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FOREWORD


LENORE MANDERSON

The Medical Anthropology: Health, Inequality, and Social Justice series is concerned with the diversity of contemporary medical anthropological research and writing. The beauty of ethnography is its capacity, through storytelling, to make sense of suffering as a social experience and to set it in context. Central to our focus in this series, therefore, is the way in which social structures, political and economic systems, and ideologies shape the likelihood and impact of infections, injuries, bodily ruptures and disease, chronic conditions and disability, treatment and care, and social repair and death.

Health and illness are social facts; the circumstances of the maintenance and loss of health are always and everywhere shaped by structural, local, and global relations. Social formations and relations, culture, economy, and political organization as much as ecology shape experiences of illness, disability, and disadvantage. The authors of the monographs in this series are concerned centrally with health and illness, healing practices, and access to care, but in the different volumes the authors highlight the importance of such differences in context as expressed and experienced at individual, household, and wider levels. Health risks and outcomes of social structure and household economy (for example, health systems factors) as well as national and global politics and economics all shape people’s lives. In their accounts of health, inequality, and social justice, the authors move across social circumstances, health conditions, geography, and their intersections and interactions to demonstrate how individuals, communities, and states manage assaults on people’s health and well-being.

As medical anthropologists have long illustrated, the relationships between social context and health status are complex. In addressing these questions, the authors in this series showcase the theoretical sophistication, methodological rigor, and empirical richness of the field while expanding a map of illness, social interaction, and institutional life to illustrate the effects of material conditions and social meanings in troubling and surprising ways. The books reflect medical anthropology as a constantly changing field of scholarship, drawing on research in such diverse contexts as residential and virtual communities, clinics, laboratories, and emergency care and public health settings; with service providers, individual healers, and households; and with social bodies, human bodies, biologies, and biographies. Although medical anthropology once concentrated on systems of healing, particular diseases, and embodied experiences, today the field has expanded to include environmental disasters, war, science, technology, faith, gender-based violence, and forced migration. Curiosity about the body and its vicissitudes remains a pivot of our work, but our concerns are with the location of bodies in social life and with how social structures, temporal imperatives, and shifting exigencies shape life courses. This dynamic field reflects the ethics of the discipline to address these pressing issues of our time.

As the subtitle of the series indicates, the books center on social exclusion and inclusion, social justice and repair. The volumes in this series illustrate multiple ways in which globalization and national and local inequalities shape health experiences and outcomes across space; economic, political, and social inequalities influence the likelihood of poor health and its outcomes in different settings. At the same time, social and economic relations enable the institutionalization of poverty; they produce the unequal conditions of everyday life and work, and hence, also, of who gets sick and who is most likely to survive. The books challenge readers to reflect on suffering, deficit, and despair within families and communities while they also encourage readers to remain alert to resistance and restitution—to consider how people respond to injustices and evade the fissures that might seem to predetermine their lives.



The established laws of kinship and marriage, the conventions of locality, naming, and inheritance, and the relative roles and responsibilities of gender vary by age, lineage, and affinity, yet everywhere they determine the texture of everyday life. They determine the work undertaken within domestic and productive institutions, too, and they define the relationships that bind them and wrap around them. Kinship norms guide who provides what kinds of care within familial and wider social networks. Such care is first that delivered to children to ensure their safety, optimal development, and security. But such norms also guide where and how care takes place for other people, including those with developmental and functional challenges, and those who, with illness, injury, or aging, lose a measure of independence and require increasing support.

Economic and political changes over the past century have changed what is needed and expected in the provision of care, and it is no longer taken for granted that the youngest daughter (in one context) or the eldest son’s wife (in another) will be at home, caring for aging parents or parents-in-law. In some settings where economic life is deeply troubled and unemployment is rife, including in much of rural South Africa, for instance, the care work has devolved to unemployed grandchildren and great-grandchildren regardless of gender. In other cases, people are left alone, excepting for occasional visits to neighbors, while children who might once have provided care send money as available from distant cities.

In many countries, overseas and interstate migration has disrupted predictable rhythms of care, how care is defined, and the pathways of its delivery. Worldwide, an estimated 281 million people are international immigrants, the majority of whom have moved in search of better economic opportunities. A significant proportion of these are health workers from all fields seeking better conditions and better pay in higher income countries, who are encouraged to move by host countries to meet their own workforce needs. Canada and the United States, Europe, Australia and New Zealand, and countries in the United Arab Emirates all recruit foreign-trained workers in face of national shortfalls of nurses and other care-related workers. Increasingly, professionalized and home-based care in wealthy countries is dependent on migration. These out-migrants leave shortfalls in their countries of origin in consequence, in the hospitals, health centers and institutions, and private family homes. For these workers are all the children of someone, and they are often the parents of others. In consequence, familial roles of care and residence have been disrupted, economic and interpersonal relationships between generations have been transformed, and new ways of care are being invented (Hromadžić and Palmberger 2018).

In Calling Family: Digital Technologies and the Making of Transnational Care Collectives, Tanja Ahlin describes the personal context of this flow from home to host country. In India, because they sit astride the constraints of Hindu caste rules and Moslem gender constraints, the majority of nurses are Christian. A significant number of these nurses are from the far southern state of Kerala, including from the Syrian Christian community. Among this population, young women (and men) are encouraged to train as and find employment as nurses; with additional English language skills, they have the option of recruitment into a global health workforce. From this standpoint, their remittances support their families in India—their aged parents, other siblings, spouses, parents-in-law, and children. The money they send is enough to pay for servants and childcare, school fees and medicines, better, grander, and more spacious houses and cars, and televisions and computers. Out-migration is the price of a contemporary, cash-dependent and materially enriched life. It is also a care practice.

But care does not only involve the flow of money and the purchase of goods and services. Depending on the availability of communication networks, the increased ownership and use of smartphones, computers, and notebooks and their various social media platforms—Facebook, Zoom, WhatsApp, and the like—have aided family members and health professionals to provide personalized forms of care and support older people to manage illness and frailty, regardless of location or distance (Prendergast and Garattini 2015; Cabalquinto 2022).

In Calling Family, Tanja Ahlin asks how out-migrant nurses provide care for older kin, mostly parents, at a distance and abroad. She illustrates how care is enacted with digital technology as an essential technology. The technology, the networks that support communication, the people who work these, the families and individuals in home and work settings in different countries, the times and activities that enable calls, the digital remittance of money, and the support, advice, and mundane exchanges of information—these transnational care collectives allow people to come together for practical and affective care work. Digital technologies allow nurses the means to review health problems at home.

The smartphone in particular allows nurses to see the problem, provide advice on self-care and medication, offer their interpretations and opinions of medical judgments, and facilitate and review referrals. It allows children to express sympathy to their parents, to listen to everyday complaints, and to reassure those for whom they care that they are available—they are only a phone call away. Technology allows for care to be enacted, even though mediated by distance and delivered by others (who are often paid wages themselves) in their parents’ homes. As Tanja Ahlin illustrates, the regularity and frequency of calls—once, twice, or three times day—enable discussion of the questions of everyday life, the ways in which care and affection might be enacted were the caller and called in the same room. And these regular calls allow the conviviality that might otherwise be lost: the kind that occurs as people sit side by side viewing television, or eating a meal, or watching children play. Affect motivates the use of digital technology, and sim cards and Wi-Fi connections enable affective care.

As Tanja Ahlin illustrates through her rich ethnographic descriptions from homes both in Kerala and in Oman, care flows in all directions between individuals in families and for the technologies on which they rely. The nurses with whom she worked most closely live simply, ensuring that the money they set aside from their wages is adequate to remit to meet the costs of care at home so that their long sojourns make a difference. Often they are alone—their husbands and children remaining in India with the in-laws—and nothing can recover the days, weeks, and years lost to them through their physical absence. Here then is the irony and the sameness: that in meeting the filial responsibilities to care for elders, the challenges of delivering everyday physical care to someone else’s parents are traded for the loneliness of virtual care to one’s own parents. In reading this thoughtful and provocative book, we are left with troubled questions of the balance of the material and personal costs of care.
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PART 1   MAPPING LANDSCAPES
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1   •   ENACTING CARE
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Health and care are often understood as two distinctive phenomena, with formal health care being separated from informal care along the lines of professionalization of skills and knowledge, financing, and public and private spheres of life. However, considering that ill health, infection, disease, and aging are social experiences, questions of health are inevitably questions of care. It is impossible to write about aging and its specific consequences for health without asking who provides everyday care, such as nourishment, bathing, and emotional support, and who provides care that is more obviously related to health, such as taking someone to or from doctor’s appointments, purchasing and monitoring medication, and so on. Around the world, most care is provided informally, and health providers in both public and private sectors are summoned when such care is no longer enough. In this book, I aim to blur the problematic distinction between formal health care and informal care through inquiring what happens when the presumed conditions for what is locally understood as good eldercare are disrupted by geographic distance among family members. By doing so, I illuminate how care is shaped by people as well as by material objects such as digital technologies and money, particularly in the form of remittances. I approach this issue through the case study of nurses from Kerala, South India, who migrate abroad for work while their aging parents remain in India. This group of people is specific in several aspects, including its predominantly Syrian Christian background. Additionally, the migrating children who provide informal care at a distance are nurses and thus professional health-care workers. As such, they are well suited for a study of the blurring of the boundary between daily and health-specific care. Based on experiences of these families, this book investigates how digital technologies help to enact care within what I call transnational care collectives.

Off the main road leading to Kottayam, a district capital in central Kerala, jackfruit, coconut, and rubber trees abound. Through the window of the car that was taking me to an interview, the South India that I was just beginning to discover was a far cry from the images propagated by popular movies such as Slumdog Millionaire (2008). The houses hidden below the lush tropical foliage were anything but humble: comfortably spread out, with plenty of undulating land around each of them, they raised their pointed rooftops two or even three stories high. In the evening sun, these villas, painted in shades of ruby, sapphire, and citrine, sparkled like jewels nested in the green satin of their surroundings. Precious as they were, many of them were guarded by tall, steel double gates.

“Who lives here? What do the people here do to be able to construct such mansions?” I voiced my thoughts, astounded, as our car turned onto an offshoot lane. The polluted air of city traffic had gradually been replaced by a different kind of heaviness; the air was hot, humid, and pollen filled.

“It’s all nurse money,” Teresa explained indifferently. “Every household here has at least one person working as a nurse abroad.”

Teresa would know—she used to be one of them. She had worked as a nurse in Oman for four years and then started the application process for a work visa in the United Kingdom.1 Her fate and fortune as a successful migrant nurse abruptly came to a halt when her husband passed away in a car accident. Following this sudden tragedy, she decided to remain in Kerala. To sustain herself as a widowed mother of three, she changed her profession and established a popular beauty parlor, specializing in bridal services.

But now Teresa was taking me to the family of her friend Sara, another nurse who was still working in Oman at that time. Eventually, after meandering through abundant, privately owned pineapple fields, we turned onto a broad red-brick driveway. A two-story villa stood in front of us. The façade was partly covered with tiles, and the entrance was shielded by a typical Keralite terrace, poomukham, with a distinctive shiny teak railing. Attached to the entrance was another sloping roof, under which a small car covered with a protective cloth was parked. A couple of older people emerged from the house. These were Sara’s parents, who welcomed us while Sara was busy in the Gulf, across the Arabian Sea. In the shade of the verandah, they looked too tiny to fill their enormous home.



“Tell the driver to follow the eastbound highway,” Sara said to me on the phone. “But I am the driver,” I replied, laughing.

Sara fell silent for a few moments, as she absorbed the idea of a woman driving by herself through the Omani desert in a rented car of dubious quality (figure 1.1). After gathering her thoughts, she continued to guide me to where she lived, in Shalim, a town some 180 miles (300 kilometers) from Muscat in central Oman. It was mid-October 2014, ten months after I had first met her parents. I had made few social connections in Muscat and found it challenging to engage with Indian nurses there, but when I phoned Sara she was eager to meet me: “Yes, I know you!” she said. “My parents told me all about you. Come and stay with me for two, three days!”

I readily accepted her invitation and left Muscat a couple of days later. The highway climbed some steep mountains, then descended into flat sand fields. There I passed several wadis, dry valleys that host streams, overflowing with violent torrents of water whenever it rains. I caught sight of my first camel, stripping tree leaves in front of a lonely house, partly hidden between two hills. The environment was moon-like—nothing but ochre gravel and rocks all around. The thermometer on my dashboard was a constant 122 degrees Fahrenheit (50 degrees Celsius), and I did not dare imagine what I would do if my car melted into a puddle on the road.

[image: View from the passenger seat of a car, looking on the empty highway leading straight through rocky desert hills.]
FIGURE 1.1. Driving through Oman.


Shalim was a proper town, larger than I had expected to find in the middle of the barren land through which I traveled. The first white, flat-roofed buildings with tiny, sometimes arched windows slowly emerged from the sand ahead of me. In contrast to the gaudier styles of its Gulf neighbors, the architecture of Oman was minimalist and elegant, serving the needs of the residents populating the arid, sweltering environment. At a roundabout, sporting well-watered, carefully pruned greenery, I turned to the right onto the main road through Shalim. Skimming the surroundings in search of Sara’s hospital, I noticed the many people walking on the pavements. They were mostly men, but many were not wearing dishdasha, the white long-sleeved garment that is the national Omani male dress. Instead, they wore brown, beige, and dark purple trousers and long shirts, known in much of South Asia as kurta or panjabi, implying that Shalim hosted a considerable number of migrants from that region.

I drove farther, past a row of shops, past a sign for a horse racing track and a market that was about to close; the sellers were rolling up their remaining rugs, and the buyers had loaded their newly acquired camels and sheep onto their Toyota pickup trucks. I could not locate the hospital, so I called Sara and parked at a supermarket in what seemed to be a town center. I waited in the car when suddenly I heard a loud knock against the window; a teenage boy with a shepherd’s stick gestured to me to open it. I self-consciously refused—what could they make of a Western woman traveling alone at dusk? He and his friends simply smiled, nodded, and turned away.

When Sara appeared, I recognized her immediately. She was the only Indian woman around, standing out in a green salwar kameez, a typical Indian dress comprising of wide trousers and a tunic, with an essential dupattā, a shawl that covers the chest. Short and plump, she was strikingly like her mother. She hopped into the car and led me along a dusty side road. I parked and followed her through an ornately decorated heavy wooden door, into the secluded courtyard, and then into her apartment.

Sara lived here on her own, renting a spacious apartment on the ground floor of a house belonging to an important local family. The door opened into a large sitting area—“Seven people can sit here,” Sara proudly noted—separated from the bedroom only by a thick curtain. Sara scurried behind it to show me where I would sleep, on a single bed just behind the curtain. The floor was covered with an old rug, but the ceiling seemed freshly painted and decorated with yellow and blue medallions and trim. A calendar hanging on an otherwise empty wall pictured a beautiful freshly painted house and a brand-new blue Hyundai. These were photographs of Sara’s family house and car in Kerala. The calendar was a souvenir of the housewarming festivities for the investments that Sara’s husband had made through her income; the loan for the renovation of his ancestral home would be repaid in the coming few years.

The bedroom windows were curtained, blocking any natural light. The room had no furniture other than two beds and a small table with a personal computer covered with a cloth. Noticing my quizzical look, Sara explained, “My uncle gave me this PC when he left Muscat. I used it for a while to talk to my family through the webcam, but now it’s broken.” She gestured forget about it—she had no intention of fixing the computer any time soon, and I wondered for a moment whether it was really broken. On the other hand, Sara happily exchanged photos, and loads of them, with her family in Kerala through WhatsApp on her smartphone.

As we sat on her couch, Sara took her phone and opened her Facebook application to show me photos of her “friends”—her co-workers at the hospital—but her family was nowhere to be seen. She explained that she did not post often at all on her Facebook wall. Rather, the photos posted there were by her friends who had tagged Sara to make sure she had seen them. But in her phone gallery, I could see plenty of photos downloaded from WhatsApp: there were a smiling friend who was a nurse in Europe, the newly renovated house in Kerala, and Sara at work, wearing her full nursing uniform and proudly posing in the operating theater. There were also plenty of photos of Sara’s children, and a series of them from a shop where her daughter was trying on new salwari kurtas and asking Sara for advice on which dresses to buy.

I asked Sara whether these photos had the same emotional effect on her seeing her family live on the webcam, and she replied, cheerfully, “No, in the photos they are always smiling!” As we were sliding through the many snaps of Sara’s children—at home, with their grandparents, at church events, in the school—I could observe that it was true: they always smiled. I realized that such was the very subtle impact of the photo lens, which was quite different from the webcam and therefore less emotionally demanding for a mother living far away all by herself.

From the sitting area, a wide hall, almost a room in itself, led to the kitchen. The hall was empty except for a tall refrigerator, a table, and a chair. Sara used the table to iron her clothes. To the right, there was a kitchenette with the sink so high that Sara had to stand on a wooden step stool to reach it comfortably. Next to the kitchen was a tiny, dilapidated bathroom. The electricity was not working well in there, but instead of trying to fix it, she had followed her husband’s advice and bought a halogen light. Given that she lived alone, Sara said by way of explanation, it was wiser not to invite any men inside.

As the evening settled in, Sara told me about her daily life as a nurse in Shalim, where she had lived for over a decade. At 6:45 P.M. sharp, Sara checked the big clock hanging above the TV set: it was time to call her parents. She stood up to fetch her smartphone and then searched for Talkray, a free internet calling application that she had downloaded through the Google Play Store, because “everyone was talking about it.” Her father picked up the call, and they talked for about ten minutes; he was most interested in how Sara was taking care of me and what we were going to have for dinner.

After Sara finished the call, she explained to me that she was always mindful of the time difference between the two countries—Kerala is 1.5 hours ahead of Oman. But she also considered the TV serials that her mother watched religiously and evening prayer times because her whole family were devout Syrian Christians. Sara called her parents, children, and husband daily, sometimes multiple times a day even if just for a few seconds. Among their conversation topics, health featured significantly.

“If there is anything related to illness, they will first discuss it with me,” Sara said. “A while ago, the doctor in Kerala prescribed my mother some pills, and she started feeling dizzy after taking them. She first called me to ask about it, not her doctor. I looked for information about side effects on the internet, and I advised her to stop taking the pills. A week later she went to hospital, and she told the doctor, ‘See, I stopped that medicine.’ I told my mother, ‘Don’t tell him that I advised you to do so! If you do, he might get angry at my interfering with his treatment.’ Sometimes doctors don’t believe their patients when they report side effects. She told him everything, about the swelling, dizziness, constipation, all the side effects she had. She is allergic to some medicine, so I always take that into account. But the doctor told her, ‘Only one in 100 people have such side effects, I can’t believe it happened to you.’ But my mother insisted, and he finally gave in, telling her to stop taking the pills.”

Sara laughed. She was proud that she remained close to her parents across the many miles and years of living so far away, the evidence being her mother’s trust in her advice.

What happens with eldercare when family members are separated through physical distance? This question is particularly pertinent in the contemporary world where physical separation between people is a fact of life for a number of reasons.2 During the past few decades, people have been relocating nationally and internationally for work, studies, or love more frequently than ever before, stretching relationships across countries and continents. Among them, migrants from India have made their homeland a leading country of both out-migration and remittances.3 In India and elsewhere, this trend has fueled a discourse of abandonment, which suggests that adult children neglect their aging parents in pursuit of a contemporary lifestyle that often necessitates mobility for work (Aboderin 2004; Shankardass and Rajan 2018; see chapter 3).

However, family members who are spread around the world often keep in touch through regular visiting as well as through digital technologies. In this way, families become transnational, separated from each other yet creating a “feeling of collective welfare and unity, i.e., ‘familyhood,’ even across national borders” (Bryceson and Vuorela 2002, 3). Considering the role of digital technologies in the making of transnational life, social science scholars have started challenging the idea that care without physical proximity is impossible (see, for example, Baldassar, Nedelcu, and Wilding 2016; Madianou and Miller 2012). Digital technologies, it has become clear, have turned out to be significant in sustaining family ties across geographic distance.

Then, in 2020, the COVID-19 pandemic hit. Consequently, all kinds of travel, including long-distance flights, were severely restrained and complicated through quarantine rules. Lockdowns and travel restrictions made regular visiting for transnational family members unfeasible. The measures adopted in many countries imposed physical distancing even among family members who lived within the same countries, cities, and villages. Following advice from medical experts, many governments considered aging people the most vulnerable, so they strongly advised this part of the population to limit socialization even with their children and grandchildren. Around the world, care institutions and nursing homes prevented their residents from being with family members to protect their physical health, with little regard to the impact of such measures on their quality of life and mental health (Gardner, States, and Bagley 2020; Roy et al. 2020; Grover et al. 2020). Digital technologies suddenly became additionally prominent mediators in family relationships, as they transpired as a preferred—and sometimes the single—alternative for family members to communicate and thereby maintain their relations. In the worst possible scenario, the webcam on a smartphone or iPad could even be the only means to say the final goodbye.

In this book, I further scholarly discussions on care at a distance by arguing that family members integrate digital technologies into their care practices, thereby forming global assemblages of human and nonhuman entities which I call transnational care collectives. This notion is grounded in the proposition that technologies such as mobile phones, smartphones, and social media are much more than tools that passively channel communication. Rather, digital devices and online platforms participate in transnational care collectives as active members, shaping what care comes to mean and how it should be done to be considered good. Given the increasing proliferation of digital technologies into every sphere of our lives, a trend which was additionally reinforced by the COVID-19 pandemic, there has never been a more vital moment to interrogate the subtle impact of technologies on people’s lives, relationships, and identities. Care, a highly complex phenomenon that is essential to what it means to be human (Tronto 1993), is a prime domain for investigating the ways in which technologies influence how people relate to each other and who they come to be through their technologically mediated relationalities.

To a certain degree, social scientists have studied innovative technologies in the context of formal care, such as telemedicine and e-health.4 But what of different types of everyday digital technologies such as phones and webcams? These devices are generic, readily available, and relatively accessible even to consumers from lower economic backgrounds. All over the world, digital technologies have become intimately integrated into people’s lives (Miller et al. 2016) and, as I show in this book, into their everyday care practices. How do these technologies, then, influence how people understand care? How do they affect the ways in which people relate to each other through care, and even who they become? In this book, I address these questions by drawing on my ethnographic fieldwork, which I conducted intermittently between 2011 and 2022 with most intensive research periods in India and Oman in 2014 and 2015. I investigate my empirical data through material semiotics, a science and technology studies (STS) theoretical approach that I explain in greater detail later in this chapter.


TELEMEDICINE PILOTITIS

My interest in studying technologies in relation to care was sparked well before I ever set foot in India by an event that occurred in my home country, Slovenia. Between 2008 and 2009, I participated as a representative of a local health-care organization at several professional meetings on the topic of telemedicine development and implementation. The meetings were organized by the director of a major hospital who had assembled collaborators from private and public health-care sectors, academia, and the telecommunication industry to propose a plan for a national telemedicine program.

Sitting at a large round wooden table in an elegant conference room with about twenty people, I was struck by the discussion that took place that spring day. The focus of the conversation was mainly on how to strategically and convincingly present innovative technologies to the Minister of Health to secure funding. At no point was mention made of the people who would be required to use the proposed technological system—both health-care professionals and patients—or their specific needs.

As I became increasingly engaged with the field of telemedicine and e-health, I found that this sort of top-down approach was more of a rule than an exception. I joined several Med-e-Tel conferences, organized yearly in Luxembourg by the International Society for Telemedicine and eHealth (ISfTeH). Time and again I heard the presenters describe their highly innovative technological devices and systems as working “brilliantly” in the pilot stage. Difficulties inevitably occurred during the implementation at a larger scale, and the culprits for this were often claimed to be health-care professionals who reportedly refused to use the new technologies and stubbornly insisted on seeing their patients face to face.

During a coffee break, a leading member of ISfTeH, a slim, middle-aged man with a perfect tan, wearing a sleek gray suit, told me only half-jokingly that telemedicine was “suffering from chronic pilotitis”—that is, it was constantly stuck in the pilot phase, unable to become widely adopted at national and international levels. The reasons, according to him, were complex, including difficulties of interoperability, the inertia of governments to take telemedicine seriously, and the “culture” of health-care professionals that regarded physical co-presence as key to a proper medical examination. As I later strolled from one conference room to another, I could not help but wonder if the top-down approach, whereby a technological system is developed first then subsequently imposed on the people who are supposed to use it, was not a significant factor in persistent failures of telemedicine.

My hunch was confirmed when I discovered Jeannette Pols’s book Care at a Distance: On the Closeness of Technology (2012), an ethnographic study of telemedicine implementation in the Netherlands. She clearly showed that telemonitoring—the use of technologies to follow chronic patients at a distance—did not exactly deliver on the promises of efficiency and reduced costs as the government had hoped. Rather, the telemonitoring system changed the nurses’ routines and the required skills and knowledges: instead of traveling to their patients to check on them, nurses had to learn how take care of the technologies and how to deal with the data these devices produced.

The research I present in this book, and its focus on everyday digital technologies, is a reaction to what I was learning about telemedicine at that time. Instead of concentrating all efforts on technological innovation—which is often extremely expensive and demonstrably challenging to implement—what about looking at how care could be improved with commonplace, widely available and popular technologies? Instead of convincing people to adopt new technologies, why not learn from them how they are already using the devices they have at their fingertips for the purposes of care? How could the answers to these questions serve the people—both patients and health-care professionals—who at some point might need to rely on more sophisticated technologies for care?



BUILDING DISCIPLINARY BRIDGES

Theoretically, this book is a “generative interface” between anthropology and science and technology studies, or STS (Cadena et al. 2015). Such interfaces are sites where the practices, topics, and analytical tools of various disciplines come into conversation; they are generative in that they provide opportunities for establishing new, open-ended connections between different empirical and theoretical methodologies. Bringing together the research techniques of anthropology and STS care studies is a form of “bridgework,” the intellectual work that scholars do to create possibilities for generative interfaces (Rodríguez-Muñiz 2016). Through bridgework, this book leads to novel understandings of what family care becomes when it is practiced in a transnational context with the help of digital technologies.

To start with, I build on earlier anthropological studies of migration, media, and communication that have explored digital technologies in transnational family care. Globally, the increased availability of information and communication devices has resulted in a significant decrease in the prices for telecommunication services, in better infrastructures, and in policies aimed at improving access to these technologies (Kilkey and Merla 2014). Readily accessible mobile phones have had a tremendous and multifaceted impact on families within India and those spanning the globe (Jeffrey and Doron 2013; Vertovec 2004).

In an effort to challenge the ideal of proximity in care, which rests on the assumption that geographic distance prohibits caregiving, Loretta Baldassar and her colleagues (2016) have argued that digital technologies indeed make care possible across space. Inspired by new materialism, particularly Jane Bennett’s (2004) idea of “vibrant matter” which acknowledges the agency of materiality, this body of research has described how digital technologies enable transnational family members to produce various types of “co-presence,” or the feeling of being together at a distance (Baldassar, Nedelcu, and Wilding 2016). Among them is “ordinary co-presence” with a further subtype of “ritual co-presence,” which is established through brief, regular contact through digital technologies between transnational family members (Nedelcu and Wyss 2016). Ritual co-presence serves primarily to express basic solidarity through which migrating children accomplish their filial obligations. Another kind of ordinary co-presence is “omnipresent co-presence,” or the sense of being together that is enabled through online digital technologies that combine audio and visual forms of communication and may be turned on continuously. Because video technologies afford the possibility to see another person, Mihaela Nedelcu and Malika Wyss (2016) suggest that this kind of co-presence is the closest to face-to-face interaction.

