heim (2011, p.538) spotlights analysis of everyday practices of perception and attention to
understand further “the intersubjective nature of the human condition.” This perspective draws attention
to how DA is cultivated through shared moral practices and daily life at Arokhayasala, and how ethical
awareness emerges through ongoing relationships, care, and collective attentiveness.

Also recognising the relational nature of moral life in Thailand, Cassaniti (2015) introduced the
concept of ‘moralised affective orientations’ to describe how emotions are socially patterned. While tam
jai was discussed earlier as an individual emotional coping strategy, it is revisited here as a collective
orientation. Normally translated as acceptance, tam jai is translated by Cassaniti as “making the heart.”
Cassaniti presents tam jai as a moral practice cultivated to cope with loss and change that emphasises
letting go, reflecting Buddhist beliefs in impermanence (anicca): “‘Making the heart’ is a way to talk
about the emotional process of coming to terms with something, but is more than just a feeling; it is an
orientation to feelings centered on the letting go of affective attachments” (2015, no pagination). 7am jai
is a relational form of support: ““Tham jai dii dii na’ [make your heart well]” — a phrase used to prepare
someone for difficult news, reflecting an active attempt to stabilize one’s emotional state in the face of
adversity.” Cassaniti (2015, no pagination) emphasises the active and intentional nature of ‘making’ the
heart: “telling people to ‘tham jai’ was seen as concrete, active practice, and not just an abstracted ideal.”

Terwiel (2015) criticises Cassaniti’s translation “making the heart” as not doing justice to the
Thai language. For Terwiel, tam jai “indicates that the situation has to be accepted, albeit reluctantly”
(2015, p.181). Terwiel’s understanding reads more passively, translating khor wela tham jai as “give me
time to adjust to this” rather than “I ask for time to make the heart”—which could downplay the
intentionality or moral action Cassaniti emphasises (Terwiel, 2015, p.181). The discussion invites
attention to how individuals at Arokhayasala tam jai, which would come to emerge as a term central to
the DA process. Inspired by Aulino’s attention to embodiment in elder care in Thailand, this study finds
value in paying close attention to embodied aspects of zam jai to understand the DA process at a Thai

Buddhist hospice.

The body politic
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The body politic, the third dimension of Scheper-Hughes and Lock’s (1987) model, refers to the ways in
which bodies are regulated, shaped, and controlled by broader social and political forces. Drawing from
poststructuralism, this perspective challenges the idea of fixed structures or universal truths to focus on
the instability of meaning—demanding study of not only a text itself, but also the changing systems of
knowledge and power which produced it. “An anthropology of relations between the body and body
politic... leads to a consideration of the regulation and control not only of individuals but of populations”,
or what Foucault conceptualises as “biopower” (Scheper-Hughes and Lock, 1987, p.27).

Biopower is a “power that exerts a positive influence on life” (Foucault, 1978, p.137, cited in
Adams, 2017). This represents a transformation from the repressive mechanisms of sovereign judicial
power which sought to ‘take life or let live’. On the other hand, biopower is understood to “foster life or
disallow it to the point of death” (Foucault, 1978, p.138, cited in Adams, 2017). Power once held by the
sovereign has been split up into a number of what Foucault calls “technologies of control”—forms of
authority, knowledge and power at play in society. Biopolitics is about how human bodies are subject to
these ‘technologies of control’ through branches of the social body—such as healthcare or the prison
system—to ensure bodies function according to the norms set by governing power (Adams, 2017).
Foucault believes the most powerful race is those who have the power to define the norms of society—the
state—emerging in a constant biopolitical war between the governing state and those who go against it
(Adams, 2017).

Medicalisation—of living and dying—continues to be a key mechanism of biopower since
emerging in the 18th century as part of a “politics of health” which regulated the population. Mass illness
was threatening the wellbeing of the social body, prompting the state to intervene not just in the health of
individuals but in the biological health of populations (Gougelet, 2010). Though Foucault introduced the
term biopower later, his earlier work such as Birth of the Clinic (1973) already traced how the governance
of illness evolved into a system of widespread medicalisation (Foucault, 1973, cited in Martin, 2017).
Medicalisation is the process by which non-medical aspects of human life come to be understood and
treated as medical problems, bringing them under what Foucault calls ‘the medical gaze’ (Martin, 2017).

Medicalisation of dying thus refers to the transformation of the dying process into a clinical event
that is managed by medical professionals and technologies within medical settings (Seymour, 1999). Ivan
lich’s (1974) The Political Uses of Natural Death argues that modern medicine functions as a ritual that
sustains the powerful myth that death can and should be controlled, postponed, and sanitised through
professional medical intervention as a cultural ideal. This myth paradoxically masks a global reality that
“natural extinction from old-age exhaustion is a lottery ticket for only a few” (Illich, 1974, p.19). Medical

institutions thus have “power to generate expectations which by definition they cannot meet”, serving the
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needs of institutional and social control over the health of individuals and communities (Illich, 1974, p.5).
Agency at the end of life is ceded to medical professionals, transforming it into a final act of clinical
control: “The dying man ceases to preside over the ceremonial of his own death” (Illich, 1974, p.19).

In capitalist society, Illich (1974, p.16) describes “extreme” natural death as the point when a
person becomes “useless both as producer and consumer”—the “ultimate form of consumer resistance”
(Illich, 1974, p.16). Since biopower is crucial to capitalism, requiring “the controlled insertion of bodies
into the machinery of production”, refusing the “consumption” of medical intervention at the end of life
becomes an act of agency and resistance against capitalism and biopolitical control (Foucault, 1978,
p.140-141, cited in Adams, 2017).

In the context of this study exploring the communal dimensions of DA at a Buddhist hospice,
Scheper-Hughes and Lock’s (1987) body politic, Foucault’s (1998) biopower, and Illich’s (1974) ideas on
medicalisation offer a lens for exploring how practices at Arokhayasala relate to the broader sociocultural

and political narratives that shape dying in Thailand explored in Chapter 1.

This section justifies the body—at the phenomenological, relational and political levels—as a
foundational analytical lens for understanding how communal life shapes the DA process at
Arokhayasala. As ‘beings-in-the-world’, our embodied experience and collective moral life is situated
within material and spatial contexts. To develop this line of inquiry, the next section outlines the

conceptual approach to space adopted in this study.

Space

Drawing from sociomateriality, spatial theory, and medical anthropology, this study treats space not as a
passive backdrop for end-of-life care but as an active, relational force which both shapes and is shaped by
the moral and affective contours of human behaviour and experience. This section outlines how space,
from waiting rooms to atmospheric flows in hospital wards, can impact how people move, feel, and relate
in care contexts. I argue that attention to material, sensory, and spatial arrangements is essential to
understanding the DA process at Arokhayasala, positioning space—in entanglement with body and
community—as a central analytical lens of this study.

Spatial theory challenges the assumption that space is a passive container where social life simply
unfolds. Henri Lefebvre (1991) argues that space is socially produced through the interaction of spatial

practice (how space is used and ‘perceived’), representations of space (how space is imagined, designed
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or ‘conceived’) and representational space (the symbolic and ‘lived’ experience of space). Through
analysis of material, conceptual, and emotional dimensions of space, this framework is well-suited for
capturing the interconnected complexities of how space actively shapes the DA process at
Arokhayasala—allowing for a layered analysis bridging the physical, embodied aspects of DA with the
symbolic, collective, and institutional.

Doreen Massey (2005) conceptualises space as relational, open-ended, dynamic—a “radical
contemporaneity” where multiple human and non-human trajectories coexist. This perspective emphasises
the interrelatedness of social life, rejecting fixed boundaries in favour of an emergent understanding of
spatiality. Space is not just where things happen, but the product of ongoing interactions through which
“sociality is to be configured” (Massey, 2005, p.195). This perspective is useful in conceptualising the DA
process not as a universal process or a set of actions or rituals fixed in time and space, but as a situated
process that is always in becoming, continually shaped by and shaping the entanglement of interactions
between bodies and materials that give rise to the myriad, context-specific ways DA is lived, felt, and
made socially meaningful at Arokhayasala.

Contrasting the openness of Massey’s (2005) “radical contemporaneity”, Foucault (1986) draws
attention to how space is bounded, structured, and governed—describing hospitals and prisons as sites of
discipline and institutional power. Foucault’s Aeferotopia offers a useful frame for thinking about how
space can reconfigure social norms. Unlike the “fundamentally unreal” nature of a utopia, heterotopias are
physically situated places operating as “counter-sites” where “the rules of normal social life” are
suspended, marked by their own rituals, boundaries, and rules of entry. Heterotopias juxtapose multiple,
incompatible logics—such as the sacred and profane—creating alternative spatial orderings. Foucault
(1984) differentiates crisis heterotopias (for those in life transitions) from heterotopias of deviation (for
those deviating from the norms). Retirement homes are both since old age, while a crisis in itself, “is also
a deviation... in our society where... idleness is a sort of deviation” (Foucault, 1984, p.5). Arokhayasala’s
hybrid religio-medical setting—with its rituals, rules of entry, and deviation from social norms—may too
be understood as a heterotopia: a “counter-site” to dominant spatial orderings in end-of-life care.

Sociomaterial approaches emphasise how spatial arrangements are not just shaped by practice but
actively co-produce it through textures, tools, atmosphere, and bodily routines that guide how people
move, feel and relate in everyday life—rendering practices like ritual, care, and moral orientation as
inherently sociomaterial. Orlikowski (2007) argues that social practices and material arrangements are
fundamentally entangled. Rather than treating technology as a separate domain from the social,
Orlikowski theorises that everything people do is sociomaterial—that is, constituted through the

inseparability of human action and material forms: “There is no social that is not also material, and no
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material that is not also social” (Orlikowski, 2007, p.1437). Due to this conceptual inseparability, a study
into the social dimensions of DA requires close attention to the material, spatial, sensory, and atmospheric
factors that co-produce its practice and meaning.

While traditional sociomaterial perspectives foreground the entanglement of space, materiality,
and practice, Hawley (2022) cautions against overlooking the role of human reflexivity. She proposes a
phenomenologically inspired “circuit of agency”, where agency emerges recursively through the
entanglement of the corporeal (bodily sensations and affective responses), intercorporeal (embodied
interactions with others), personal (reflection, memory, and intention), and intersubjective (shared
meanings and dialogue). In her classroom study, agency arose not only from material tools like keyboards
and screens but from how these tools met students’ physical, emotional, and social needs. This model is
useful for understanding DA as a process shaped by embodied negotiations of meaning and affect
co-produced within sociomaterial environments, without swinging the pendulum too far in favour of the
human or non-human: “mutual appropriation is key: if we are seen to appropriate the world without being
appropriated, the account will be too anthropocentric. If we are appropriated without appropriating, the
account will veer toward determinism” (Mertel, 2020, cited in Hawley, 2022, p.424). Understanding
agency as emergent and embodied brings into focus the affective and ethical aspects of space itself—how
sociomaterial environments shape not only actions, but how people feel and relate.

Space can be charged with emotional, moral and ethical significance—it can include, exclude,
soothe or unsettle. Brenman et al. (2020) explore ‘embodied belonging’ at mental health clinics in
London, showing how the sensorial, material, and the spatial affect perceptions of belonging. Brown et al.
(2020) examine how air is imagined, regulated, and experienced in cystic fibrosis clinics, showing how
the invisible threat of infection produces atmospheres of microbial anxiety where spatial
arrangements—yventilation systems, windows, and spatial distancing—carry ethical and emotional weight.
Buse et al. (2020) present how distancing in cystic fibrosis clinics is a form of care enabled by
architectural, material, and social arrangements. Burm and MacLeod (2020) bring attention to how
material objects and social practices help explain issues like burnout among medical trainees. In contrast,
‘non-places’ as described by Augé (1995), like airports and highways, prioritise circulation over dwelling
and resting, lacking the symbolic density and affective charge of care spaces. Such perspectives invite
attention to Arokhayasala’s environment—how does the architectural design and material environment of
its various spaces invoke either dwelling or circulation? What is the emotional, moral, and ethical
significance of the space to the bodies which move through it?

Collectively, these studies illustrate how care is not simply enacted but mediated through the

material, atmospheric, and spatial configurations in which it takes place—illuminating the value in
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considering how sociomaterialities—such as architecture, sensory atmospheres, and spatial
practices—might likewise contour the phenomenological and embodied experience of DA at
Arokhayasala. However, it is also necessary to recognise that lived sociomaterial encounters take place

within a broader social and moral ecology, necessitating a third analytical lens, community.

Community

I understand community as a relational moral field where relationships and social life are defined by
shared values and mutual obligations which are produced and sustained through collective practices and
rituals. Naturally overlapping, the ‘body’ analytic captures the embodied experience of the socially
shaped and morally attuned being, the ‘space’ analytic captures the material and symbolic context of this
experience, and the ‘community’ analytic shifts the focus from the phenomenological toward the
collective production of the moral order—how communities enact their shared values through ritual,
collective action and mutual responsibility, providing crucial context for understanding DA at
Arokhayasala. I connect the ritual reproduction of the communal moral order to Kellehear’s (2013)
‘compassionate community’ (CC) model, which seeks to reorganise the distribution of end-of-life care
responsibilities between the greatest possible participation of citizens to enhance the wellbeing of
everyone affected by ageing, dying, death, and loss.

Rituals are key to reproducing the moral and social order. As Victor Turner (1969, p.180) argues,
rituals are not merely symbolic acts but regenerate “the principles of classification and ordering on which
social structure rests.” This process involves the temporary “reduction of structure to communitas”™—a
state of “direct, immediate and total confrontation of human identities”—that suspends normal social
distinctions and allows individuals to encounter one another as equals, strengthening communal bonds
(Turner, 1969, p.132). Turner uses the example of the Kumukindyila rites of the Ndembu, in which a
chief-elect is dressed in “ragged waist-cloth” and temporarily reduced to a “liminal” state or a “blank
slate” (pp.100-103). This represents the collapse of structure into communitas, where—in a classic “rite of
passage” (Van Gennep, 1909)—the chief is symbolically stripped of his former status and reborn as a
leader, regenerating “principles of classification” and reaffirming the moral and social order upon which
the authority of the chief depends. Highlighting the value in studying rituals, Turner (1969, p.6) quotes
Wilson (1954, p.241): “Rituals reveal values at their deepest level... men express in ritual what moves
them most, and since the form of expression is conventionalized and obligatory, it is the values of the

group that are revealed.” Turner’s ideas on liminality, communitas, and the ritual reaffirmation of the
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social order highlight the value in studying the rituals and rites of passage at Arokhayasala which make
visible the defining moral foundations and shared values of the community.

Erik Davis’s (2016) research into funeral rites in Cambodia documents the power of ritual in the
reproduction of social and moral values in a Theravada Buddhist society. Reflecting on Bloch and Parry’s
(1982) classic study Death and the Regeneration of Life—which explores how rituals at death are key
moments for regeneration of the social order and collective life—Davis surmises that funerals in
Cambodia must reveal something about the society’s core values. Khmer Buddhist ritualisation of the
dead—imbuing what Davis calls deathpower— “establishes and moralizes particular notions about
fertility, social legitimacy, and morality, drawing on everyday notions and concepts from Cambodian
agricultural life” (2016, p.6). This reflects broader anthropological insights—such as developed by Van
Gennep (1909), Durkheim (1995), Douglas (1966), Bell (1992), and more—that emphasise the role of
ritual in reaffirming the shared moral fabric of social life.

Similarly, the reproduction of a shared moral order is crucial for the success of modern CCs
which attempt to integrate PC values into the social and cultural fabric of communities in order to
reorganise and maximise distribution of end-of-life care responsibilities (Kellehear, 2013). These
communities are “an expression of shared values and fundamental ethical attitudes, such as empathy,
mindfulness, attentiveness, respect and solidarity in human coexistence” and, as discussed, aim to foster
engagement which leads to “culture change” (Wegleitner et al., 2016).

If the success of CCs requires a “culture change” rooted in promoting the aforementioned PC
values, Turner’s (1969) insights suggest that rituals may be a powerful mechanism for materialising this
desired change. In this regard, studying the rituals of existing CCs such as those described by Ekkapop et
al. (2019), offer a valuable opportunity to analyse how these moral frameworks are produced, sustained,
and transmitted in practice and in context. A discussion of Arokhayasala’s community-based care model

in Chapter 3 will elucidate how Arokhayasala fits well the description of a CC.

Conclusion

This framework approaches DA at Arokhayasala through the lenses of body, space, and community. It
captures the embodied, spatial, and collective dimensions of DA as a lived, situated, and socially
embedded process. These analytic lenses are conceptually entangled: bodies are where space is felt and
community is enacted; space both shapes and is shaped by bodies and social interaction; and community
both depends on and provides moral structure for both. By integrating insights from phenomenology,

spatial theory and sociology, this framework foregrounds the complex interplay of individual, material,
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and relational forces that shape the experience of DA, providing a conceptual foundation for the

ethnographic chapters that follow, and guiding the study’s methodological choices.

Data Collection and Analysis

Grounded theorists strengthen their studies by using multiple forms of data to generate a theory
(Charmaz, 2014). This study primarily employs participant observation and in-depth interviews,
supplemented by engagement with textual and material artefacts at the research sites (such as pamphlets,

posters, chanting books, and signage) and digital communications (news articles and social media posts).

Fieldwork was conducted during two trips to Arokhayasala from 4—11 November 2024 and 6—15 January
2025. My academic background in East Asian Religions and Cultures and Thai Studies, together with
several years living in Thailand (in Chiang Mai, Khon Kaen, and Bangkok), enabled me to engage with

participants naturally and conduct fieldwork without a translator.

Participant Observation

Qualitative data were collected through overt participant observation (PO), during which participants
were aware of my role. I joined communal activities including meditation, chanting, dharma talks, rituals,
ceremonies, group treatments, cooking, meal times, volleyball, and temple-wide community events.

PO involves immersion in the events, behaviours, and artefacts in a social setting (Marshall and
Rossman, 1989). It seeks to answer: “what do people do” and “why do they do it?” (Tahereh et al., 2016).
PO involves “active looking, improving memory, informal interviewing, writing detailed field notes, and
most importantly, patience” (DeWalt and DeWalt, 2002). Communal activities, informal conversations,
observations, and interactions informed my field notes which I recorded at the earliest opportunity after
each activity. I split each page into two columns—observations on the left and analytical memos on the
right.

PO was well-suited for examining how communal living influences DA because it seeks to
understand social processes and create a holistic understanding of social life in a “natural setting” (Shah,
2017). This method demanded a balance between building rapport with participants and maintaining
scholarly detachment (Shah, 2017).
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PO aligned well with a constructivist ontology because it granted me direct access to the
interactions under which knowledge is constructed (Berger and Luckmann, 1966). PO supported the
iterative process of GT by allowing continual observation and reflection to guide evolving focus, helping
to gradually narrow down the research aims—a process identified by Glaser and Strauss (1967) as the
constant comparative method.

Reflexivity was central to this process, not to eliminate my subjectivity as a researcher, but to
ensure the data were prioritised over my own assumptions or previously acquired knowledge which,
rather than be discarded, I engaged with critically as I reflected on the data’s emerging themes
(Thornberg, 2012).

Understanding social processes (such as DA) requires breaking through “the ordinariness of
routine events” (Charmaz, 2006, p.53). Incident-by-incident coding of PO data allowed me to capture the
context and dynamics of scenes and activities and their participants, emerging in codes such as “chanting
as a distraction from pain.” I compared and coded similar events to identify emerging patterns and
processes, and later compare dissimilar events to generate further insight (Charmaz, 2006, p.53). As well
as between events, I compared PO with interview data in a constant comparative method to arrive at

analytical distinctions (Glaser and Strauss, 1967).

Intensive Interviews

In-depth, semi-structured interviews were conducted with Arokhayasala’s community leaders and care
providers—nurses, volunteers, and scholars—whom I call ‘experts on dying’. Selected through purposive
sampling based on their extensive experience in caring for dying patients at Arokhayasala, these key
figures offered insight into the communal dynamics of DA. These experts are introduced in Chapter 3’s
section on Arokhayasala’s ‘frameless, freedom, flexible’ model. Upon ethical consideration, patients and
relatives were excluded from formal interviews to avoid intruding on their time during a sensitive period,
particularly given the rich insight offered by experts’ long-term involvement in the community. Informal
conversations, meanwhile, were welcomed with all members of the community through PO and later
reflected upon through retrospective note-taking. The sample size was naturally small due to the limited
numbers of experts at Arokhayasala. This enabled in-depth, nuanced discussions, and findings were
compared against PO data to strengthen validity.

Intensive interviews were selected because they “permit in-depth exploration of a particular topic
with a person who has had the relevant experiences” (Charmaz, 2006, p.25). Interviews were

semi-structured to “achieve a balance between making the interview open-ended and focusing on
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significant statements” (Charmaz, 2006, p.26). Interviews included open-ended questions, like “How do
group activities influence attitudes toward death?” because they “encourage unanticipated statements and
stories to emerge” (Charmaz, 2006, p.26). Open-ended follow-up questions such as “that’s interesting, can
you tell me more about it?”” helped participants “to articulate his or her intentions and meanings”
(Charmaz, 2006, p.26). Because this study examines DA as a social process, interviews prioritised
communal practices before exploring individual perspectives following Charmaz’s (2006, p.29) advice to
“direct questions to the collective practices first.” In line with CGT, questions were refined alongside
emerging themes from PO.

With informed consent, interviews took place in a quiet setting of the interviewee’s choice, lasting
between 45-90 minutes. With permission, the interviews were recorded on my mobile phone and
transcribed verbatim to preserve the subjective meanings of individuals (Charmaz, 2014). These
transcripts were stored in my password-protected OneDrive. The transcripts were subjected to initial
coding, focused coding and theoretical coding (Charmaz, 2006; Glaser and Strauss, 1967). All translations
are my own. For transliteration, I used the Paiboon system for consistency. For Buddhist concepts, |

provide the standard Pali term rather than transliterated Thai, e.g. kamma, karuna, anatta.

[nitial Coding

Line-by-line coding fractured interview data down into parts defined by the actions they rested upon
(Charmaz, 2006). For example, the statement “Luangta mee tae hai” (“Luangta only gives”) was coded as
“The abbot as a giver.” Many initial codes included in vivo codes capturing participants’ own words, such
as plik jit (“flipping the mind”), which were used as a springboard for further exploration and analysis. At
the organisational or collective level, in vivo codes can reflect assumptions, actions and imperatives that
frame actions (Charmaz, 2006). In vivo codes help to anchor analysis in the world of participants

(Charmaz, 2006).

Focused Coding

Focused coding involved selecting the most significant and frequent initial codes to capture, synthesise
and understand larger fragments of data (Charmaz, 2006). Focused codes were treated as categories that

could be developed and scrutinised further (Charmaz, 2006). The codes were refined by comparing
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experiences, actions, and interpretations across interviews and field notes. Axial coding, a type of coding
outlined by Strauss and Corbin (1990) which relates categories to subcategories, was used to explore the

dimensions of and build framework for categories.

Theoretical Coding

Theoretical codes integrate focused codes to conceptualise hypotheses in a theory (Glaser, 2023). They
weave the story back together again (Glaser, 1978). It demands theoretical sensitivity—being open to the
emergent, earned relevance of theoretical codes rather than forcing preconceptions (Glaser, 2023). To
develop theoretical sensitivity, “it helps to interrogate yourself” about whether these codes interpret the
data fully (Charmaz, 2006, p.66). Theoretical codes aided in creating a comprehensive analysis of
Arokhayasala’s social world, helping to “avoid misrepresenting collective social actions as monolithic by
examining diversity within worlds, while still tracking and tracing their overall collective perspectives,

ideologies, thrusts and goals” (Clarke 1998, p.265, cited in Charmaz, 2006, p.64).

Reflexivity

In CGT, knowledge is co-constructed by individuals influenced by their backgrounds, experiences and
social contexts (Charmaz, 2006). This demands iterative coding and analysis to allow complex categories
to emerge (Birks and Mills, 2015). From these codes, a theory is generated which is
“interpretive-perspectival”, requiring a high level of reflexivity from the researcher (Cornelissen et al.,
cited in Fox, 2023). Reflexivity is “a set of continuous, collaborative, and multifaceted processes through
which researchers self-consciously critique, appraise, and evaluate how their subjectivity and context
influence the research processes” (Olmos-Vega, 2022, p.241). I engaged in five different types of
reflexivity: strategic, contextual-discursive, embodied, relational, and ethical (Finlay, 2012, p.318).
Strategic reflexivity involved examining my aims and methodological choices. Entering the
fieldsite, I aimed to study the social dimensions of DA, building on recent research at Arokhayasala. Not
knowing what data would become significant, CGT was adopted to facilitate an open approach that
allowed theory to be generated from the lived experiences of participants. PO and intensive interviews
with community experts enabled this flexibility. Through fieldwork, the analytical framework ‘body,
space, community’ emerged inductively and evolved through fieldwork—enabling a multi-scalar analysis

of DA grounded in the context of the fieldsite.
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Contextual-discursive reflexivity involved deconstructing how language, sociocultural context,
and my own background shaped the research. As a non-Thai researcher trained in Thai and Buddhist
studies, I practised ‘bridling’ (Dahlberg et al., 2008)—acknowledging my prior knowledge while resisting
premature interpretation. For example, I consistently sought participants’ definitions, even for familiar
terms like yoom rap (“accept”), to ensure their meanings guided the analysis.

Embodied reflexivity involves reflecting on bodily presence and how sensory, emotional, and
physical experiences inform interpretation (Finlay, 2012). This was of particular importance during PO, as
a researcher “must find some role in the field being studied” (Hammersley and Atkinson, 2007, p.4).
Arokhayasala’s ‘frameless, freedom, flexible’ model (explored in the next chapter) allowed me to find
roles organically. I assisted with daily tasks—chopping herbs, helping with medicine distribution,
washing dishes, dog grooming, and chatting to patients. Finding roles helped me become an “insider”,
allowing me to get to know participants and gather rich data. During group activities, I engaged fully and
wrote up my field notes afterward to reflect on my somatic experience. While I could not fully inhabit
others’ perspectives, this practice offered insight into how these activities might be felt. Early on, I
struggled to follow the fast-paced Pali chants. Over time, I grew confident chanting in unison with others.
This shift revealed the cognitive and bodily focus chanting demands—helping me appreciate why
participants described it as a form of pain relief.

Ethical reflexivity was key in guiding methods, particularly purposive sampling, and real-time
decision-making in the field. I continually reassessed when my participation might be intrusive. For
example, after Luangta’s stroke, the nurses invited me into his quarters as they prepared him for bed.
Although welcomed, I declined because I was not wearing the same protective gear (masks and scrubs)
and felt it unethical to enter the abbot’s space without taking the same precautions. For this study, I
received a favourable ethical opinion from the Research Ethics Committee of the Faculty of Arts,
Humanities and Cultures at the University of Leeds, as well as approval from Arokhayasala’s ethical
committee. While the study initially proposed the use of pseudonyms to protect participants’ identities,
participants preferred that their real names be used in the thesis. They expressed pride in the centre’s work

and were happy for it to be publicised.

Chapter 3: Rituals, Care, and Community at Arokhayasala

This chapter explores the historical, social, spiritual, and political forces shaping the Arokhayasala

community, providing essential context for understanding how DA is socially cultivated. First, it
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introduces the people, philosophies, and practices which form daily life at Arokhayasala. Next, it
examines the centre’s recent shift into becoming a satdanchiiwaapibaan (“Life-Care Centre”) under a

new CBPC policy. The final section is a literature review on the DA process at Arokhayasala.

Arokhayasala’s Origins, Philosophies, and Care Model

Arokhayasala is a 60-bed PC centre for terminal cancer patients at Wat Kham Pramong Temple in
Sakon Nakhon province, northeast Thailand. Arokhayasala offers a distinct approach to end-of-life care
centred around community, Thai traditional medicine, holistic healing and Buddhist-informed practices.
This section will provide a description of Arokhayasala’s origins, key figures, guiding philosophies,

organisational structure, treatments, communal rituals, and setting.

The “Arokhayasala” concept

“Arokhayasala” or arogayasala—pronounced a réok yad sdan in Thai—consists of the Pali/Sanskrit terms
arogaya meaning “lack of disease” and sala meaning “meeting hall.” The concept of arokhayasala
originates from the 12th-13th century Khmer Empire under King Jayavarman VII, who according to an
inscription, established 102 healing centres or arokhayasala, with 30 thought to be in northeast Thailand
(Thanarat et al., 2021)." These architecturally distinctive hospital-temples provided both medical and
religious services rooted in Buddhist principles. King Jayavarman VII was a Mahayana Buddhist who, in
one inscription, declared his aim was to reduce suffering for his people: “He suffered the illnesses of his
subjects more than his own; because it is the pain of the public that is the pain of kings rather than their
own pain” (Ven Horn Ken, 2018, p.4).

Herbal practices at arokhayasala combined Ayurvedic principles with local medicinal knowledge
and aimed to restore balance of the four bodily elements—earth, water, wind, and fire—in accordance
with traditional Khmer medical theory (Pawittra, 2024). Evidence from Surin province indicates that an
arokhayasala consisted of two parts: 1) a medical facility and 2) a stone castle (suttalaya) enshrining the

medicinal Buddha (Thanarat et al., 2021). The historical arokhayasala was thus a meeting point between

'Scholars have noted a significant decrease in architectural and epigraphic activity after Jayavarman VII’s death, suggesting a
reduction in the establishment and maintenance of arokhayasala institutions (Carter et al., 2019). Additionally, the transition from
Mahayana to Theravada Buddhism in Cambodia during the 13th and 14th centuries likely contributed to the decline of the
arokhayasala.
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local medicinal knowledge and Buddhist ethics—a logic of healing which lives on in the contemporary

Arokhayasala community at Wat Kham Pramong.

Luangta’s Miraculous Recovery and the Birth of Arokhayasala

Phra Paponpatchara Jirathammo, known to the community as “Luangta”—a Thai term of familiar address
for senior monks (Thai-Language.com, 2025¢)—is the abbot of Wat Kham Pramong. His personal
experience with cancer was the catalyst for his establishment of Arokhayasala in 2004, shaping the
centre’s enduring philosophies and treatments. In 1996, Luangta was diagnosed with nasopharyngeal
cancer and underwent intensive chemotherapy and radiotherapy for three months during which he
suffered from nose bleeds and pain until he fell into a coma (Aphinyana Arokhayasala Foundation, 2014).
Upon waking, Luangta decided he would “rather die than suffer” and focused on meditating on
impermanence (anicca), suffering (dukkha) and non-self (anatta) as taught to him by Luang Pu Tuer
Ajaladhammo of the Thai Forest Tradition (Aphinyana Arokhayasala Foundation, 2014, p.80).

Luangta discontinued hospital treatment and returned to the temple, realising that “no one could
help me. I had to help myself” (Jakkapan, 2011). Combining meditation and study of herbal medicine, he
developed a formula of 11 herbs to treat his cancer and instructed temple employees to source each
ingredient and boil them together (Aphinyana Arokhayasala Foundation, 2014). After one cup, his
breathing and appetite returned to normal; after five pots, his symptoms improved, the tumour in his nasal
cavity vanished, and testing at a hospital in Bangkok indicated his cancer had disappeared (Aphinyana
Arokhayasala Foundation, 2014). With an understanding of the suffering caused by cancer, Luangta
committed to taking care of cancer patients and their relatives using herbs and meditation therapy. He
opened Arokhayasala in 2004 and has cared for cancer patients ever since. In October 2024, 70-year-old
Luangta’s role in communal life was compromised following a stroke, from which he is still recovering.