Co-presence is made possible and is variously shaped by “conditions of polymedia” (Baldassar 2016, 147), the combined uses of various kinds of digital technologies, through which families support communication and manage emotions. The notion of polymedia was initially proposed by Mirca Madianou and Daniel Miller (2012), who explored digital technology–mediated childcare provided by Filipina nurses living in the United Kingdom. In their study, people constantly switched among media that catered to different emotional registers: written messages and emails helped avoid confrontation, while children could experience frequent phone conversations as a form of distant surveillance by their mothers living abroad. Additionally, Madianou and Miller (2012) developed a theory of mediation that suggests digital technologies may highlight the tensions in family relationships that had existed prior to migration, and they may also help to preserve an “ideal distance” between parents and children that enhances their relationship. Specifically in relation to aging migrants, Loretta Baldassar and Raelene Wilding (2020) presented the concept of “digital kinning” to describe the process of engaging with new technologies to maintain familial support and social and cultural identities across geographic distance, with beneficial impact on the well-being of older migrants.

The literature I have briefly outlined shows that within the context of transnational family life, increasingly available, affordable, and accessible digital technologies have become key to care at a distance. This book contributes to the field by introducing the notion of transnational care collectives, which explores the specificities of how digital technologies participate in such care. In my analysis I draw on the material semiotic tools of STS care studies, according to which (1) care is something that humans and nonhumans enact through the relations they form with each other within practices aimed at improving a certain situation or at least keeping it stable; and (2) what is considered good care is a matter of practical accomplishments and tinkering rather than external ideals that people follow. I explain this in further detail in the next section.



ENACTING CARE THROUGH HETEROGENOUS RELATIONS

Imagine a person with flu-like symptoms, lying in a bed at home, not even able to get to her feet. A relative, or a friend, or a kindly neighbor comes in occasionally, carrying a cup of hot tea and some paracetamol. The only piece of medical equipment in the room is a thermometer, resting on the night table. Within a few days, her breathing becomes increasingly difficult. The postal service delivers an oximeter someone has ordered online, a tiny gadget that wraps around one’s finger to measure blood oxygen saturation. Eventually someone decides it is time to call a doctor, and the doctor summons an ambulance.

At the hospital, the person transforms into a patient, who is moved immediately into an intensive care unit (ICU). The bed in this unit is nothing like the one at home; this one is equipped with countless buttons, power plugs, and cables that are connected to a bedside cardiac monitor, which records the patient’s heart rate and rhythm, and to a blood pressure measuring device and other medical appliances. Equipped with complex technology, an ICU bed requires a specialized health-care staff to operate the machines which produce abstract images and sometimes alarming sounds. Not all health-care professionals have the knowledge to manage such a bed; even in hospitals where the number of ICU beds is sufficient, new patients may not be received because of the lack of staff who have the appropriate knowledge and skills to operate the beds (Karagiannidis et al. 2019; Summers 2020).

Care scholarship often treats people as exclusive agents in care, as caregivers or care-receivers (e.g., Tronto 1993). But care is radically different when enacted on a regular bed at home or on an ICU bed: these different types of beds involve distinctive technologies that in turn demand specific kinds of knowledges and skills of those around them. Thus, material objects shape care in significant ways, to the point where their involvement may become a question of life and death.

Compared with specialized health-care equipment, the influences of digital technologies on care are more challenging to uncover. After my first couple of months in Kerala, I attended an academic event with a number of anthropologists where I shared my fascination over how family members in my study called each other, only to hear one of my senior colleagues respond, “So people pick up the phone and call each other. What is so special about that?” Digital technologies have become so deeply engrained into many people’s everyday life that we barely notice them. I argue that this concealed yet ubiquitous presence of digital technologies is precisely why it is important to start paying closer attention to them. To articulate a reply to my colleague’s question, I have found STS helpful because this field offers the vocabulary and analytical tools which I could not locate within the anthropology of that time.

In STS care studies, care is analyzed as that which is enacted within specific practices (Mol 2002; Mol, Moser, and Pols 2010; Pols 2005). What makes care as enactment so interesting and different from other understandings of care, often drawn upon in studies of transnational care? Most of all, the notion of enactment proposes that objects are not stable entities that form relations with each other; rather, the very identity of every object is contingent on these relations. Following this line of thinking, the identity of objects is multiple: it shifts with every situation, with every new practice within which particular relations are formed (Mol 2002). Practices, then, are generative endeavors; they are “worlding practices” as they continuously make the world and all its objects what they are (Blaser and de la Cadena 2018). The idea that what objects are or come to be—their ontology—is enacted through practices is therefore rather different from perspectivism whereby objects have an essential identity that people may observe from different perspectives.5 This explains why interdisciplinarity is more challenging than often expected: such work is not only about adding together different perspectives on a particular object—for example, a certain medical condition—but also about understanding that the object in question is ontologically different in each discipline (Mol and Hardon 2020).

For example, in her book The Body Multiple (2002), Annemarie Mol shows how a disease like atherosclerosis becomes something else when it is enacted in the outpatient clinic, the laboratory, the pathology department, and other sites. In the consulting room, it is enacted primarily through the conversation in which the patient complains of “pain when walking” and answers the doctor’s questions about this problem. In the laboratory, atherosclerosis is not so much about talking but about taking measurements. Laboratory technicians and the various measuring tools they use together enact the disease either as a “fall in blood pressure” or an “increase in blood velocity.” In the pathology department, atherosclerosis becomes yet something else; with the help of a microscope, it is enacted as “thickened blood vessel walls.” In this way, an object is enacted differently in different sites by different actors, who form relations with each other within different practices.

Following material semiotics, the relations through which something is enacted are heterogeneous because they are established between humans, objects, machines, and animals as well as organizations, ideas, and geographical arrangements (Callon and Law 1997; Law 2009). Such “radical relationality” (Pols 2014) implies that technologies, too, are involved in the making of identities within care practices because the identities of the actors are “not a given, but an outcome of their relations” (Pols 2014, 176; see also Haraway 1991).

Approaching objects as having a flexible identity that is shaped through heterogenous relations is also a key difference between material semiotics and new materialism (Abrahamsson et al. 2015). To give an example, in their study of telecare in Spain, Daniel López and Miquel Domènech (2008) showed how an alarm pendant, which older people living alone can wear and touch to call for help in an emergency, enacts the users’ bodies in different ways. Wearing the alarm device constantly enacts the user as having a “body-at-risk” because it makes users aware that their body might fail them at any moment. By contrast, when the user wears the pendant only occasionally, the body is enacted as “vigorous” because the user still considers it to be capable of everyday activities.6 In this way, human and nonhuman actors, and what they enact together, are not stable entities but are all mutable, fluid, and mutually dependent.

The material semiotic approach is particularly fruitful in studying care at a distance because it makes it possible to examine in depth the specificities of involving digital technologies—and other nonhuman actors, namely money—in transnational care. Globally, the increased availability of digital technologies has resulted in a significant decrease in the price of telecommunication services, better infrastructures, and policies aimed at improving access to digital technologies (Kilkey and Merla 2014). Cheap phone calls have been described as “a kind of social glue connecting small-scale social formations across the globe” (Vertovec 2004, 220). But what precisely is this glue, and how does it work? Material semiotics allow for an analysis of how people and digital technologies engage in mutual relations within specific practices through which they enact certain kinds of co-presence. So what precisely do people do with digital technologies to achieve the kind of co-presence that they interpret as care, or that can be recognized as care since it is intended to improve or maintain the well-being of those concerned in one way or another? And how do digital technologies shape this caring co-presence?

Further, to analyze how care at a distance may be perceived as good, I draw on empirical ethics, a derivative of material semiotics that explores how people strive to achieve “the good” in everyday care practices (Willems and Pols 2010). In health care, empirical ethics emerged as a reaction to normative ethical principles, covered in theoretical approaches such as care ethics (Tronto 1993), which may prove to be challenging to follow in practice (Willems and Pols 2010). The central proposition of empirical ethics is that rather than finding out how a certain practice aligns with particular normative views of care, attention should be paid to how people achieve some form of the good in care through daily tinkering. Again, this tinkering occurs not only among people but involving material things such as food, information technology (IT) systems, and specialized health-care machines that help people breathe (Mol, Moser, and Pols 2010). What good care means, then, is not so much a matter of following some fixed norms or ideals but is situated in and shaped by particular sociomaterial interactions as well as, I would add, by underlying emotions and affective relations.

Such an understanding of normativity presumes that norms are not stable imperatives but can potentially change under changing circumstances (Winance 2007). In cases of chronic illness, for example, good care is primarily not about finding a cure; that is (or presently may be) an impossible goal (Mol 2008). Instead, good care involves making small adjustments to achieve a good enough life—and sometimes fail at it—in the context of a specific chronic illness and its chronicity (Manderson and Smith-Morris 2010). To find out what good care is, empirical ethicists compare and contrast various practices to “consider and weigh what is the best way of living, or the least bad, for whom, and why” (Pols 2013, 23). What is good, then, is continuously and locally enacted through tinkering within heterogeneous relations, with “local” referring to the specific situations in which practices occur rather than to geographic regions (Yates-Doerr 2017).

Following the empirical ethics approach, I explore good care in terms of everyday “practical accomplishments” (Winance 2007, 631) through which people engage with digital technologies to find the best possible ways of “doing family” from a distance (Morgan 2011). Corresponding to the STS emphasis on practices, the notion of doing family explores family life as a set of activities, which moves away from seeing family as something static or in terms of positions and statuses (Morgan 2011, 6). In transnational families, attempts to do family are mediated through digital technologies, which are thereby essential to shaping good care across geographic distance.

With its emphasis on sociomaterial relations, the empirical ethics approach makes it possible to investigate daily calling as a care practice, leading to new understandings of how care can be good even when it is done from a distance. Comparing the practice of frequent calling across different digital devices helps to understand what kind of activity this is and under what conditions family members see it as a core component of good care.



TRANSNATIONAL CARE COLLECTIVES

Scholars of India have since long described family relations as integral to shaping the identity of family members (Brijnath 2014; Gregory 2011; Mines 1994; Sax 2009). In the Indian transnational families that I write about, these relations are further mediated through digital technologies. Yet, as I mentioned earlier, these devices are not merely passive tools of communication. Rather, digital technologies shape family care within what I call transnational care collectives. I take inspiration for this notion from Myriam Winance’s analysis of care as it occurs within “a collective of humans and non-humans” (2010, 95).

Drawing on STS to study disability, Winance (2010) has shown how material objects such as wheelchairs become intricately involved in the relationship between a person with disability and their carer by changing the relations of dependency between them. A new wheelchair must be adapted to make it comfortable for use not only by the person with disability but also, importantly, by the carer who pushes the chair most of the time. These adjustments are done through tinkering, a process through which people “meticulously explore, ‘quibble,’ test, touch, adapt, adjust, pay attention to details and change them, until a suitable arrangement (material, emotional, relational) has been reached” (Winance 2010, 111).

In Winance’s case study, tinkering was about experimenting with changing settings of the wheelchair to see which arrangement worked best for the implicated people. Can the seat be adjusted so that the person sitting in it does not feel any instability? Does a certain position of the handles cause the carer back pain? Can the chin control be positioned in a way that allows the person with cerebral motor deficiency to maneuver the wheelchair independently, at least sometimes? Understanding care as attention paid to sensations and the possibilities of action that appear through the relationships within a collective implies that the object of care is not a single person but the collective itself, and this includes the wheelchair.

Even though the person with disability and the carer do not have the same abilities, the care relationship between them is no longer one in which an active caregiver assists a passive care receiver. Instead, through testing, tinkering with, and adjusting the wheelchair, everyone in the collective is both giving and receiving care and adapting to one another so that they can live together and make the most of their situation. Although care is specific for each member of the collective, understanding care as an outcome of a heterogenous collaboration makes the balance among the participants slightly more symmetrical and enabling, compared with the framework of caregiving and care receiving (Winance 2010).7

In my work, I extend the idea of care as enacted within heterogenous collectives to another realm—that of family care at a distance—and to different kind of technologies, namely generic digital technologies rather than highly specialized health care devices. The notion of transnational care collectives serves to explore care in transnational contexts through the STS conceptualization of care, understood not so much in terms of caregiving and care receiving, but in terms of shared work that includes people and material objects such as digital technologies. As a result, the subtle impacts of these devices on care and family relations come to light; otherwise, they could easily have been overlooked.

Through transnational care collectives it is, for example, possible to observe how people tinker with multiple types of technologies, telecommunication infrastructures, work schedules, time zones, and social obligations to establish a dynamic that works for all members involved, human and nonhuman alike. It is possible to see how transnational care is enacted in the collective and how the collective is taken care of. Further, one can discern how various types of technologies such as phones and webcams lead to different ways in which people relate to one another in caring relations—or how a seemingly simple practice of frequent calling contributes to shifts in filial obligations, especially for daughters. The change from writing letters to calling home is thus more than just a shift in modes of communication. It brings about more fundamental changes to people’s relationships as it influences how people see and position themselves and each other within their social structures—or, in other words, who they are. The small, everyday acts of picking up a phone or swiping a smartphone screen with a finger become involved in a radical reshaping of personal and communal identity. To uncover such impacts of digital technologies on individuals, and through them on communities at large, is the contribution of transnational care collectives.

Like care in transnational collectives, bridges work in more complex ways than unilateral directions, so it is not only the anthropological approach to transnational care that is enriched by STS theoretical approaches in this book. While the material semiotic analysis focuses on the role of materiality—of medical technologies and bodily sensations, for example—in enacting care, I found that transnational care collectives are significantly motivated by affect, specifically by affective relations between parents and their children, but also grandchildren, other family members, and, significantly, friends and neighbors. In my fieldwork, affect—that “primal energy flowing between people and attaching us to each other, our institutions, and our relationships … underpinning people’s emotions, behaviors and actions” (McKay 2016, 5)—transpired as the fuel that led family members to establish transnational care collectives and the glue that kept them going.

Additionally, while attempting to avoid “geographical exceptionalism” (Raghuram 2012, 170), whereby care is understood as different in different places because it is shaped through different “cultures” or moral values, I show how everyday care practices are situated within specific “geohistories” that shape the “structural conditions of caring” (Raghuram 2016, 512). Empirical ethics, combined with anthropological insights about the patriarchal kinship system, the Syrian Christian ethics of care, and the migration patterns of nurses from Kerala, clarify how “good care” in transnational care collectives is shaped by particular histories, tied to certain geographic locations.



CHAPTER OVERVIEW

The first part of this book maps out the theoretical, empirical, and contextual landscapes that are relevant to the understanding of transnational care collectives as they are created among transnational families of mostly Syrian Christian nurses. Chapter 1 presents the conceptual field of material semiotics and empirical ethics, and chapter 2 describes the field sites of Kerala and Oman, outlining the broader social, political, demographic, and technological background of migrating nurses and their families. Methodologically, I initially envisaged my fieldwork as multisited, but digital technologies made my field site more complex than that. Taking participant observation seriously—along with the idea of tinkering—I welcomed the mobile phone and webcam into my methodology. Conducting observation and interviews through these devices with nurses around the world led me to reconsider the field as a geographic location, and I explore this through the concept of field events.

Paying further attention to the context of eldercare in Kerala, chapter 3 outlines the public discourse of abandonment, which presumes that older adults who do not live together with one of their children are deserted, neglected, and subject to pity. The ideal of co-residence can be broken through older people living in institutions, such as old age shelters, homes, and geriatric hospitals, which are consequently commonly seen as miserable places. Along the same lines, in the case of migration the parents are portrayed as left behind by their presumably individualistic, materially oriented migrating children. Among other venues, this discourse is reinforced through images on social media. I show, however, that the lived experiences of older adults who do not live the ideal of co-residence are much more multifaceted.

The second part of the book is dedicated to exploring transnational care collectives that challenge the discourse of abandonment through international migration. Without doubt, some practices, such as cooking, feeding, bathing, cleaning, and living under the same roof are indeed made impossible through geographic distance. I argue, however, that within transnational care collectives eldercare does not simply cease but is transformed as people find new ways to do care at a distance. In chapter 4 I show how, with the inclusion of digital technologies, care becomes enacted within practices such as frequent calling. Transnational care collectives are created through tinkering with various digital devices and sociopolitical contexts of telecommunication, calling routines, and kin and non-kin members who become included at different points in time, for different purposes and with different levels of intensity. These aspects shape the specific dynamic of each collective. Further, transnational care collectives are stimulated and maintained by affect, which also stimulates daily care for the digital technologies themselves. I illuminate how care in transnational collectives is shared among all its members, human and nonhuman alike, and I investigate how different types of technologies enable people to relate to each other in different ways.

The next two chapters look at the intricacies of care in transnational care collectives, first through the changes of what it means to be a good child, and especially a good daughter, and then specifically in relation to health. In this way, care practices that often remain unseen, and therefore undervalued, come to light as significantly related to health outcomes. In chapter 5, I investigate the influence of international migration on the filial obligations among Syrian Christian female nurses. Exploring eldercare practices highlights complex changes in gender dynamics and kin relations in a transnational context. Because they are tied to international migration, digital technologies and money, in its different forms, co-shape new norms of filial care by transforming the expectations of children, especially daughters. As migrating laborers, female nurses may increase their bargaining power with their in-laws in relation to caring for their own parents, and this may further influence the position of men as husbands and sons-in-law.

In chapter 6 care is investigated in relation to health: how are chronic illness, accidents, serious physical and mental deterioration, or a global pandemic dealt with in transnational care collectives? I pay attention to how digital technologies support families when dealing with various health conditions, and how they also may fail. Within transnational care collectives various tensions may arise, such as frictions among siblings who are trying to arrange physical care for a parent in need. Further, a comparison of photographs and live images that are transmitted through smartphones, laptops, and tablets illuminates the affective dimensions of caring at a distance and the “unbearable feelings” that some of these devices may produce. The chapter then addresses the question of return migration: if migrating abroad is a decision that adults make also with the view of taking care of their aging parents, what should they do when the parents are nearing the end of their life?

Finally, in the conclusion of the book I review the key aspects of transnational care collectives and consider some lessons that this work offers to those working in the field of technologies for health.
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2   •   CRAFTING THE FIELD
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For me, as for most Malayalis, there is Kerala and there is India. The two are one, of course, but Kerala is so different from the rest of the country and so unique in its landscape, culture and history that a Malayali grows up having a mental distinction between Kerala and the rest of India

—Abraham 2002, 96.



Abu Abraham (2002) opens his essay on the history of Kerala by noting its distinctiveness. He emphasizes that Malayalis, as the people of Kerala refer to themselves, feel strongly connected with the rest of India, especially through Hindu traditions. But the state is also distinctive, as repeatedly highlighted in popular and academic discourse in and on India. As Robin Jeffrey (2016) points out, Kerala stands out in many ways demographically and socioeconomically: among other social indicators that make Kerala a “success,” it has high life expectancy, low infant mortality rates, and almost universal literacy, including among women, all a consequence of the particular cocktail of communism, Christianity, commercial connections, and historical matriliny (Jefferey 2004).

The smallest of Indian states in terms of population and area, formally established in 1956, Kerala is often represented as a “model” state, praised for its economic development and achievements in health, education, and women’s rights (Thomas 2014).1 This narrative emerged in the 1970s when a United Nations study found that Kerala scored remarkably high on social indicators despite its low economic growth (Devika 2010). While recognizing the exceptionally strong “desire for development” among Malayalis (Gallo 2017, 17), scholars have also attributed these extraordinary social indicators to the local politics. The communist government came to power in Kerala through free ballot in 1957 and subsequently developed a “democratic style of functioning” (Thomas 2014, 259), with the state supporting grassroot movements and involving its citizens in development and social change. The ubiquitous praise for Kerala’s social triumphs adds to its enigmatic character and powers the pride of Malayalis when asked about their homeland.

[image: A white map of India, with the state of Kerala in the South tip of the Indian subcontinent coloured in black.]
FIGURE 2.1. Location of Kerala in India. (Map reprinted courtesy of mapsofindia.com.)


Shaped like a tattered banana leaf, Kerala lies at the extreme southern tip of India (figures 2.1 and 2.2). To the east, it shares borders with the states of Tamil Nadu and Karnataka, separated by the Western Ghat, a cool and rugged mountain range that is older than the Himalayas. From there, the landscape unravels into rolling hills, which unfold into coastal lowlands. To the west, Kerala disappears into the Arabian Sea. In January 2014, before I landed in Kochi (also known as Cochin), a major port city in the southwest of the state, I had spent some time in Sri Lanka. I was struck by the similarity of the two places, at least at first sight. In both sites, temperatures rarely dropped below 70 degrees and often reached 100 degrees Fahrenheit (20 to almost 40 degrees Celsius), and the hot and humid climate had given rise to thick tropical forests, broken up by rice paddies and tea plantations. During my visits across the district of Kottayam, people regularly and proudly led me to their gardens to admire their jackfruit, cashew and cinnamon trees, black pepper vines, high palms heavy with coconuts, and vanilla orchids. This vegetal abundance, together with plentiful tourist attractions—from romantic backwater cruises on houseboats (figure 2.3) to Ayurvedic treatments in luxurious wellness centers and captivating Kathakali dance performances—have earned Kerala the title of “God’s Own Country.”

[image: A detailed map of Kerala, with the names of districts and major cities. The Arabian sea is on the left and the state of Tamil Nadu on the right of Kerala.]
FIGURE 2.2. Map of Kerala. (Map reprinted courtesy of mapsofindia.com.)



[image: Three house boats on a calm river, tied on the shore one after another, with palm trees rising above them.]
FIGURE 2.3. Kerala backwaters.


Beyond tourist brochures, the view of Kerala as a country of gods can be traced back to the ancient manuscripts called the Puranas. The oldest of these, Matsya Purana, describes the Malaya Mountains in today’s Kerala as the setting of the meeting of Matsya, the first incarnation of the Hindu deity Vishnu, with Manu, the first human and king of the world (Dalal 2010, 250). The slogan God’s Own Country evokes the wide religious diversity in Kerala where Hindus, Muslims, Christians, Sikhs, Buddhists, Jews, and members of other religious minorities cohabit—peacefully, as is repeatedly emphasized in popular writings about Kerala.2 The landscape of the Kottayam district where I did most of my research was pierced with belfries of mostly Syrian Christian churches but also of Roman Catholic cathedrals and the spires of Hindu temples, and in other districts I also came across mosques and synagogues.

During my fieldwork, I regularly met Hindus who attended the Syrian Christian masses. Such cross-religious activities are quite common and not only in my experience. In his essay on the history of Syrian Christianity in Kerala, William Dalrymple (2002) describes an encounter with a Hindu woman who regularly prayed to St. Thomas. In 52 A.D., this apostle allegedly sailed from Palestine to Kerala where he started converting local Brahmins (members of the highest caste or varna in Hinduism) to Syrian Christianity, “a distinctively more Jewish form of the religion than that brought to Europe by St. Paul” at around the same time (Dalrymple 2002, 70).3 Syrian Christians from Kerala, also called Saint Thomas Christians, claim descent from these first converts; the descriptor refers not to Syrian ancestry but to their Syrian liturgy (George 2005, 6). St. Thomas, whose existence and arrival to India remain disputed, was later opposed by orthodox Brahmins, and he was martyred at the ancient temple town of Mylapore in Tamil Nadu.

Although its congregation shares this origin story, Syrian Christianity in India has undergone multiple divisions, which over time have led to various factions, including Catholic, Orthodox, and Reformed, many with their own bishops. One of them, the Syro-Malabar Catholic Bishop of Kottayam, Mar Kuriakose Kunnacherry, reportedly said that “Kottayam is famous for coconuts and bishops” (Sprague 2002). Today, religious tolerance is hailed as one aspect that makes Kerala unique, not only in India but globally.4


PRESERVING PURITY

Syrian Christians, numbering about 6 million, are a demographic minority in India, and most of them reside in central Kerala. They have been described as privileged in terms of race, class, and caste; although the caste system is essentially embedded in Hinduism, it endures among Keralite Christians as well (Thomas 2018). Rather than stepping out of the caste system altogether, Syrian Christians have become integrated into it as a jyati or a subcaste (Viswanathan 1999, 2), with internal divisions grounded in a long history of splits and conversions under the influence of migrations from the Middle East and as a consequence of European colonial control.

The Syrian Orthodox Church in India is part of the Universal Syrian Orthodox Church, which emerged as an indigenous church in Syria and then spread around the world.5 St. Thomas is believed to have baptized the first converts, originally Namboodiri Brahmins and matrilineal Nairs, members of the highest castes. This small Syrian Christian community settled in the northern part of Cranganore, a town on the Malabar coast. In 325 A.D., they were joined by about seventy Syrian Christian merchant families from Jerusalem and Syria who arrived under the guidance of Thomas de Cana (Thomas 2016, 105). These newcomers, known today as Knanaya, settled in southern Cranganore, and the two Syrian Christian groups came to be referred to as “the Northists” (thekkan) and “the Southists” (vakakken), respectively. Today, spatial separation of religious communities is no longer as marked, although closely knit neighborhoods affiliated with specific churches remain.

Both groups of these early Syrian Christians were traders and landowners who enjoyed the benevolence of Hindu kings due to their reputation for being hardworking and prosperous. In recognition of their good deeds and services to society, they were accorded the privileges and honors of a high caste (Viswanathan 1999), as reflected in titles such as Pannikkar (warrior), Vaidyan (doctor), and Tharakkan (tax collector). Contemporary Syrian Christian groups still claim membership in the upper caste of Indian society (Philips 2004).

In the sixteenth century, a major division among the Christians of Kerala occurred when Portuguese colonizers took over state reign. Portuguese Roman Catholic missionaries converted lower-class Hindus, mostly of the fisher castes, Mukkuvans and Arayas, to Christianity en masse. These newer Christians and the earlier Christians with whom they intermarried became known as Latin Catholics. Another major internal division occurred in the nineteenth and twentieth centuries under British colonial rule when European missionaries converted people from the lowest Hindu castes, the Dalits; they readily embraced Christianity in hopes of escaping the oppressive caste system.6 This group became known as New Christians or Protestant Christians.

These divisions resulted in three major groupings, which Fuller (1976, 55) has suggested may be “sensibly regarded as castes.” They are maintained through endogamous marriage rules which are especially strict among Knanaya; not following them, intentionally or not, may result in severe punishment and excommunication (Swiderski 1988; Reddy 2018; Phillips 2004). Intracaste and intrareligious marriages do occur but are fraught with sociopolitical tensions and are often considered as “fake” or “fictive” kinship (Gallo 2021). While deeming intracommunity marriage important, the church in general is usually not actively involved in helping families find marriage partners for their children. Instead, in recent years, marriage websites such as m4marry.com have become increasingly popular; among forty categories in the website search is the option “caste/denomination.”

Caste has far from disappeared among Syrian Christians, and caste distinctions, tensions and discrimination remain a significant social issue (Ameerudheen 2018; see also Swiderski 1988). As Amali Philips (2004, 257) noted, endogamy is not a sufficient criterion to define caste; other important markers include genealogy, place of origin, time of conversion to Christianity, food habits, degree of communal solidarity, differences in dowry, occupation, education, and even mental health status. Occupation and education are intrinsically related to class. Upper-caste Syrian Christians, who trace their descent to Brahmins, Nairs (or Nayar), or the “pure” Syrian Christians, are generally the wealthiest, and Latin Catholics and New Christians who are associated with their Dalit origins tend to belong to the lower and middle classes (Fuller 1976; Viswanathan 1999).