A testament to Luangta’s dedication, treatment at Arokhayasala is free of charge. The centre has
treated more than 6,500 cancer patients without charging a single baht in fees (Hfocus, 2024).
Arokhayasala covers the costs of herbal medicine, accommodation, a spectrum of alternative treatments,
organic temple-grown fruits and vegetables, and cremations. Until 2024, when Arokhayasala began
receiving modest government funding via the Life-Care Centre policy, the centre operated solely on
donations, receiving more than 150 million baht in public support (Khampramong, [no date]). Luangta’s
story of healing and dedication to treating cancer patients for free are likely key reasons behind the strong

faith that patients and their relatives have in their healer and his treatments (Piyawan et al., 2017;
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Wilailack and Sureeporn, 2010). This faith is mirrored through Arokhayasala’s national network of
thousands of volunteers.

Luangta’s ties to the Thai Forest Tradition—a lineage of monks known for its reclusive,
charismatic, apotropaic and “other-worldly” mystical meditation masters—add to his aura of sacredness,
spiritual authority or prestige (barami) (Taylor, 1993). The Thai Forest tradition is a meditation-focused
movement emphasising strict discipline and solitude pioneered by Luang Pu Man Bhuridatto in the early
20th century. Man and his pupils, influenced by early reformers in the new Thammayut order, became
some of Thailand’s most influential monks, representing the fusion of indigenous and universal Buddhist
ideals (Taylor, 1993).

After completing a degree in Irrigation Engineering in 1976, Luangta worked for the Royal
Irrigation Department. In 1979, Luangta ordained at Wat Santi Sangkharam of the Thammayut Nikaya in
Sakon Nakhon (Wanchai Tantiwittayapitak, 2019). Luangta became a disciple of one of Luang Pu Man’s
pupils, Luang Pu Sim Phuttajaro, at Wat Tham Pha Plong in Chiang Dao for five years before Luang Pu
Sim appointed Luangta as the abbot of Wat Kham Pramong (Kham Pramong, [no date]).

Frameless, Freedom, Flexible: A Compassionate Community in Action

Arokhayasala embodies Kellehear’s (2013) ‘compassionate communities’ (CC) model, where end-of-life
care is a shared social responsibility rather than the exclusive domain of medical professionals. Collective
contribution to care is facilitated by the community’s ‘frameless, freedom, flexible’ (FFF) philosophy,
which eliminates rigid roles, integrates relatives as caregivers, and rejects bureaucratic risk management
protocols. Caregiving responsibilities are dynamically distributed between monks, nurses, officers,
volunteers, and relatives. This section introduces the key caregivers of the community (including
interview subjects), their diverse and overlapping roles, and explores how the FFF model operates in daily
life. Arokhayasala’s FFF model facilitates communal care and protects patient autonomy, aiming to grant
individuals control over their end-of-life care decisions—challenging the dominant biomedical and
cultural paradigms in Thailand discussed in Chapter 1.

Luangta serves as a spiritual leader and “emotional anchor” for patients, relatives, staff, and
volunteers (Piyawan et al., 2022). His aim is helping cancer patients and their relatives escape
suffering—emphasising mental resilience, communal support, humour, and simplicity in confronting
death. Through personal consultations, dhamma discussions, and instruction on meditation and chanting,

Luangta encourages the community to reframe suffering as an opportunity for spiritual growth. Central to
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his teachings is the concept of plik jit (“flipping the mind”): reframing perceived problems into
opportunities for spiritual growth, merit-making (tam bun), and cultivation of inner peace—transforming
fear, pain, and suffering into acceptance. Luangta teaches that all one needs to escape pain and die
peacefully is to concentrate on the mantra ‘Buddho’—a simple meditation technique popular in the Thai
Forest Tradition.

Humour is a defining aspect of Luangta’s approach to end-of-life care. An example of plik jit,
Luangta teaches the community to “have fun with suffering” (sa nuk gap kwaam tuk). Luangta teaches
laughter therapy which first involves leading the community in chanting, “We already won! We don’t die
anymore!” (rao cha na léeo rao mdi dtaai léeo) before 30 seconds of loud, synchronised laughing.
Laughing at death is one way to plik jit and transform the feared death into a communal, acceptable, and
even celebratory or fun experience. This lightheartedness sets Arokhayasala apart from wider Thai society
where, as in many cultures, death is a taboo topic of conversation and is treated with solemnity. A striking
example occurred when a friend of Luangta’s reminisced about visiting the temple 30 years ago. He
recounted finding Luangta warming up by the fire, only to realise he was cremating a body. The punchline
evoked booming laughter from all present, especially the abbot.

Beyond spiritual guidance, Luangta mediates family tensions around end-of-life care decisions.
Sometimes, families want their relative to receive hospital treatment but the patient chooses to stay at
Arokhayasala. Luangta navigates these conflicts skilfully, using Buddhist teachings to reinforce patient
autonomy in a way that makes families feel more comfortable. Luangta encourages families to address
unresolved conflicts—as the end of life approaches, he encourages patients and relatives to seek
forgiveness from each other (k3o ka maa) to let go of their worries, helping patients pass peacefully.

Luangta’s stroke in 2024 impacted operations at Arokhayasala. During his hospitalisation, Mhor
Oat—interview participant #1 and the community’s second most central figure—stayed beside him.
Despite directing staff via phone during her absence, Mhor Oat paused admission of complex cases.
Communal activities also reduced. When he returned, Luangta required round-the-clock care. Mhor Oat
created a roster for his care and slept on the sofa in an adjacent room should he need her assistance in the
night. Arokhayasala’s bureaucracy-free FFF model allowed Mhor Oat to temporarily limit patient
admissions to free up time for the community to adapt and focus on caring for Luangta.

During this time, I frequented the makeshift dining area the community had set up outside
Luangta’s pyramid. Unless I asked directly, no one talked about Luangta’s condition, although it was clear
the new roster of care would be in place for the foreseeable future. Mhor Oat expressed that organising
Luangta’s care was difficult since she must increase officers’ workloads and find a way to fairly

compensate them. Even with a strain on human resources and a seriously ill abbot, the community found a
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way to adapt, and by the end of 2024, patient admissions returned to normal and communal life was lively
again. Duties usually taken on by Luangta, such as solving familial conflicts, fell largely on Mhor Oat.

Mhor Oat’s role spans care, education, and administration. Her relentlessly ringing phone signals
how in-demand her expertise is. She is an Advanced Practitioner Nurse (APN) specialising in PC,
providing physical, emotional, and spiritual care at Arokhayasala for 11 years. Mhor Oat organises and
leads group activities and rituals, provides patient consultations, admits patients, teaches relatives how to
be caregivers, oversees herbal medicine production and quality control, coordinates schedules, arranges
placements for students of nursing and Thai Traditional Medicine (TTM), collaborates with and hosts
university researchers, handles the temple’s budget and medical supplies, systematically collects patient
data, conducts academic research, and is completing her doctoral degree.

Mhor Oat explained that spiritual care is a focus of treatment at Arokhayasala, where 95% of
patients have a stage-four cancer diagnosis. In her words, spiritual care involves “facilitating group
discussions, helping patients prepare for death, and accept death.”

Mirroring Luangta, Mhor Oat approaches care in the communal setting with a humorous,
energetic attitude. During pet therapy one evening, Mhor Oat asked the community, “Who loves dogs?”,
prompting most to raise their hands. “Now, who eats dogs?” she continued, eliciting bellows of laughter.
Mhor Oat was making light of how Sakon Nakhon is stigmatised as “the land of dog eaters” (The Isaan
Record, 2022). The joke was well received, steering the atmosphere in a jovial direction. Mhor Oat asks if
relatives are feeling less stressed and one woman says her life has changed 100%. Mhor Oat leads the
group in singing a song about Luangta: “he is the abbot... he opened Arokhayasala to take care of cancer
patients.” One relative says he is a Mor Lam singer and offers a spontaneous performance. Pa Sri and an
officer start dancing, prompting relatives and patients to do the same. Soon enough, everyone is dancing.
After this, Mhor Oat asks everyone to outstretch their arms, wiggle their fingers and “send energy” (song
plang) to each other. Mhor Oat reminds the group of Arokhayasala’s motto: “die peacefully without
spending a thing” (dtaai sa ngop ngop mdi sia). The session concludes with a chant of “Om” and another
round of laughter therapy. The Mor Lam singer laughs especially loudly. Everyone kneels and prostrates
three times to Luangta, who has been observing the activity in his wheelchair. Overall, pet therapy—with
loud music, singing, dancing, and laughing—was more reminiscent of a village party than a PC treatment.

Mhor Oat emphasised that spiritual care is also for staff, who undergo spiritual transformations at
the temple. She believes experiencing internal joy from caregiving shows inner growth. Remaining
caregivers comprise a team of officers (jdo nda tii) who juggle several responsibilities: providing physical
care, preparing herbal medicine, leading chanting and communal activities, administrative work, cleaning,

cooking, and running the café during events. All officers are women and several are nurses. There are also
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“general staff” who take care of the temple grounds, act as drivers, take care of cattle, rice paddies, herb
fields, and collect firewood for cremations, among other miscellaneous jobs. Many staff and volunteers
joined after their own relatives received care at Arokhayasala, inspired to give back to Luangta.

Aunty Sri—interview participant #2 and one of only two unpaid permanent resident volunteers at
Arokhayasala—explained how labour is distributed in the community. Luangta, she said, has “never
ordered anyone” to do anything; instead, he encourages individuals to find tasks that suit them. Aunty Sri
came to Arokhayasala 18 years ago with her terminally ill husband. After his passing, she was compelled
to stay and help Luangta. She said that Luangta gave her the opportunity to grow in the role of a chef
because that is what she chose. As well as cooking, Aunty Sri grows herbs and vegetables, leads daily
chanting, emotionally supports patients, chants at patients’ bedsides, and participates in communal
activities and rituals. Her strong Buddhist faith is evident in her daily practices—meditating, chanting,
and discussing dhamma around the dinner table.

I observed Aunty Sri offering spiritual support to the community during a delay in medicine
distribution one evening. As 12 patients and relatives waited outside the medicine distribution room,
Aunty Sri steered the conversation toward the topic of dying. She expressed her acceptance: “if we die,
we die” (dtaai g5o dtaai). “People’s lives are not the same, people’s happiness is not the same”, she
continued. There are karmic undertones to her statement. Akin to Somporn and Chesla’s (2001) study,
Aunty Sri implicitly draws on their understandings of kamma to help them fam jai; that is, people’s
suffering is shaped by their unique karmic past—not only of this lifetime but across lifetimes. Even if
emotions are generally well-hidden in Thai social settings (Aulino, 2014a), patients and relatives still
experience fear and isolation. Aunty Sri uses Buddhist teachings she has learned from Luangta to
emotionally support them—using liminal periods, such as waiting for medicine, as opportunities to
socially communicate these concepts.

Interviewee number #3, long-term resident volunteer and former patient P Jo, is another key
figure who provides emotional and spiritual care to the community. P Jo is blind and requires care himself
from his wife P Sai. He lost his sight when a cancerous tumour grew on his face. Six years later, P Jo feels
healthy and attributes his recovery to Luangta’s herbal medicine and meditation treatment. P Jo never had
surgery, but after “secretly taking a Tylenol”, removed the tumour from his face himself, and increased in
weight from 40 to 90 kilogrammes. The temple keeps his before-and-after photos to inspire faith in
Luangta’s treatments in new patients. P Jo embodies Luangta’s humour and openness in talking about
suffering, death, and dying. He frequently recounts Luangta’s teachings such as p/ik jit, meditating on the

mantra “Buddho”, and focusing on the present moment since death could come at any time.
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P Jo serves as a mentor, musician, and symbol of hope. He shares his story to inspire confidence
in herbal treatment in new patients, since some have initial doubt or fears about herbal medicine. He
offers support to community members, passing on Buddhist teachings and pain management techniques
taught to him by Luangta which were instrumental in his own physical and spiritual transformation. Not
letting his blindness prevent him from caring for others, P Jo taught himself how to play guitar via
YouTube and often performs for patients and relatives during music therapy. He extends this care beyond
Arokhayasala, also performing for recovering drug addicts.

Interviewee #4, another key voice and expert on dying, is PC specialist Associate Professor Dr.
Sureeporn Thanasilp, or Ajahn White—a long-term volunteer, nurse, and scholar. Having worked as a
nurse at Arokhayasala for over a decade, Ajahn White regularly returns to volunteer in between teaching
at Chulalongkorn University and directing the Asian Wisdom Care Research Unit, conducting research on
many topics including death acceptance in Thailand and Vietnam.

Another key figure in the community and close friend of Luangta’s is Ajahn Keng (interviewee
#5), or Amorndej Nualmanee—a civil engineering professor at Kasetsart University’s Sakon Nakhon
campus, where Luangta is also an alumnus. Originally sent by the university to construct herbal medicine
infrastructure at the temple, Ajahn Keng has been actively involved as a volunteer for three years. In
addition to designing and building greenhouses and pyramids, Ajahn Keng is an enthusiastic lay Buddhist
who teaches Buddhist philosophy to the community through dhamma discussions, participates in bedside
chanting and cremations. He also takes on central roles in community rituals—for example, leading a
communal chant and lighting incense to initiate the thrice-annual rice-harvesting event.

Relatives of patients play a crucial role in Arokhayasala’s FFF model. Each patient must stay at
the temple for at least two weeks with a relative, who helps with food and medicine preparation, bathing,
and cleaning. Relatives learn how to provide physical, emotional, and spiritual care from community
leaders, empowering patients with the choice to return home should they wish. Herbal medicine is mailed
free of charge to patients who have completed their treatments and returned home to ensure continuity of
care. Empowering relatives to take care of patients helps facilitate patients who want to die at home.
Relatives’ contributions, facilitating continuity of care and home deaths, are made possible only through
Arokhayasala’s FFF model. Unlike a hospital, Arokhayasala does not impose visiting hours or strict rules
on relatives but instead encourages and empowers them to take on their relatives’ care, which like a CC,
redistributes end-of-life care responsibilities among medical staff, family, and volunteers.

The FFF model protects patient autonomy through lack of bureaucratic protocols. Unlike
hospitals, where risk management dictates treatment decisions and patient discharge, Arokhayasala

operates without constraints. Mhor Oat explained that when relatives arrive, they sometimes panic and
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want to take the patient to the hospital even when the patient doesn’t want to go. Mhor Oat must “control
the situation” and advocate for the patient’s wishes skilfully. One family called the police and attempted
to have Luangta arrested for not transferring a patient to hospital, causing Mhor Oat to lock the doors until
the patient passed away peacefully—an action legally protected by Section 12 of the National Health Act
(2007). This departs from Stonington’s (2020) observation that autonomy does not take a central role in
decision-making around death in Thailand. Despite such extraordinary cases, Luangta and Mhor Oat
successfully navigate family disagreements and protect patients’ wishes to reject hospitalisation—without
any lawsuits ever being filed against Arokhayasala.

Patient autonomy is protected until the moment of death, after which decisions fall to the family.
Mhor Oat explained that if a patient requested cremation at Arokhayasala but their family objected, she
would defer to their wishes. This aligns with the Buddhist view that once the patient experiences their
final moment of consciousness (cuti-citta) and transitions to a new existence, their suffering is no longer
tied to their physical body, rendering protection of posthumous autonomy karmically irrelevant. Funerals
in Thailand are culturally a family duty, making Mhor Oat’s choice a culturally sensitive one.

Arokhayasala’s FFF model fosters communal caregiving by redistributing end-of-life care
responsibilities among monks, relatives, volunteers, and staff. Unlike hospitals, it bypasses bureaucracy to
prioritise patient autonomy, emotional resilience, social support, and spiritual wellbeing—empowering
patients with control over their experience of dying. Relatives’ unrestricted participation in care often
makes possible the option of returning home. While the FFF model enables communal caregiving and
protects patient autonomy, challenging dominant biomedical paradigms, staff (particularly Mhor Oat)

must skilfully advocate for patients’ wishes in a way which avoids conflicts with relatives.

Communal Rituals: Living and Dying Together

The Healing Power of Chanting

Buddhist chanting is the most pervasive and reliable aspect of communal life at Arokhayasala, practised
at the “Aro” shrine every morning and evening. Beyond daily routines, chanting is part of communal
events and rituals, including Buddhist observance days, the herb boiling ceremony, the coffin ceremony,
and cremations. There is a strong focus on chanting protection (paritta) verses. As Crosby (2002)

explains, reciting paritta serves two core functions: “prophylactic, warding off dangers and overcoming
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problems, and benedictine, bringing fortune and success in an undertaking.” At Arokhayasala, these roles
are evident: chanting is used as a pain management tool, to generate healing energy which can be directed
and transferred to people and objects, to promote social cooperation and harmony, and to support a

peaceful death for dying patients and their families.

The Space

Arokhayasala’s central shrine, known as “Aro”, is a hybrid religious, medical, and social space where the
community gathers twice daily for chanting and medicine distribution. It is an open-air pavilion supported
by white-tiled pillars featuring a hexagon-shaped Buddhist shrine at the centre. A golden Buddha statue is
accompanied by Hindu river goddess Ganga riding a makara—a crocodile-like creature symbolising the
Ganges’ destructive and life-giving waters—symbolic of death and fertility (Kossak and Watts, 2001),
and mythological Mother of the Earth Phra Mae Thoranee (pra mée toon nii) wringing her hair—flooding
Mara’s troops so they could not obstruct the Buddha’s enlightenment, “conquering the God of Death”
(Revire and Pitchaya, 2022, pp.372-374). Phra Mae Thoranee “can help wash away sickness and heal
people” (Revire and Pitchaya, 2022, p.378). Behind, a water feature is lined with two naga (pa yaa ndak)
statues and snake plants. In Thai Buddhist architecture, nagas are spiritual guardians against negative
forces. A bridge over a lily pond connects the main shrine to the pathway, integrating nature into the
space.

The open design maximises natural ventilation, allowing for a large number of individuals to
gather and chant comfortably even in the summer months. Benches on either side of the main shrine make
chanting at the shrine an accessible activity for patients and relatives who are unable or find it
uncomfortable to kneel down on the floor.

A smaller shrine features statues of Luang Pu Man, founder of the Thai Forest Tradition, Luang
Pu Un Uttamo, a forest monk from Sakon Nakhon who specialised in vipassana meditation and was noted
for his remarkable willpower (Ajarn David, 2024), and a statue of a meditating rishi—ascetic hermits
known for their deep meditation and supernatural abilities gained through spiritual discipline. The figures
symbolise Arokhayasala’s prioritisation of meditation as a path to healing and reinforce Luangta’s
spiritual authority as a reminder of his experience as a student of the Thai Forest lineage.

Next to the shrine, a wall is jam-packed with framed pictures of Luangta and certificates of his
achievements. One frame pictures Her Royal Highness Maha Chakri Sirindhorn presenting Luangta with
an honorary degree at Rajamangala University of Technology Isan in 2006. Below, there is a framed

poster of Luangta’s famous 11-herb anti-cancer formula. Collectively, the wall of achievements reinforces
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Luangta’s medical and monastic authority and Arokhayasala’s institutional authority as a nationally
recognised centre of healing for cancer patients.

Outside the medicine distribution room, there is a main reception desk. On the desk sits a large
sound system which transports the sound of morning and evening chanting to speakers all around the
temple grounds. Chanting books are stacked up on a bookshelf by the front desk, containing a selection of

Pali verses on protection (paritta), spiritual growth, healing, and impermanence.

The Ritual

At Arokhayasala, chanting is used in place of morphine as a painkiller. Aunty Sri explained, “chanting
can treat illness (rdk sda réok), especially when medicine cannot.” The therapeutic effect does not depend
on understanding the meaning of the Pali verses, but through the cultivation of concentration—through
attentively and rhythmically reciting, or listening to, each word with focused attention. Aunty Sri
explained that chanting helps the mind not to fixate on anything, which makes you forget about pain and
suffering. This is supported by one scientific study which found that the left anterior insula was less active
during mantra recitation—the part of the brain “associated with processing viscero-somatic body signals”
(Fox, 2016, p.216). Another study found listening to the Chinabunchorn sutta reduced self-perceived
stress in 30 Thai patients (Nichamon et al., 2019).

More than an individual distraction from pain, communal chanting generates healing power
which can be directed and transferred. After Luangta’s stroke, when he was immobilised in a hospital in
Bangkok, a ten-hour drive away from the temple, Aunty Sri told me: “We have been chanting the Ratana
Sutta three times in the morning and nine times at night every day to help Luangta get better.” The Ratana
Sutta was delivered by the Buddha to relieve suffering in Vesali afflicted by famine, disease, and evil
spirits (Piyadassi Thera, 1991). One evening, the officer leading chanting said: “We will pray (paa wa
naa) for Luangta to get better” into the microphone before initiating the chant. Another staff member said
all the staff have joined forces (ruam plang) to pray for Luangta to get better. This demonstrates how the
healing power of communal chanting transcends physical boundaries and is intentionally directed and
transferred towards an individual.

Ritual chanting is also used to transfer healing energy into physical substances. Swearer (2004)
describes how the chanting of protective (paritta) suttas is central to the consecration of Buddha images
in Thailand—a process believed to infuse statues with sacred power. At Arokhayasala, the consecration of

objects through collective recitation extends to herbal medicine. Chanting activates the healing effects of
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herbs during the herb boiling ritual, demonstrating how collective sound is mobilised through ritual
chanting to transform inanimate objects into sacred vessels of healing energy.

Communal chanting promotes social cohesion at Arokhayasala. Mhor Oat explained that
meditation and chanting on wan pra promotes positive relations, “the atmosphere changes, even in how
we work together.” Sociomaterial elements promote participation in this peace-making activity. The
temple-wide sound system ties the community into the sound of chanting twice daily, empowering
bedridden patients to also experience its healing effects. Sociomaterial overlap between daily medicine
distribution and daily chanting subtly encourages participation. Herbal medicine is distributed at Aro after
chanting twice daily on a tentative and often overlapping schedule. As relatives and patients arrive to
collect their concoctions of herbal medicine, they often opt to pick up books and join in with chanting
while they wait. There are usually considerably more people chanting by the end of the activity. The close
spatial proximity between the two events, the sacred nature of the space, and dynamic and sometimes
liminal nature of Arokhayasala’s flexible schedule create an environment which quickly turns chanting
into a ritual part of daily life for patients and relatives collecting their twice-daily medicine. Additionally,
daily chanting is led interchangeably by any two staff members, volunteers, patients, or relatives who
volunteer to do so, promoting a shared sense of responsibility.

Communal chanting is also a means to achieve a peaceful death for patients and their relatives.
Scholars have traditionally documented the role of chanting for dying patients in Buddhist traditions,
where it is primarily understood as a means to transfer merit and direct the dying person’s consciousness
towards a favourable rebirth (Gombrich, 1971; Phra Khru Anusaranasasana and Keyes, 1980). At
Arokhayasala, chanting at the bedside of the dying also serves a social function: preventing “emotional

wounds” for the living. Mhor Oat explained:

If the relatives become hysterical... the patient hears everything... we have to tell the relatives to stay
calm... We must be the anchor in that moment... if we can help relatives to anticipate and prepare for a
peaceful passing, it will prevent guilt from lingering in their hearts... if we help the patient pass away
peacefully, the relatives’ memory will be one of comfort... If we allow things to become chaotic—if the

patient is agitated, distressed, or struggling... it creates emotional wounds for the relatives.
This perspective shifts the focus of chanting for dying patients as solely benefiting the deceased to also

supporting the emotional wellbeing of the living—another way that chanting contributes to social

harmony and communal care.

50



In summary, chanting is a central healing practice at Arokhayasala used as a pain management
tool, a means of generating and directing healing energy, to consecrate and activate herbal medicine, and
to support dying patients in their last moments. Beyond its therapeutic effects, communal chanting fosters
social cohesion and collective responsibility. Its integration with daily routines such as medicine
distribution naturally encourages participation, reinforcing chanting as a spiritual and social cornerstone

of communal life.

The Herb Boiling Ritual

The Space

The simple metal structure is surrounded by trees and overlooks a large lotus pond. On the ground, dozens
of earthen clay pots are placed in car tyres. Bells hang from the ceiling next to a large free-standing gong.
A Buddha statue faces the water behind a statue of his personal physician Jivaka Komarabhacca (or Phra
Chiwok Goman). Jivaka, the father of traditional medicine in Theravada Buddhism, is often invoked as a
patron of healing, medicine, and wellbeing and has been worshipped in Thailand for at least two centuries
(Barua, 2019). There are parallels between Jivaka’s traditions and Luangta’s—cancer patients at
Arokhayasala follow a strict vegetarian diet which Jivaka defended in the Majjhima Nikaya (McDaniel,
2013).? As the Buddha’s physician, Jivaka’s presence at the herb boiling area reaffirms the place of
Arokhayasala’s herbal approach in the moral world of Buddhist ethics.

Opposite Jivaka, there is a singular large chair fit for the abbot, and a long table. On the table,
there are several small Buddha statues and a larger statue of the Hindu deity Ganesha. This does not
indicate a presence of Hindu eschatology, soteriology, ethics, or metaphysics in the community
(McDaniel, 2013). McDaniel (2013, p.102) notes that statues of Hindu deities at Thai Buddhist shrines
“represent figures, either historical or divine; they do not represent religion” and should therefore
“constitute part of the Buddhist pantheon.” In Thailand, Ganesha is believed to help devotees overcome
obstacles, aligning with the site’s function as a place of transformation and healing (Agarwal and Jones,

2018).

?A traditional healer in Bangkok told McDaniel (2013, p.204) about the ‘Jivaka method’: ““principles of anatomy, botany and
physiology, but each physician developed his or her own method...” This statement explains a great deal about Thai ritual
practice. There were principles, tools, tropes and aesthetics, but not prescriptions. They were cultural tools which allowed, even
encouraged, a modicum of individual agency when using them to solve problems” (McDaniel, 2013, p.204). This insight applies
to Luangta, who employed individual agency—combining Thai traditional medicine and Buddhism—to pioneer his own
cancer-fighting formula and to develop rituals to solve problems faced by terminal cancer patients.
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The Ritual

The herb boiling ritual (pf tii dtom yaa) is a rite of passage initiating new patients and relatives into the
Arokhayasala community. The ceremony combines physical healing and spiritual cleansing through the
boiling and blessing of herbal medicine and the act of writing a letter of confession (bai sda rd pdap).
This sacred ritual initiates spiritual transformation, strengthens communal bonds, empowers patients and
relatives to provide care, and builds faith in treatment.

The communal herb boiling ritual takes place whenever a new cohort or ‘generation’ of patients
and relatives begins treatment at Arokhayasala. In accordance with the principles of Thai traditional
medicine, herb preparation incorporates the four elements to restore inner balance: earth (using herbs and
earthen clay pots), water (the herbs are boiled using rainwater collected at the temple), fire (the herbs are
boiled over open-air stoves), and air (the ritual takes place in an open-air, natural setting).

Patients and relatives are taught how to properly prepare Luangta’s anti-cancer herbal formula,
empowering them to participate in their own care and ensuring they are equipped with the means to
prepare and boil their own herbal medicine should they decide to return home. Mhor Oat said that boiling
their own medicine gives patients and relatives “a sense of pride.” Each pot takes around 2.5 to three
hours to boil.

As the herbs boil, Luangta and Mhor Oat lead the community in “chanting for the Lord Buddha’s
blessing”, “asking for pain relief or cancer healing”, and “inviting the spirit of Master Jivaka to preside
over the boiling ceremony” (Aphinyana Arokhayasala Foundation, 2014, p.16). This process reflects the
belief that ritual chanting has the power to invoke spiritual forces, such as symbolic figures of healing like
Jivaka, and consecrate the herbal medicine with sacred healing properties.

Mhor Oat said the ceremony requires patients to write a confession letter (bai sda ra paap)
detailing “the secrets of suffering deep in their consciousness” such as breaking the five precepts and

other regrets. Mhor Oat described some of the regrets that past patients wrote down:

A grandmother, who is 70, had an abortion when she was young, and it still bothers her... some people
have killed someone, cheated on their spouse, or done things like that. These things are deeply embedded in
people’s minds, and they can’t tell anyone about it... writing it down in this letter makes them feel like they

don’t have that burden in their heart anymore. They accept what happened.
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Writing the confession letter helps patients release guilt and forgive themselves as a means of inner
reconciliation and spiritual transformation. In the Thai Buddhist framework, the world is considered
“fundamentally just, and this justice is maintained by karma” (Itsara, 2012, p.5). Holding a grudge
(against oneself or another) can lead to hostile actions and further consequences. Self-forgiveness is about
purifying the mind of anger to create better future outcomes (Itsara, 2012). One Canadian patient

described this process of self-forgiveness and transformation (Pipat, 2025):

There are very few times in our lives when we have the opportunity to come to terms with the things we are
not proud of in life... it’s not the same as just thinking about it, you have to write it on a piece of paper... it
requires a different kind of confidence, a different willingness, to address those things... it does give you an
opportunity, psychologically as well as spiritually, to start something new... a commitment, to a new way

of living, to a new way of looking at things... [to] forgive yourself... sincerely.

Writing out their secrets helps patients to externalise internal struggles and let them go, presenting them
with a chance to transform their attitude—or p/ik jit. In this ritual, participants use tangible objects (pen,

paper, and herbs) to strengthen their symbolic commitment to both spiritual change and physical healing.

‘Death Rehearsal’

“Being here is like rehearsing for death.” — Aunty Sri

Ritualised rehearsal of the dying process is a key element of spiritual care at Arokhayasala. It is practised
in two ways: regularly through a nine-minute ‘death meditation’ and annually on Halloween through the
more visceral ‘coffin ritual’. These death rehearsals serve as maranasati (mindfulness of death) practices
which bring attention to one's own mortality in the present moment (Analayo, 2016). The Buddha taught
his disciples that viewing death as a distant event is negligent (Analayo, 2016). True mindfulness of death
requires recognising that “death (marana) is right now approaching me. It is not a meditation on death in
general, but its application to me” (Analayo, 2016). This section will describe and contextualise these

communal death rituals, while their role in the DA process will be assessed in Chapter 4.

Nine-Minute Death Meditation
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Rehearsing death for nine minutes per day is a central spiritual practice at Arokhayasala. In this
communal activity, participants lie flat on their backs, close their eyes, and imagine they are dead for nine
minutes—bringing awareness of their mortality into the present moment. Luangta said the purpose is to
help participants become “spiritually ready to pass away” (Aphinyana Arokhayasala Foundation, 2014,
p-103). Luangta recommends death rehearsal meditation not only for dying patients but for everyone as a
daily practice upon waking or before going to sleep. The abbot promotes nine-minute death meditation on
his Facebook page, reinforcing habitual recollection of death within the wider community via social
media. One photo of patients and relatives lying on their backs on yoga mats at Aro is captioned:
“Rehearse death every day and night so that you are not shy when death comes” (Phra Paponpatchara,
2019). In the caption of another photo of Luangta lying down on his back receiving acupuncture in the
pyramid’s king chamber, the abbot writes: “This position is called the ‘death rehearsal position’ (tda nii

riak waa tda s5om dtaai)” (Phra Paponpatchara, 2022).

The Coffin Ritual

As well as internally through death meditation, death is rehearsed at Arokhayasala through the annual
coffin ritual, allowing participants to confront their mortality in a more immersive way. On Halloween
night, patients and relatives act out their own funerals by climbing into wooden coftins laid out outside.
Dressed up as ghosts, participants are covered with white cloth traditionally used to shroud corpses in
Thai funerals. Then, Luangta leads a series of Buddhist death chants as if presiding over their cremation
rites. After the chanting, the cloth is removed and the participants climb out.