Caste and class are important because they strongly influence the professions that people in India may practice. According to Hindu ideology, practices—and professions—that involve touching and dealing with bodily fluids are considered dirty and dangerous because they offer an opportunity for members of higher castes to become polluted by those of lower castes. Bearing this in mind, it is no coincidence that Dalits are also referred to as “untouchables” (Ray and Qayum 2009; Sax 2009). The management of physical contact is at the same time intimate and political because it supports the hierarchies of caste and of society in general (Goody [1982] 1996, 114–115).

Within this caste system, the nursing profession, which is at the center of this book, is doubly stigmatized: first, it involves close physical contact with non-kin patients of all castes, including during night shifts, and second, it is mostly practiced by women. Through their sexuality, women are considered both powerful and perilous; their contact with other people is risky and therefore deserves special attention. Adult men are especially vulnerable to contamination via women, leading to everyone in their caste losing status, property, and power (Sax 1991). For these reasons, nursing is not particularly respected among Hindus and is generally devalued as a profession in India. Its reputation has only recently marginally improved with the increasing bureaucratization of the profession (Ray 2019).

Despite strict endogamic marriage rules among some denominations, Christians are usually not concerned about caste pollution to the same degree as Hindus. Scholars studying the early Syrian Christians have even noted that this ethnic group acted as “pollution neutralizers,” meaning that the objects they touched became purified and appropriate to use by members of higher castes (Viswanathan 1999; Philips 2004). This could be one reason why Christians in Kerala are relatively open to nursing. Significantly, the majority of nurses in India originate from Kerala, and religion plays a substantial role in this phenomenon. According to Elisabeth Simon (2009, 88), Christians comprise only 3 percent of the Indian population, yet they are 30 percent of Indian nurses.7

In India, women started enlisting as nurses after 1914 when British colonial forces, English missionaries, and mission hospitals actively and aggressively recruited them, promoting the image of nursing as a noble Christian service that adheres to the Christian values of piety, service, and femininity (George 2005, 41; Percot and Rajan 2007). This discourse of nursing as a humanitarian and honorable mission has long provided the basis for despicably low salaries: nursing was seen as a service that could only be paid through charity and donations rather than through proper wages (Biju 2013).

This also means that nursing has a rather ambiguous reputation. One very pious older Syrian Christian woman, for example, told me that she was passionate about becoming a nurse because she thought about it as service to other people and therefore to God. But her father disapproved, insisting that this profession was only “for poor families” who had “too many daughters.” Such families would often send the eldest of their daughters to become a nurse to ease their burden of having to provide dowry for her at marriage (see chapter 5). Within the Christian community, nursing might not have been stigmatized in terms of caste, but it was nonetheless stigmatized as an occupation of lower classes.




THE L’S OF KOTTAYAM

On the second day of my fieldwork, I found myself sitting on the passenger seat of a small black Hyundai. I was being taken to the Kottayam police station. Neela, a young local professional, was taking me there in person to check if I had to formally register for the duration of my stay. Driving along the bustling city streets, eyes firmly on the road and her foot constantly on the brake, Neela said, laughing, “You have to know this: Kottayam is known for 3 L’s—literacy, latex, and liquor.” She went on to add, in a more serious tone, “Despite the good position that women have in this society, men would still yell at them when they see them drive.”

Released from the police, where nobody seemed to be interested in my whereabouts or my reasons for staying in Kottayam, I went online and visited the official website of the city. It offered a list of L’s that was a bit different from Neela’s: liquor was prudently replaced by “legends and lakes,” but latex remained. Kottayam, a district capital of over 350,000 people, is famous for its rubber trees; here, the Rubber Board has its main office and still oversees the latex industry in India.

Literacy, too, was noted, and for good reason. In Kerala, 96 percent of the population is literate, with the smallest national gap of 2 percent between the male and female levels of literacy (Manoj 2020).8 Kottayam is lauded as the first town in India to achieve “100% literacy” as early as 1989, based on people knowing how to read and write their own name and address (UCA News Staff 1989). It is also the home of the first printing press, established in 1821. In this city, the first Malayalam-English and English-Malayalam dictionary was printed, and “the first and only” association of writers, authors, and publishers—Sahithya Pravarthaka Co-operative Society (SPCS)—was founded (Government of Kerala 2021). Kerala vibrates with literary festivals, and Kottayam has its share. At one point, I was even honored as a guest speaker at one such event, standing on the podium next to Urvashi Butalia, a feminist writer, publisher, and activist flown in from Delhi for the occasion.

High literacy levels among women indicate their exceptional position in Kerala compared with other Indian states. Women may appear in public, speak to men, and show initiative, partly an outcome of a distinctive local history of matriliny, which developed around the eleventh century C.E. and was practiced by the Nairs (Jeffrey 2004). This has been linked to the widespread “matrilineal ethos” still evident in contemporary Kerala (De Jong 2011, 17). A prominent example of an empowered woman emerging from this context is Mary Roy, a divorced Syrian Christian, a women’s rights activist, and an educator who challenged the Travancore Christian Succession Act. Her legal battle to be treated equally in inheritance to her brother resulted in changes in the local legal system, and daughters are now officially entitled to equal inheritance shares. In practice, however, many women remain reluctant to claim their inheritance in order to maintain peaceful family relations (De Jong 2011). High literacy alone does not necessarily translate into a higher status, and patriarchy still holds strong, especially among Syrian Christians (Mukhopadhyay 2007; Thomas 2018).9 Women’s status in Kerala is succinctly captured in Neela’s comment: women may drive, but men still yell at them.

Despite what tourist brochures may say, not only coconut milk and wild forest honey flow in God’s Own Country. In her novel The God of Small Things (2002), the renowned writer Arundhati Roy, daughter of Mary Roy, writes of the repugnant smells of factory sewage and feces coming from a river that passed a five-star hotel:


The view from the hotel was beautiful, but here too the water was thick and toxic. No Swimming signs had been put up in stylish calligraphy. They had built a tall wall to screen off the slum.… There wasn’t much they could do about the smell … they knew, those clever Hotel People, that smelliness, like other people’s poverty, was merely a matter of getting used to. (220)



Roy’s work was awarded the Booker Prize, a high-profile literary award given annually for the best novel written in English and published in the United Kingdom or Ireland. But in Kerala it was derided by many with whom I discussed it. They disapproved of the way the novel presented Kerala, unveiling its misogyny, caste-based social discrimination, and intercaste relationships. They disapproved of the author, too; they judged her harshly because of her family history, marked by divorces and court disputes (see also Philips 2003).

Recent studies, which examined the Kerala Model of Development more critically, found that social and economic development had circumvented the poorest populations and reinforced rather than challenged unequal power relations (Raman 2010). In her article in the Indian weekly magazine Outlook, Soma Wadhwa (2004) fiercely argues that the images of Kerala as a model state are nothing less than a “hoax,” countered by high levels of suicide, alcoholism, unemployment, crime rates, and violence against women.10 In an edited volume of essays, fiction and poetry on Kerala, Anita Nair, another internationally acclaimed Keralite author, noted clear discrepancies between the connotations of God’s Own Country and what is found beneath the surface. Like Nair (2002, ix), I invite my readers “to read between lines and see beyond what is on display, to probe beyond the surface and tap into the seams of everyday,” to revel in the beauty of Kerala as well as “to decipher, if not appreciate, the conundrum that Kerala is.”



MIGRATING MALAYALIS AND FLYING ANGELS

The local legends of Parasurma and Mahabali accord the right to Kerala land, since antiquity, to Namboodiri Brahmin families.11 Yet the land was never theirs to keep; for the last 2,000 years, Kerala experienced numerous invasions, contacts and exchanges through trade, politics, and religion. As Abu Abraham (2002, 97) writes, the earliest travelers from the West to the Kerala coast were Arabs, probably in search of spices. They were followed by the Greeks of Alexandria, the Romans, the Muslims from Egypt and Iran, and, in the thirteenth century, the Chinese. In 1498, Vasco da Gama opened the door to Portuguese who, after some conflict, took over and dominated trade and governed Kerala for about 150 years. Subsequently, Kerala was a colony of the Dutch, the French, the Danes, and finally the British. Britain governed the indigenous states of Travancore, Cochin (Kochi), and Malabar in northern Kerala from 1791 until India finally declared independence in 1947. Ethnographic accounts report lively maritime trade along the Kozikhode (Calicut) district coast also after independence, mainly with Arabs and the British (Osella and Osella 2006, 2007; Riedel 2018). In this way, constant foreign influences have shaped Kerala and its contemporary economy, politics, and people, producing a particular kind of local cosmopolitanism.

Not only did the world come to Kerala, but Keralites are well traveled, too. As I was told time and again, legend has it that when Neil Armstrong landed on the moon, he was greeted there by a Malayali running a teashop. India is a top country in the world in terms of out-migration, and despite fluctuations Kerala is among the top Indian states in this regard, receiving the most (19 percent) of all household remittances in 2016–2017 (International Labour Organization 2018; Reserve Bank of India 2018). Recently, the Kerala Migration Survey indicated that approximately 2.1 million Keralites live around the world, with almost 16 percent of them being women (Rajan and Zachariah 2019).12

Among the people I encountered, complex family histories of living and working abroad were far more common among Keralites than among families in North India. To offer but one example, a man in his 90s whom I met told me that he had been employed in the army as a young man, lived in Dubai for a while, and worked in Singapore for over a decade. All his children were born there before the family returned to Kerala when the youngest child was a toddler. One of my interlocutor’s sons had worked in Oman for several years, and his daughter also had lived there for over thirty years with her family before returning to Kerala upon her husband’s retirement.

Among Kerala’s numerous foreign connections and exchanges, those with the Gulf countries seem to have been the longest and the most intense. This is partly due to the geographical proximity of the two locations: a flight from Kochi, Kerala, to Muscat, Oman, takes about three and a half hours, and traveling by sea takes less than a week. But there are also religious connections between Indian Muslims and the Muslims of the Middle East (Hansen 2001; Vora 2013). Migration from Kerala to the Middle East increased rapidly after the discovery of oil in the 1970s, which resulted in a dramatic increase of economic capital for the Gulf countries. By 2018, as many as 1.9 million Keralites, or almost 90 percent of all Kerala migrants, had “gone to the Gulf,” mostly to the United Arab Emirates, in search of employment (Rajan and Zachariah 2012). As with other Gulf states, Oman has thus historically been linked especially to Kerala through trade and labor migration, involving Keralites of different socioeconomic backgrounds.

In recent decades, nursing has become a profession of choice for aspiring international migrants, providing an efficient strategy to increase one’s economic status (Nair 2012). International nurse migration dates from the 1950s when work opportunities appeared in the United States, and recruitment started with the support of the Indian government as well as the Syrian Christian church (George 2005). This trend was followed by large-scale recruitment by Middle Eastern countries between 1960s and 1990s (Percot 2006, 2014; Percot and Rajan 2007) and, at around the same time, also by Europe, especially Germany and Italy (Percot 2012; Gallo 2005; Kodoth and Jacob 2013). At the time of my fieldwork, Keralite nurses were migrating primarily to English-speaking countries such as Australia, New Zealand, and the United Kingdom.

The ebbs and flows of Keralite nurse migration have been significantly influenced by global politics. This was most palpable in the context of Brexit in the United Kingdom. In Britain, this event resulted in a dramatic drop of nurses originating from the European Economic Area (EEA) and, simultaneously, a sharp increase in the number of nurses from India (Economist Staff 2020). As I learned during my fieldwork, nurses take great advantage of social media to share information about the ever-changing migration regulations, employment opportunities, and work conditions around the world.

In 2014, I asked Jacob, a teacher of English, how many of his students were nurses. Leaning on the wall, looking in the distance while a breeze was drifting through the windowless classroom, he said, “Out of all students, 90 percent are nurses, the rest want to study abroad. Out of these 90 percent, 25 percent are male. These number had increased because they had realized that becoming a nurse is one way to go abroad and earn money. They are with their eye to the West.”

Migration studies suggest that from 20 percent to over 50 percent of Indian nursing graduates intend to seek overseas opportunities (Thomas 2006; Walton-Roberts 2010; Zachariah and Rajan 2015). In one study, as many as 81 percent of nurses aged 20 to 29 planned to do so (Thomas 2006). Among labor migrants from Kerala, nurses, especially women with Syrian Christian background, are particularly well represented. I was not able to find precise numbers for Indian nurses abroad, but according to some rather dated estimates approximately 40,000 to 60,000 nurses from Kerala work in the Gulf countries (Percot 2006, 43).

The nurses’ motivation to migrate has been strengthened by international socioeconomic inequalities that fuel global care chains, “a series of personal links between people across the globe based on the paid or unpaid work of caring” (Hochschild 2000, 131). The theory of global care chains highlights the globally structured disparities of class, race, ethnicity, and gender that encourage the movements of (non)professional carers from economically poorer countries in the global south and east to the wealthier countries in the north and west. As an origin country, Kerala fits this model well, especially because it has been trying to follow the Philippine model of “nurse production for export” by establishing agencies for market regulation and labor recruitment (Yeates 2009, 179–180).13 As Nicola Yeates reports, this endeavor has been supported by the Indian corporate health-care training system, including hospitals, which has promoted nurse migration as a “trillion dollar business opportunity.”

The prospects of migrating, earning significantly better salaries abroad, and sending remittances home have made nursing a desirable profession especially among lower- and middle-class families, across genders and religions. Migration may interfere with caste, class, and gender hierarchies as well as with kin relations in various ways.14 In Kerala, nursing has proven to be such an effective strategy for moving upward socioeconomically that this profession has even started to attract men and Hindus (Johnson, Green, and Maben 2014; Walton-Roberts 2012). As Jacob explained to me, men became interested in nursing because of so-called industrial nursing. This branch of nursing increased in popularity after labor regulations were instituted that required health-care staff to be present in certain work environments, particularly at oil platforms. Workers in such environments are predominantly male, and women are not encouraged to take these positions for “safety reasons,” an expression implicitly referring to the danger of sexual harassment.

“There’s a boy who was an industrial nurse in Qatar for nine months,” said Jacob as the lunch break in the school was coming to an end. “There were eight male nurses there but had nothing to do. They just had to be there and take care of small injuries or illnesses, nothing much. So he resigned and returned to Kerala. Now he has his own shop just down the road from here.”

Jacob’s comment implies that nurses could make decisions about where in the world to live and what to do relatively easily, almost frivolously. Yet as I describe in chapters 5 and 6, for the nurses I encountered, especially female, this was hardly the case. Rather, for most of them migration was a long and strenuous process that was rarely a matter of individual decision, but an outcome of complex circumstances and stark choices.



DIGITAL FIRST

In India, digital technologies are widely available, although they are differently accessible and affordable to people in rural and urban areas (Pandey 2020). Even in the most remote northern part of the country during my preliminary fieldwork in 2011, I had no problem buying a Wi-Fi Net Setter, a small device that enabled me to go online in the most remote village under the Indian Himalayas. Most people I met there owned a mobile phone, no matter their age or gender. My host mother, in her late 60s, had a simple Nokia. She was illiterate, but pushing the green and red buttons was all she needed to know in order to communicate with her family members while she worked far out in the fields.

Over the past decade, cellular coverage across India has become close to 100 percent, and the internet, while not always speedy, has also become all-encompassing (McKetta 2019). The spread of digital technologies has influenced business, politics, and everyday life in India in complex ways although promises of increased democratization and reduced inequalities have not (yet) been entirely fulfilled (Jeffrey and Doron 2013).

In the meantime, the Keralite government has been working intensely to be “the first” in digital technologies, too. Among all Indian states, Kerala has the highest mobile phone penetration (about 90 percent) and internet penetration: 20 percent of households are connected through broadband, and another 15 percent of the population are connected through mobile phones (Mathews 2018). According to the official census, 9.5 percent of households in Kerala owned desktop computers in 2011 (Thomas 2013).

Next to building the infrastructure for digital technologies, Kerala officials also want their state to achieve the highest rate of digital literacy, most recently through the Kerala State Digital Mission, with its slogan “I am also digital.” When the Government of India launched its national campaign Digital India in 2014, Kerala was already at the forefront of all Indian states in terms of digital technology use and initiatives (Joju and Manoj 2019). In Kochi, I visited a branch office of HelpAge India, a nongovernmental organization supporting senior people, and there I found several shiny black personal computers lined up for interested older people to learn how to use them. Years later, when I emailed the office in search of some information, their response was followed by a straightforward request: “Please train two elderly people unrelated to you in digital literacy.” It is no coincidence that the cover image of this book comes from an article, published in the Times of India, reporting on a four-day digital literacy course that was offered by HelpAge India (Menon 2018). The organization has also published a very accessible manual (complete with images) on how to use smartphones, which has been produced specifically with older adults in mind.15

Another example of thriving digital technology initiatives is IT@School, a project that aims to enhance computer-aided learning in secondary schools and thereby reduce digital inequalities through free distribution of software and training for teachers and students. Within seven years since it started in 2002, it covered as many as 8,000 secondary schools (Thomas 2014). Even more impressive, after trade unions such as the Kerala State Teacher’s Association protested the use of privately owned Microsoft software in public education, the IT@School initiative adopted a free and open source–based public sector software running through the local language, Malayalam. According to Pradip Thomas (2014, 263), the success of this and similar initiatives in Kerala was only possible because of the local “tradition of state-people partnerships” grounded in Kerala’s specific political history of democratic communism.

Another reason for the wide adoption of IT@School was its integration with other public initiatives, such as the Kerala government project Kudumbashree, which aimed to empower women through microfinancing (Devika and Thampi 2007). This alliance translated into over 150 IT@School units being led by women, a significant achievement given that women, along with senior citizens, remain the most excluded population from digitalization elsewhere in India and around the world (Cabalquinto and Ahlin 2021; Dutta 2015; Thomas 2014). As a place with a quickly developing digital landscape and infrastructure, Kerala therefore offered itself as an excellent place to study digital technologies for care.



ANTHROPOLOGIST SHAPING THE FIELD

As I note in chapter 1, my interest in technologies for care at a distance was sparked by (stalled) developments in telemedicine globally. Another significant impetus that guided my research interests was much more personal, and this led to the inquiry about technologies within the fields of eldercare, family and migration. How to manage a relationship with one’s aging family members when living abroad and how to take care of each other at a distance are questions that I have been dealing with personally since I first left my own home country more than a decade ago, first as an exchange student in France, then as a graduate student in Germany and the Netherlands. My analysis of care at a distance is thus inspired and informed by my own background as a transnational family member. I am familiar with hopping on a plane for an impromptu visit to a grandmother in the hospital or to attend an aunt’s funeral. I hold memories of the unbearable feeling of helplessness upon hearing of my mother’s serious health condition when international travel was impossible due to COVID-19 lockdown measures. I have also observed, with joy and awe, my toddler fully engrossed in play with her grandparents through the webcam. As I discussed such experiences with my interlocutors, I learned not only from but with them about care through digital technologies.

The complexity of family care in South Asia first caught my attention in 2010 during my first three-month-long ethnographic fieldwork in North India. As a student and intern at a health-oriented nongovernmental organization, I found myself in a tiny roadside village at the foothills of the Himalayas, counting and storing colorful pills that were then distributed to patients by Maya, a local pharmacist. Through our friendship, I learned about the intertwining of health with care, kinship, gender, caste, and religion, as it is situated within a broader political, social, and economic context of regional development (Ahlin 2012, 2018). I found that Maya’s health condition—being excessively thin—was related to her ideas, shaped by the geohistories of her surroundings, of what she deserved as a daughter who should observe certain filial duties. During this fieldwork, I was also introduced to the practice of arranged marriage, the rules of intergenerational co-residence, and the role of money in shaping daughters’ filial obligations in India.

To deepen my investigation of family care at a distance, I shifted my ethnographic focus from the northern to the southern extreme of India. The misty mountain slopes with dirt roads were substituted by luscious landscapes of wide, lazy rivers, and the Hindu temples were joined by numerous churches. Yet the principal ideas of living together, sharing food, and providing financially for aging people were strikingly similar across my two fieldwork locations. With scores of international migrants, especially nurses, Kerala represented a prime case study to explore transnational care. Among many other destination countries for nurses, I chose Oman as another field site. After obtaining the ethical approval for this study from the University of Amsterdam in November 2013, I spent in total eight months in India and three in Oman. In both countries, I traveled by taxis, rented cars, and buses from urban to semi-urban, and rural sites, ranging from Oman’s capital city of Muscat to the middle-sized town of Kottayam in Kerala, to smaller villages and towns in both countries. I also interviewed nurses working in the United Arab Emirates, Saudi Arabia, the United States, the United Kingdom, Australia, New Zealand, Germany, and Guyana when they returned to visit their families in Kerala during their yearly leave from work.

I met most nurses in a popular English language school where many of them were preparing for the International English Language Testing System (IELTS), an examination that is often required to migrate to English-speaking countries. Through personal connections, I was introduced to Jacob, a teacher who warmly welcomed me into his class. Before I knew it, I was involved in the education process, and I gladly accepted my impromptu role as a volunteer teacher. While I was helping students improve their English skills, they shared with me their stories, worries, and views on migration, eldercare, and family relations, individually or in groups, squeezing on wobbly wooden benches. Some of them invited me to their homes to meet their parents. Additionally, I was introduced to several families by an Ayurvedic doctor based outside Kottayam and through other relationships I formed while in Kerala.16 Then, using the method of following the people (Marcus 1995), I visited the daughters from families I had met in Kerala while they were in Oman. Such connections, however brief, were crucial to my fieldwork in the Gulf because without a local sponsor it was next to impossible for me to find interlocutors by simply walking into pharmacies, hospitals, and churches in Muscat.

A vital connection was also the friendship that I formed with Elisa, a middle-aged, married, Syrian Christian teacher whom I engaged as my research assistant. Thanks to her background in terms of age, marital status, profession, and religion, as well as her impeccable social manners and sensitivity, we were both well accepted in every home we visited together. Through lengthy conversations, I coached her to become attentive to nuances in the meanings and practices of care that I was interested in. Our discussions of the home visits and interviews that we jointly conducted became rich ethnographic events in themselves (Yates-Doerr 2019).

In Kerala, English and Malayalam are both official languages. Most discussions I had with my interlocutors were in English, some were even in German with nurses who (had) lived in Germany. Most older people, however, only spoke Malayalam. With them, Elisa’s assistance in carrying out conversations and providing English transcriptions was invaluable. I also drew on their children’s improvised translations and on my own basic knowledge of Malayalam to make intuitive assumptions about the events and conversations around me. It is possible that some nuances in personal relations eluded me, but not being able to focus on the words that the family members exchanged among themselves helped me direct my attention to the materialities of these events and to what people did rather than said.



FIELD EVENTS

One evening in February 2014, I was sitting at the kitchen table in a family house in Kerala enjoying a quiet moment after dinner with Mary, a young nurse whom I met in the English language school, and her parents. Mary had two older sisters who already worked as nurses in the United Kingdom. Around 11:00 P.M., a ringing sound came suddenly from Mary’s room, the familiar tune indicating a Skype call. Mary stood up to bring her laptop to the dining table. It was Achacha, as the middle daughter’s husband is generally referred to in Malayalam. As soon as he appeared on the webcam, Mary introduced me to him and told me excitedly I should “Talk to him!” And so I found myself having about half an hour of chat with Achacha; among other things, I learned about his views on and experiences of caring for parents and in-laws at a distance.

When designing my research, I had never planned to conduct interviews via digital technologies, but this was just the first out of many similar events later in which I engaged in remote data collection. My Skype conversation with Achacha seemed uneventful, comparable to many other Skype chats I had had in the past with my own family members, friends, and colleagues. And yet when the call was completed I felt something strange had happened that I needed to wrap my head around. I had left my home country and traveled to India to be in the field. But once I reached my field site, I found myself spending time with my interlocutors online while they were physically situated in other geographic parts of the world. Suddenly, the field site encompassed more than India and Oman, the physical locations I was visiting in person. Instead, digital technologies helped me reach Keralite nurses who lived in numerous countries around the globe; I started conducting participant observation and interviews on the webcam and phone with nurses living in the United States, the United Kingdom, Canada, Germany, the Maldives, and Australia. And I began to wonder what kind of field this was and what the role of digital technologies was in shaping it.

Including digital technologies in the practice of fieldwork was a particular methodological challenge. It led me to take these technologies seriously as participants in my research and to reconsider how they were shaping the field. I propose the term field events to refer to situations of ethnographic importance that are co-created by ethnographers, their study participants, and digital technologies (Ahlin and Li 2019). As co-creators of field events, digital technologies mediate the relationship between ethnographers and their study participants and thereby shape data collection in specific ways (see also Nguyen et al. 2021).

Ethnographers must be aware of what digital technologies can offer, such as the possibility of reaching people who are constantly on the move or scattered around the globe. But I argue that researchers also need to be attentive to how using these technologies changes the data they gather. Fieldwork is an embodied practice (Okely 2007; Pink et al. 2015), so not traveling to the study participants’ locations at all means that certain information and social relations may remain unknown and unavailable to the ethnographer. People may be less willing to share uncomfortable experiences through digital technologies (see chapter 6); some things that might be observed in person—such as crying while or after talking to a family member on the phone—might not be reported during a remote interview.

Much like care in a transnational context, doing fieldwork through digital technologies involves considerable tinkering to establish what such fieldwork actually is, how it impacts the researcher’s field, and how it should be done to be considered good. In classic ethnographic research, fieldwork is evaluated based on the ethnographer trying to achieve total immersion in the field through living within a certain community and engaging with participants in their daily activities for at least a year (Carsten 2012). Although the prospects of total immersion are always questionable (Massey 2003), digitally co-created field events additionally complicate the standards of good fieldwork based on spatial and temporal boundaries. When doing research with mobile, technology-savvy people, a combination of visiting the study participants by physically traveling to them and co-creating digitally supported field events offers itself as an attractive option.

Establishing the standards of such mixed fieldwork is nothing less than a “practical accomplishment” (Winance 2007). The possibility of field events thus calls on ethnographers to seriously, and collectively, reconsider what good fieldwork through digital technologies may be.
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3   •   STRUGGLING WITH ABANDONMENT
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Upon arriving in Kerala in January 2014, I was told on multiple occasions that conducting research on eldercare among the transnational families of nurses would be “impossible.” The large-scale migration of nurses from Kerala, and out of India altogether, had apparently been making the situation for their aging parents “pitiable.” Educated upper- and middle-class people talked about parents living alone in tragic terms. They spoke of older adults increasingly being abandoned to substandard care in old age shelters, homes, and hospitals or to live-in maids or visiting nurses who took care of them without the loving attention that a child might provide.

“This is what is happening today,” one man lamented, reminiscing about the old times when at least one of the children, preferably the youngest son and his wife, would stay in the parents’ house or the ancestral home. When I expressed my wish to meet some of these older people living alone, he retorted, “They will never speak to you!”—insinuating that parents would not want to disclose their profound grief over missing their children and their own shame over their children deserting them. He continued, “These parents, they go here and there, boasting about their children, saying, ‘My son is in America, my daughter is in the U.K.,’ but actually they feel lonely and sad. But of course, they will never say that out loud! They will never complain about their own children.”

The parents admitting feelings of loneliness and isolation would signal weakness. It would be an admission that their children were “bad children” who had abandoned them; and, perhaps, it would suggest that they were “bad parents” who had raised their children to be oriented toward cash rather than care.