Similar coffin rituals are undertaken at Buddhist temples elsewhere in the country in a practice
aimed to avert bad luck (gée klét). The ritual became popular in Thailand after it was featured in a Thai
horror film called The Coffin in 2008 (Hackley, 2021). Hackley (2021) explains that this kind of ritual is
believed to trick bad spirits into thinking the participant has already died so they will no longer harm
them. This symbolic death is perceived to change luck by offering the participant a fresh karmic slate.
Observing one female participant, Hackley (2021, p.2) notes: “after this ritual, it would be as if she was
reborn and she could start a new life with a new identity shed of her previous bad karma.” P Jo said that at
temples elsewhere in the country, this ritual may attract someone who keeps buying lottery tickets but
never wins, believing it may improve their fortune. Thus, while this ritual mimics a funeral, its primary

purpose in Thailand is to generate good luck rather than serve as a conscious rehearsal of death.
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The coffin ritual differs from mainstream temple-based coffin ceremonies. Aunty Sri explained
that while people may understand the ritual as a way of changing their fate (gée klér), this is not Luangta’s
intention. She said, “it is more of a test—Ilike rehearsing for death. Some people see a coffin and feel
afraid. But Luangta wants us to experience it, and to practise dying, to try lying in a coffin and observe
how we feel—are we scared? Do we accept it?”” Similarly, Ajahn White said: “Luangta’s real intention is
not to gée klét, he wants people to have this experience.” While coffin ceremonies across the country are
performed to avert bad luck, Arokhayasala’s version rather serves as a symbolic rehearsal of one’s own

death—a maranasati practice.

Open Cremations

The Funeral Pyre

e
S

Figure 1: Funeral Pyre (chaong dta goon)
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The funeral pyre (chaang dta goon) is at a secluded clearing in the forest on the outskirts of the temple
grounds. Between the temple and the wild forest, the pyre stands at the threshold between the worlds of
the living and the dead. The space is believed to be inhabited by the spirits of the people cremated there,
who must be acknowledged by the living who enter it. P Jo emphasised the importance of this prior to my
first visit to the pyre. He instructed me that [ must hold my hands up in wai gesture upon arrival and
introduce myself, explain what [ am doing and ask permission (k32 a nu ydat) from the spirits to take the
above photograph (Figure 1). After a winding ten-minute motorbike ride through the forest with P Sai, |
arrived and the air was still. I followed P Jo’s instructions, and as soon as I asked for permission, leaves
began falling from trees around the pyre. P Sai and I took this as a sign—she said, “the spirits have
granted you permission.” This interaction between myself and the spirit world made tangible the pyre’s
liminal status, where the boundary between the living and dead remains permeable.

The pyre itself is a simple structure which consists of two concrete pillars with small steps either
side. In the middle, there are three iron bars where the coffin is placed for cremation. The concrete is
cracked and blackened from repeated use. It is understated, unadorned, and bare—unlike the modern
enclosed crematoriums (meen), which typically have a furnace, chimney, and decorative elements to
resemble mini temples themselves. In front, there is a simple, corrugated metal structure for attendees to
gather beneath.

Luangta’s decision not to build a crematorium is intentional and multifaceted. Crematoriums burn
large amounts of fuel to reach temperatures up to 1000°C, consuming significant energy and producing air
pollutants, particularly becoming a problem in Bangkok (Orawon and Suriyapong, 2007). They emit toxic
substances into the air which contradicts the temple’s focus on sustainability. P Jo suggested Luangta
might not want to build a crematorium to prevent local villagers from requesting cremations, which would
take Luangta away from his central mission to care for cancer patients.

However, environmental or logistical concerns are not the primary motivation for rejecting the
modern crematorium. Luangta wishes to preserve the symbolism of the bare and open funeral pyre which
does not conceal, sanitise, or separate death from its surroundings. The cremation ritual, described in the
next section, further illustrates this unique approach to funerals. Its significance in the DA process will be

theorised in Chapter 4.

The Cremation Ritual

When my brother was cremated—he had liver cancer—there was this moment when the liquid in his

stomach suddenly burst out and shot upward. Because of the heat. Liver cancer patients often have swollen
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stomachs filled with fluid. His stomach was big. The last thing to go was the skull—it’s the hardest part of
the body. There was nothing to say. You just stood there and watched it happen, piece by piece. The image

burned itself into my mind. It all went, little by little, until there was nothing left. That is all we are.

— Ajahn White

Unlike modern Thai cremations, which are enclosed and sanitised, the burning body is not hidden from
view at Arokhayasala. Held at the funeral pyre (chaang dta goon), cremations are fully visible,
unembellished, participatory, natural, and communal. Once widespread in the past, this historical
cremation style has fallen out of use in Thailand due to the creation of modern crematoriums—which are
a large source of income for many temples—but is still practised in many rural areas. This section will
walk through the cremation process, illustrating how these five defining and sometimes overlapping
elements distinguish Arokhayasala’s open-air cremations from conventional Thai funeral practices.

Luangta offers free cremations for members of the Arokhayasala community. When a patient
dies, nurses wash the body and inject it with formalin. While the act of embalming might feel
contradictory with the symbolism of an open-air cremation, injecting formalin serves hygienic and
practical purposes. It prevents autolysis and putrefaction, accelerated by Thailand’s hot climate, during
the three days before cremation in lieu of a refrigerated morgue (Amit et al., 2022). This three-day
window gives relatives time to travel to the temple and conduct merit-making activities. During this time,
monks chant for the deceased, and on the third day, the coffin is transported to the funeral pyre.

Everyone in the community is encouraged to join the ceremony and chant for the deceased
together before the fire is lit. Unlike modern funerals elsewhere in Thailand, there are no elaborate rites or
common funeral features like speeches, sharing food, drinking, or playing cards. “We believe that a
funeral should be simple—just burning the body on a pile of wood, like in the past”, Mhor Oat explained.
The unembellished ceremony is mirrored by the cracked, minimalist, and unadorned funeral pyre and
surrounding bare forest. “When we enter this space, it feels like another world, separate from the chaos
outside.” The natural setting helps to keep attention on the cremation itself. Mhor Oat describes the
funeral pyre as sappaya (beneficial, wholesome, suitable).

In modern funerals, the body is placed inside a chamber and reduced to ashes at the click of a
button in a controlled and detached process. At Arokhayasala, the process is manual and participatory.
Undertakers (sdp bpa raa) are responsible for collecting firewood, lifting the coffin onto the pyre, and
lighting and maintaining the fire. Male staff take on this physically demanding role, which requires

continually refuelling the fire until there are only bones left. The process can take several
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hours—considerably longer than automated, electric-powered cremations. While the undertakers must be
present until the process is finished, other members of the community may choose to leave once
communal chanting is over. Acknowledging how uncomfortable cremations are to watch, P Jo joked, “no
matter how much I love you, as soon as the fire is lit, I’'m leaving.”

Others, like Ajahn White, may choose to stay once the fire is lit and watch the various stages of
the process. As she vividly described, this process is multi-sensory—aside from stark imagery, the smell
of burning flesh, heat, and smoke radiate from the pyre. Ajahn White’s choice to stay and watch the
cremation demonstrates asubha bhavana—a Buddhist meditation practice focused on contemplation of
the foulness of the body. Tambiah (1976, p.39) notes that the Visuddhimagga lists 40 kinds of subjects of
meditation, including 10 kinds of foulness of the decaying corpse (asubha), namely, “the bloated, the
livid, the festering, the cut-up, the gnawed, the scattered, the hacked and scattered, the bleeding, the worm
infested, and a skeleton.” Several of these are observable in cremations at Arokhayasala—the bloated, the
livid, the bleeding and the skeleton. The asubha sutta, a Pali text in the Anguttara Nikaya, speaks of a
monk who conducts ‘painful practice’—he, “remains focused on unattractiveness with regard to the
body... The perception of death is well established within him” (Thanissaro Bhikkhu, 2012). Voluntarily
watching a cremation at Arokhayasala’s funeral pyre is a ‘painful practice’, an act of asubha bhavana
which aims to establish ‘the perception of death’.

Once the cremation is over, the bones are buried in the ground—representing a final return to
nature. Mhor Oat cited environmental purposes: burying bones “is better than scattering ashes in
water—imagine how many people’s bones the sea has to take in.” She mentioned that Arokhayasala’s
simple, natural cremations are more environmentally friendly than modern funerals, in which
crematoriums produce considerably more smoke and pollution.

In conclusion, cremations at Arokhayasala are stripped of ornamentation in material and ritual
aspects. Unlike modern cremations, there is no detachment between attendees and the multi-sensory
process of cremation. Some attendees may stay only to chant and then leave once the fire starts, whereas
others may choose to stay and meditate upon the stages of the corpse’s decomposition. Undertakers
engage with the process in a physically demanding, repetitive, and intimate way. Minimalist cremations at
Arokhayasala serve practical, environmental, and spiritual purposes—representing both a ‘return to

nature’ for the deceased and offering a more sustainable alternative to the modern cremation.

Collectively, these communal rituals contribute to Arokhayasala’s approach to end-of-life care—an

approach now recognised in national policy.
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‘Satdaanchiiwaapibaan’: Arokhayasala’s Role in Emerging Palliative Care Policies

Arokhayasala’s community-based Buddhist PC model has recently garnered formal endorsement at the
national policy level. In 2024, the Ministry of Public Health appointed Arokhayasala to be a model
“Life-Care Centre” (satdanchiiwaapibaan). This section examines the implications of becoming a
Life-Care Centre on the Arokhayasala community, including securing modest funding and gaining legal
protections, while considering potential tensions between policy regulations and Arokhayasala’s unique
approach to PC—appreciating that the policy’s implementation remains in its early stages.

With official recognition as a Life-Care Centre, Arokhayasala meets standards to register under
the Universal Coverage Scheme, enabling access to “gold card” reimbursements that support operational
costs. Luangta said this is “beneficial” since it supports the cost of caring for gold card patients at
Arokhayasala, which amounts to around 10 million baht per year (Hfocus, 2024). This financial funding
helps to secure the sustainability of finances at Arokhayasala which had relied solely on donations in the
past.

Arokhayasala’s legal status as a “Life-Care Centre” protects the sustainability of the community.
Mhor Oat explained that, “once Luangta is gone, whoever becomes the abbot must understand that they
can’t close the Life-Care Centre because it is already established under the law.” While this legal status
does not offer protection on how the centre is managed or by whom, it shields Arokhayasala from being
dismantled by future leadership.

Although it remains unclear exactly how Arokhayasala will be replicated elsewhere and in what
capacities, the community presents a suitable exemplary “model” Life-Care Centre for the nation since its
goals and philosophies closely align with the policy. Mhor Oat said ““it turns out that the policy fits with
our context perfectly—it is well-suited to Wat Kham Pramong-ness.” Her use of the phrase “Kham
Pramong-ness” (kwaam bpen kam bpra mong) or, “the essence of Wat Kham Pramong”—reflects a local
cultural identity, values and social norms—much as the word kwaam bpen tai or “Thainess” is used to
articulate a national cultural identity. In line with the policy, Arokhayasala provides physical, emotional,
social, and spiritual PC outside of the hospital setting, and elements of its care model—relatives’
participation in care and free delivery of herbal medicine—facilitate continuity of care and home deaths.

Given the close alignment in national policy and localised ethos of Arokhayasala, becoming a
Life-Care Centre has not impacted daily operations. Rather, the new status serves to formalise
long-standing practices at Arokhayasala and provides legal and financial protections. However,
Arokhayasala’s ethos does not fully align with the policy expectations, raising potential points of

contention in the future. For example, the policy states that opioids are “important and necessary drugs”
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to minimise suffering of terminally ill patients and requires Arokhayasala to have an opioid management
system in place (MOPH, 2014, p.8). Use of morphine at Arokhayasala is almost non-existent, with
patients being taught to rely on meditation, chanting, and herbal medicine to control their pain. While
Arokhayasala does have stocks of morphine, it is not considered “important” or “necessary” by the
standards of Kham Pramong-ness—diverging from general PC standards. Though it has not disrupted
Arokhayasala’s practices, this discrepancy underscores a tension between local and national attitudes
toward pain management.

In conclusion, Arokhayasala’s status as a Life-Care Centre formally validates the care model it
has long embodied. The policy has bolstered the community’s legal and financial sustainability,
supplementing donations with modest government funding. Arokhayasala’s designation as a “model”
Life-Care Centre reflects an alignment in values with the policy and exemplifies how a localised,
temple-based PC service can be mobilised as a normative exemplar within a national health
framework—although it remains unclear how Arokhayasala’s model will influence future Life-Care
Centres. Thus far, the chapter delineated how the Arokhayasala community operates at the local and
policy levels. Next, a literature review zooms in on a unique defining element of “Kham

Pramong-ness”—the DA process.

Death Acceptance Process at Arokhayasala: A Growing Body of Literature

DA at Arokhayasala is gaining traction in academic discourse. Existing studies examine DA from the
perspective of individual patients, framing it as a psychological or spiritual transformation from fear to
acceptance facilitated by Buddhist practice. Ratchaneekorn et al. (2022, p.4) acknowledge DA as a
“fundamentally social process”, paving the way for a study which examines the social processes which
facilitate this transformation. This literature review synthesises findings from studies conducted at
Arokhayasala to delineate what is known about this process and to illuminate the value in shifting the
focus beyond the individual experience of DA toward its social and communal dimensions.

Earlier studies at Arokhayasala indicate a progression from fear of death to acceptance in patients
and relatives. Piyawan et al.'s (2022) study identifies “readiness to accept death” as one of several
outcomes of Arokhayasala’s communal care model, which is conceptualised through input, process, and
contextual factors. Interviews with patients and their relatives reflect acceptance, the ability to see cancer

as a normal thing, living with cancer happily, seeing death as natural, and being ready to say goodbye
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(Piyawan et al., 2022). Meanwhile, Benjawan et al.’s (2016, p.263) study Why patients choose in-patient
complementary therapy in palliative care: A qualitative study at Arokhayasala Hospice in Thailand
identified “fear of death as one of the main [internal] motivations for looking for alternative cancer
treatments.” As discussed, fear of death is considered the opposite of, or lack of, DA. Thus, if fear of
death is one internal motivation for seeking treatment at Arokhayasala, and DA is an outcome of
treatment, these findings may suggest that treatment at Arokhayasala facilitates an internal transformation
from fear of death toward acceptance (Piyawan et al. 2022; Benjawan et al., 2016). Additionally,
Charatsang’s (2011, p.9) study concludes that “the result of holistic care for end stage cancer patients
showed that the patients and relatives changed their behaviour from negative thoughts”, supporting the
notion that patients and relatives undergo a spiritual transformation at Arokhayasala.

Ratchaneekorn and Sureeporn’s (2020) study Death Acceptance from a Thai Buddhist
perspective: A qualitative study was conceptualised “as a preliminary component of a series of other
studies designed to develop a Buddhist Death Acceptance Scale (Thanasilp et al., 2020).” In order to
identify themes related to DA, the researchers “wanted to interview a subset of Buddhist patients who...
identified that they had accepted their deaths, who could discuss what that process was like and what the
ability to accept their deaths meant to them.” Citing its unique setting, Arokhayasala was selected as a
suitable fieldsite due to the “specificity of the research question.” The study identified six major themes
related to DA: “1) perceiving death as a natural part of life; 2) perceiving that death cannot be controlled;
3) thinking that death can come at any time; 4) letting everything go before dying; finding a calmness; 5)
additional Buddhist practices, clean living and making merit; and 6) additional means for attaining a
peaceful death and peaceful life before death.” Buddhist beliefs and practices enabled the 12 participants
“to accept their death and consequently to treat it fearlessly and peacefully.”

Ratchaneekorn and Sureeporn (2020) mention several social mechanisms at work within the DA
process: “all of the participants were able to talk with the abbot”, “sometimes they participated in the
cremation of their fellow patients/friends who had died”, “they had multiple opportunities to share
experiences and help other patients while staying at the hospice/temple”, “another patient... loves to give
emotional support to others”, and “participants used meditation, chanting and worked to achieve
detachment...to achieve the calmness that comes from surrendering the ego.” By acknowledging the role
of these social aspects, this study prompts further exploration into how social and communal dimensions
shape the DA process.