Yet shortly after this discussion, I was able to interview Alice, a 71-year-old widow who lived by herself. Together with the young priest who had helped to arrange the meeting and Niti, a young professional who had accompanied me to help with translation, we drove out of Kottayam one fine Sunday afternoon. Following the priest’s instructions, Niti turned right off the main road to a bumpy country lane. We passed some elegant villas; the plates on their iron gates indicated that one belonged to a doctor and another one to a neurologist. Alice’s house was halfway up the hill, surrounded by rubber plants and coconut palms. As soon as Niti parked in the driveway in front of the two-story house, which was freshly painted lavender, Alice emerged from the house.

Alice was a small, plump woman with dark grey hair, rounded silver glasses, and a blue cotton “nighty,” a comfortable, long dress that women in India commonly wear when doing chores around their home. As she led us inside her home, her bare feet made almost no sound on the white and gray marble floor. She seated the three of us on the couch with plates of dates, sweets, and nuts in front of us, and she took a plastic chair and sat right next to the open door in a light breeze.

The visit did not start well. The priest insisted on guiding the conversation “to practice English,” but then he refused to translate my questions (“It’s not appropriate to ask a lady about her age or income”) or took the liberty to provide the answers instead of Alice. Annoyed by this, I looked at Niti who sat next to me, quiet as a church mouse and visibly bored out of her mind. After a brief while, when Alice stood up to fetch watermelon juice from the kitchen, I nudged Niti and whispered to her that she, too, could speak. She took the cue and quickly followed Alice into the kitchen. When they returned, the two women were chatting merrily, as if they were old friends. The priest sunk further into the soft couch, but I did not care. Finally, I was hearing the stories I was after.

Alice had lived alone since her husband had died three years earlier from a heart attack. Her daughter, a nurse, lived with her own family in Australia, and her son and his family lived in Dubai. Not only did Alice say she was very satisfied with her life, but she also looked “genuinely happy,” as Niti later described her. “I thought she would be sitting around, sulking all day!” Niti added, astonished.

The only time during our conversation that Alice revealed any sign of distress and loss was in relation to her deceased husband. Tears filled her eyes at the photos of him in the family album she was showing us. But when confronted directly with the question of how she felt about her living situation, Alice offered a very pragmatic explanation: “Because my children are abroad, I am living happily here. If they lived here and had no jobs or earned a very poor salary, would we all be happy? No!”

From Alice’s answer it was clear that for her, just like in many other transnational families from the global south, “financial necessity trumped emotional concerns” (Gamburd 2008, 10). As my question was being translated for Alice, I could sense a sudden wave of irritation washing over her, and I wondered how often she had to defend herself and her children against insinuations of abandonment. Instead of being a victim, Alice attributed her positive emotional state to the practical benefits of having children abroad. Her children provided for her through remittances, which met her everyday living costs and had been used to renovate the house. Because she remained in the environment where she had lived for much of her life rather than following one of her children abroad, Alice had a lively social life. She attended mass at her local church regularly, and she was an active member of a women’s association in her parish.

In the midst of our more than two hours of conversation, two men joined us in the sitting area briefly to personally invite Alice to the wedding of one of their relatives. She also found great joy in tending her garden, where she led us next. After admiring the rich variety of plants around her house, we stopped in the driveway where a small car was parked, protected with a car cover. Alice did not drive; the car was there for her children to use when they visited her yearly, each for a month. Besides their annual visits, they both called her on the phone every day. The obvious financial, social, and personal benefits for Alice were a worthwhile trade-off for not having her children living geographically nearby.

And thus I stumbled into the complex territory of diaspora and its management in relation to care for older adults in Kerala. The popular claims of abandonment through international migration were met with the lived experiences that suggested a more complicated picture. Although migration entailed leaving one’s parents in a country with limited accessible formal infrastructure catering to older adults, and although the ideal of the cohabitation of parents and children persisted, many young adults left anyway. How was this situation managed?

Anthropologists have argued that kin relationships in India are strong because they are created through embodied activities such as daily eating and living together; these practices have even been described as co-constitutive of personhood (Lamb 1997; Mines 1994; Raval and Kral 2004). Among some communities in east-central India kin and non-kin are distinguished through tactile and nontactile greetings, making physical touch a defining feature of kinship. For these communities, practices related to touching are so important that Chris Gregory (2011) has suggested the notion of “skinship” as an analytical category that brings together touch and kinship. Does such significance of physical touch for kinship mean that Indian transnational families at large disintegrate when they become extended across extensive geographic distances? If not, how do they manage physical separation among family members and maintain kinship ties?

To fully grasp how care is reshaped in a transnational context through digital technologies and money, as I argue throughout this book, it is first necessary to understand what is commonly thought to be good eldercare. In Kerala and more widely in India this is primarily achieved through intergenerational co-residence (Rajan and Kumar 2003). To illuminate the significance of this ideal of eldercare, Harold Garfinkel’s ([1967] 1990) methodology of breaching experiment, which suggests that norms are best exposed when people deviate from them, is a fruitful approach. Generally, families may fail to co-reside in two cases, through institutionalized eldercare and intergenerational migration. In popular discourse, both situations are perceived as elder abandonment, and the families who engage in them are commonly labeled as “bad families” (Lamb 2000, 90).

In what follows, I first reveal layer upon layer of this discourse of elder abandonment by analyzing relevant images that I have found circulating on social media. Related discourses, such as those reinforcing the stigmatization of (especially female) labor migrants, may be found across the media, in films, and in literature and newspaper articles. To offer but one example, Dollar (1993), a Malayali movie directed by Raju Joseph that features a Keralite nurse working in the United States, conveys the message that money corrupts people and leads them to neglect their most important kinship obligations. My analysis, however, focuses on social media to show how digital technologies are implicated in shaping eldercare by reinforcing the ideal of intergenerational co-residence.

I then present the experience of parents who actually live in institutionalized eldercare and of those who co-reside with their children. Examining institutional care reveals how money as a hallmark of social class plays an important role in enacting residents of these institutions as either abandoned (if poor) or agentive (if well-to-do). By indicating how digital technologies and money are involved in eldercare, I paint the background against which the families of nurses conceptualize good eldercare in a transnational context.


THE CRISIS OF CARE

In English, one of two official languages in Kerala, one definition of the verb “to abandon,” according to the Oxford English Dictionary (2021), is “to desert or forsake (a place, person, or cause); to leave behind; to leave without help or support.”1 Although the phrase “left behind” is not necessarily the equivalent of abandonment, it is often used in academic and policy discourses on transnational families in which young children and aging parents are presented as dependent on emigrant adults (Shankardass and Rajan 2018; Sørensen and Vammen 2014; United Nations 1999).

In the daily press in India, and in Kerala specifically, stories of the devastating fate of abandoned older people appear regularly. For instance, in July 2014 an English-language daily newspaper The Hindu published a story about three older sisters from Kerala who “had no one to take care of them” (Surendranath 2014). They lived alone on their government pensions until the eldest of them died. Her body lay at the house for two days before the neighbors found out and informed the police. The two remaining sisters were subsequently moved to a local Government Mental Health Centre. The article offered no details about these women’s children or other relatives, but it used their example to present aging people living alone as being “abandoned” by their family members:


Increasing Number of Elderly Abandoned by Family: Situation Reflects the Breakdown of Systems to Take Care of the Aged in Society

Increasing numbers of people are being abandoned by their families and forced to fend for themselves in their old age, social activists observed. “What happened to the sisters and other stories we hear about old people being abandoned at Guruvayur are all early warnings of a problem that is growing every day,” said Biju Mathew, state head of HelpAge India.…

Social workers trying to bring relief to the elderly come across several cases where the elderly are left to fend for themselves as their children cannot take care of them. “In many cases, the children are working in different places or do not have the time or money to take care of the parents,” said Nisha Varghese, co-ordinator of the Kerala Social Security Mission’s Vayomithram project in Kochi. In such cases, Vayomithram helps shift the abandoned elderly to old-aged homes.



The story highlights the rapidly aging population in the context of insufficient state and family support for older people.2 Across India, the proportion of older people is highest in Kerala, at around 12 percent of the state population, while mortality and fertility rates are by far the lowest of all Indian states (James et al. 2013; Philip 2011; Planning Commission of the Government of India 2008). The “breakdown of systems” of eldercare in the title of this news piece refers to the governmental system, which lacks provisions for health care, pensions, and old age home infrastructure, and to the conventional system of family eldercare, which is collapsing because of poverty and migration, internal and international. Neither system, government nor family, is deemed sufficient to cater to the increasing number of aging people in Kerala.

Others, too, have pointed to the fact that India lacks economic and social policies to manage the “exponential growth” of its aging population (e.g., Datta 2018). Years-long efforts have led to the introduction of various retirement and pension benefit schemes, but because of specific eligibility criteria these cover only about one-quarter of people in Kerala, with far fewer women than men receiving benefits (James et al. 2013).3 Like in the case of health insurance plans, government-sponsored schemes target only selected portions of the population, such as those living below the poverty line (Ahlin, Nichter, and Pillai 2016; Narayana 2019). Often, the pensions are too low to allow for a tranquil retirement (Sampat and Dey 2017). This leaves those who live just above the poverty line in much financial distress, ineligible for state support and struggling to meet their living expenses. The increasing health expenses that usually accompany aging often add to their misfortune.4

Adult children, even if well-educated, may themselves experience financial problems, so their parents may be forced to work well into their old age or perhaps until their demise.5 In case the children migrate for work—as is common in Kerala—they are often criticized for leaving their aging parents behind (Lamb 2009, 85; 2013). Many come to see them as “semi-absent” children who are either “materially present … [but] physically far away and unable to deliver love and care at close proximity, or physically nearby but materially unable to support their elderly family members” (Hromadžić 2018, 165). The idea underlying such “crisis of care” (Hromadzić 2018), which depicts aging people as neglected by their families and by the state, is that all care necessarily requires physical proximity.



MEMEFICATION OF CARE AND MIGRATION


Eating with Others, yet Alone

As the heat of the day gradually subsided and the dusk was falling across the Omani desert, I sat in Sara’s living room, and I asked her what good care for parents meant for her and for people in Kerala generally. By way of replying, she unlocked her smartphone to share with me several memes that she came across through various social media channels. In one meme, which had reached her through a family group on WhatsApp, a group of older men were eating a meal in what appears to be a canteen. The men were all wearing white shirts, and they were eating with their hands from tin plates and drinking from tin cups. The words in the meme were translated to me as follows: “They are also parents of people like us! They worked hard to bring you up, to get you your preferred profession, even got you married to the spouse of your choice! And what did you give in return? Old age home! Remember, you will also have children one day!”

The central activity in this meme was eating, and this focus is significant. Across societies, food is rarely, if ever, just about providing physical nutrients to one’s body. The way food is obtained, prepared, distributed, shared, and consumed represents “a system of communication” (Barthes 1975, 50), relative to specific contexts in which power relationships, gender, identity, and kinship are constituted through food-related practices (e.g., Manderson 1986; Carsten 1995). The importance of sharing food as a sign of charity and hospitality has been noted in historic Indian legal codes and epics as danadharma or the “law of the gift” whereby it is “the nature of food to be shared” (Mauss 1969, 73). People in India experience themselves to an important extent in the context of continuous exchanges of food with people and places that surround them (Ahlin 2018; Appadurai 1981; Barrett 2008; Marriott 1968; Sax 2009). Among Hindus in particular the exchange of food is at the same time intimate and political: the rules of food sharing are related to individual and group identity, and thereby to caste hierarchy (Goody [1982] 1996, 114–115).

As such, food is implicated in age, gender, and caste hierarchies as well as in what good eldercare means, and preparing and sharing food with one’s parents has been described as “perhaps the most fundamental of all filial obligations” (Lamb 2000, 50). As Sarah Lamb explains, in childhood everyone incurs a moral debt through the food that their parents provide for them. This obliges children to participate in long-term or deferred reciprocity, whereby they are expected to provide nourishment for their parents in old age. Through cooking for their parents, adult children thus reciprocate for the physical and emotional nurturing they received in childhood. The cycle of reciprocity among family members is reflected in the meme Sara showed me, both through the visual reference to eating as well as in the caption.

Preparing food for others requires physical proximity, which makes co-residence with one’s parents a critical filial obligation and a practical necessity. Across India, intergenerational co-residence is so essential to the ideal of good eldercare that it does not even need to be mentioned explicitly. The caption in the first meme that Sara shared with me implied that the image was taken at an old age home, and this was accentuated by the absence of children. Good children, the meme suggested, do not place their aging parents in an old age home; rather, their parents stay with one of them—or at least that is how it should be. In the case of several siblings, the preference is for the parents to stay with their oldest son in North India (Lamb 2000), although I was told that in Kerala the parents should stay with their youngest son.6

Two of the most essential and interrelated practices of good eldercare in Kerala, and across India, thus come to the fore: living together and preparing and sharing food. Through these practices, conviviality and nurturance as essential aspects of eldercare are sustained.



Only Near Is Dear

The idea that physical proximity is a crucial part of good eldercare is reinforced rather explicitly in memes shared through social media, such as another one that reached Sara through her Facebook page. Appealing to emotions by invoking nostalgic memories of childhood, this meme underlined the importance of intergenerational reciprocity as a moral duty. The necessity of physical proximity to fulfill that duty properly was highlighted in the caption referring to a parent holding a child’s hands to teach them how to walk, and it was also evoked through the image of a younger hand holding and supporting an older hand. The words in the meme translate as follows: “I will not leave this hand simply … I learned to smile from my mother’s face … With the help of my father’s hands I learned to walk! They worked hard so that I live a comfortable life now! Because of all of this, the place of my parents is in my home (house/heart), not in an old age home or anywhere else!!!”

The word ഇടം (iṭaṁ) can be literally translated as “space,” but several native speakers offered different possible interpretations. Most of them translated it as “home,” and one suggested “heart/home.” Like the notion of skinship, emphasizing the significance of touch for kinship among Halbi speakers in Chhattisgarh state in east-central India (Gregory 2011), this translation highlights the inseparability of physical and emotional closeness. Co-residence is care.

In a comment above the meme on Facebook, Sara had typed the words “Yes, of course,” noting that she agreed with the message. An intriguing contradiction thus arises. Why would a nurse who left her parents in Kerala share an image that emphasizes the importance of physical proximity for good eldercare? Why would she reinforce the ideal of co-residence from which she herself had diverted? From my conversations with Sara and other nurses, it became clear that their decision to move abroad was not a matter of their individual choice but a long-planned family strategy, tied to what many perceived as poor living and work conditions at home (see chapter 5). Such distribution of agency among family members made the load of responsibility for taking the flight abroad lighter on nurses. Moreover, in India, and among migrant Indian women in particular, Facebook tends to be perceived as a place of public interaction (Gajjala and Verma 2018). By sharing the image on this platform, Sara was demonstrating to the public beyond her immediate family that she has not lost her moral compass on leaving her homeland.

The idea that geographic distance between family members automatically translates into the impossibility of all kinds of caregiving comes to the fore in the context of international migration. An article on LinkedIn, a social media website for professional networking, describes the “PICA (parents in India, children abroad) syndrome” as “a horrific emerging reality in urban India” (Krishnamoorthy 2015; see also Brijnath 2014, 7). According to the author, a medical doctor based in Tamil Nadu, South India, aging parents who are afflicted with this syndrome—and with serious physical conditions such as dementia—are left to live and die alone, and even their children’s visits provide little comfort. In this gloomy picture, the children’s migration is presented as a major cause of abandonment and is considered detrimental to the parents’ well-being. At least some scholars agree, arguing that the out-migration of children from India, especially of adult sons, could be related to a higher risk of chronic disease for their parents due to the lack of physical support and the emotional distress over their children living away (Falkingham et al. 2017). Similarly, two images that Sara received through WhatsApp shape this discourse of elder abandonment in a transnational context.

The first image was a cartoon that features an older couple standing in the middle between their two migrating sons and their wives. The son standing to the left of his parents says to them, “I will take you, Mother, with us to Dubai”; his wife, standing next to him, is thinking to herself, “So we will have someone in the kitchen instead of a maid.” The son standing to the right of his parents says, “Father, you will come with me to America”; his wife is thinking to herself, “So we will have someone to take care of our children while we are at work.” After hearing their sons, the old couple decides otherwise: in the second part of the meme, they walk away with a scruffy bag in hand, following a sign which says, “Old Age Home Karunya Nilayam” (literally, “the house of kindness”). The father exclaims, “Old age home is better than our sons and their wives. If we go to there, at least we will be able to live together until we die!”

As I show later in this chapter, some older people in India do choose to live in old age institutions (see also Lamb 2000, 2009; Vatuk 1990). Yet the cartoon suggested that such a move by the parents is not completely voluntary but is precipitated by and in reaction to their “bad children.” Like the movie Dollar (1993), the cartoon critically presents migrants as selfish, concerned only with their own needs, and far from the ideals of good children who take proper care of their parents. The implication here is that children who migrate do so primarily to increase their own economic capital, as reflected by the posh clothes and sunglasses worn by the sons in the cartoon. Furthermore, they invite their parents to live with them abroad not out of feelings of filial obligation, responsibility, and love but because they need a housekeeper and a babysitter. Arrogance, individualism, and materialism are thus embedded in the public discourses of international migrants.

This discourse applies to migrating nurses, too, as I found one Sunday afternoon in Kerala during a shopping spree with Jyoti, a middle-aged doctor I had met in the karate class in which I had enrolled (I joined for exercise, she for self-protection training). The sun was about to set when we entered an upmarket multilevel store that catered exclusively to women, and we lost our way among countless rows of colorful saris, bangles, and gold jewelry crammed across white, shiny tiles. While I was busy trying on kurtis, long, loose shirts that I actually knew how to wear (in contrast to saris), Jyoti was occupied with observing the other customers. As we were queuing at the payment counter, she made a barely visible gesture with her head to bring my attention to the woman in front of us.

“Look at her, what do you think her profession is?” Jyoti asked me, whispering.

“No idea,” I whispered back.

“I bet she’s a nurse working abroad,” my friend mumbled.

“Oh? What makes you say that?”

“Just look at her, buying clothes so lavishly! And when picking them, she was ordering the shopkeepers around—give me two of these, two of those! So arrogant!”

I was surprised by Jyoti’s observation and interpretation. In my eyes, the woman was just buying clothes like any other woman in the store, and she did not buy that many at all. She carried two shopping bags, none as full as mine. What was perfectly acceptable for me, a foreigner, was outrageous, from Jyoti’s perspective, for a local woman who could be a nurse. The woman in the store perfectly fit Jyoti’s stereotype of an arrogant, materialistic international labor migrant.

Memes that co-construct the negative discourse of international migrants and their families are also suggestive about their socioeconomic background. A final meme that Sara shared with me indicated that families who use migration as a strategy to improve their economic status are represented as essentially poor—and Christian. On the left, a visibly poor family with five children stands in front of a wooden shack; the parents pray, “Jesus! Please send at least one of these children to America, so that we can improve our lives.” On the right, a change in the transnational family’s economic standing is depicted: a luxurious new house, complete with a car, but the woman standing in front of the house is an old widow with no children around. She prays, “Oh Jesus! Please let at least one of the children return so we have somebody around to give us some hot water to drink!”

Memes like this one may be quite confronting for nurses from Kerala working abroad because they may easily recognize themselves in them. After all, they originate from families of the lower- or middle-class, and, as I have described in the chapter 2, they mostly come from Syrian Christian families. Because the history of nurse migration is so closely interrelated with a certain socioeconomic background as well as desired and realized upward class mobility, Syrian Christians are often described as more materialistic than the members of other religious communities. As one of my Hindu interlocutors commented, “On a Sunday, when you pass a church, what do you see? You see there are plenty of cars everywhere. When you go to a Hindu temple, you don’t see any of that.”

Yet Jyoti’s comments in the department store indicate that the stereotyping occurs not only between different religious communities, but also within them. Not all Syrian Christians are necessarily regarded as materialistic, arrogant, and individualistic, but the nurses who migrate abroad for work may well be perceived as such. Among Syrian Christians, such labeling runs along the lines of class and migration status, which are both closely linked to profession. In contemporary hierarchies in Kerala, doctors, lawyers, and engineers are at the top, while nurses are in the middle or even lower parts of the professional echelon (see chapter 2). This hierarchy is generally reflected in local salaries and education fees for different degrees. However, migrating nurses disturb this order by having substantially higher salaries, not only compared to locally employed nurses but also to doctors, lawyers, and other high-level professionals. Jyoti was stunned to learn that a nurse in a Gulf country could earn 80,000 Indian rupees per month (about USD 1,100, according to conversion rates in 2021), while she herself made only about INR 60,000 (about USD 800) as a doctor. Reflecting on our conversation during shopping, I could not help but wonder whether Jyoti’s resentment of migrant nurses stemmed least in part from the breach of local socioeconomic hierarchies that these nurses represented.

Images that are displayed in the press, on television, and through memes shared on social media “convey particular claims and define what are appropriate thoughts, actions and roles for members of society” (Xu 2020, 17; Gorham 1999). A visual cross-platform analysis (Pearce et al. 2020) of the images that Keralite transnational families share via social media offers insights into the discourse of elder abandonment, which is coupled with the negative discourse of migrants—and particularly migrating nurses—as exceptionally materialistic and individualistic people. These discourses are not only promoted through social media sites such as Facebook but also enter domestic spaces through more private chat applications like WhatsApp.

As Radhika Gajjala and Tarishi Verma (2018) described in their work on “WhatsAppified diasporas,” the Indian women in their study perceived platforms such as Facebook, Twitter, and Instagram as public spaces in which they read information and post announcements intended for a wider audience, such as of births, deaths, and weddings. By contrast, the women used WhatsApp to express themselves more freely through chatting with friends and siblings, making this platform “a relational space for storing affective moments and sustaining transnational intimacies” (Gajjala and Verma 2018, 207). Memes shared in this way during the COVID-19 pandemic stirred discussions around what it means to be a good husband and wife (Narasimhan, Chittem, and Purang 2021). Similarly, when memes are shared within extended family groups of nurses via WhatsApp, they act as explicit reminders of what good eldercare entails and what it means to be a good daughter or son, no matter how far they might be from their homeland. In this way, social media and communication platforms contribute to the discourse of elder abandonment through international migration.




OLD AGE INSTITUTIONS

Besides migration, utilizing institutional eldercare is another way in which people may deviate from the ideal of intergenerational co-residence. In India, old age homes were founded through the efforts of Christian organizations during the British colonial era, with the first institution recorded as opening in 1882 in Kolkata, West Bengal (Lamb 2009, 57).7 As Sarah Lamb (2009) has described, these homes were initially occupied almost exclusively by Anglo Indians of mixed English and Indian ancestry. Within their walls, the primary language was English, the clothing and food were predominantly European, and the most practiced religion was Christianity. All this contributed to the perception of the old age homes in India as grounded in Western rather than local—Hindu—ideologies of eldercare. To this day, people in India prefer to distance themselves from this ‘Western habit’ while proudly emphasizing “India’s close-knit family culture” (Chadha 2020).8

The beliefs of Christians and Hindus about what good eldercare entails are grounded in distinct principles. Christians regard providing poor and aging people with a place to live as a service to them and thereby to God. By contrast, for Hindus, old age homes counter the principle of intergenerational co-residence, which is key to sevā, or service, that younger family members should provide to their aging relatives (Cohen 1998; Lamb 2000; Brijnath 2014). In a nutshell, sevā includes practices such as preparing and sharing food, offering tea, massaging feet, washing clothes, providing for medicines, and behaving respectfully toward elders (figure 3.1). Now it also includes purchasing mobile phones, a practice that became a part of sevā along with the surge of international migration (Lamb 2009). In return, elders offer their blessings or, if they consider sevā poorly provided, curses. Sevā is integral to family relations of hierarchy, mutuality, and long-term deferred reciprocity, making it essentially tied to the household (Kowalski 2016; Brijnath 2014).9

[image: A tall young man in a black sweater and jeans supports a smaller old man with a walking stick, wearing a traditional white cloth and a hat. They are walking away from the camera, down a narrow, empty pedestrian street between houses, one of which is half-built.]
FIGURE 3.1. Practicing sevā in North India.


In addition to aging Christians, the early old age homes historically provided accommodation and care to destitute locals who had no family, whose closest family members had predeceased them, or whose family members could not provide care because of poverty. The association of old age homes with categories such as old, poor, and female persisted through the 1990s (Cohen 1998, 117; Lamb 2000), and it was still going strong during my fieldwork. As noted in the Manual on Old Age Homes, prepared by the nongovernmental organization Centre for Gerontological Studies in Kerala, “old age homes are intended mainly for the poor and indigent and those who are abandoned/deserted/neglected by their families and those who have no other place to go” (Nayar 2016, 2). Because these institutions are mainly supported through donations and the goodwill of those who run them, there are no clear regulations regarding the qualifications of the carers or the appropriateness of spaces for residents who might have special needs. The persisting negative views of old age homes emanate from, and reinforce, the ideal of intergenerational co-residence. A large majority of older people in India remain convinced that their children should take care of them financially, physically, and emotionally (James et al. 2013, 42; see also De Jong 2011, 2014).

Yet at the same time aged-care homes have recently mushroomed around the country, especially in the major urban centers (Lamb 2009). Although the first old age homes were founded in Kerala only in 1957, estimates suggest that this state has the highest number of these institutions in India, with a 69 percent increase between 2011 and 2015 (Augustine, George, and Sudhir Kumar 2020).10 Through my fieldwork I discovered that these institutions come in many shapes and sizes: from old age shelters or orphanages to geriatric hospitals and—a recent development—luxurious residencies. The differences between them are tied to social class; shelters are most similar to the earlier old age homes described by Lamb (2000) and Cohen (1998).

Contemporary old age homes have developed to attend to a broader clientele, including those from the middle classes whose children or other relatives are working abroad. In what follows, I show how money shapes the (perceived) degree of the residents’ agency, and how this in turn influences whether they are enacted as abandoned or agentive residents of eldercare institutions.



OLD AGE SHELTERS

At 7:00 A.M. the traffic in Kottayam was already busy, and the freshness of the early morning was blending with the heaviness of fumes and noise. I was sitting in a car next to Veena, who had come to pick me up before breakfast. She and her mother Suncy had invited me to join them on their visit to a local old age shelter, which was run by a Christian church. It was Suncy’s husband’s death anniversary, and such an event is usually commemorated in Kerala by doing a good deed for those in need. For this purpose, Suncy wanted to donate some food and clothes to the women living in the shelter, so she had risen at 4:00 A.M. to cook while Veena prepared a bag of secondhand saris. As the gently crisp air was stroking my face through the open car window, I asked her to tell me more about the kind of people who lived in the shelter. They were, she said without hesitation, people “discarded by their family, abandoned, they have no one, or they are widows.”

We arrived at the shelter at 7:10 A.M., ten minutes late. Everyone was up and waiting for us. One of the nuns, whom Veena called “Sister,” greeted us at the entrance of the compound. The courtyard as well as the buildings were clean and neat, quite unlike what I had imagined given the popular and academic accounts of these places as decrepit and grubby. The floor was freshly mopped, and the wooden tables in the dining room were protected with clear vinyl covers and flanked by red plastic chairs. One table was covered with a beautiful green tablecloth and was set with glass cups and porcelain plates. This, obviously, was the table for the guests of honor.

While Suncy and Veena were occupied setting out food on the main table for self-service, one of the nuns took me around. She showed me some of the simple but clean shared rooms where the women stayed, and she said that they were providing accommodation for seventeen women and had the capacity for another three. As we sat on a wooden bench on the shaded terrace and looked at the courtyard, lit with soft sunlight, the nun explained to me that the shelter was run by three Christian nuns and one assistant, all women. The residents were over the age of 60 and were generally healthy, but one had mental health problems, and two others needed assistance with activities of daily living such as with eating and bathing. Most were Christian, although a few were Hindu or Muslim. Regardless of their religious background, they were all expected to attend the Christian mass held every morning in the chapel in the compound.

Anita, the sister in charge, told me this was a place for poor people and “orphans.” Families with children who were nurses were not poor, and they would rather place their aging parents in old age homes, she said. In this shelter, only 70-year-old Manju had a daughter who worked as a nurse in the Gulf. Anita briefly summarized Manju’s story to me. After her second child died, Manju’s husband became abusive to her, and she finally divorced him. He was a drunkard, Manju reportedly claimed.

As I sat on the bench listening to Alice’s recount, Manju was right there in front of us, wearing a bright pink flowery nightie and sweeping the floor. She had noticed that we were talking about her, and she approached but did not sit next to us. Still holding the broom, she began telling her story in Malayalam, with tears in her eyes and loudly enough for anyone around to hear. After her divorce, Manju’s daughter stayed with her father because Manju had no income. Manju moved in with one of her male relatives as a maid, but that situation was fraught as well. She eventually decided to move to the old age shelter. I asked her, through Anita, to tell us more about how she had made the decision to move. Manju frowned, waved her hand, and left.

By way of explaining Manju’s behavior, Anita said that there was some “tension, depression.” She concluded, “Well, anyway, that’s the story that she’s telling.” Suncy, who had joined us toward the end of the conversation with Manju, knowingly nodded. But I was confused: what was this supposed to mean? “Oh, maybe it’s all lies,” Suncy replied, ending the discussion.




OLD AGE HOMES

As places where people could live rather than just visit occasionally, old age shelters, old age homes, and geriatric hospitals challenge the ideals and realities of co-residence and other kinship-based principles of filial reciprocity. In Kerala, these institutions have very different reputations, and this is importantly tied to money. Old age shelters are free of charge, while old age homes and geriatric hospitals generally charge fees. People often used the terms home and shelter interchangeably when the particular institution they were referring to had both a “pay-for-stay” and a free section.

This was the case at the old age home run by the Mundakapadam Mandirams Society, which catered to clients of different socioeconomic backgrounds.11 For “the well-to-do,” their website advertised three types of apartments for rent, from 400-square-foot one-bedroom apartments to 800-square-foot two-bedroom apartments. The prospective resident had to make a deposit of 6 to 14 lahks (about USD 8,100–19,000), depending on the accommodation type. Each year, the organization deducted 10 percent of this deposit as a rent payment.12 In addition, residents paid INR 5,600 (about USD 80) monthly for food and establishment charges. By contrast, the Mandirams Society website described the free section for older adults, called Aghati Mandiram, as the “Poor Home for the aged, sick, penniless and abandoned men and women … who had once borne the neglect of their near and dear ones.”13

One morning in March 2015, I caught a clunky yellow rickshaw taxi to take me to the Mandirams Society compound. I found myself standing in front of a cluster of peach-colored buildings, including a church, soaking in the serenity of the surrounding greenery, which was in stark contrast to the boisterous streets of Kottayam. I approached the main office door, and I left my flip-flops next to a line of men’s slippers on the brown marble stairs. Once inside, the secretary asked me to write a formal letter about the intention of my visit. Then I was briskly introduced to a young woman who volunteered at the institution and was designated as my guide.

She first led me to the section where the residents paid a fee to live in small apartments. The first older woman we encountered had children abroad, but none of them were nurses; she directed us toward another apartment to meet Susan, who was a retired nurse and teacher herself. Susan took the opportunity of my visit as a break from watching television. Kerala had been brewing with political tensions that would result the next day in a hartal—roadblocks and the complete closure of shops and services to protest the government. Susan, a sharp woman in her 70s with short gray hair, was wearing a blue-and-white nightie; her English was impeccable. She said that her father had initially disapproved of the nursing profession, but Susan and three of her four sisters eventually became nurses. Two of them worked in the United States, and the third one worked in Kuwait. Susan’s own children did not continue the profession, but they did migrate abroad. Her son lived in Dubai and her daughter in the United States; they both provided the money for her rent, and they called her daily on the phone, she told us.

I was surprised to learn that Susan did not live alone in the apartment. A young woman from Tamil Nadu, small and lean, stayed with her as her maid. While her maid made tea for us in the kitchenette, separate from the living room, Susan explained that the girl had been studying nursing but had to suspend her studies because she could not pay the tuition fees. If she decided to continue her studies, Susan would “support” her, she told me. Through co-residence, the relationship between Susan and her maid came to be one of “fictive kinship” (Karner 1998; see also Brijnath 2009). In this case, care was mediated through money in the form of salary and the potential of student fees. Money therefore contributed to mutual care, even as the relationship between two women remained asymmetric, given the class and age differences between them.14

Susan had moved into the old age home voluntarily a couple of years earlier because she did not want to live alone in her ancestral home after her husband’s death. That house was in a semirural area, too remote for an older woman to live alone or to attract a maid. Susan asserted that living at an old age home was “heaven” for her, although she recognized that some people thought it was “hell.” But those people “only knew about the other part of it, the orphanage,” she explained. She enjoyed the place because all its facilities were available to her—a doctor and nurse visited each week for an extra fee of INR 50 (less than USD 1) or so, and if Susan needed something she could call her maid or somebody from the church.15 Even prayer was transmitted through loudspeakers, so she did not have to walk across the courtyard to the church. Instead, she could attend the mass by simply sitting on the terrace in front of her apartment.

Every day at 5:00 P.M., five of Susan’s friends from the compound strolled over to her veranda for tea and talk. Susan’s lunch and dinner were delivered daily from the canteen, and she could enjoy them in the privacy of her apartment. Unlike some other residents of the pay-for-stay compound, Susan did not mind that her food was prepared in the same kitchen as the food for “the orphans.”

My visit with the Mandirams Society continued in the canteen where the so-called orphans—the residents of the old age shelter, “the orphanage”—were having their lunch (figure 3.2). The atmosphere was not as cheerful as in Susan’s apartment. The people who bent their heads over their plates were thin and had the darker complexions so commonly associated in India with lower classes and castes; some were disabled, and all were quiet and looked serious.16 There were about thirty residents in this shelter, and about half of them were men. The young woman who was accompanying me asked me to sit at a table for lunch next to two well-dressed, corpulent women who clearly did not live there. They were visitors: the younger had brought food for the orphans for the Remembrance Day for her father, just as Veena and Suncy had done. There was a prayer, during which everyone sat silently, but some did not care much about it and started eating well before the prayer ended.

[image: A dozen older men, mostly wearing white shirts and pants, sitting or standing in a canteen, waiting for their food, some already have plates in front of them.]
FIGURE 3.2. The orphans having lunch in the canteen.


So even within the same institution that provided services to aging people, different sections could be markedly different based on who they were catering to in terms of their socioeconomic status. Many residents in the pay-for-stay section of the Mandirams Society had children abroad; other similar institutions hosted people from different family situations.

A “charitable trust” run by another church in Kottayam rented rooms exclusively to older women at INR 1,500 (about USD 23) monthly, plus a security deposit. At the time of my visit, seven women lived there, and a few rooms—small apartments with attached bathrooms—were still available. Thresiamma, the bishop’s wife who oversaw the home, explained to me that women who wanted to stay there had to be recommended by their parish or panchayat (village council), and their relatives were asked to provide their contact details and “be responsible.” This meant that the family had to finance their relative’s stay and promise that they would accommodate her in the event she no longer could take care of herself due to physical or mental decline. Residents in this pay-for-stay home had to do their own washing and cooking, or they could buy their food in a canteen. There was no doctor on the premises, but the management would help arrange a visit for the residents if needed. At first Thresiamma told me that women preferred to live in a community like theirs rather than alone because of safety. But then, as we were walking slowly down the hall greeting one resident after another, an administrator happened to pass by who noted that three of the women staying there were not married, one was separated, and another three were widows—and all of them had children who lived nearby.

“If they have children but stay here, it’s because of this …” Thresiamma made a gesture with her hands, crossing her index fingers in the air. “Family disputes. These are well-to-do-women, their families have the money to pay for the rent, but they don’t want to live with their daughters-in-law.”

Thresiamma’s comment reminded me of Manju, the lady I had met at the shelter for women that I described earlier. As ethnographic accounts from other parts of India show, family conflicts are a “common source of affliction facing people in old age” (Lamb 2000, 71). The relationship between the mother-in-law and daughter-in-law may be especially fraught with tension because they are both bonded to the same male person whose attention and affection they anticipate and strive for (Lamb 2000; Trawick 1990). Despite any conflicts that may arise, however, the ideal would be for the family to solve it without anyone of their elders moving out of their ancestral home.



GERIATRIC HOSPITALS

There were very few geriatric hospitals in the area where I was staying; I heard only about a couple of them and visited one in person. Established in 1949 by a Protestant priest, the Fellowship Hospital in Kumbarad opened its geriatric ward in 2007. When I visited it in 2014, eighty-three patients—thirteen men and seventy women—were staying there. I met most of them as I went on a morning round with Siju, a young, energetic female doctor, who sported black, broad-rimmed glasses and a white coat, respectively signaling her commitment to progress and medical professionalism. She told me that, given their poor health, the ward residents were unlikely to ever leave. In this sense, the ward was a sort of hospice, providing palliative care to bedridden people.

The ages of the resident-patients ranged from 57 to “about 100 years,” Siju explained to me. She was quick to add that people brought their relatives to the ward “more easily than to other eldercare institutions because there is the hospital nearby.” This allowed for good care in terms of consistent medical attention, and Siju provided an example. Recently, one of the patients had hurt her head and became dizzy, so Siju wanted to administer an X-ray scan of her brain. To do that, she first had to call the patient’s family and ask their permission, and only then could the patient be taken to the main hospital in the neighboring building for the scan.

My friend Madesh interpreted Siju’s statement as implying that the geriatric hospital had a better reputation than old age homes and shelters for two reasons. First, residents had to pay for their accommodation and care; furthermore, the hospital was associated with clinical services. As the example of the X-ray scan indicates, care in the hospital related to attending to the body and physical health, provided that the resident-patient’s family agreed to—and would pay for—the medical treatments. A place in the geriatric hospital cost INR 15,000 (about USD 230) per month, and nursing and medical services costs added another INR 15,000 or so to the bill.17

Families could also choose to pay for an extra service: several patients I met had a woman sitting next to them to chat and attend to any needs they might have. These women “companions” spent time with patients most days of the week, from early morning to 5:00 in the afternoon. As the head nurse explained to me, all residents had at least one relative working abroad who covered these expenses. None, however, had a child who was working abroad as a nurse.



THE ABANDONED AND THE AGENTIVE

The old age shelters that I visited in Kerala were very much in line with Lawrence Cohen’s (1998) description of such places decades earlier in Varanasi, a city in the northern Indian state of Uttar Pradesh. Most strikingly, little, if any, agency was attributed to the aging residents. As one of my interlocutors told me, “the children who leave their parents in shelters don’t work abroad; they just don’t care for them.” It thus makes sense that these institutions were also referred to as “orphanages” and their residents as “orphans.” The word orphan was used to refer to any person with no immediate family, either in the generation above or below. At the same time, this word might also imply that the residents were considered as children—helpless and without family members who would cater to their very basic needs, such as providing them with food and a roof over their heads.

Yet the old age shelters I encountered also contained stories that were told less from the standpoint of victimhood and more of agency (see also Lamb 2000). One female resident of the women’s shelter in Kottayam, Amma, was exceptionally keen to talk to me. She called one of the sisters who worked there to act as a translator for us. Amma introduced herself as a widow with three daughters. After her husband’s death, her daughters had to decide how to organize care for their mother and, specifically, how to arrange where she would live. Finally, they told her that she would have to move from one daughter’s household to another’s every two weeks because their husbands did not want her to stay in their homes permanently (see chapter 5). Amma considered this and then decided to move to the shelter voluntarily for her own peace of mind and stability. She enjoyed living there, and she was very active, especially in taking care of the shelter garden.

The general discourse of eldercare institutions in Kerala is based on the assumption that those who pay for their stay in old age homes have more agency than those receiving free residence.18 Pay-for-stay homes are considered in a more positive light as places where aging people can find company, especially if their children have migrated abroad or if they are returning migrants themselves. Targeting this specific audience, an upgraded version of these homes as luxurious “assisted living communities” (figure 3.3) has been proliferating across Kerala in recent years (e.g., Vishwanathan 2013).19 With some variation, residents of old age shelters, paid old age homes, and geriatric hospitals were commonly enacted as either “abandoned” or “agentive” depending on their socioeconomic class and, consequently, the type of institution they could afford to live in. In this way, money contributed to enacting better-off older adults as people with higher autonomy and self-determination than those who with more limited financial resources.20

[image: A tall billboard by the road advertises a planned home for senior citizens. The name of the home is above the relevant phone numbers, and an image of the future home is at the top right corner and another of a smiling old lady, guided by a smiling young nurse in the left bottom corner.]
FIGURE 3.3. A billboard advertising a luxury old age home.


However, in the geriatric hospital I came across one person whose experience defied clear distinction along the lines of the agentive affluent people and the abandoned poor. Jancy was 63 years old and had osteoporosis. She had worked in the United States for thirty-six years as a nurse. When she returned to Kerala, her plan was to stay only for a short while, but unexpectedly her health deteriorated, and eventually she could not even sit up anymore. Her doctor told me that Jancy had decided herself to come to the geriatric hospital, but in my conversation with her Jancy insisted she had been placed there against her will. She had two sons, each with his own family, living in the United States. “They keep telling me that they are sorry,” she explained, “but they have never tried to take me back to the US.… People today are more selfish; nobody wants to take care of old people anymore.”

I have not met her sons, so I can only imagine the various ways in which they would talk about their mother’s situation and their own lack of direct involvement in her care. Perhaps they had financial problems themselves, or maybe they struggled with pressure at work and worried about the future of their children. Did they truly not care? Or were they so overwhelmed with their own life circumstances to be unable to do more for their mother? What was the relationship between the mother and each of the two sons, and how had this unfolded over the years?

I have no answers to these questions. But it seems that the discourse of elder abandonment may also serve to elicit sympathy for the parent and act as an emotional remedy in some situations.



LIVING ALONE, FEELING ALONE

The question of whether children will actually fulfill their filial obligations is an open question and a source of anxiety for their parents at all times, not only in cases of international migration (Vatuk 1990, 84). I came across stories in personal conversations, in the press, and in scholarly writings that served as warnings: most prominently, parents should never sign official documents to transfer property rights to their children before death; otherwise, their children might take their home and land while ignoring filial obligations. In other words, the dread that children will default on their obligations and become ungrateful, greedy adults who abandon their parents as soon as they have access to their inheritance is ever present (Muruvelil 2015; Sebastian and Sekher 2018).

Such accounts represented the grounds for the Maintenance and Welfare of Parents and Senior Citizens Bill, inaugurated by the Indian Parliament in 2007, which has instituted eldercare not only as a moral but also a legal obligation (Lamb 2009, 237–238). In 2018, the Kerala state government announced that it would become stricter in implementing this bill because the number of people who had children but lived in government-run old age homes had been increasing among low- and middle-class families (Chandran 2018). Interestingly, although the people I met and the press regularly questioned the quality of care provided in old age homes, the quality of care at family homes was rarely doubted. There seemed to be few mechanisms to monitor family-provided care other than through occasional visits from attentive neighbors, friends, and acquaintances.21

How does intergenerational co-residence translate into good eldercare? A partial answer to this question may be offered by the following account in which an Ayurvedic doctor contrasted the situations of two older men.

First, as an example of the limits to the ideal of co-residence, the doctor told me about one of his patients, a widower living with his married son. This man’s son and daughter-in-law both worked, and the grandchildren were in school all day. In the evening, the son would ask his father if he had eaten; he would reply yes, and that was it—no further conversation ensued. Because providing food and co-residence are basic care practices in India, the son appeared to consider this question to be sufficient fulfillment of his care duties toward his father. Deprived of everyday social contacts, the older man would go to the nearby bus stop every day just to sit and watch people walk by. In the evening, he would return home.

The doctor continued by recounting the story of another male patient, an 80-year-old widower whose children were abroad. He lived alone and had “lots of health problems.” The doctor suggested that he find a paying guest to help in case of emergency. But the man replied that his son returned home every year for one month, and so he wanted to keep the room empty for him. If the room were rented out, where would his son stay? “Because this man wants his son to live with him for one month per year,” the doctor continued, “he suffers for eleven other months.”

These two men, the doctor concluded, had the same problem: loneliness. One lived completely alone and the other with his son, but the latter was lonely nonetheless because his family members were busy with their own lives. The doctor concluded that many older adults came to see him just to chat, and that was why he took time to talk to them.

The story of these two old men and their loneliness reminded me of another older man I had met. One evening, Meera, a middle-aged married woman who was completing her PhD studies in biology, invited me to have dinner with her family. Through chance encounters at an Ayurvedic clinic where I had briefly stayed we became friendly, and I also came to know her husband and teenage daughter. Once I entered the kitchen at her home and, to my surprise, I noticed that Meera was making only the chapattis herself—all the curries she had bought “somewhere else.” The fact that Meera was buying food outside rather than cooking it—and that she was shy about it—is indicative of the struggles that contemporary women in India experience as they try to combine their professional careers with the ideal of being a good wife, mother, and daughter-in-law (see also Narasimhan, Chittem, and Purang 2021). Indeed, besides migration, some people in India regard the increasing professional education of women and their entering into the workforce as another significant danger to good eldercare (Jamuna 2003; Shankardass and Rajan 2018).

In the dining room, Meera’s husband and daughter were watching an Asian movie awards program on television with the sound up loud. I sat down at the dining table, and eventually Meera’s father-in-law joined us, sliding quietly through the room. Nobody acknowledged his presence. “Good evening,” I said to him, but he did not reply—perhaps he had not heard me. Meera’s husband told him, smiling, that I had greeted him, and the old man turned to me and mumbled, “Good evening.” Meera served us food, but instead of joining us at the table she hurried back into the kitchen. To my surprise, throughout dinner there was no talk at all; all eyes were glued to the television screen.

Was the silence among the family members with whom I shared a meal a sign of profound intimacy, in which exchanging words was less important, or a sort of intergenerational disconnection? The answer might be somewhere in between and subject to change at any given time. The stories I have described in this chapter all demonstrate that it is difficult to make assumptions about elder abandonment, especially in relation to loneliness and isolation. People may feel lonely at any age, despite having rich social contacts or even living with their children (Lamb 2009, 181; Von Faber and van der Geest 2010). Because of complex personal relations, family histories, and other circumstances, living alone—just like living together with family members—may involve loneliness and invoke a plethora of other emotions.

Most of all, that evening with Meera’s family, along with the Ayurvedic doctor’s stories, made clear to me that distance is about more than geography or location. Physical proximity and meeting filial obligations through co-residence does not automatically translate into emotional closeness or lively social interaction. In the second part of this book, I show how transnational families have reconceptualized migration from an act of abandonment into a care practice, a transformation in which digital technologies and remittances have played a key role.
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PART 2 CARING THROUGH TRANSNATIONAL COLLECTIVES


[image: ]
[image: On top of a cabinet there are two simple mobile phones, next to a small statue of Virgin Mary, three black-and-white photos of family members and a notebook.]
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4   •   CALLING FREQUENTLY
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In October 2014, I found myself writing notes on my laptop at a wooden kitchen table in Margaret’s apartment in Hilia, a middle-sized desert town in Oman.1 Margaret was a nurse in her 50s who lived by herself, while her three teenage children stayed with her husband and father-in-law in Kerala. Next to me, sunk into an old, soft couch was Ashu, Margaret’s peer and friend, completely absorbed in her smartphone. This was how she was keeping me company while Margaret was at work. During the weeks of my stay, Ashu often dropped by, even if only to sit next to an electrical socket, plug in her smartphone, and keep her eyes glued to the screen for hours. She scrolled through Facebook and typed messages to her family members and friends in other countries in silence. “Margaret’s Wi-Fi is much better than mine,” she would say by way of explaining herself.

The apartment that Margaret rented was a spacious, spotlessly clean, and scantily furnished two-bedroom apartment above a series of small shops and eateries, just behind a petrol station. She paid 80 Omani rial (about 200 US dollars) per month for her rent; her monthly salary was OMR 900 (USD 2,340). She knew many of her colleagues shared a house to bring the rent down to OMR 30 per person (USD 80), but she did not like the idea of sharing a residence. In this way, family members could visit her at any time without having to adjust to any non-kin roommates.

Many of the items in her apartment, including the furniture, towels, and bedsheets, were provided for by the Omani Ministry of Health through a one-time compensation of OMR 2,000 (USD 5,000). The austere look of Margaret’s residence was not a consequence of poverty but devotion: this was how she chose to express her commitment to God. For the same reason she also mopped the red-tiled ceramic floor twice daily, and she always—even when visiting others’ houses—sat and slept on the floor. Small, stout, and wearing rimless glasses, Margaret dressed in unobtrusive beige salwari kurtas or even denim shirts, and I never saw her in a sari.

Margaret’s appearance and attitude were in stark contrast to Ashu’s, who was the social one among them. Ashu’s bright-pink salwar kameez fluttered as she scurried from having a chat with the Muslim girl next door to catching the bus that would take her—and once also me—to the United Arab Emirates (UAE) to see her sister, which she did every weekend when she was off duty.

[image: A person kneeling is serving dinner from the take-away packaging onto ceramic and tin plates spread across the floow. The food includes plenty of rice and grilled chicken, salade and some sauces in small plastic pots.]
FIGURE 4.1. Serving dinner.


During my stay Margaret and Ashu both took care of me jointly, bringing dosa, a thin crepe accompanied by savory curries, for breakfast and chicken with rice for dinner, which they would serve on a plastic sheet spread on the floor next to the table (figure 4.1). Because it was so convenient to buy ready-made food from nearby takeouts, they rarely cooked for themselves.

In their polyclinic, where they enjoyed a comfortable work schedule from 7:00 A.M. to 2:30 P.M. with no night shifts—which was quite different from India, where shifts could spread from 8:00 A.M. to 6:00 P.M.—Margaret and Ashu had joined forces with about fifteen Indian, fifteen Omani, and thirty or forty Filipino nurses, and they introduced me to several of them. On my very first day, we visited a house that hosted four Indian families who split the rent, and then several single-family households where nurses—some pregnant—lived with their husbands and small children. A Bangladeshi female doctor hosted a dinner party for us at her home, decorated with ornate vases, glass statues, and thick wood furniture, all too lavish for Margaret’s taste. Together, the Indian and Filipino nurses often celebrated holidays, birthdays, and transitions to other countries.

Socializing with Omanis, however, happened on extremely rare occasions, such as hosting a Westerner like myself. Upon hearing about me, two Omani hospital “directors” eagerly volunteered to take us for several outings in the surrounding area. One of these excursions included an afternoon trip to the local market. There, a party of two senior Indian women and two middle-aged Omani men accompanying a young Western woman was quite a sight for the Muslim fruit sellers from Kerala. In fact, they were so pleasantly surprised to encounter their compatriots that they refused to charge for the watermelons that Margaret and Ashu wanted to purchase and offered the fruit as a gift. In the six years of residing in Hillia, the two women had never come close to the market. The Indian nurses’ physical movements, it transpired, were limited to their workplace, their residence, and occasionally their colleagues’ homes. This reflected their social movements as well, which were restricted to their circle of Asian migrant co-workers and strictly separated from the local population.

But as Ashu’s intense involvement with her smartphone indicated, nurses in Oman frequently socialized in another way—through digital technologies. The way in which Ashu engaged with her smartphone, often and intensely, was more of a rule than an exception. One evening, Margaret and Ashu invited over a co-worker to paint my hands with mehendi, the brown paste of the henna plant used in India to draw magnificent, temporary tattoos for festivities such as marriage and sometimes just for fun. Along came Benny, a lean, dark-skinned laboratory technician with a short moustache, and his very pregnant wife, a nurse. He started recounting his own experience of using the mobile phone to keep in touch with his mother who lived alone in Kerala. Unable to take notes while the paint was still drying on my fingers, I struggled to memorize his account, which was so surprising that it easily stuck with me. Benny told me that when he first moved to Oman in 2007, he called his mother fifteen to twenty times a day, and sometimes more often than that. At the time, he was posted in an isolated small village. Later, after he had relocated to Hillia and his wife joined him, he reduced the number of calls, but he still talked to his mother four or five times every day. Although the frequency of Benny’s calls was remarkable, most migrating nurses in other families also called their parents living in Kerala at least once a day.

Talking regularly, even daily on the phone to one’s parents clearly “mattered” (Miller 1998) to the nurses who had migrated abroad, but how? What did they try to achieve through this practice? And given their prominent role in the everyday life of transnational families, how did digital technologies influence how family members related to one another?

In chapter 1, I introduced material semiotics and argued that this theoretical approach is fruitful for exploring the subtle impacts of digital technologies on transnational families. In this chapter, I describe in detail how the people in such families and their digital technologies create transnational care collectives, how they enact care through these collectives, and how they determine how such care should be done to be considered good. I then explore how care is not only directed toward aging parents but becomes distributed among all the members of the collective, human and nonhuman. Finally, I investigate how different types of technologies shape different modes of relating among transnational family members.


TRANSNATIONAL CARE COLLECTIVES

Transnational care collectives are assemblages of human and nonhuman actors that participate in certain practices through which care becomes enacted across geographic distance (see also chapter 1). These collectives primarily include adult children who migrate abroad, their parents who remain in their homeland, and the digital technologies that they use to reach each other. Through tinkering, each transnational care collective establishes its own dynamic, depending on which types of digital technologies become included, who calls whom and how often, and how the collective is expanded to people beyond the parent–child(ren) dyad.


Tinkering with Digital Technologies

One evening in Kottayam, while waiting for her mother to prepare dinner, Mary, a young unmarried nurse still living with her parents, proudly showed me her collection of four mobile phones. Two of them were simple mobile phones; the other two were smartphones. All four devices had been bought as gifts by Mary’s sisters, who worked in the United Kingdom. When I asked Mary why she kept them all, she replied, “To show them to my nephews one day, so they will know how well my sisters took care of us!”

Mary’s parents each had their own basic mobile phone, similar to those in figure 4.2, and additionally the family had a laptop with a USB webcam. Their house was equipped with a landline phone and wireless internet for which the family paid about INR 300 (around USD 4) per month for unlimited use. All their devices and subscriptions to the landline phone and the internet were provided and paid for by the two daughters who lived abroad.

The presence of so many digital technologies was quite typical of the families I encountered. Mobile phones, smartphones, personal computers, laptops, and tablets were commonly provided by the migrating children, who also paid for the telecommunication services needed to use them. These devices were more than just gifts—they served to create transnational care collectives.

When I started my fieldwork in 2014, mobile phones were most common type of technology used by older adults. Text-based forms of communication such as smart message service (SMS) or internet-based messenger services like WhatsApp were more popular among siblings and the younger members of transnational families. Email, by contrast, was reserved for official communications, such as sending documents. Indeed, only one nurse in Oman told me that she had emailed her parents once to send them some legal documents.2 To communicate with their parents, adult children preferred to rely on phone calls.