Ratchaneekorn et al. (2022) build on previous research by identifying three dynamic, nonlinear
phases of DA: engaging suffering, being open-minded about death, and adhering to Buddhist practices to

increase death consciousness. The study reinforces the notion of DA as a spiritual transformation.
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Notably, being open-minded requires “paying attention to death”, framing DA as an intentional,
participatory, and active rather than simply a passive process as indicated by earlier PC literature such as
Kiibler-Ross’s (1969) earliest model of the five stages of grief (where acceptance is the final of five
stages). Akin to Ratchaneekorn et al. (2022), Kiibler-Ross later acknowledged that the five phases of grief
are nonlinear (Ratchaneekorn et al., 2022). Interviewing 12 patients with third or fourth stage cancer at
Arokhayasala, Ratchaneekorn et al. (2022) focus on patients’ experiences, concluding that DA is
primarily influenced by Buddhist beliefs and practices (such as meditation, chanting, and “doing good”).
Several social/communal aspects emerge as important to this process: “they had conversations
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about death and dying with other people”, “the participants paid attention to death when they had time to
listen and discuss death and dying with the monk/abbot”, “in the unique setting of the Buddhist Temple
hospice... they practised or rehearsed the dying process, such as sleeping like a person who died and
thinking how that felt”, “the patients had opportunities to learn how to manage suffering and the illness
crisis by speaking, sharing, and discussing the causes of cancer and the treatment with physicians, other
patients, and their families and friends” (Ratchaneekorn et al., 2022). The study necessitates further
inquiry into how communal interactions, rituals, and collective meaning-making facilitate this nonlinear,
three-stage process.

DA is an indicator of spiritual wellbeing in palliative cancer patients (Wilailuck and Sureeporn,
2010). Mhor Oat and Ajahn White’s (Wilailuck and Sureeporn, 2010) study Spiritual well being of
terminal cancer patients compared spiritual wellbeing among 34 patients at Arokhayasala and 76 patients
at Thanyaburi Hospital. The study found patients at Arokhayasala to have higher spiritual wellbeing and
“higher practice related to religious activities” than terminally ill cancer patients in the hospital-based
setting. As staff of Arokhayasala, Wilailuck and Sureeporn (2010) may have a tendency toward bias,
however, the results are corroborated by a later study conducted by researchers at Mahidol University
(Piyawan et al., 2022). Piyawan et al. (2022) compared spiritual wellbeing across four PC settings
including Arokhayasala (“FB_CA”), a community hospital, a faith-based organisation for patients with
AIDS and a hospice ward. Piyawan et al. (2022) found that patients at Arokhayasala showed significantly
higher religious, existential, and spiritual wellbeing than other care settings. These insights suggest that
community-based setting of Arokhayasala provides a more fertile ground for spiritual wellbeing
(including DA) than other clinical-based settings, paving the way for further investigation into the
phenomena which set it apart from hospital-based PC services—such as its unique social rituals,
practices, and environment.

In summary, existing studies present Arokhayasala as a conducive environment for the cultivation

of DA and spiritual wellbeing, framing it as a process of spiritual transformation. Two valuable studies

62



have zoomed in on the DA process at Arokhayasala—examining it from the perspective of patients but
recognising it as fundamentally social and prompting further investigation into the social dimensions of
DA at Arokhayasala (Ratchaneekorn and Sureeporn, 2020; Ratchaneekorn et al., 2022). To fulfill this gap,
this research investigates the influence of community—encompassing social dynamics, shared rituals, and
the material environment—to create a holistic and contextually grounded understanding of how the DA

process unfolds at Arokhayasala.

Chapter 4: The Communal Production of Death
Acceptance

This chapter presents a grounded theory of death acceptance (DA) at Arokhayasala as a communally
produced, trainable skill—at once a spiritual discipline and its cultivated outcome: both a moralised
affective orientation (Cassaniti, 2015) and an embodied spiritual readiness for death. The DA process is
shaped by the interplay of habituated collective practice, sensory conditioning, sociomaterial design, and
a moral economy of giving that works to sustain the social body. The communal production of DA is
scaffolded by institutional philosophy, expert guidance, and a flexible care model, and is reproduced and
reinforced through ritual as a part of the collective moral order. I call the DA process a communal
“production” because from it emerges a relational type of agency I conceptualise as dyingpower: the
reclamation of governance over the dying process in resistance to the dominant biopolitical regime of

medicalisation.

Tam Jai

Building on DA literature, this thesis uses the term ‘death acceptance’ (DA) to theorise this communal
process. Participants, however, typically referred to this process using the terms tam jai and yoom rap.
These terms were often used interchangeably during both PO and interviews.

Participants frame tam jai—in relation to death, dying, and grief—as a moral practice or spiritual
inner work requiring conscious effort and training, culminating in a lack of fear and suffering. Ajahn
Keng explained: “If we practise tam jai, we won’t be afraid.” P Jo said, “It all comes down to one

thing—if you can tam jai, then nothing, not even death, is frightening.” This was echoed by Aunty Sri: “If
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we cannot tam jai, then we will suffer” (tda rao tam jai mdi ddi rao g3o tuk roon). Aunty Sri describes a
lack of tam jai resulting in tuk r5on—"heated suffering”—a state of agitation or anguish, framing tam jai
as a trainable means of cooling emotional turmoil.

Aunty Sri contrasted tam jai with the term jam yoom, a term denoting surrender, a reluctant or
forced acceptance—to yield not out of understanding or peace but because there is no choice. Speaking of
her late husband, she said: “He accepted it reluctantly (jam yoom). He gave in because his body couldn’t
go anymore. He didn’t want to, but he had to.” In this context, jam yoom denotes forced submission in the
absence of spiritual readiness. Tam jai, in comparison, denotes an intentional, conscious effort to come to
terms with the situation. Although Terwiel criticises Cassaniti’s translation “making the heart”, its active
verb “making” may at least better convey the agency—the conscious effort and practice—required to tam
jai, which is missing from the usual translation, “to accept.”

This chapter delineates how the Arokhayasala community collectively practises tam jai in a

communal production of DA.

Death Acceptance as a Trained, Embodied Skill

“Meditation is like learning to drive a car. If you don't practice every day, if you practice meditation only
when you are sick, it's difficult, right? If you practice for a short while, you won't be able to do it.” —

Aunty Sri

At Arokhayasala, DA is not a passive cognitive realisation or belief but a skill trained through daily
repetition of embodied communal practices. Meditation and Buddhist chanting are considered vital
techniques, which enable and empower individuals to manage and transform their experience of pain and
suffering, rehearse the dying process while still alive, and prepare to face death consciously without fear
and without morphine. These bodily practices are learned over time—guided collectively by ‘death
experts’ and honed in privacy by individuals or as families. Exemplified through ethnographic accounts,
this section shows how DA is habituated and cultivated through bodily practices at Arokhayasala.

This section draws on Csordas’ (1993) somatic modes of attention to argue that meditation and
chanting—as culturally elaborated ways of bodily attending—train individuals not only to think about
death but to habitually and socially attend with their bodies to work towards embodying acceptance or a
spiritual readiness for death. Ethnographic accounts exemplify how the community puts these somatic

techniques to use in moments of distress. Cultivation of DA through daily communal meditation and
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chanting is a “phenomenological training of awareness” which unfolds within the collective (Aulino,
2019, p.71). In contrast to wider literature which tends to treat DA as a mental attitude, belief, or
realisation—DA at Arokhayasala is lived, rehearsed, and co-produced through daily communal life. In
doing so, DA becomes part of the body’s memory and the community’s ‘social body’ (Scheper-Hughes
and Lock, 1987; Aulino, 2014a). A habitus (Bourdieu, 1990), DA practice is a cultural aspect of
Arokhayasala’s community anchored in daily sociomaterial and bodily practices, bridging

phenomenological embodiment with community-based, spiritual end-of-life care.

Meditation as a Somatic and Communal DA Technology

“No matter how strong the morphine is, it cannot help... we also have to help ourselves”, Mhor Oat told
the community under the pyramid on wan prd, introducing meditation and chanting as critical
resources—more powerful than morphine—to manage suffering in the face of death. At Arokhayasala,
meditation functions as a somatic technology of DA cultivation—an embodied skill developed through
sustained, repeated, and shared practice.

Central to this practice is maranasati, or contemplation of death, which involves bringing one’s
mortality to the centre of the mind’s attention. The community practices maranasati regularly through
“nine-minute death meditation” as taught by Luangta. As Ajahn Keng explained, “[maranasati] has to be
practised. Buddhism teaches us that we should think of death with every breath. Inhale, exhale, death,
death, death.” Ajahn Keng recognises that while contemplating death is difficult to achieve in every
moment, he brings mortality to his attention regularly: “I don’t do it all day long—I have to drive the car
and teach students. But when I do think about it, [ tell myself, ‘Oh, we have to die. We are born to die.
Don’t forget you will die’.” Ajahn Keng recognises that cultivating DA through contemplation of death
requires discipline: “Accepting death, | think it can’t be practised in the short term. We have to understand
that while we are still alive, not sick, not near death. I think we should gradually learn... if I suddenly get
sick and I haven't learned how to accept death, I might not be able to accept it.”

Reflecting on a decade of experience providing end-of-life care at Arokhayasala, Ajahn White
observed that patients who are already skilled at meditation are easier to take care of: “Those who have
trained can use meditation to manage their suffering. Those who have prepared—especially those who
practise meditation—demand less attention compared to others. They don’t complain as much.”

P Jo’s unique account of repeatedly visiting temples in his dreams offers a compelling example of

how habituated meditation and chanting can cultivate an internalised, embodied readiness for death. P Jo
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viewed these dreams as a spiritual reward for four years of disciplined practice which he says will allow

him to “die with satisfaction:”

I saw... not with my physical eyes... I can't see... my vision comes from the words that Luangta taught...
A temple in my dream... I went to this temple repeatedly, two or three times... when I chanted a lot,
meditated a lot, | had the opportunity to go... It is a very beautiful, big temple... Then we went to another

temple... not a temple of humans, but giants...

It took me three or four years of chanting, praying and meditating... now, I will die with satisfaction (kaa ja
dtaai yaang sa jai)... Sometimes when I talk to sick people, I tell them about it. I am happy that I did what
Luangta taught.

Akin to Aunty Sri’s description that meditation is like driving a car—a skill that requires continuous
upkeep—and Ajahn Keng’s comment that DA “can’t be practised in the short term”, P Jo recognised that

his spiritual, temple-themed dreams diminished with lack of practice:

Even though it was just a dream, I think it's really good. What really impressed me is that I went there three
times... Lately, [ have been praying less. I have meditated less. Now, I don't go very often. Or if I go, I only
go for a short while... So I thought to myself that it must be because we practise praying, chanting, and

meditation.

Mhor Oat’s description of collapsing from neurogenic shock on the volleyball court at Arokhayasala
highlights how meditation can function as a practical, somatic tool in moments of extreme distress. At
first, the pain was too great for Mhor Oat to take action. “I couldn’t breathe, and I saw Luangta standing
at the edge of the field. I told him, ‘I can’t take it anymore, I couldn’t even recite Buddho, I couldn’t
breathe at all’.” Then, Mhor Oat instinctively refocused her breath as a lifeline: “In that moment, the most
important thing was mindfulness (sati). I gathered all my strength and told myself: Oxygen. Because |
realised no one could give me an IV except myself." This response demonstrates how meditation,
practised regularly, becomes an embodied, somatic resource—something the body can call upon
reflexively to manage pain, restore focus and stay calm in matters of life and death.

Meditation at Arokhayasala (nine-minute death meditation and reciting the mantra Buddho) is not
trained in isolation but is a relational, social practice taught and guided by the community’s ‘experts on
dying’. Ajahn White recalled when her mother (who she calls “Ah Ma”) passed away at Arokhayasala:

“So I invited everyone to come and meditate. Everyone came to meditate together to send Ah Ma off...
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and we were able to let her go beautifully. We weren’t distressed. We could accept it.” Meditation was
practised communally at the end of Ah Ma’s life to create an atmosphere of acceptance and facilitate a
peaceful death.

Cultivation of DA through meditation at Arokhayasala is also a sociomaterial process. The breezy
pyramid facilitates communal meditation and chanting on wan prd, the Aro shrine provides a
comfortable, iconography-laden atmosphere for daily meditation and chanting, and several
nature-immersed shared spaces within Luangta’s spiritually engineered environment provide excellent
conditions for communal meditation practice.

Meditation at Arokhayasala operates as a somatic technology—or culturally elaborated somatic
mode of attention (Csordas, 1993)—which individuals practise to gradually and deliberately cultivate DA
as a trained and embodied skill. Through regular contemplation of death (maranasati) and nine-minute
death meditation, individuals internalise a bodily readiness to face death with awareness and composure.
Demonstrated through P Jo’s dreams and Mhor Oat’s crisis response, meditation becomes a reflexive and
embodied resource. Practised communally and habitually, meditation is a relational, sociomaterial,
somatic DA cultivation technology which contributes to the phenomenological training of awareness

within the collective (Aulino, 2019).

Chanting as a Somatic DA technology

“Ajahn Keng said that most people are more scared of pain than death itself.”

(Fieldnotes, 6 November 2024)

Building on Chapter 3, this section shifts the focus from chanting’s therapeutic role to its function as a
somatic and communal technology of DA. At Arokhayasala, chanting cultivates DA by training the mind
and body to face pain and suffering through rhythm, repetition, and presence—helping individuals to
uproot fear and face dying with acceptance and composure. Sustained through collective practices and
sociomaterial design, chanting as a somatic DA technology becomes a socially reinforced way of
preparing for death.

Fear of dying, in Ajahn Keng’s view, is rooted in the anticipation of pain. Alongside meditation
and herbal medicine, chanting emerges as a key communal method for confronting this fear. It permeates

daily life at Arokhayasala: performed every morning and evening, echoed through the temple-wide sound
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system, practised at bedsides, and integral to all rituals like the herb boiling ceremony and coffin
ceremony.

As a somatic DA technology, chanting shifts attention away from discomfort toward
present-moment stability. As Aunty Sri described, chanting prevents the mind from fixating on anything,
which makes you forget about pain and suffering. Chanting demands focused attention on rhythm and
articulation of each syllable, anchoring awareness in the present. For many participants, this concentration
diverts attention away from pain, producing a calm and absorptive state. More than mental concentration,
chanting is a bodily practice. Most participants do not understand the meaning of the Pali chants,
indicating that the power of chanting lies not in cognitive comprehension but in the repetition, breath
control, and bodily engagement it demands. In this way, chanting becomes a learned, embodied skill—or
a ‘somatic mode of attention’ (Csordas, 1993), which enables a somatic reorientation toward pain and fear
through rhythm, breath, and repetition rather than through semantic understanding. As Aunty Sri said,
chanting is “joyful” (b3aak baan), even amidst illness. Well-trained chanting can be relied upon as a
painkiller even more powerful than morphine and is employed as such ( “Chanting can heal illness (rdak
sda rook), especially when medicine cannot”). This process is exemplified through Aunty Sri chanting
Itipiso 108 times until 2am to get rid of a cough, and by the community chanting together for dying
patients. Chanting trains the body to respond to suffering not with panic but with calm presence,
reinforcing an embodied state of DA.

Collective habituation through communal life reinforces the power of chanting as a somatic DA
technology. Daily chanting is the most fixed aspect of Arokhayasala’s otherwise flexible communal care
model. While the time, duration, leaders, and attendees of the activity shift continually, patients and
relatives can rely on communal chanting being performed twice per day at the Aro shrine—or at the
pyramid on Buddhist holy days—without fail. This consistency allows even novices like myself to
become familiar with the thythms and enunciations of the Pali chants inside the yellow and orange books.
At first, I could just about follow the chants—written in the Thai script—with my eyes, regularly losing
my place on the page. With ten days of practice, I was able to chant in unison with the others, mimicking
their inflections and tones, and contribute to the collective sound of the activity. Chanting was becoming
embodied.