[image: Two simple, old Nokia mobile phones presented on a flower-adorned table cloth, next to newspapers.]
FIGURE 4.2. Simple phones, bought and inherited.


Looking at me from the screen during one of our first Skype conversations, Anthony, a nurse who first had worked in the United Kingdom and then Australia, described how and why he preferred calling his parents on the phone over using any other digital technology:


It’s not that expensive to call to India from Australia. I don’t have a subscription; I have a prepaid mobile phone. It costs 2 cents [USD 0.01] per minute to call home, and the connection rate is about 29 cents [USD 0.21] per call. In the United Kingdom there was no connection charge; it was only 1 pence [USD 0.01] per minute. I don’t use the internet to call my parents. Sometimes I use it to call my brother and friends who use similar apps, but my parents don’t normally use them. But really, I don’t mind spending 2 cents per minute to speak to my parents.



Calling on the phone was therefore favored because it was free or inexpensive as well as the most practical for the parents.

Anthony was aware of “Voice over Internet Protocol” (VoIP) service, a free technology that enables audio calls over the internet to any mobile or landline phone. In fact, Skype is just one among many kinds of VoIP protocols that are available as applications to download on laptop or a smartphone. But for Anthony, prepaid mobile phone calls were so inexpensive that he did not even consider using VoIP. He preferred to pay these small amounts to adapt to his parents’ habits of technology use. If he wanted them to switch to VoIP, his parents would have needed to acquire smartphones and the skills to use them.

In a polymedia environment where a number of media coexist and are constantly evaluated in relation to each other (Madianou and Miller 2012), flexibility and pragmatism in terms of convenience, rather than cost, were key for nurses like Anthony. This reflected the economic situation of their families, which had usually improved following migration (Percot 2014). At the same time, the availability of digital technologies greatly depended on the country in which the nurses lived. Those in countries such as the United Kingdom, the United States, and Australia often used VoIP to call on mobile and landline phones in Kerala, but this technology was mostly illegal in the Gulf countries at the time of my research there.

Some have speculated that the VoIP ban was enforced to protect the revenues of the national telecom operators (Aziz 2012), but the Omani Telecom Regulatory Authority maintained that the decision to only allow VoIP through local telecommunication operators was based on security concerns (Nair 2016). To add to the confusion, the regulations regarding which VoIP services were considered legal were changed frequently and sometimes without much public notice. In 2012, for example, Google Talk, Viber, FaceTime, and MSN Messenger were suddenly made available while Skype remained blocked (ITP Staff 2012).

Most nurses thus navigated several VoIP services interchangeably, trying to follow the law to the best of their knowledge. For example, Benny, the laboratory technician I met in Oman at our little mehendi party, used calling applications such as Rounds, Imo, MoSIP (he used this one to call his mother daily because “the sound was clear”), Facebook Messenger, Talkray (“often busy”), and Viber before it became banned. When I started noting down this list of calling applications, Benny’s face suddenly froze with fear: if any of these apps happened to be illegal at that moment, would talking to me get him into trouble? After all, he had just met me briefly through a work colleague and was not sure of my intentions. I managed to calm him down, but his reaction threw light on another issue: the rules about VoIP changed so quickly that it was difficult to be sure which digital technologies were allowed at any given moment. Yet breaking them could lead to serious trouble: in 2009, the police raided internet cafés throughout the country and arrested over 200 people of various Asian nationalities for facilitating VoIP (Metz 2009).

Technologies “never stand alone, because they must always be connected with existing infrastructures” (Jensen and Winthereik 2013, 5). Although seemingly unbounded, digital technologies are embedded in their local physical as well as sociopolitical environment, including its infrastructure, which supports or limits how they work. Digital technologies need the infrastructure of the electrical grid for power and the telecommunication infrastructure to establish a connection between phones, smartphones, or laptops. These infrastructures could be described as “absent presence” (Law 2002): they are essential for digital technologies to function, yet they are generally invisible to end users—if not always physically, then at least in terms of how much attention people pay to them when they are chatting on the phone and responding to messages on social media. Furthermore, like technologies, infrastructures are not universal; they differ from one location to another, and they are subject to the regional forces of nature and to local communities at various scales (Edwards 2003).

By extension, transnational care collectives depend on how digital technologies are locally situated within these infrastructures and communities. Just as infrastructures support collectives, they may also disrupt or limit them, so “the inability of technologies to perform their functions must be subject to the same critical scrutiny as their achievements” (Larkin 2008, 219). Technological breakdowns of infrastructure impact the functioning of digital technologies—for example, through poor connectivity, low credit on the phone or internet prepaid card, or the interruption of the electricity supply due to weather events. Disruptions like these reflect the government’s capacity to maintain telecommunication and other related services and to repair and quickly re-establish connections in case of load shedding, brownouts, and burnouts. Such breakdowns, or “interferences” (Pype 2018), may occur more commonly in some countries than in others, making transnational care collectives relatively easier or more difficult to create based on the geographic locations in which they are grounded.

Transnational care collectives with family members in Oman were clearly influenced by the local sociopolitical and economic forces that supported certain infrastructures and limited others, which guided the availability of VoIP calling applications. These circumstances were also subject to various changes through time. The impact of the COVID-19 pandemic indicated one such influence. At that time, in 2020, several human rights organizations called on the Gulf countries to unblock VoIP for video and audio calls to enable migrant workers of all nationalities to communicate with their families overseas (Human Rights Watch 2020). In response to these “exceptional circumstances,” Oman lifted the ban on Skype, Google Meet, and Zoom, with the primary aim to facilitate communication in business and government institutions (Yousuf 2020).

Transnational care collectives are also continuously reshaped through relatively rapid innovation and uptake of new digital technologies. During my fieldwork in 2014–2015, digital devices that enabled the transmission of visual images were used less commonly than simple mobile and landline phones. This trend has been shifting over the past several years, especially since the spread of WhatsApp—which has earned India the nickname of “the WhatsApp nation” (Sengupta 2021). According to the Telegraph India, a daily newspaper in English, 400 million people in India had downloaded WhatsApp by 2021 (Sengupta 2021; see also Jain 2021). In my follow-up interviews between 2018 and 2022, several people told me that Skype was “a thing of the past” because it had been replaced by WhatsApp, a commercial-free application developed for smartphones. Compared with Skype, which was initially designed to support voice calls from one personal computer to another, WhatsApp is much easier to use for everyone, including older adults (Cowling 2016; Pahwa 2021).

In 2021, a comparison of these two platforms came up during a conversation I had with Anthony. Because we met online, no food was shared, as had been the custom whenever I visited people in Kerala, and the only impression of his home I got was of a dark sofa leaning against an empty white wall. But what he told me about the developments in his transnational care collective was fascinating:


My grandmother is 95 years old now, and my mother is 61, they live together in Kerala. I call them every day, recently mostly on WhatsApp. When I spoke to you six years ago, my parents were not comfortable handling smartphones at all. But since then, everyone got a smartphone, and everyone has become comfortable with using applications like WhatsApp or Facebook. I’m not saying that my mother is proficient in all smartphone apps, but she can contact people through a video call on WhatsApp. I think the use of Skype has been gradually reducing over the last years in India since WhatsApp is easier to use. We still have Skype for official purposes—we use it at work—but otherwise it’s very rare.



Tinkering is about attentive experimenting, trying out the various choices, and making adjustments in care relations to find out which practices, situations, and settings are the most suitable for all those involved in a care collective. It is the normative and creative “process of caring by adapting to changing situations” (Pols 2012, 166). Family members have thus tinkered with various digital devices and software communication programs until they found what suited them best, at least until they found something better. The choice of specific digital technologies usually depended on the parents’ skills and comfort regarding the technologies as well as telecommunication availability and reliability in different countries.

The stories of people I met highlighted their constant tinkering with digital devices, people’s knowledge and abilities, preferences and possibilities—including in terms of telecommunication infrastructures shaped by their sociopolitical circumstances—to establish the best possible way of sustaining transnational care collectives.



Beyond Parents and Children

Devices that afforded the production and sharing of images (either photographs or short video clips) or enabled video calls were particularly useful in expanding the transnational care collective to other kin and non-kin members. Most often, they included migrating nurses’ own children or siblings who still lived with their parents in Kerala. In 2014–2015, before the widespread use of WhatsApp, webcam calling was typically conducted through Skype or Facebook Messenger on computers, laptops, and tablets. Using these platforms required some technological knowledge, and for that the younger siblings who still lived with their parents were essential.

During one home visit, I observed Thomas, the younger brother of Leela who worked as a nurse in Canada, providing such technical support to their mother Anna. As soon as I found my spot on the sofa, Anna brought a small laptop from another room, sat next to me, and opened the device on her lap. She tried to connect to Facebook to show me some photos, but something “didn’t work properly.” She could open the internet browser but then could not continue to Facebook. After several attempts, she complained to Thomas, and he disappeared into another room to check the internet connection. He had installed a Wi-Fi connection at the house only a few months earlier. Usually they would have the laptop, together with two small speakers, placed on a desk in one of the two bedrooms, but this time they brought the laptop out to the sitting area for me to see. After Thomas fixed the connection, Anna managed to open her Facebook profile, adding with a laugh that she normally knew how to open things unless “Thomas does something” to the system. She showed me the photos of Leela, her husband, and their toddler son, and the photos of herself visiting the young family when they had lived in Singapore. “The further away she moves, the closer our relationship becomes,” noted Anna with a smile.

Around 7:00 P.M., Leela’s father, then mother, then Thomas each called her on the phone multiple times, but Leela did not answer. It was still early where she lived, about 8:00 A.M. To deal with the time difference between Kerala and Canada, Anna explained that she usually stayed up late in the night to talk to Leela at a time that suited her daughter better, which was midmorning. Although the family referred to their video calls as “Skype,” it appeared that they did not use that platform at all. Thomas mentioned that he had never even downloaded Skype because it took up too much disk space on the laptop; they only used Facebook Messenger. At last, a ringing sound came from the laptop, and a sleepy Leela, wearing a yellow sweater with her hair tied in a bun, waved at us, smiling. Soon, her husband and 2-year-old son joined her. We passed the laptop around so she could see me, and we exchanged a few introductory remarks.

When the laptop landed back in Anna’s lap, Leela left to take a shower, and Anna started playing with her grandson who remained seated in front of the screen by himself. Suddenly, something went wrong with the sound: the microphone and speakers integrated into the laptop went silent. Immediately afterward, Leela’s husband called on the landline, and Anna started entertaining her grandson by making baby sounds on the phone. Meanwhile, Thomas fetched a set of external speakers from his room, attached them to the laptop, and told Anna that she could speak without the phone. It was fascinating to observe how deeply Anna became immersed in the interaction with her grandson via webcam, to the point of not noticing the humdrum of visitors and the failing technology.

Since digital technologies demanded specific skills and technological knowledge, they impacted on gender and seniority-based hierarchies within families by increasing the reliance of the parents on their youngest children. Commonly, the head of the household was the father, but digital technologies could change that to a certain degree. In her family, Mary had the essential technological skills that were needed to establish a webcam connection between her household and the two sisters in the United Kingdom. I observed this in person when Mary and her parents invited me to stay with them for a few days. One evening, Mary called her middle sister Susy and her husband, whom Mary called by his kinship term Achacha (“Brother”), on Skype through the family laptop. Nobody answered, so she tried calling her oldest sister instead. No reply either. On a second try, Achacha picked up Mary’s call via Skype on his smartphone. Mary then positioned the external webcam so that he could see both me, sitting at the desk, and her, sitting on the bed. A few minutes later, Mary’s mother and father joined us in the room and Mary stood up to give them space on the bed: her mother in the center, looking directly at the webcam, and her father beside her.

The laptop, provided by Susy, was intended for the whole family’s use, so Mary, her mother, and her father had equal access to it, at least physically. However, the device—hardware and software combined—required certain knowledge and skills that only Mary possessed. Her father, by contrast, did not have the necessary skills and therefore had little power to create and maintain the webcam interaction. When this particular call was over, he quietly retreated into the living room to watch TV. In this way, the laptop gave Mary considerable control over this field event and over other daily webcam interactions with her sisters abroad (see chapter 2; Ahlin and Li 2019). The technological expertise required to create transnational care collectives thus superseded the family hierarchies of gender, age, and individual ownership of the device.

Further, image-based digital technologies contributed to extending the collectives beyond kin and helped to strengthen non-kin relations that would otherwise remain weaker. For Sonia and Ajay, whose son John worked in Guyana while their daughter was studying nursing in another Indian state, the transnational care collective involved a shopkeeper and his tiny shop by the main road, where he sold anything from colorful candy and cigarettes to pens and peanuts. Ajay regularly went there to buy mobile phone credit, and he only had to walk for about fifteen minutes on the dirt road winding through the rubber trees to reach the shop. The shopkeeper topped Ajay’s phone with credit, and during one of Ajay’s first visits the shopkeeper also instructed the old man on how to check the credit balance on his phone. The shopkeeper’s contribution could be seen as minor, but it was a key part to maintaining the transnational care collective because their interaction enabled Ajay to take care of his digital device and thus maintain his relationship with his son abroad.

Digital technologies additionally deepened the relationship between nurses’ parents who lived alone and their “good friends” who lived close to the parents in Kerala. Significantly, I only noticed this kind of non-kin relationship in families where the nurse abroad was male. One mother told me, “Our son recently moved to Australia and has given us the numbers of his friends who are very helpful. He told us to call his friends in time of need.” After a male nurse’s departure abroad, his friends could become quite involved in the life of his parents, to the point of becoming “family friends.”

I noticed how close these young men sometimes were to the parents through the fact that they would join the interview sessions, if only to be silently present. In one family, for example, I was welcomed by the two parents, by their daughter who lived in Kerala and was visiting for a few days, and by Anand, a man in his 40s who owned a shop next to the parents’ house. Anand was the one who stood by the road waiting for me and my driver to point us to the right driveway. The father described Anand as a “very good friend” of their son who lived in the UAE. Their son reportedly called regularly and was about to visit them soon. Anand sometimes helped the older couple by calling their son on Skype via his smartphone. For that purpose, the father would walk to Anand’s shop nearby where the internet connection was better, although the mother could not join him because of her injured knee.

The good friends of sons were therefore engaged to occasionally visit the parents to check on them in person as well as to establish a webcam connection between the migrating sons and their parents. By recruiting their friends into their transnational care collective, migrating sons made sure that their parents were doing well, particularly in relation to health—they realized that their parents might not easily share health problems with them (see chapter 6).

Digital technologies thus intensified the non-kin relationship between parents and sons’ good friends. This relationship, however, was not always possible or easily available. Sonia and Ajay’s son John, for example, noted that—for some reason unknown to me—he did not have many social connections in his own village and thus was not able to ask any friends for help. Other male nurses admitted that such care connections were not entirely based on selfless friendship but were at least partially stimulated by money. Aaron, who was an only son and lived in the United Kingdom, mentioned that he paid 20 or 30 British pounds (USD 25–30) every once in a while to his friends who helped his parents. This kind of support was vital for Aaron’s father who had chronic obstructive pulmonary disease (COPD) and required regular oxygen tanks replacements (see chapter 6). “I give them some money for their time and effort, so they’re happy,” Aaron told me on a WhatsApp video call, catching his breath while he climbed a city street in the United Kingdom on his way to a shopping mall.

Yet another non-kin involved in the transnational care collectives were health-care professionals at the nurses’ workplaces, particularly specialist doctors. Several nurses, including Sara (see chapter 1), told me that they refrained from discussing their parents’ health issues with their doctors in Kerala in order not to disrespect local professional hierarchies and thereby endanger the relationship between their parents and their doctor. By contrast, the nurses were more open toward discussing their parents’ health—and the health issues of extended family members—with the doctors in their own workplace. When I visited her in Muscat, Oman, Usha recounted,


If anybody in my family in Kerala needs medical advice, I ask the doctors here in my hospital for it. See, this hospital is not like in Muscat—these doctors here are all nice. They are Egyptians, Pakistani, Bangladeshi, they come from many countries. They know us nurses personally, they are not calling me “Sister,” they call me by name, so close we are. Yesterday my mother told me that her sister had a problem, some swelling or a cyst in her breast. When I was on duty, I asked one of the doctors here for advice. He told me what to ask her—was it possible to move the swelling or not? How big was it? And some other questions. I told my mother on the phone what his questions were, and she asked her sister. So my mother got all the answers, and I discussed them with the doctor again. He said that if it’s movable, then it’s no problem. If it’s not movable, it’s dangerous. Then the doctor said that she could go to the hospital and ask for a biopsy. Yesterday she went to the hospital, they did the biopsy, but they haven’t got the results yet.



Similarly, Teena, who worked in the Maldives, told me on the phone that she was on friendly terms with the doctors in her hospital. There were thirty-five nurses from India, and many of the doctors were their compatriots, mainly from northern India. Because of the age difference—the doctors were generally in their 40s or 50s while nurses were in their 20s and early 30s—Teena said that the doctors treated the nurses “as their children”:


They are like family, [and] we can talk to them about anything. Once, when my mother had a heart problem, I even put her cardiologist in India on the phone with the cardiologist in my hospital. They discussed the condition, what medicines were needed and so on. Together, they helped to determine how serious the condition was and whether it was important for me to return home. In this case, I indeed returned home for a visit. It’s just an hour’s flight, and the ticket costs less than US $100.



Digital technologies are thus at the intersection of multiple relations that only begin with those of aging parents and their migrating children. The devices help establish social relations outside this dyad, whether virtually or face to face, with other family members such as the nurses’ younger siblings or their own children, as well as with non-kin, from shopkeepers to nurses’ friends and doctors outside India. Transnational care collectives are therefore not stable entities, nor are they limited to the closest family members. Quite the contrary, the collectives allow, and sometimes require, different kinds and levels of connection within and beyond the parent–child relationship. Which relationships are needed for transnational care collectives to function through time is a matter of circumstance, including the changing technological skills, abilities, and health conditions of the people concerned.




CALLING AS A CARE PRACTICE

One afternoon, a hired driver took me and Elisa, my assistant, to a village outside Kottayam for a home visit. The settlement was overlooked by a church on a small hill. The left side of the slope was crowded with small single-story houses with limited driveway space, mostly without gates, and with barely any garden land around them. Still, many had been renovated, and I could almost smell the fresh paint of their tiffany blue, mint green, and carnation pink façades. Here lived Sonia and Ajay. They welcomed us into their home, and during our conversation I inquired about how they communicated with John.

“We have a landline phone,” Sonia explained. “So we just have to attend to it when he calls us here. We don’t know how to handle the mobile phone. If we get a call on the mobile, I can identify the number before I take the call. The children showed me how to take and cancel a call. That is all that I know.”

Among the families I encountered it was common for the children to call their parents rather than the opposite. The children felt more skilled in calling, especially when this involved VoIP and the use of devices and software programs other than simple phones. As Sonia mentioned, she did not feel comfortable making mobile calls and was not even sure which number she should call to reach John. Some parents noted that their children’s “duty,” or work obligations, was a priority, and they did not want to disturb them. Additionally, by being the first to call, their children automatically assumed the costs, which was yet another way of providing financial care. The cases when parents initiated communication were exceptional and related to circumstances that had a sense of urgency.

[image: A turned-on TV set placed on a cabinet in the corner of a room. To the right, an old landline telephone on a lower table is standing under the window, closed with a brightly coloured curtain.]
FIGURE 4.3. Landline phone and television, commonly placed together in the room corner.


In the same village, just a short walk away, lived another couple with children abroad. Upon hearing our voices in front of the gate, Sosha emerged from the house in a brown hued, worn-out sari. She was home alone while her husband was away for work in another town. The main door of the house opened directly into a living room, and my eyes and ears were immediately drawn to the small, old TV in the corner, and a landline phone sitting right next to it (figure 4.3). The TV was on, but the image and sound were not clear.

Sosha had been peeling jackfruit, the skin coming off on the newspaper sheets spread across the floor in the middle of the living room. There, she sat us down and served us juice, then jackfruit fried in coconut oil; bright yellow kernels glittered like a thousand little suns on a white plate. It was a jackfruit season, and Sosha had plucked plenty of this produce from her garden, stocking her freezer especially for one of her daughters who loved it most.

Sosha had three daughters, all nurses. One worked in the United Kingdom, another in South Africa, and the third in UAE. When I asked her about how she kept in touch them, Sosha’s face brightened up instantly. She talked to them daily, up to one hour with each of them, and their conversations were scheduled from around 8:00 P.M. to 10:00 P.M., based on different time zones and her daughters’ work schedules. Sosha only used her landline phone for this purpose (before her youngest daughter had emigrated, they also used to talk on Skype). For Sosha, these daily conversations were a lifesaver: without them, she would worry herself sick about her daughters. “If they don’t call on time, I give them a missed call. If they still don’t call back, I can’t sleep the whole night!”

The practice of calling as a form of care at a distance became particularly evident when it was not delivered: the parents perceived a lack of calls as a signal for concern. Among all the families I met, in two of them their relationships had been so poor before migration that the family members had no contact over digital technologies after their adult children migrated abroad (see Manju’s story in chapter 3). In other families, however, failure to call on the part of the children alarmed their parents and made them anxious, triggering worry about the well-being of their children and about how the physical distance would impact their relationship.

To appease their worries, the parents would go to great lengths to reach their child abroad. Standing in her garden, where her son’s good friend was hunting for the best Wi-Fi connection to make a video call (figure 4.4), Viju’s mother told me,


When Viju left for the U.K. for the very first time, it took about two weeks for him to call us. He had never stayed away from us. He was in a place he had no idea about. In between, there was a family whom we knew and who also had some family members in the U.K. We called them, and they contacted one of their relatives in the U.K., and later Viju called us. We were really destroyed. Viju also didn’t know how we felt. It was like he had left us for good.



Without any contact, Viju’s mother felt as though their relationship had been abruptly broken, invoking in her feelings of intense concern, abandonment, and even grief. The absence of any phone calls could mean that something unfortunate had happened to their son. After Viju’s parents had invested so much effort into tracking him down through acquaintances, he realized how important it was for him to call home because this mattered to his parents greatly. He was not used to calling them regularly when he studied in another Indian state, but after he had migrated internationally he came to see calling as a necessary way to communicate to his parents that he was doing well and, furthermore, that he still cared about and for them. As Viju told me with a serious look on his face, he subsequently made sure to call them regularly.

[image: In a driveway, surrounded by lush greenery and palm trees, two women stand on the left and two men and a teenage girl stand on the right. They are all looking away from the camera and at a smartphone held by the younger of the two men.]
FIGURE 4.4. Connecting via a son’s good friend and his smartphone.


In transnational families, children had to find new ways to compensate for the impossibility of being physically together, to dispel their parents’ worries about them as well as to mitigate their feelings of abandonment. At a distance, children could give their attention most effectively via digital technologies, particularly through phone calls. Anthony explicitly related his regular calling home to care:


I think care is the understanding and trust; it’s not touching, it’s not giving money, it’s the feeling that you have—it’s love. But there are different ways to express it. Some people never express it. Some people are overexpressive even without having that much care in their mind. Well, I call my parents all the time, but I don’t tell them, “Mommy, I love you; Daddy, I love you,” but I call [emphasis] them every day. That’s a gesture. That’s how I show my love. I call them every day, I speak to them, [and] I’m well informed; and they discuss everything with me, [and] I discuss everything with them.



Remittances are important in reconceptualizing international migration as a care practice (chapter 5), but Anthony pointed out that money is not the central actor in enacting care at a distance. Rather, in transnational care collectives the most significant practice of care is the act of calling. This practice is dependent on strong affective relationships, which could be linked to a range of emotions, from love to feelings of duty, indebtedness, and even guilt. Indeed, affect emerged as the main stimulus that keeps the transnational care collectives going.

As one young female nurse told me, “Even if you are sitting nearby but don’t feel for your parents, that doesn’t help. It’s about having a feeling for your parents from the heart, a genuine feeling. We should be near—I know the importance of that. But they should feel that I care for them, [and] there’s a mutual understanding. That’s a good relationship, [and] it won’t go away even in many years.” In this way, affect transpired as a significant impetus for migrating children to pick up their phone and call their parents’ number again and again, every day.



FREQUENT CALLING AS GOOD CARE

If calling through digital technologies is a new way of enacting care at a distance, how to establish when such care is good? With little previous guidance on the norms of technologically mediated care, family members tinkered with the frequency of calling to determine through negotiation what good care at a distance could be. When I asked family members about how they kept in touch with each other, I often received the same response: daily. Most nurses, like Sara and Benny, called their parents once or several times a day, while others, like John, called once to several times a week. Anthony, for instance, said, “I speak to my parents every day on the phone. I ring them, and we talk for ten to fifteen minutes or even more than that.” For calling to be considered good care, then, it is not sufficient to do it sometimes—calling has to be done frequently. How frequent is frequent enough depends on each transnational care collective and its members.

Frequency of calling was further entwined with regularity. Rather than calling spontaneously, the children and their parents tinkered with calling times to accommodate different time zones, work schedules, and pastime activities. In this way, they established when would be best to call, and eventually they began to adhere to those particular times of the day. For example, when discussing their calling habits, Sosha pointed to the clock above the TV set and said she waited for each of her daughters to call at a particular hour, which correlated well with the time zones and work schedules of her daughters’ various locations.

Similarly, when calling home, Sara considered both her work and her family members’ personal habits. She finished her morning duty at 3:00 P.M., returned home, had a bite for lunch, and slept for an hour. She usually started work early in the morning, so her family let her rest in the afternoon. Then she called her daughter at 5:15 P.M. Indian time. Sara knew that from 6:00 to 8:00 P.M. her mother watched television, around 8:00 to 9:00 P.M. her parents would pray, and from 9:00 to 10:00 P.M. they watched another television serial. Sara called her parents after prayer, at about 8:30 P.M. their time, taking into account the 1.5-hour time difference. Sara’s husband watched television with his mother, then they cooked and finished their dinner at about 11:00 P.M., which was 9:30 P.M. in Oman. That’s when Sara usually called him.

Paying attention to time in this way gave Sara’s calls a certain structure, and it transformed this everyday interaction into a routine. After a period of tinkering, these relations mediated through digital technologies eventually became regularized and systematized to accommodate schedules of all those involved. Phoning outside these routine times indicated that some problem or emergency had occurred. To avoid confusion and worry, Sara always informed her parents in advance if she knew that she would be unable to call them at the expected hour:


If I’m busy at work, I can’t call, so they know that I’m on duty. I tell them in advance. [If] I don’t call for two or three days, even if it is because of my work schedule, then my father would say, “Ha, are you also becoming like your brothers? Have you changed your mind, you are only calling us weekly now?” He will ask like that, and then I will know he is feeling … sad that I’m not calling. That’s why he’s jokingly complaining.3



That frequent calling had become a new norm of good care was most clearly visible when this norm was breached, and complete lack of contact through digital technologies was considered a new form of abandonment. That was the case for Manju (see chapter 3) whose daughter was a nurse in a Gulf country. Manju was deeply saddened that her daughter was not in touch with her in any way, and she complained that “she never calls.” In India, letting one’s parents live in a shelter is considered neglectful on the part of the children, but for Manju the abandonment was exacerbated by the lack of phone calls from her daughter. Not calling at all, or not doing so frequently enough, came to be interpreted as poor care, and could even be considered a new way of “doing neglect” and abandonment at a distance.



COLLECTIVE CARE

At the beginning of my research, I set out to study eldercare, but through my fieldwork I found that it is almost impossible to look at transnational eldercare exclusively. Scholars of transnationalism have suggested that in transnational families care “circulates” such that the focus of care shifts from one family member to another, depending on who is in most need of it at a given moment (Baldassar and Merla 2014). When looking at care as practice, however, it becomes difficult to talk about its direction because a single practice can be meaningful as care for more than one actor involved in the care collective, albeit in different ways. In this context, care is then rarely just eldercare but is rather intergenerational family care.

Following the proposition that in a care collective the object of care is not one single person but the collective itself (see chapter 1; Winance 2010), I argue that the object of care in transnational families is not the aging parents but the digitally connected families. This formulation highlights that in transnational care collectives the care is shared and distributed among the parents, their children and others (especially grandchildren), and even the digital technologies.


Children as the Object of Care

As I observed Ashu, fully engrossed in her smartphone, I realized that for her daily calling was more than just a new duty of eldercare. At least for some nurses, calling home was also a practice of self-care. Through frequent calling, digital technologies mitigated the feelings of abandonment on the side of the parents, but they also alleviated the feelings of loneliness and homesickness of the migrated adult children. This was especially the case for female nurses who were abroad alone. The three nurses I stayed with in Oman—Sara, Margaret, and Ashu—preferred to live alone rather than sharing a residence with their work colleagues, and at the same time they put considerable effort into maintaining social contact with their family members and friends through digital media.

“I’m not the only one calling my parents. My brothers are doing that too, but not every day; it’s not possible for them,” Sara stated, as she started explaining to me her many daily calls from Oman to her family in Kerala:


Maybe one brother calls every fifteen days, [and] the other one is sending text messages in between his calls. Because they are all busy with their own families. Like in every family, maybe the husband is going to work, the wife has to look after their children; then the wife is going to work, and the husband has to look after the children. So I must understand their situation. But I’m free, no? After duty, I have no other obligations, [so] I’m free, and I can call. That’s why my parents know I am always calling. What else is there for me to do?



Sara laughed at her rhetorical question. In explaining the difference between how often her brothers and she called their parents, she emphasized her availability and lack of obligations next to work.

But Sara’s freedom also entailed and emerged from being alone. Her lifestyle in Oman was a great contrast to the common way of living in Kerala where a woman like her, middle-aged and married with children, would be embedded in a broad family network and involved in one social event after another. For Sara, living alone in Oman was a personal choice, but it was also related to age and finances. The women who opted to stay by themselves were in their 40s or older, meaning that their children were already teenagers or young adults. Husbands had sometimes tried to join them, but often they struggled with finding employment in Oman, and so their presence was deemed more valuable in Kerala (chapter 5). There, at least they could help their aging parents and in-laws. By contrast, nurses of childbearing years preferred to have their husbands living with them, even if they were unemployed, so they could help with raising small children. Additionally, some husbands, especially in families who lived in Muscat, did manage to find well-paying jobs in branches such as travel, marketing, and sales.

In some other Gulf countries, however, young nurses had little choice but to live without their close family in dormitories shared with other colleagues who came from all over Asia. For them, digital technologies were a vital connection to their family in Kerala, which sustained their emotional and mental well-being. Among these nurses was Joy, a young, unmarried woman who was spending her second year working in Saudi Arabia. In our conversation, Joy noted that it was difficult for her to move around outside the immediate environment of the hospital and the dormitory because she did not wear the black cloak called an abaya or the head cover, hijab, as expected of women in Saudi Arabia. The obvious markers of her identity—her dress as well as the tone of her skin, the little jewelry she wore, and her visible hair—indicated that she was a foreign, South Asian, Christian woman, and this differentiation made her feel uncomfortable and unsafe outside the hospital where she worked and the hostel where she stayed. This was not only Joy’s experience; in previous research, nurses living in Saudi Arabia had reported that they had a hard time due to the substantial differences between the local population and migrating workers, including nationality-based discrimination at work (Alshareef et al. 2020; Osella and Osella 2008; Percot 2006).

One tactic that helped Joy cope with the harsh conditions of her life abroad was keeping in touch with her mother daily through the landline phone, mobile phone, and Skype interchangeably. Among these options, Joy favored Skype. Talking through the webcam, she said, had a “good impact on [her] well-being” when she was missing her home and was finding it challenging to be so far away. She felt much better, she said, every time her mother made a dish and showed it to her through the screen. I asked her if it did not make her sad not to be able to share the meal with her family, to touch, taste, and smell it. Without hesitation Joy replied, “No, it makes me feel soooo happy! Just to see, it’s enough!”

Beyond offering emotional support, parents cared for their children in relation to their physical health, especially in critical situations like giving birth. In Kerala, I observed one mother offer postpartum advice through Skype to her daughter, a nurse who had just given birth in the United Kingdom. After instructing her to stay indoors for a certain amount of time, the mother went on to explain how to use some Ayurvedic remedies that she had sent to the United Kingdom through a common acquaintance. In yet another family, the parents intervened from a distance when their daughter abroad was suffering from domestic violence. One day the mother received a call from her son-in-law only to realize that he was being aggressive toward her daughter while on the phone. With a friend’s assistance, the parents called the police in the United Kingdom and requested an intervention. To their great relief, their son-in-law was arrested within half an hour. The phone thus emerged as an invaluable device that helped to save their daughter’s life and possibly that of their grandchild.

Despite people’s hopes and best intentions, mobility does not necessarily improve the lives of migrants, nor does it automatically contribute to harmonious family relationships; on the contrary, migration may have quite the opposite effect (Gallo 2006; George 2005; Percot 2012; see also Gamburd 2000). Difficult transitions and troubled relationships, whether marital or professional, are not always easy to share with family at home. However, the webcam is good at revealing even that which people would prefer to keep secret. Joy’s mother, for example, explained to me that by regularly seeing her daughter on Skype she could continuously monitor Joy’s health and well-being beyond what her daughter shared with her on the phone. Through the webcam, she closely inspected Joy’s physical appearance: “Does she look thin? Does she look pale? Is she eating enough? Is she smiling enough? Or is her face sad and worried?” By tracing subtle changes of her face and gestures, Joy’s mother was looking for clues of concealed unhappiness and strain. This allowed her to notice any trouble quickly and immediately offer emotional support and encouragement.

Through the webcam, the observer may feel that they are “perceiving ‘more truth’ ” and “having a better access to reality compared to words, and hence, to the telephone” (Pols 2011, 460). On the other hand, those being observed are well aware of the power of the webcam to reveal too much and potentially show what they would prefer not to share. In the case of migrating children, this could be anything from feelings of sadness to poor living conditions. “I wouldn’t want my mother to see that; it would only make her sad and worried,” one nurse who planned to migrate soon after our meeting told me. “If I didn’t have a nice room, I would just say that the webcam is not working”—he laughed as he strategized his way out of unpleasant webcam revelations. I write further about secrecy in transnational care collectives in chapter 6, where I describe how parents, too, avoided revealing certain information, especially related to ill health.



Caring for Digital Technologies

A compelling insight about care collectives is that the object of care is dispersed among its heterogenous members, humans and technologies alike (chapter 1; Winance 2010). As my fieldwork showed, digital technologies not only enable parents and their children to provide care to each other, but they also demand care for themselves.

To start with, prepaid mobile phones had to be constantly topped up with credit. This could be done easily at any small shop where the shopkeeper had the appropriate license. Such shops were common even outside towns and were usually situated only a short stroll from almost any house. Many older adults mentioned that they recharged their mobile phones themselves, although women often asked their husbands to do it for them. In one local shop, I noticed that the process of credit recharging was quick and uncomplicated. The shopkeeper recorded in a notebook the phone number to be recharged and the amount that the customer, most of whom were men, wished to upload; this was usually about INR 50–60, or less than USD 1 (figure 4.5). After receiving the payment, the shopkeeper processed the request through his own mobile phone, and the customers received a text message confirming a successful recharge.

[image: In a shop selling mobile phone devices, a male customer is leaning on the glass showcase while a male seller writing in a notebook.]
FIGURE 4.5. Charging the mobile phone; note the wide selection of mobile phones in the background.


What happened if digital technologies were not properly taken care of? Sitting in the closed veranda, surrounded by tall, lean rubber trees, Sonia and Ajay told me about the trouble they had experienced when they neglected their landline and mobile phone. “We can’t call on the mobile when the balance is over,” Ajay started. “At least the landline doesn’t stop working in the middle of the conversation.”

“With the landline, even if we fail to pay the bill on time, we can call,” Sonia continued. “With the mobile, if there is no balance, no matter how much we try to call we can’t. I surely get angry if the connection breaks! Just as we are about to know about each other’s well-being, the balance in the mobile is over, and the connection cut abruptly. Wouldn’t anyone get angry?”

So different kinds of technologies not only support care practices, but they also demand specific kinds of care. This care is primarily about paying attention to their operational needs: mobile phones must be charged with credit and energy, landline phones must have all their lines in order, and in both cases the telecommunication service must be paid and properly connected. The practical care for technologies was provided by the children, who sent money and sometimes digital devices from abroad, and by the parents, who paid the bills, plugged in the battery charger, contacted the phone company for repairs, and avoided breakage or other damage to the equipment.

The attention paid to technologies may be motivated by various affective values, such as friendship or fun (Pols and Moser 2009). But Sonia’s comment about becoming angry when the devices stopped functioning indicates that her own motivation to take care of digital technologies was fueled by values of strong kin relations. Through caring for their technologies, family members took care of their relationships.




MUNDANE MATTERS

At the same time as they contribute to enacting care at a distance, digital technologies shape, in subtle ways, how family members relate to each other through the kind of content that can be shared through them. The materiality of digital devices is significant here because different devices afford the users to engage with them in various ways (Fisher 2004; Costa 2018). Migration and media scholars have argued that in transnational families the gesture of calling is key for family relations, and the act is even more important than the content of the daily conversations, which revolve around “insignificant” details of everyday life (Licoppe 2004; Licoppe and Smoreda 2005; Wilding 2006). But why would people talk about seemingly trivial, meaningless, and prosaic things every day, sometimes for hours?


“Sharing Everydayness” on the Phone

In the families that I met, the content of daily phone conversations generally revolved around the mundane details of day-to-day life. Ashu, for example, told me that she always first asked her mother how she was and if she needed anything, specifically any medicine for her problem with hypertension. Ashu then inquired about the animals her mother had—the goat, one dog, and two cats—and then about the neighbors’ children and other people living nearby and the church. In this way, she was always “well informed” about what was happening with her mother and her wider home community. Beyond monitoring health, Ashu’s aim behind frequent calling was not to inquire about something specific or to exchange a particular piece of information but to participate in her mother’s life through inquiring about the mundane details of her days.

Such comprehensive phone accounts of everyday life could also become a source of tension, leading to situations that were uncomfortable for the conversation partners. Mathew, a young nurse working in Australia, increased the number of calls home significantly after migrating abroad. When he had lived in another Indian state during his studies, he “only called his parents when he had to ask them for money,” as Mathew’s friend who joined our meeting half-jokingly said. Moving within the country for studies was a sort of preparation for migrating internationally but with important differences.

Despite the immense geographic distances within India, the children could return home more easily than from abroad. They were still Indian nationals, so they felt quite at home, and as students they had not yet assumed the responsibilities of providing care for their parents. However, once they were abroad, their status changed: they became “migrants” and “foreigners,” and they were potentially subject to racial, ethnic, religious, and sexual discrimination that they might have not experienced in their own country. Their flight across one or the other ocean also shifted their position within their family from being a dependent child to an adult child who should be able to—and ought to—send home remittances and thereby become a carer. Returning home was neither as affordable nor as easy to arrange as hopping on a train that would take them from any part of India to Kerala within a matter of hours.

For Matthew, the increased frequency of calling home was in a way a self-care practice, too. But because of the intensification of contact after his migration, Mathew and his mother ran into problems concerning what to discuss. As Mathew’s mother said,


Of course, we are sad about Mathew being in Australia. But since he calls us every day, we don’t miss him that much. He informs us of everything. He keeps telling us, “Say something, say … What news is there?” What is there to talk so much every day? We say the same thing again and again. We usually talk between fifteen and twenty minutes. What is there to talk about every day? Because he calls every day. So he asks about the plants, the domestic animals, neighbors, and so on.



Mathew’s mother made a weary face, indicating that she sometimes struggled with their phone interaction. When she had exhausted the repertoire of news that she deemed important to share, she was not sure what more to say. And yet she did not attenuate the conversation but instead resorted to talking about domestic animals and plants, filling the time with what could be considered mundane or banal small talk.

In this way, both Mathew and his mother adjusted to the new context in which their relationship was taking place, across two continents connected by digital technologies. For Mathew’s mother, the calls, and her persistence with them, were a way to take care of Mathew and reduce his homesickness, ensuring that he remained part of the domestic realm. Again, this highlights that care within the transnational care collectives was not unidirectional but dispersed among its members.

Although the content of these interactions may seem inconsequential at first glance, the daily exchange of details on the phone enabled transnational family members to create and maintain a kind of “shared everydayness” at a distance. This demanded quite some work: tinkering to find the most appropriate time and type of digital technologies, caring for these technologies, maintaining the regularity of calling, and finding ways to keep the conversation going. The labor involved in this practice shows that “sharing everydayness” at a distance did not happen by itself—people had to work together with the technologies to actively construct it.

Yet despite the substantial effort that went into frequently calling home, none of the nurses I talked to complained, even indirectly, about calling their parents daily as any sort of financial, practical, or emotional burden. Clearly, frequent calling has become a new filial duty, and duties are to be fulfilled; complaining about them is simply senseless (Bomhoff 2011, 131–132).



“Spending Time Together” through a Webcam

Being together face-to-face involves not only speaking but sometimes also being silent. On the phone, silence as a type of nonverbal communication may be problematic, given that this technology is designed specifically for verbal communication. As Ann Goelitz (2003) found in her study of telephone support for family caregivers, silence on the phone can be hard because it is impossible to see what the other person is doing. Silence is difficult to interpret: something might be wrong with the technological connection, or with the relation between the conversation partners, or information might intentionally be withheld. To overcome this issue, Mathew and his mother turned their conversation into detailed descriptions of daily life, a strategy used not only to share “what news is there” but also to fill the silences and to be together apart.

If silence as an ingredient of being together is problematic on the phone because people cannot see each other, what happens when image is added to sound, as is the case with the webcam? I found that the effect of the image is transformed through frequency in a paradoxical way. The materiality of the webcam allows its users to relate to each other differently than via the phone. With daily use of the webcam, the significance of image as something that is meaningful because it is visible fades away as the family members concentrate on being together without words and even without looking at each other.

When visiting Mary’s home in Kerala, I noted the following experience of webcam interaction. It took place just after Mary’s sister, Susy, who was pregnant, finished her checkup in the hospital and was driving home with her husband and their toddler son.


From U.K., Susy calls home to Kerala through Skype on her mobile phone. At first she’s pointing the phone to her face so that we’re looking at her directly, but the picture is very blurry, and she doesn’t seem to be very interested in our picture. She’s not very talkative, she appears tired or maybe concerned. She is holding the phone on her lefthand side, below; perhaps she has placed it on her knee. She’s not looking at her phone, into the webcam, but we see her face from below as her eyes are fixed on the road. She says that all was well in the hospital. After that, we ride with them, through the camera, in silence. The following several moments seem quite magical—it’s as if we are all sitting in the same car, looking out the same grey sky somewhere (where?) above London. The conversation is not taking place all the time, just as if we were all in the same car. There’s no real focus, nothing much to do, we’re just all taking the drive back home.



While Susy and her family were sitting in their car, on the other end of the webcam Mary and I sat in the chairs at the table while her parents sat on the bed. After exchanging the most important piece of information about Susy’s checkup we were all quiet for most of the time, staring at the laptop in front of us. No specific information was exchanged; we were all just “traveling together” for a while. This interaction, full of interruptions and silences, lasted for about ten minutes.

In contrast to the phone, silence on the webcam is not problematic because it does not signal a break in communication—at any moment, everyone can see what is happening on the other side of the screen. But the webcam does more than just allow for silence. Paradoxically, because it affords seeing other people, it is not necessary anymore to look at the webcam continuously. In this way, the webcam enables “spending time together” at a distance, which is a different way to relate to each other than through “sharing everydayness” on the phone.

The way transnational families spent time together on the webcam is distinct from a Skype interaction set up as a meeting with the goal to talk about a specific topic. In professional settings, including in health care, the conversation partners tend to sit in front of their computers and gaze at the screen, careful not to move out of the webcam frame (Pols 2012, 102). Using the webcam in this way creates a meeting-like experience, with the specific purpose of sharing certain information. By contrast, Mary’s family members called each other on the webcam every day and did not follow any sort of formality characteristic of Skype meetings in which the date, time, and topic are predetermined. Frequency was not the only factor in fostering spending time together on webcam. Familiarity between family members was important, too; the relationship between parents and children, underpinned by personal affect and attachment, is not the same as professional relationships.

Through a material semiotic analysis of frequent calling, I have argued that care is a relational process that includes not only people but also nonhuman entities such as everyday digital technologies. When family members are scattered across the world, care practices that demand physical proximity, although still considered important, become impossible to follow. In this situation, parents and their children tinker with digital technologies to discover how these devices can help them establish new forms of care that can indeed be practiced across vast geographic distances. Together, the adult children, aging parents, and technologies form transnational care collectives in which people adjust, tinker, and negotiate what care at a distance could be and how it should be done to be considered good. In this context, the emphasis moves from practices that require being together physically—such as sharing a residence and food—to practices that include digital technologies such as frequent calling, sharing everydayness on the phone, and spending time together on the webcam.

Expressions like “keeping in touch” and “staying in contact” (Baldassar 2008; Baldassar, Nedelcu, and Wilding 2016) emphasize the importance of the gesture of calling for family relationships to continue across continents. Similarly, science and technology studies scholar Judy Wajcman (2016, 149) noted that “the call or text itself may be constitutive of the relationship.” In the families that I met, daily calling meant “I call, and through this I do care.” In this way, people expressed their feelings of love and trust, but also their worries, loneliness, and fear of being abandoned. Care became enacted through everyday actions such as making calls, taking calls, coordinating time zones, being silent together, and talking about or showing faces, food, and ferns on the webcam. People built on such practices to connect and maintain caring relations at a distance while simultaneously embedded in their various physical environments. At the same time, care became distributed among all members of the collective because the object of care was not only the aging parents but also the children and even the digital technologies. In line with Winance’s observation (2010), care was collective, and, simultaneously, the collective was cared for.

Finally, sharing everydayness on the phone and spending time together on the webcam emerged as two practices that highlight what kind of care people are trying to achieve through frequent contact via digital technologies. The notion of sharing everydayness on the phone considers conversations about everyday details as far from trivial; rather, talking about the weather, domestic plants, animals, neighbors, their children, and the church congregations was significant precisely because these things were ordinary—people organized their lives around them. Actively constructing everydayness by sharing detailed accounts of the quotidian via digital technologies thus enabled people to enact everydayness and share a life even when sharing a residence was not an option.
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5   •   SHIFTING DUTIES
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As my fieldwork advanced and the more attention I paid to people’s experiences of migration, the more evident it became that digital technologies are not the only nonhuman actor that make transnational care collectives possible. A new actor emerged: money, appearing in several shapes such as educational fees, loans, and remittances. Money, it became clear, is significantly involved in the project and process of international migration, and as such it is crucial for the creation of transnational care collectives. After all, an essential feature of these collectives is their transnational character.

National and international migration both introduce geographic distance among family members, but they do so in different ways. Matthew, for example, had almost never called home when he was studying nursing in another Indian state, but the frequency of his calls to his parents increased drastically once he moved to Australia for work (chapter 4). In this chapter, I explore how money contributes to the making and shaping of transnational care collectives through the investigation of filial duties, especially those of daughters. Such a focus brings to light new layers of complexity in gender and kinship dynamics in transnational families beyond the husband–wife relationship, which scholarly work has previously addressed (e.g., Bhalla 2008; Gallo 2005; George 2005; Percot 2012). As I showed in chapter 3, in the discourse of abandonment migrating children are criticized for leaving their parents behind and thereby neglecting the basic filial duties that are only possible through physical co-presence. But how do these adult children see themselves, and how are they perceived by their own parents?

To address this question, I draw on empirical ethics (Pols 2013), an approach that is fruitful to understand how a nonhuman actor such as money can contribute to reshaping what it means to be a good child—and particularly a good daughter—in a transnational setting. Empirical ethics help to understand how the good in care is achieved through everyday tinkering, exploring, and modifying within social, material, and, I would add, affective relations (see chapter 1). What is considered good, then, is not simply a matter of judging how well people align themselves according to some external ideals or norms; it is “something to do, in practice, as care goes on” (Mol, Moser, and Pols 2010, 13). As a “practical achievement” (Winance 2007), good care is locally situated, based on constant work, and subject to potential transformation. As I will describe, through tinkering to achieve good eldercare at a distance, kinship and gender are enacted in new ways, too.

Looking at how migrating female nurses participate in enacting care for their parents remotely, I discovered that their parents expect them to call home more often than sons (chapter 4), but also that their other duties have shifted from marrying early to migrating abroad, sending remittances, and visiting their parents regularly. To show how this shift has occurred and what it entails, it is first necessary to describe the position of Syrian Christian women, especially in relation to the conventional ethics of eldercare in Kerala.


DOWRY AND INHERITANCE

Syrian Orthodox Christian women belong to the “dominant minority” of those of upper-caste and now often middle-class background, although they are often still marginalized as women in a patriarchal society (Thomas 2018, 6). Syrian Christians follow patrilineal kinship, including the practice of patrilocality, within the “matrilineal ethos” of Kerala where matriliny was historically present until its official abolishment in the nineteenth century (de Jong 2011). Tracing kinship through female or male line, of course, does not automatically imply that either women or men, respectively, have all power in their hands. As Robin Jeffrey (2004, 648) has noted in her description of matriliny in Kerala, “though the families were based on mother’s homes and organized through the female line, the controllers and decision makers were men.” Nevertheless, such historical context has empowered Syrian Christian women to challenge patriarchy in some ways. One example is the legislation of equal inheritance for daughters and sons, which Mary Roy achieved almost single-handedly (Philips 2003). Despite this remarkable triumph—or perhaps precisely because she dared to challenge the conventional way of living—she was reviled among some people I met in Kerala. One couple, for example, agreed that she was a “scandalous woman” who got divorced and then demanded inheritance although she had already received her share in the form of dowry.

Although legally prohibited in India since 1961, dowry, or stridhanam in Malayalam, is a persistent practice whereby the bride’s family transfers property, large sums of money, and other “gifts” such as cars to the groom’s family (Das Gupta et al. 2003; Diamond-Smith, Luke, and McGarvey 2008; Philips 2003). In fact, Kerala has seen the sharpest inflation of dowry in the past several decades and has the highest average dowry among all Indian states (Anukriti, Prakash, and Kwon 2021). Based on an analysis of 40,000 marriages in rural India, by 2008 the average net dowry in cash had reached 50,000 Indian rupees (about 700 U.S. dollars) among Christians and Sikhs and INR 30,000 (USD 400) among Hindus. This is in addition to about INR 40,000 (about USD 550) worth of other material contributions and the cost of the wedding itself (Anukriti, Prakash, and Kwon 2021).1 These, at least, are the official figures.

[image: Many women in saris or salwari kurtas, with their hair covered with shawls, stand to the right side of the church; many men in traditional male clothing stand to the left, all facing away from the camera and looking towards the altar.]
FIGURE 5.1. Mass in a Syrian Christian church.


One fine Sunday, I joined a morning mass in a church near Kottayam. I stood at the back of the church on the right side, behind other women of all ages who had raised the upper parts of their colorful saris or shawls over their heads (figure 5.1). The floor was covered in a soft brown carpet with a hypnotic pattern, which gave me a feeling of being swept toward the altar. A red runner rug separated the church space in two parts: women stood to the right of it, and men to the left. Most of the male congregation wore mundu dhotis, as the traditional south Indian white cotton cloth with a golden rim is called. Here, under the swishing sound of ceiling fans, I learned that the priest’s announcements of weddings after the mass were accompanied by public declarations of the amount of dowry, of which 10 percent would be transferred to the church. A later conversation with a priest revealed that dowry amounts were often much higher than those reported in the press, raising to cash transfers as high as several lakhs (1 lakh is INR 100,000 or about USD 14,000) and up to 1 crore (100 lakhs, or about USD 140,000).2

Related to inheritance, stridhanam can be considered the woman’s share of her father’s property; it varies according to the economic class of the family, and it may be higher—but is usually lower—than the share that her brothers receive (Visvanathan 1989). The caveat of such succession is that among Syrian Christians stridhanam is transferred to the father of the husband, rather than the woman herself. The wife can therefore only start to enjoy her stridhanam when it is gifted from her father-in-law to her husband in the form of property and house-building materials at the birth of her first child (Visvanathan 1989, 1343). This system of inheritance has been challenged through legislation instituting the right to equal inheritance, yet the impact of this rule on the empowerment of women remains unclear. Despite its revolutionary character, the new succession law is effective only when the male head of the household dies without leaving a will (Chacko 2003). Even when that happens, women still tend to waive inheritance claims on property out of loyalty to their male relatives (Philips 2003).

In discussing the position of women in Kerala, Praveena Kodoth, a professor specializing in gender at the Centre for Development Studies in Thiruvananthapuram, told the Indian Express (Varma 2021),


Dowry is just the symptom of a larger problem and the larger problem is marriage. The problem is that a woman is not seen as having a life if she’s not married. In Malayalam, they say, “Ninakku oru jeevitham vende?’ (Don’t you need a life?). What does that mean? They say phrases like, “Ozhinju poyi, ninnu poyi, irunnu poyi” (goes away, got left behind, got sat behind) if you are not married which means you don’t move. They don’t say that about men.… 3

Another aspect is that women are not seen as moving to enter the labor market as men are. Even when families think of educating their girls, they think differentially about what they are going to do with this education. Lots of families think if a girl has the kind of job that doesn’t threaten the marriage, then that’s fine. Like a teacher, nurse, or a nine to five clerical job, that’s not bad, but let’s say a sales person or someone who has to travel.…

A woman’s income may be important, but it’s always seen as supplementary, like a second income that can be compromised subject to ifs and buts. All of this is part of the problem of dowry. You (women) don’t have that earning capacity and need protection. So the girl has to come in with some kind of property.



As Kodoth pointed out, limited possibilities for mobility or choice of profession, depending on family approval and coupled with discriminatory wages, lead to low bargaining power for women within their households. According to a 2017–2018 government report on gender, Kerala has the highest female unemployment rate in India, with 14 percent unemployment among women compared with 3 percent among men. Furthermore, men have higher average salaries than women in almost all employment categories (Babu et al. 2019).

The balance in “bargaining power” (Agarwal 1997), however, has improved to a certain degree in those households in which women engage in international female labor migration. I am not alone in making this argument: Sheba George (2005), Marie Percot (2012), and Ester Gallo (2006) have made this same point in their work on migrant female nurses in the United States, Ireland, and Italy, respectively. All three scholars described the troubled position of men who join their wives abroad, where they often fail to find employment that comes close to their wives’ wages. These “nurse-husbands” (George 2005), a derogatory term indicating their economic dependence on their wives, often assume caring responsibilities for their children and perhaps find work in occasional or part-time low-skilled jobs such as social work and domestic care.