Fa, a 27-year-old officer who regularly leads the daily activity, can confidently chant into the
microphone without glancing at the page, even while multitasking and responding to messages via Line.
For her, chanting has become instinctive—a bodily response rather than a cognitive task. This contrasts
with the experience of patients or those experiencing pain, for whom chanting demands full attention on

rhythm and breath to redirect awareness away from pain and fear. Fa, by contrast, is not a patient and in

68



no immediate pain. Her ability to multitask reflects long-term familiarity, showing how repetition
transforms chanting into an embodied skill. Fa embodies Luangta’s advice that the skill of chanting
should be cultivated while we are still healthy, so that it becomes second nature and can be relied upon in
times of suffering as a go-to spiritual pain killer. Even for those familiar with chanting, full concentration
will become necessary when the mind and body inevitably come to grapple with pain.

Even those who cannot physically participate are drawn into the practice through its sonic reach.
On the occasions I did not join daily chanting, the sound of the activity reached my room via the
temple-wide sound system, leaving the catchiest, most melodic parts of the chants swirling through my
head for the remainder of the day ( “...chaiya ta-taa naa-ka-ka-naa ma-hey-si-no chaiyo...”). The sound
system, part of Luangta’s spiritually engineered environment, increases the inclusivity of communal
chanting as a somatic practice, inhabited even passively by the body. This material structure reinforces
chanting as something felt, embodied, and shared—becoming a habitus, a socialised tendency of the
collective that shapes ways of thinking and patterns of behaviour (Bourdieu, 1990). Luangta’s sound
system is a sociomaterial cue that creates a spatial moral order that reinforces the habitual practice of
chanting, ready for its employment as a somatic painkiller in the face of suffering and death.

Paying attention to the sociomaterial aspects of daily chanting, I observed that the spatial and
temporal overlap between daily chanting and medicine distribution subtly encourages participation in
chanting, reinforcing it as a habituated practice. Twice a day, relatives and patients arrive at Aro to receive
their herbal medicines, which occurs once chanting is over. Since chanting normally overruns, those
waiting to collect medicine are often compelled to pick up a chanting book and join in. There were always
several more members chanting toward the end of the activity. Laden with Buddhist iconography, this
sociomaterial entanglement (Orlikowski, 2007) pulls medicine distribution, meditation and communal
chanting into the same holistic picture of healing—putting the healing power of these trained somatic
technologies on a pedestal with the healing power of medicine itself. Over time, this repetition subtly
affirms and reaffirms the healing powers of meditation and chanting, inscribing them into the
spatial-temporal fabric of Arokhayasala.

Arokhayasala’s fluid FFF model empowers participation in chanting. Patients and relatives
themselves regularly stand up and volunteer to lead the activity, which as Aunty Sri described, requires
constant mindfulness (sati). Normally, Buddhist chanting at temples in Thailand is led by monastics.
Arokhayasala’s open, communal model makes chanting an accessible skill that anybody can train to
embody. Overlapping with the third theme—*a culture of giving’—leading the communal chant becomes
a relational habitus of mutual responsibility, where chanting becomes not just a somatic technique but a

gift to others. As Ajahn Keng explained, a patient or relative’s level of participation in communal life at

69



Arokhayasala reflects their level of DA—those accepting of their situation are more likely to engage and
become part of the community of acceptance.

Chanting collectively is believed to enhance its power as a somatic painkiller and DA technology.
For example, Mhor Oat noted that meditation and chanting at the pyramid “transforms” the atmosphere at
Arokhayasala positively. When Luangta was in hospital, the community joined forces, or combined their
power (ruam plang) by chanting collectively to maximise the power of the healing energy generated by
the sound.

In conclusion, communal life at Arokhayasala reinforces chanting as a somatic painkiller through
daily repetition, open participation, and sociomaterial integration into temple life. Through this shared
practice, individuals learn to manage the pain and suffering associated with their own deaths and the
deaths of others. Chanting cultivates DA by providing embodied tools to confront pain and fear,
transforming death into an acceptable, manageable reality. In this way, communal chanting fosters DA not

only within individuals but also across the relational space of the social body.

Ritualised Exposure to Death Cultivates Acceptance

“It is as though they are being reduced or ground down to a uniform condition to be fashioned anew and

endowed with additional powers to enable them to cope with their new station in life” (Turner, 1969, p.6)

At Arokhayasala, ritualised exposure to death helps individuals confront their fear of dying and cultivate
DA by drawing them into a state of liminality—a “betwixt and between” state in which there is a
possibility of spiritual transformation (Turner, 1969). Through visceral rites of passage—particularly the
coffin ceremony and open cremations—the abstract and hidden concept of death is made tangible,
gradually normalised, and accepted.

As individuals experience these liminal states together, they enter into a shared state of
communitas—an unstructured sense of equality and solidarity in which acceptance of death becomes part
of the collective human experience, equipping individuals with “additional powers to enable them to cope
with their new station in life” (Turner, 1969, p.6). Death rituals at Arokhayasala thus reproduce DA as a
shared value of the moral order (Davis, 2016). Paying attention to bodily, spatial, and relational
dimensions of ritual, this section will analyse how communal cremations and the coffin
ceremony—described in the previous chapter—contribute to the cultivation of DA at the individual,

social, and political levels, creating a culture of death acceptance.
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Open-air Cremations

Attending an open-air cremation at Arokhayasala is a social rite of passage which makes visible the
hidden death. As opposed to modern crematoriums which hide and sanitise the cremation process,
open-air cremations at the funeral pyre expose participants to the realities of cremation. Ajahn Keng
compared the process with modern funerals: “If there were a crematorium, we wouldn’t see it [the body].
You go in, [the crematorium] is closed, and everyone leaves. But here, if you want to see and understand
death, you can watch. The body burns, and in the end, it’s just bones.”

The open pyre exposes the body’s transformation to bone and ash, confronting cultural tendencies
to hide or deny death. Through rejection of modern cremation practices, Luangta intentionally creates the
possibility for cremations to be a transformative lesson in DA for the living who decide to attend and
watch. Aunty Sri reflected on the purpose of open-air communal cremations—which are just as much for
the living as they are for the dead: “We cremate naturally in the open... Luangta wanted us to see the
truth, to see the reality—this is what happens when a person dies.” In the same guise, Ajahn Keng said:
“We haven’t built a crematorium... If there’s a structure [around the coffin], you don’t really witness
anything... But this way, you see it—the burning, the reduction to bone.” This exposure to death helps
individuals to cultivate DA through helping them to understand death: as Ajahn Keng explained: “Some
people are cremated right here... and others witness it. It helps them understand death.”

Open-air cremations are sociomaterial rituals in which material elements play a central role in
exposing death and facilitating transformation. Ajahn Keng said, “we use old tires and bamboo... no
electric burners. Everything is simple... we prepare the body, carry it, build the fire. Everyone helps.” The
lack of crematorium means the cremation demands much more physical effort, transforming the role of
attendees from observer to active participant. With no walls, the smoke, smell, and sight of death are
inescapable and undeniable upon the simple, bare, and cracked funeral pyre—which serves to build the
participant’s understanding of death, as Ajahn White said: “The image burned itself into my mind.”

The setting itself intensifies the role of open-air communal cremations as a rite of passage.
Located far from the temple in the forest, the funeral pyre occupies a liminal space at the threshold
between the living and the dead. By removing the ritual from the sacred centre of the temple and rhythms
of daily life, the setting facilitates a clear collective confrontation with death and formation of
communitas.

As Mhor Oat explained to me, cremations help to cultivate DA because it gives people the

opportunity to see that dying and being cremated at Arokhayasala in the forest—in a simple way which
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returns one’s body to nature, surrounded by community—is an acceptable and even preferable possibility.
Although uncomfortable to watch and not for everybody (such as P Jo who joked “no matter how much I
love you, once the fire starts, I’'m leaving”), attending cremations leaves a positive effect on community
members. This was evident when [ visited the funeral pyre with P Jo’s wife, P Sai, who said that falling
leaves around the pyre signified that the spirits of those cremated in the past gave me permission to be
there, and that their acceptance of me reflected that they had died peacefully at Arokhayasala.

Situated at the threshold between life and death, the open cremation draws participants into a
liminal space where death becomes understood, shared, and ultimately accepted. Cultivating DA among
participants, open cremations are rites of passage for the living which serve to reproduce the social and

moral order of the community (Van Gennep, 1909; Turner, 1969; Davis, 2016).

Coffin Ceremony

The coffin ceremony is another rite of passage which cultivates DA by offering participants a playful but
profound rehearsal of their own funeral, providing an opportunity to transform fear into familiarity and
acceptance through an embodied and communal ritual.

The ritual pulls participants into an embodied sense of liminality through sharing many of the
same material and sensory elements as the real thing—coffins, white cloth, and communal chanting led by
the abbot. These sociomaterial elements are what differentiate the ritual from the more regularly practised
nine-minute death meditation. While both are practices of maranasati (contemplation of death), the coffin
ceremony intensifies the bodily experience of the death rehearsal, aiding contemplation. As Aunty Sri
explained, “you lie in the coftin, and you feel it—do you fear it? Do you accept it?”” These sociomaterial
features transform maranasati from an internal contemplation into a shared ritual enactment, creating a
more immersive and affectively charged encounter with death. In doing so, the ritual fosters DA through
felt experience and collective rehearsal.

The ceremony’s defiantly playful nature works to dismantle the fear associated with coffins,
aiding the cultivation of DA. Ajahn White explained that while this ritual is a kind of death contemplation
(maranasati), Mhor Oat hosts it on Halloween and has participants dress up as ghosts because she intends
for the activity to be amusing (kdm kdm) and enjoyable (sa nitk sa ndan). This represents a symbolic
reversal: instead of death being feared, it is laughed at, played with, and staged. Luangta often reminds the
community, “you have to have fun with suffering” and advises them to “flip their minds” in the face of
problems. This coffin ritual embodies these teachings, helping participants transform symbolic meanings

surrounding coffins, funerals, and death.
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By having fun with death, the community is reframing death from some threatening thing ‘out
there’ into something familiar, shared, and even unserious, defying sociocultural standards. Through
exercising ritual agency, like choosing to lie inside a coffin, participants become empowered to face death

on their own terms, aiding the transformation from fear toward DA.
Conclusion

Open-air cremations and the coffin ritual illustrate how ritualised exposure to death cultivates DA not
only as an individual transformation but as a collective moral practice. By drawing participants into
liminal encounters with death, these rites of passage foster communitas (Turner, 1969), reproducing a
‘culture of DA’ within the Arokhayasala community. These notably transformative rituals cultivate and
reinforce DA at the individual and collective levels alongside the trained and embodied daily rituals—or

somatic modes of attention (Csordas, 1993)—of meditation and chanting.

Death Acceptance, a ‘Culture of Giving’, and Caring for the Social Body

Life is very short. Once people truly understand this, they stop harming others, they stop being selfish.
They feel that people should live happily together, share what they have—if there is food, we share it, if
there is shelter, we share it. We should only give good things to one another. There is no need for jealousy,

no need for competition.
(Ajahn Keng)

Training to embody DA through daily somatic practice and cultivating DA through ritualised exposure to
death facilitates not only individual transformation from fear to acceptance, but a transformation of social
relations—how people relate, live, and care for one another; or how they perceive the social body
(Aulino, 2019). At Arokhayasala, I observed that ‘giving’, in various forms, manifested as both a
mechanism of and expression of DA. This section describes and exemplifies how communal DA practice
at Arokhayasala reproduces a ‘culture of giving” which sustains the community and maintains social
harmony.

Contemplating death and developing an embodied readiness and acceptance of death through

participation in Arokhayasala’s communal DA practices works to reshape one’s values and priorities.
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Ajahn Keng explains how this process steers people’s focus away from materialism and individualism

toward acceptance:

When people observe death often, and if they practice reflecting on it, they come to realise: in death, we
don’t need much. We don’t need to be rich, we don’t need high-ranking positions, we don’t need luxury
food, we don’t need to drive a Benz... because in the end, no one lives beyond a hundred years. Whether

you are beautiful, wealthy, powerful, or hold great influence, in the end... we will all die.?

In this way, DA becomes a phenomenological training of attention which shifts orientation from the self
toward the collective. ‘Giving’ thus arises from the trained perceptual awareness of seeing oneself as part
of a whole, which is what Aulino (2019, p.16) calls ‘care of the social body’, which is, “undergirded by

trained perceptual patterning that primes people to perceive themselves as part of a collective.”

Both a mechanism of and expression of DA, Ajahn Keng explains how caring for others becomes
spiritually fulfilling, providing meaning for community members: “Helping others builds a sense of pride
within us... helping others makes us happy.... we look around and see happiness everywhere. At that
point, we can think—whether I live or die, it’s okay.” Accepting death, then, is not only about making
peace with dying but also about revaluing living. Becoming a ‘giver’ lays the moral groundwork for the
evident culture of generosity which sustains Arokhayasala’s community. Examples are prevalent. After
Aunty Sri’s husband died at Arokhayasala 18 years ago, she decided to stay at the temple and
volunteer—helping to grow vegetables, cook food, and take care of patients without pay. P Jo, after
recovering from cancer, has volunteered taking care of others for six years despite his lack of sight. Most
staff members at Arokhayasala decided to commit to working for Luangta after caring for a sick relative
(and participating in Arokhayasala’s rituals and practices) at the temple. Arokhayasala’s wider volunteer
network, with thousands of members, comprise relatives of past patients and students of nursing and Thai
traditional medicine who studied under Mhor Oat. Patients who are well enough also find ways to
contribute to the care of the community, exemplified by P Boot volunteering to lead daily chanting on
several occasions. Aunty Sri stressed that Luangta has never forced anyone to do a certain role, but rather

encourages people to contribute to the care of the community in a way that suits them.

Ajahn White explained, “some patients who recover stay on to care for others. They feel a
responsibility to give back... Many families donate food, money, or even their time to help. They do it not

because they are seeking merit, but because they feel grateful.” This was echoed by P Jo: “People donate

3 P Jo said similar in his interview: “Luangta always taught: What do you want to take with you when you die? You can’t take
your money, your possessions, your title. But you can take your peace of mind."
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everything—food, medicine, even coffins for those who can’t afford them.” In this way, the generosity
generated by DA practice becomes community-building acts of care. Patients who recover feel indebted
to Luangta for their transformation, and relatives of patients who do not recover feel indebted to Luangta
for helping their loved one die peacefully and supporting their relatives through the process. In Maussian
terms, this responsibility to give back reflects the enduring obligation to reciprocate a gift—here, the gift
is not just medicine or physical care but spiritual transformation and peace of mind for families in times
of need. Mauss (1925) argues that the obligations of gift exchange—to give, to receive, and to
reciprocate—create enduring social relationships and bonds. Thus, the gift of death care bestowed by
Luangta and other experts on dying—especially since this care is given free of charge and thus

unreciprocated for—compels reciprocity, a “giving back” which sustains the community.

This feeling of indebtedness for receiving the gift of care was explored by Bo Kyeong Seo (2016)
in public hospitals in Chiang Mai. Patients receiving state-funded healthcare often experienced it as a
sovereign gift, producing a “feeling of imbalance” articulated through the use of the term ‘krengjai’, a
consideration or indebtedness towards others (Seo, 2016, p.280). To achieve “a sense of mutuality and
moral autonomy”, patients engaged in acts of ‘agentive submission’: affective strategies of receiving care
such as waiting (Seo, 2016, p.279). As Ajahn White and P Jo described, care at Arokhayasala creates the
same feeling of moral obligation. Patients and relatives manage their feelings of indebtedness toward
Luangta not through waiting or submission—which, being outside of the hospital, is not a central aspect
of care at Arokhayasala—but through agentive participation in communal life. Patients and relatives
achieve mutuality and moral autonomy by participating in Arokhayasala’s shared rituals and practices and
by engaging in opportunities to give back, reorienting themselves toward the collective and positioning
themselves as morally appropriate subjects of care. Without a team of resident doctors and nurses to take
care of patients, the Arokhayasala community depends on this culture of giving to sustain its FFF model,
which requires patients to bring at least one relative to be a ‘giver’ by learning how to provide their care.
The “feeling of imbalance” created by the gift of care is managed through a shared understanding of care

as a communal responsibility.

Guided by model givers in the community such as Luangta and Mhor Oat, DA practice helps to
reproduce ‘giving’ as a shared moral value—a habitus—of the community, which sustains the social body
by generating reciprocal acts of caregiving. For patients, the process of becoming a giver starts with
forgiveness during their initiation into the community; that is, the herb boiling ritual invites them to

forgive themselves for anything stuck on their conscience.
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In conclusion, the culture of giving at Arokhayasala is a socially embedded expression of DA. As
individuals transform their fear into acceptance through DA practice, they reorient toward
others—sharing food, care, time, and presence—creating and participating in community as a way to live
meaningfully and as a mechanism to upkeep their DA practice. These spontaneous reciprocal acts of care
(facilitated by the ‘frameless, freedom, flexible’ model) reflect what Aulino calls a “trained perceptual

patterning” that maintains group harmony:

If... ‘health’ is to the individual body what ‘group harmony’ is to the social body, then the
importance of so-called social unity begins to present itself... The ‘care’ of this body then occurs
in the maintenance of harmonious relations... people value and protect social unity alongside

personal physical health.
(Aulino, 2019, p.72)

In this way, DA practice functions as moral training in paying attention to the social body—producing
givers, not just passive acceptors of their fate. The community’s continuity depends not on hierarchy but
voluntary reciprocity and attunement to the collective. Thus, DA practice becomes a generative force

producing ‘givers’ who are crucial for sustaining Arokhayasala’s social body.

‘Dyingpower’. Resisting Biopower and the Medicalisation of Death through

Death Acceptance

At the level of the body politic, DA practice at Arokhayasala constitutes a form of resistance against the
medicalisation of death—the primary mechanism through which biopower operates in contemporary
end-of-life care. In mainstream medical settings, dying is managed through sedation and life-prolonging
technologies, even when these measures contradict the patients’ values or wishes. While Foucault’s
(1998) biopower governs life through medical and institutional control, and Davis’s (2016) deathpower
ritualises the dead to sustain social order, neither accounts for the dying process itself as a site of agency,
which is evident at Arokhayasala. To address this gap, I propose the concept of dyingpower: a
counterforce that reclaims agency over dying in resistance to biopolitical control at the end of life.

Davis (2016) draws on Foucault's notion of biopower, the governance of life, to frame

“deathpower” as its counterpart: the governance of death. Deathpower refers to the transformative and
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ritualistic power of death in Buddhist contexts, describing how monks harness deathpower to purify the
deceased, reproduce the social order, and maintain social cohesion through ritualising the dead in
Cambodia. Deathpower is enacted through Arokhayasala’s cremation ritual—where the dead are
ritualised in a way which reproduces the community’s social order: they are cremated on an open-air pyre
for the purpose of encouraging maranasati (contemplation of death) and, therefore, through exposure,
cultivate and reinforce a culture of DA.

The cremation ritual at Arokhayasala reproduces the social order in a display of deathpower,
however, the act of remaining present with the decaying body—as Ajahn White did—enacts a different
kind of power. Ajahn White’s choice to stay and watch her brother’s cremation was an act of asubha
bhavana (contemplation of the foulness of the body), reflecting an intentional attempt to understand
dying, train her perception, and cultivate DA through an active, unforgettable, and transformative
engagement with death (“the image burned itself into my mind... this is all that we are”). As a PC nurse
and leading scholar in DA in Thai PC, Ajahn White’s engagement with the cremation ritual illustrates the
agentic enactment of dyingpower through the cultivation and practice of DA.

Dyingpower as a trained and embodied form of agency is most powerfully expressed through
refusal of medical intervention at the end of life. There are several examples of acts that push back against
the dominant biopolitical practices surrounding dying in Thailand and reaffirm the ethical orientation
cultivated at Arokhayasala. Mhor Oat recounts locking the doors to protect one patient’s wish to die

peacefully at the temple when their family wishes to take them to the hospital:

Someone called the police on Luangta. We had to lock the door until the patient passed away peacefully.
The relatives reported it, but when the police came, they didn’t dare do anything... In the end, the patient
passed peacefully... So, we always prioritise the patient’s well-being first... This sometimes causes

conflicts, but the patient should have the right to choose.

Mhor Oat’s choice to lock the doors enacted dyingpower by protecting the patient’s wishes to die free
from medical intervention. Although the police were called, Mhor Oat’s actions were legally protected by
Section 12 of the National Health Act which protects the right to reject life-prolonging medical treatment.
P Jo enacted dyingpower through rejecting a spectrum of oncological intervention after initial
consultations, opting instead for PC, spiritual practice, herbal medicine and temple-living: “I was willing
to get treatment, but when the doctor wanted to insert a feeding tube through my stomach or throat, I
refused. So, in the end, I didn’t go through with anything—no radiation, no chemotherapy, nothing.”
Ajahn White’s mother “Ah Ma” enacted dyingpower by reclaiming the end of her life on her own

terms, choosing to go travelling instead of going through diagnostic testing and surgery:
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We didn’t know what the lump was... You could feel it, but she didn’t want to know... She said if she knew,
she wouldn’t operate... She said, ‘I’ll never have surgery again. I’d rather spend the time travelling.” We
discussed it as a family—about 20 people—and agreed to respect her decision. We didn’t pursue

treatment... we brought her to the temple eventually.

Ajahn White emphasised that “no morphine was used” in Ah Ma’s unmedicalised death. After going
travelling, Ah Ma spent the end of her life at Arokhayasala practising meditation, chanting, and
participating in the community’s rituals.

For many patients, the choice to stop aggressive hospital treatments in favour of Arokhayasala’s
natural and spiritual treatments is their first enactment of dyingpower—a moral-spiritual agency which is
further harnessed and sustained through the community’s DA-cultivating rituals and practices. During PO,
I met one female patient named Pla with breast, ovary, and neck cancer who, after undergoing six rounds
of chemotherapy, chose to reject a further 18 rounds in favour of relocating to Arokhayasala—enacting
dyingpower. A Scottish patient named Lucy expressed that she had already accepted death upon arrival
and wanted to spend her final six to 12 months living happily at the temple. Ajahn Keng described such
patients—who express DA even before starting treatment—as ‘forerunners’. Their rejection of aggressive
treatments exemplifies how dyingpower is exercised by rejecting medical intervention and reclaiming
dying as a conscious, spiritual, non-medical practice.

The idea of dyingpower as a co-produced form of agency relates to Bo Kyeong Seo’s (2020)
concept of eliciting care in that both attend to how patients are not just passive recipients but access care
through reciprocal participation. “Care”, she writes, “is a relation of co-activity, constantly being remade
by those who participate in it, as opposed to something merely offered, appropriated, experienced, or
endured” (2020, p.6). At Arokhayasala, care aims to facilitate a spiritual transformation, which requires
both guidance from experts and elicitation from patients via active participation in community rituals and
activities like meditation and chanting. Eliciting care at Arokhayasala requires having an “open heart.”
Ajahn Keng said, “for those whose hearts are open—everyone becomes a teacher.” Mhor Oat said, “those
who have trained or have faith tend to open their hearts—and they receive more easily.” P Jo said, “if
someone doesn’t open their heart or mind to accept, it’s all for nothing.” This captures how the
co-production of DA and dyingpower depend on the elicitation of care through open-heartedness and
physical participation in communal life.

At Arokhayasala, dyingpower resists the dominant biopolitical paradigm surrounding dying

through the rejection of hospitalisation and the medicalisation of death—yet that does not render it
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independent of biopolitical forces. As Rose (1999, p.72) argues, neoliberal governance seeks to govern
“through freedom” by shaping subjects “equipped with a moral agency” who can assume responsibility
for their own well-being. In this very manner, Arokhayasala has recently attracted government support
and funding through the Life-Care Centre policy, which promotes end-of-life care in the community. With
the state now endorsing Arokhayasala’s model, dyingpower emerges as a form of agency co-produced by
patients, relatives, experts on dying, sociomaterial affordances, and the state. In this way, dyingpower
both resists biopower through rejection of the over-medicalised death and is entangled with biopolitical
strategies to decentralise care and ‘responsibilise’ communities.

In conclusion, dyingpower emerged as the governing force at work within the communal practice
and production of DA at Arokhayasala—expressed through the power to transform fear into acceptance,
to become a giver, to face pain without morphine, and to resist the medicalisation of death. Dyingpower is
a relational agency harnessed through open-heartedness and participation in communal death rituals and
by training in collective meditation and chanting, which work to cultivate an embodied readiness for
death and reproduce DA as a shared moral order. As exemplified through the accounts of Mhor Oat, P Jo
and Ajahn White—dyingpower is co-produced among monastics, kin, caregivers, and the state—differing
from Davis’s deathpower which is considered the monopoly of monastics and ritual leaders. As a key
means of production in the cultivation of DA, dyingpower resists biopower through rejection of clinical
environments at the end of life and morphine as pain relief, manifesting as the reclamation of agency over

end-of-life care decisions and spiritual preparation for death through ritual and communal practice.

Conclusion

This thesis has demonstrated that death acceptance (DA) at Arokhayasala is a relational, embodied,
sociomaterially mediated moral orientation—a socially trained skill cultivated through communal life.
Unlike existing research, which often treats DA as internal cognitive achievement, this study has shown
how it is co-produced through bodily practices, spatial arrangements, and culturally attuned moral
relationships.

The DA process entails a phenomenological training of awareness produced through active,
repeated participation in daily practices like chanting and meditation. Experts on dying teach patients and
relatives how to employ chanting and meditation to reduce suffering instead of relying on morphine.
Through habituated practice, meditation and chanting become “somatic modes of attention” (Csordas,

1993) which cultivate an embodied spiritual readiness for dying. Individuals also cultivate DA through
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exposure, becoming somatically familiar with the feared death through participation in communal
rituals—by ‘rehearsing’ death together through nine-minute death meditation, in the visceral coffin
ceremony and through participation in transformative open cremations, which, as Ajahn White said,
serves as a form of asubha bhavana (meditation on the foulness of the body). Additionally, experts on
dying teach community members how to reframe their fears through humour, collectively laughing in the
face of death, and by modelling examples in the community, individuals learn how to “flip their minds”
and “have fun with suffering.”

The space is not a passive container through which the DA process plays out but actively shapes
it through symbolism, material and sociomaterial affordances. The spacious natural environment,
pyramids for meditation, well-ventilated communal spaces, and Buddhist iconography stand in contrast to
the clinical, enclosed, and isolating qualities of hospital settings—acting as a heterotopia or “counter site”
to dominant spatial orderings in end-of-life care (Foucault, 1984). As the Canadian patient alluded, the
material process of writing down a confession during the herb boiling ritual makes the opportunity for
spiritual growth more intentional; as Ajahn Keng said, the natural environment is a teacher of DA in
itself: “If we understand the environment, we will understand nature, and we’ll realise that we are part of
it—Tlife is also nature: it arises and it must pass”’; Arokhayasala’s temple-wide sound system reinforces
chanting as a daily habit, empowering even bedridden patients to be part of Arokhayasala’s collective
spiritual practice; sociomaterial overlap with medicine distribution encourages participation in communal
chanting; and the open funeral pyre (chaang dta goon) makes death visible in the most extreme way.
Through its “spiritually engineered” environment, Arokhayasala’s spatial design facilitates and enables
the communal production of DA.

Communal ritual practices—meditation, chanting, herb boiling ritual, coffin ceremony, and open
cremations—serve to reproduce DA as a shared moral order (Davis, 2016), bringing participants into a
state of communitas (Turner, 1969), and collectively serve to transform fear into a sense of shared
acceptance. As Ajahn Keng explained, those well-trained in DA become selfless and learn how to give,
forgive, and share—modelling the generosity of the people around them: Luangta, Mhor Oat, staff, and
volunteers.

Arokhayasala’s flexible communal approach to caregiving is vital to the DA process. By
empowering relatives to participate directly in care and partake in communal rituals and practices, they
too practice DA and, as identified by Waraporn et al. (2010), relatives’ acceptance is a vital component of
a peaceful death. Not only this, but empowering relatives with skills as caregivers—not only practical
skills but also the phenomenologically trained awareness to be a giver as an outcome of communal DA

practice—facilitates continuity of care for patients who wish to return home. Without a team of in-house
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doctors and nurses, Arokhayasala’s everyday operations depend on the generosity of relatives as
caregivers. In Maussian terms, becoming a giver may also be born from a sense of obligated reciprocity,
heightened by Luangta’s free-of-charge care.

Communal DA practice creates a ‘culture of giving” which enacts the exact kind of “culture
change” demanded for the realisation of CCs (Kellehear, 2013), embodying Kellehear’s model by
redistributing care between relatives, monastics, nurses, and officers. The Ministry of Public Health has
recognised these efforts and selected Arokhayasala to be a model community-based PC centre to aid in
the development of similar services nationwide as part of the Life-Care Centre (satdanchiiwaapibaan)
policy. Practically, Arokhayasala’s model presents how DA practice—by reaffirming a culture of
giving—can aid in the creation of a CC where end-of-life care is the responsibility of all and not only that
of medical professionals, offering vital lessons in ageing Thailand where the future of PC lies in the
community.

Communal practice of DA resists modern Thailand’s dominant biopolitical paradigm of a
medicalised death—rejecting aggressive treatments, morphine, and medicalisation and transforming the
dying process into a conscious spiritual practice. This communal resistance displays dyingpower—the
relational and co-produced agency that reclaims control over the dying process. Dyingpower is the
animating force of the DA process—the power to uproot fear, the power to face pain and suffering
consciously, the power to forgive and be a giver, and the power to reject medicalisation.

Critically, the communal DA process at Arokhayasala is not only a model of dying well, but of
living well in relation to death. Meditation, chanting, and contemplation of death are not reserved for the
terminally ill but are integral to communal life. For example, Mhor Oat expressed how chanting and
meditation during the wan prd ritual transforms the working atmosphere positively, Ajahn Keng has
already started teaching his 10-year-old daughter about death, and open cremations are just as much
rituals for the living as they are the dead—serving as a lesson on the nature of death. Luangta invites
everyone, no matter what religion, to visit Arokhayasala and experience the healing energy of the
pyramids and learn about the community’s way of life, not only cancer patients. The community’s DA
practice is not only a technique of dying but a continuous moral practice and embodied way of being in
the world (étre au monde) that helps individuals cultivate the capacity to confront fear, transform
suffering, and live more generously and consciously—which benefits not only the terminally ill but is
spiritually transformative for the living, inviting all to engage in DA as an ongoing moral and spiritual
practice.

This thesis contributes to interdisciplinary scholarship in medical anthropology, palliative

nursing, and Thai Buddhist studies by presenting a constructivist grounded theory of the DA process
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situated in the specific moral, spiritual, cultural, and spatial world of Arokhayasala. It illuminates how DA
is cultivated as a shared moral practice and how dyingpower emerges through particular relational and
ritual conditions, highlighting the value of communal death preparation in meeting the spiritual needs of
end-stage cancer patients in the Thai Buddhist context. These conversations invite critical reflection on
the role of ritual, community, and space in shaping the DA process and raise broader questions about the
extent that current end-of-life care models attend to the social, spatial, and ritual dimensions of spiritual
care at the end of life, and how these models honour the moral agency of the dying. Future research might
foreground embodiment, sociomateriality, and community to examine the DA process in other PC
settings, and explore how forms of dyingpower emerge in resistance to medicalisation in other

sociocultural contexts.
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	‘Sàtǎanchiiwaapíbaan’: Arokhayasala’s Role in Emerging Palliative Care Policies 
	Death Acceptance Process at Arokhayasala: A Growing Body of Literature 

	Chapter 4: The Communal Production of Death Acceptance  
	Tam Jai  
	Death Acceptance as a Trained, Embodied Skill 
	Ritualised Exposure to Death Cultivates Acceptance 
	Death Acceptance, a ‘Culture of Giving’, and Caring for the Social Body  
	‘Dyingpower’: Resisting Biopower and the Medicalisation of Death through Death Acceptance 

	Conclusion  
	Bibliography 
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