In the U.S. Keralite diaspora, one realm that the nurses’ husbands have preserved for themselves is the Syrian Orthodox Church. As George (2005) has described, organizing activities and assuming leadership roles within the church are the men’s domain and have become the most important means for men to uphold their social status, personal respect, and patriarchy at large. Further, resistance to women’s gains in bargaining power can be observed in the popular discourses describing migrating female laborers. To offer but a couple of examples, the movie Kadal Kadannu Oru Mathukkutty (Ranjith 2013) presents female nurses working abroad as bossy and dominating their husbands, and Life of Josutty (Joseph 2015) shows migrating nurses as unfaithful and neglectful of their kinship obligations. They are portrayed not only as bad wives but also as bad daughters-in-law and poor congregants.

Money, then, is intricately implicated in enacting Malayali women as subordinated members of society through both the dowry and inheritance systems. Through money flows within those systems, a woman’s identity is established and maintained as one that is subject to her relationships with her male kin as husbands, fathers, and brothers. The importance of money in keeping women in their position becomes evident whenever the systems are challenged, as demonstrated by the equal inheritance law and through international labor migration whereby women become the main breadwinners in the household.

Money, then, can also serve to challenge the established patriarchal practices. The women who draw on it to contest the conventional dowry and inheritance systems are often met with resistance. One way in which this plays out is in the field of morality, as women like Mary Roy and migrating nurses become portrayed as “bad.” In what follows, however, I show that these nurses and their families have developed a different understanding of international migration, namely as a practice of eldercare. This framing helps them preserve their moral position as good daughters.

In this process of transformation of women’s roles and status—indeed, their social identity—through care practices, money is involved in the form of remittances. To understand the significance of this shift, the next section illuminates the established moral conventions of good eldercare in in Syrian Christian families as they are tied to the expectations toward women as wives, daughters, and daughters-in-law.




SYRIAN CHRISTIAN ETHICS OF ELDERCARE

As we waited for his students to complete an assignment, I took the opportunity to ask their teacher, Jacob, a Syrian Christian himself, if he thought that the different religions in Kerala influenced people to take care of their parents in different ways. He nodded without giving it a second thought. According to Jacob, there was a certain “fear that is instilled in people by the church.” He added that it was the “duty of Christians” to take care of parents; otherwise, their reputation as good Christians would suffer. During mass, priests would preach that people will receive in their own old age the kind of treatment they were giving their parents. Jacob’s words reminded me of the memes on eldercare and abandonment that traveled around on social media (chapter 3).

In this context, how do children provide good care for their parents? Like in other patriarchal religious communities across India, filial obligations differ for sons and daughters among Syrian Christians. Sons are expected to provide for their parents financially and through co-residence, but the main filial duty for daughters is to marry and to do so as early as possible (Percot and Rajan 2007). Across the country, in 2015–2016, the average age for women at marriage was 18 years in rural locales and younger than 20 years in urban environments. Women who have higher education, come from wealthier families, and have a Christian religious background marry slightly later, between 21 and 23 years of age (International Institute for Population Sciences 2017).

After marriage, daughters belong to their husband’s family and should provide care for their parents-in-law; simultaneously, they are discharged from care obligations toward their own parents. Susan, a middle-aged nurse studying for the International English Language Testing System (IELTS) test after her husband’s failed stint in the Gulf, provided a telling example. One Monday afternoon after class, I accompanied her to the public library just around the corner from the English language school. Tall trees on the side of the path protected us from the sun, making for a pleasant stroll. Inside the yellow three-story building, dotted with air conditioning condenser units, Susan returned an English novel and picked out a new one for herself to enjoy, while I browsed through used books whose pages had turned brown with time (figure 5.2).

On our way back toward the main street, we passed a foundation stone marking the spot where later that year, in May 2015, a magnificent sculpture would be unveiled. Akshara Silpam, as the thirty-two-foot (almost ten meters) high sculpture was named, portrays a mother initiating her children into the world of letters. Its main message, the library website notes, is that “a child should learn the alphabet from the Mother, getting the maternal touch and care from its tender age, and that protects it from drifting on to wrong tracks in later life.”4 Coincidentally, this was where Susan told me of the shocking change in her mother’s attitude toward her at the time of her marriage.

[image: An open book. On the left page is the series title ’Doctor Nurse Romances’ in bold letters. Under this is a sketch showing a female nurse in a short skirt, looking at a male doctor, both sitting; the page is doodled over. The right page includes the words ’Masquerade Historical Romances’ and ’Intrigue excitement romance’ in bold letters. Below these titles are brief descriptions of four books that were published in the series.]
FIGURE 5.2. The first book I randomly picked in the library.


After Susan’s wedding, her mother, with whom she had been exceedingly close during childhood, suddenly changed her behavior toward her, saying that Susan was no longer a part of her natal family. More than two decades after the event, Susan’s voice and eyes still displayed outright disbelief that her relationship with her own mother changed so dramatically, and almost overnight. Although her mother’s attitude was difficult for Susan to accept, it was in accordance with the general expectations of her environment: a daughter’s bond with her natal home is severed at marriage, and she becomes a part of her family-in-law, including through caring for her husband’s parents (see also Trawick 1990, 163).5

The rupture of the parents-daughter bond is linked to the practice of patrilocality; it is generally considered inappropriate for parents to live with their daughters (Bailey, Hallad, and James 2018, 8; Gallo 2005, 230). As life does not neatly follow socially prescribed norms, there are of course exceptions, but they are rare and so only prove the rule. During my fieldwork, I met only one family where a married couple with children lived with the wife’s parents, but this arrangement took several years of discussions, and it stirred quite some tension among the family members.

Several years after walk to the library, Vasu, a progressive priest who fervently challenged common gender roles, explained to me through a lengthy exchange of audio messages on WhatsApp that patrilocality and the idea that women should exclusively provide hands-on care only to their parents-in-law was supported by the church:


Girls are sent to their husband’s house at marriage, and then they should take care of their husbands’ parents, not their own parents. For example, if a wife asks the priest, “Please pray for my father and mother, they are a bit sick,” then the duty of the priest should be to say, “Why don’t you stay with your parents for a week?” But he doesn’t say that. Instead, he says, “Ok, I will pray for you.” That’s it! I think the response should be, “Why don’t you spend some time with your own parents, taking care of them?” But unfortunately, that is not what I heard from many priests because the family of her parents doesn’t belong to their parish! A priest just needs to care for those around him, not the people like a wife’s parents who belong to another parish.



According to conventional practices, a wife’s visits to her parents should be approved by her husband and parents-in-law. As Susan Visvanathan (1989, 1343) writes of marriage rules among Syrian Christians, “marital discord may result from too frequent return to the natal household, and the bride has to contain her anxieties about her parents ageing and their state of health since these are in a strongly patrilineal society not her concern, but that of her brothers and their wives.” In practice, evidently things are not always so clear-cut; some Syrian Christian priests strictly implement traditional gender roles while others, like Vasu, challenge them. Further, as I show later in this chapter, through gaining income women may gain bargaining power to negotiate more frequent visits to their parents.



BEING A GOOD DAUGHTER-IN-LAW

“I took such good care of my mother-in-law,” said Hannah, a schoolteacher in her 40s, when I asked her to describe the last time her mother-in-law had been sick. We were sitting in the spacious, tranquil court of the Ayurvedic hospital where I was staying as a guest and she was waiting for her treatment. When her mother-in-law suddenly became ill, Hannah took leave from her work. During that time, she provided hands-on care for her mother-in-law, which was no small task. “How long did it all last?” I asked her. “A month?”


No, only a week. But that week felt like two, three months to me. So much work, my goodness! Hardly any space to breathe … Mommy was hospitalized twice. If she wanted to eat something specific while in the hospital, she would tell me, and I prepared it according to her taste.

The second time she came back from the hospital she could not move. I realized she was really very sick because she would not eat anything; she just had the medicine, and she would not even know what medicine she was eating. Then I got really scared because she was panting for breath. So I started giving her food, but she only ate one teaspoon at a time. That is all that she had. People said to give her milk, so I gave her milk, for calcium.

I persevered, and she slowly started gaining her health, and then in about one week she was better. In that way I took real good care. I always changed her clothes, I gave her a sponge bath, I made sure that I put powder on her body, whatever I knew I should be doing, that’s what I did. She also told me what to do, so it was easy for me. Otherwise, I would just count the stars because I don’t know anything about taking care.



Hannah laughed at her own metaphor.


Yeah, I would really count the stars! If I had to go out somewhere, a maid we hired would be there with my Mommy. See, she was not aware of anything, who was taking care of her, who was by her side. When I gave her food, she stared at me, wondering, “Who is this?” It was very bad because of all the medicines and all the pain. She was unable to sit up. I literally had to take her, lean her on my chest and my shoulder, and I was feeding her.

Then, it was very hot during that time, so she got a skin rash. Even though I took that much care! The skin was peeling off. Oh, my goodness! Seriously, in spite of me taking that much care! And I left it open, not covered in clothes. I put on the fan, and I put ice on the rash, and then I cleaned it properly with powder, and within two days she was fine, and I put her clothes back on. See, I decided I’m not going to make my mother-in-law—or whoever it is—die with all that smell. So now she cannot live without me. People started saying how much I took care of her.



I could see in Hannah’s face that she was quite proud of herself. After a brief pause she continued,


When she was in the hospital, Daddy was taking care of her there, and I had to stay at their home because of the dogs. They won’t eat food just like that. They’re very neat, you must clean the kennel, maybe wash the kennel, then we need to prepare the food then and there and give it to them. They are very choosy. When I had to go home for a week, Daddy took over, and they would not eat. When I returned to their house, the dogs had become so lean! I felt so bad that I did what I did. Then I made chicken soup, I put a little extra rice, I gave it to the dogs, and by the time I returned to my home, Mommy was OK, and the dogs were healthier.



Hannah laughed again.


And then, I cooked food for Daddy. Timely food. And he’s very choosy, too. I had to cook maybe three times a day. What else did I do? I had to keep the house clean, so Mommy could be at peace because the house was in good hands. I was running around and cleaning constantly. See, she doesn’t like the place untidy. And then the constant visitors, they kept coming, and I had to attend to them as well.



“Why were they coming?” I asked.


To see how she was. It always happens here. There were times when I did not open the door. That would be the time Mommy was sleeping, so I would not want anybody to disturb her. At times Daddy would leave the door open, and people just walked in. Once I heard a whole family there! Some seven or eight people, and I told them to leave; otherwise, she would never get to sleep. Besides, when visitors came, Mommy would start crying, and I didn’t like that. So afterwards I did what calmed her down—I prayed with her.”



Hannah provided a wonderful example of what care for older people entails, particularly when their health fails. Her narrative shows very clearly what it means to be a good daughter-in-law and what is considered good eldercare: it includes nurturing a wounded, sick physical body by feeding, bathing, changing clothes, attending to rashes, and chasing away visitors so that the body could rest and recover. But it is also much more than that. Practices like praying together to bring peace after emotional distress are just as important (see chapter 6). Further, those around the sick person must be taken care of as well; Hannah’s father-in-law had to be fed too, and the visitors served. The food must be prepared according to everyone’s taste, whether they are people or pets, and undertaking all of this can be a rather demanding task. Specifically in relation to food, care is in the application of “kitchen ayurveda,” the knowledge of how foods can be used for healing purposes, which is generally passed down from the mother-in-law to her daughter-in-law (Visvanathan 1999). In Hannah’s story, the kitchen was undoubtedly “a site of care” (Yates-Doerr and Carney 2016).6

Furthermore, by tidying the house and making sure her mother-in-law’s dogs were clean and healthy, Hannah attended to what her mother-in-law found important. In this way, the mother-in-law did not have to worry about anything and could focus on healing. Hannah did the same on another occasion when her father-in-law was hospitalized. At that time, she got her hands dirty by picking pineapples from the family plantation. Work on the plantation was more suitable for a man, but Hannah’s husband refused to do it. Hannah did not enjoy the work and found it difficult to do, but she stood in for her father-in-law because doing what was usually his task was a part of taking care for him. Many of the practices that Hannah described were thus not directly related to health, yet they contributed to it in significant ways (see also chapter 6).

When I asked her about the involvement of her husband in the practical care for his parents, Hannah laughed and said that “he was always busy with his job. And I told him, ‘Right, and I’m jobless!’ ” While her husband used his job as an excuse, Hannah could not refuse to take care of her parents-in-law. Neither, it seemed, would she want that. She confessed that, although caring was often difficult and not particularly enjoyable for her, she was “happy that God gave her the opportunity” to provide care for her parents-in-law. Through caring, Hannah showed her dedication and humility, and it was not for nothing that “people” recognized her efforts. She was praised as a good daughter-in-law publicly, within and beyond her immediate household, and this increased her status in her community and her feelings of confidence and self-esteem.



AUTOMATIC ATTACHMENTS

Whenever I had no other plans while in Kottayam, I visited the English language school and inevitably I would discover something interesting there because the classroom was packed with nurses who wanted to go abroad. The school was also a fun place to be at around lunchtime. I was always able to sit down with the students, who readily shared with me their homemade rice, fried fish, curd and beans, and cabbage curries, neatly packed in tin lunch boxes or wrapped in yesterday’s newspapers or in a banana leaf. These were moments of playfulness, jokes were thrown around, and the halls were full of lighthearted din.

One day in February 2015 after such a lunch, I joined a class of seven students, of whom six were female nurses. While the teacher worked individually with the male student, I had the opportunity to talk to the group. All nurses were married, and all but one had previously tried to pass IELTS at least once. I describe the IELTS test and its effects in more detail later in this chapter, but here I want to bring attention to something that made me think about the relationship between daughters and their parents. As I described my research interests to these women, the one who looked the youngest among them suddenly asked, “Is there any discrepancy between girls and boys in caring for their parents?”

Her question surprised me, and I asked her what she thought of this issue. Instead of receiving a reply from her, the women almost sang in unison that there was a difference, no doubt. “Why do you say that?” I wanted to know. “Daughters know better,” one of the group said, and then went on:


NURSE: Girls are more attached to their parents, boys go out to play, spend time with their friends, are busy with their work. There are some limitations for girls, like before 6 o’clock they should be at home; otherwise, it is dangerous. For boys it is fine to go out at night, but for girls it is dangerous. The girls absorb more; they try to understand their parents more. They are better in taking care of their social relationships. It will come automatically. You learn from the family.

T. A.: And what happens when women go abroad? Do they take care of their parents financially?

NURSE: When they go abroad, daughters don’t necessarily care for their parents financially, although it also happens today in some families. Nowadays women abroad earn a lot, and they can give a certain amount also to their own parents. But after marriage this is not compulsory.

T. A.: So why do it at all, if it is not compulsory?

NURSE: We feel some responsibility towards them.

T. A.: Why did you say the daughters take care emotionally, but not financially then?

NURSE: When we marry, there are some restrictions from the husband and his family regarding where the money goes, and a wife should give her salary to her husband. But there are no restrictions about who to care for emotionally.

T. A.: Do sons also care emotionally?

NURSE: Yes, they do care, but they spend less time with the parents, that is the difference. They are engaged in their own world, they are busy, they live in their own world.

T. A.: And women are not busy?

NURSE: They are, but they find time for the parents; no matter how busy they are, they always find the time.



From my conversations with many other daughters and sons I learned that emotional attachment to parents was not exclusive to women. Many sons, too, expressed great concern for their aging parents and they were actively involved in their transnational care collectives (see chapters 4 and 6). Yet the talk of intense emotional relationship between daughters and their parents, especially mothers, arose time and again in my conversations in the field (see also Rastogi and Wampler 1999). As one female student in our group conversation said, daughters develop deep emotional attachments to their parents “automatically” through spending more time with them.

After marriage, daughters’ visits to their natal home may be regulated by their in-laws, but nobody can tell daughters about how to feel about their own parents even after marriage. Women were considered—by themselves and others—more emotional than men, and therefore naturally more inclined to provide care to aging people. As another person told me, “There is a kind of motherly nature in females that makes them do all these things, provide care, a bit more seriously than males.” This assumption underlaid the shaping of new filial obligations for daughters in transnational care collectives.



THE FILIAL DUTY TO FLY

Given the complexity of eldercare practices and their dependence on physical proximity, as Hannah’s narrative illustrated, what happened with care for aging people in those families where women migrated abroad as nurses? In chapter 3, I showed that migrating children were often accused of abandoning their parents out of their own individualistic and materialistic ambitions. Here, I argue that this was not exactly the case. Instead, I found that within transnational collectives care was reconfigured, such that new practices replaced those that were not possible anymore because of the geographic distance among family members. Without clear conventions in place, families tinkered with different sociomaterial arrangements to establish how to carry out care at a distance such that it could still be considered good (chapter 4). In this endeavor, migration was reconceptualized from an act of abandonment to a care practice. In this process, digital technologies but also money played an integral role.

To understand how migrating abroad could shape what it means to be a good daughter—or in other words, how gender and kinship became enacted in new ways through a reconfiguration of filial duties within transnational care collectives—it is important to recognize the involvement of parents in the migration process. Among many families I encountered, parents steered their daughters toward nursing from a young age, and this choice of profession was commonly taken with international migration in mind (see also Nair 2012; Nair and Percot 2007; Percot 2016). In one family, the parents encouraged all three daughters to become nurses and migrate. Their efforts were successful: at the time of my fieldwork, the eldest two daughters had settled in the United Kingdom while the youngest one, Mary, was preparing to follow them (see chapter 4). For that, she only needed to pass the IELTS examination, and she was attempting to do so for the third time.

Mary was a young woman in her mid-20s; her dark hair reached to her waist, but she was more outspoken than most other young female nurses I met. When I pointed that out to her, she laughed and said that her mother really wished she was a boy. As she was growing up, her sisters treated her in that way, too. Within days of knowing me, she invited me to visit her home. After traveling by bus on the main road for a while, we took several turns from one narrow unpaved street into another. Once at her home, Mary briefly introduced me to her parents and then showed me around. At the back of the house was a garden where Mary’s father grew spinach and other vegetables, and there was a shed where he kept his gardening and repair tools. Next to their property was a plot of land that they had to sell to finance Mary’s eldest sister’s nursing studies; the area was big enough for the buyers to build a new house on it. Once in the United Kingdom, Mary’s sister had been able to finance a renovation of her ancestral home, which now had three bedrooms, a kitchen, and a room that served as a living and dining room.

Mary’s mother was especially engaged with her daughters’ careers and migration pathways. Soon enough, she was asking me “how was Switzerland?” Instead of providing an answer, I asked her why she wanted to know about that specific country. She answered mockingly, “Because I heard the flowers there were beautiful!” Seeing the puzzled look on my face, she realized that I genuinely had no idea what she was talking about, and she explained, “I heard the wages for nurses were higher there than elsewhere.” It became clear that she considered Switzerland a potential destination country for Mary. And so I realized that although young women had their own individual motivations to pursue work abroad, such as gaining professional and personal experience, international migration was not an individual decision but a “family project” (George 2005, 43; Percot 2016). As I discovered through my further fieldwork, how independent nurses were in making decisions about migration was often related to their family’s economic background: the lower their class, the greater the family encouragement for at least one of the children to “fly.”7

Parents were heavily involved financially in the entire project of their daughters becoming successful nurses who could earn well abroad (see also Gallo 2005, 229). This started with financing the daughters’ education, first in nursing and then in the English language. The cost of nursing education has risen in recent years, with the average tuition fees reaching INR 70,000 to 100,000 (approximately USD 1,500 to 2,100) per year at the start of my fieldwork (Johnson, Green, and Maben 2014, 12).8 Families could thoroughly deplete their savings paying high college fees; in these cases, parents took loans from banks, relatives, or acquaintances (Osella and Osella 2008, 156–160; Percot 2016). One family I met borrowed money for this purpose from their wealthier neighbors, and several nurses mentioned that their families had taken out education loans, which came with steep interest rates. Then parents funded the migration process, another costly and lengthy endeavor. To migrate to English-speaking countries, nurses had to pass the IELTS examination. Fees for language classes and the exam represented additional costs. Finally, the expenses of obtaining visas, travel costs, and perhaps engaging a migration agency would add another INR 100,000 to 200,000 (USD 1,400–2,800) to the bill, according to the people I talked to.

For the lower-middle-class families of small-scale farmers, shopkeepers, and clerks, from which the nurses usually originated, the financial burden of supporting their daughters migration was considerable (Johnson, Green, and Maben 2014). The nurses and their parents mentioned borrowing money, working hard to generate savings, engaging nurses’ siblings to help financially, and even selling property as acts of great “sacrifice” on the part of parents. The nurses I met regularly reported that their parents “struggled” and “suffered a lot” to support their migration. Such linguistic expressions were related to their religious background, as idioms of suffering and sacrifice are embedded in Syrian Christianity.9

In the Eucharist, a central Syrian Christian liturgy, “gift and sacrifice are inextricably interwoven”—the birth of the Christ was a gift, and his moral life was sacrificed through crucifixion (Visvanathan 1999, 173). This resonates with the affective and material exchanges between parents and their migrating daughters. “Suffering” transpired as a way of doing sociality, which “created a strong sense of belonging to specifically those persons who were the greatest source of the suffering [and] gave children a strong sense of responsibility towards their parents” (Bomhoff 2011, 132). By contributing to parental suffering, money played an essential part in enacting migration as a new filial obligation for daughters. In line with the special attachment that daughters reportedly had with their parents, the idiom of suffering emotionally tied the daughters to parental reciprocity, which also had to be fulfilled in specific ways. In this context, for daughters to be considered good, they had to find employment abroad and send remittances back home.

To fulfill their duty of migrating for work, nurses generally first sought employment in English-speaking countries where salaries are high and where it is possible to obtain permanent residency. From there, they would be able to regularly send remittances to their parents and secure a stable financial future for themselves and their parents. This path, however, was not always easy to follow. Migration depended greatly on the receiving country and its policies toward migrant labor. In English-speaking countries, one of the most important criteria for a working visa was good knowledge of the English language, as reflected in the results of English language tests such as IELTS.10 For a working visa in countries such as the United Kingdom, United States, Canada, Australia, and New Zealand, the applicants had to pass each of the four modules (listening, reading, speaking, and writing) of IELTS with at least grade 7.0 on a 9.0 grading scale.

By contrast, countries like Oman had much lower requirements regarding language skills. This was obvious from the job advertisements I found in newspapers and online: the ads for the United Kingdom specified the required IELTS score while those for Oman only stated the years of professional experience necessary to apply. Language requirements, however, may change through time: in December 2018, the United Kingdom lowered the required IELTS grade in writing to 6.5, a change specifically addressing international nurses and midwives (Medacs Healthcare 2019).

IELTS is therefore a classification system that is at once material and symbolic (Bowker and Star 2000). According to the grade received in the IELTS test, Malayali nurses were assigned a particular place in the world in a geographical and social sense. If they scored well enough, the door to “heaven”—as one male nurse and IELTS student described English-speaking countries—was open to them. The promise was of higher financial remuneration, with all the implications this had for their social status in terms of class, including better marriage options as their worth on the “marriage market” skyrocketed. The lower the grade, the worse were their options in migration-destination countries: not scoring high enough would only enable nurses to migrate to places such as the Gulf countries, the Maldives, or Guyana where the salaries were relatively low.

A good daughter had to demonstrate her dedication to the family migration plan by attempting to pass the IELTS exam until she succeeded, which among those with whom I spoke included as many as five attempts. This process could lead to considerable mental stress due to the nurses’ feelings of guilt, coupled with social pressure, over their inability to fulfill this new filial obligation. After trying to pass the IELTS exam for several years, one nurse anxiously conveyed that her neighbors and relatives were “starting to ask” why she was still living with her parents rather than moving abroad. A nurse in her situation was expected to migrate at least to a Gulf country, where residency depended on employment and nurses earned substantially more than in India. To illustrate the differences in salaries, one senior nurse reported earning EUR 2,800 (USD 3,200) monthly while working in Malta; a junior nurse said that she received INR 80,000 (about USD 1,200) monthly in Saudi Arabia; another nurse received between OMR 900 and 1,200 (about USD 2,300–3,100) in Oman, based on her experience and length of stay there. By contrast, nurses in Kerala earned about INR 10,000 (USD 150) in 2014.

The most recent and trustworthy information about the levels of salaries, the costs of migration bureaucracy, the language requirements, and recruitment events traveled swiftly among the students within the English language school by word of mouth. One day, as I sat with a group of students to work on grammar exercises, one of them mentioned that the British National Health Service (NHS) was about to open interviews for nurses; these interviews were regularly organized in cities such as Kottayam, Kochi, and Delhi. There were five levels of the interview, including a written exam and an oral interview. Such recruiting events were free because they were organized with the support of the local government and paid for by NHS.11 By contrast, applying for a visa through a recruitment agency was costly and had to be paid out of pocket. Such recruitments were commonly advertised in the local newspapers and on billboards, and potential clients were also enlisted in person around locations where IELTS classes and exams took place. When students went for the exam, people hired by migration agencies reportedly waited outside the examination rooms and tried to talk the students into joining their agency to arrange their migration process.

In the English language school former students often paid visits to Jacob’s class. The representation of success by these visitors added to the pressure on current students to succeed in the same way. One day, a young nurse named Anju joined us over lunch “for a visit.” Anju had passed the IELTS on her first try and was now working to obtain experience in nursing, which was another common requirement for a work visa. When she arrived, Anju first tried to console one of the girls whose marriage arrangement had been “broken” just before the wedding, reportedly because she had not obtained a high enough score on IELTS. Anju had once been in the same position; her marriage arrangement was unexpectedly broken, but now she was engaged again. She had met her groom-to-be at this very school. Anju then wanted to introduce her fiancé, a tall, friendly looking young man, to Jacob. He was also a nurse and was applying to migrate to New Zealand, while Anju was applying to the United Kingdom. I asked her why they chose to apply for two countries so far apart. “Good question,” Anju laughed. The response came from her fiancé: “It’s a strategy,” he said. “We are trying to get the best deal. If the United Kingdom works for her, I will follow her. If it doesn’t work for her, we will have more options if I am applying in New Zealand.”

Anju had brought a cake for Jacob, but he said that we, the students and I, should have it. Despite his offer, nobody opened the box, so it was just passed around and then ended up sitting sad and lonely in the middle of the table. Meanwhile, it became clear that Anju’s visit had another purpose: she had come to ask Jacob for some advice on how to proceed with her application for the United Kingdom. Jacob turned to Anju’s fiancé and warned him seriously not to go to New Zealand because “the sun was dangerous there.” Then he added that nurses’ salaries were apparently not great there. In Jacob’s view, once nurses from India were able to work in Europe, they would have no problem migrating farther afield to the United States or Australia, so he encouraged the couple to focus all their efforts on Europe. “The U.S. is a heaven for nurses,” Jacob told me, “because they earn the most there.” Although the United States was not recruiting a lot at that moment, Jacob thought that “it will open up again in the next three years, so nurses should go to U.K. now so as to be ready to go to U.S. then.”

“How do you know all this?” I asked, surprised at his knowledge and the confidence and trust that he clearly had among young nurses. “I know, that’s just how it works,” he responded. After all, Jacob had been working in this language school for many years, and most of his students were nurses, so he knew the agenda inside and out. From reports that he received from his former students who regularly dropped by for a visit—and from passionately reading The Economist—he had become skilled in following migration trends. He genuinely wanted to help anyone who came to him, and that undoubtedly made him one of the most popular teachers in the school and beyond.

For many nurses, passing IELTS with a specific grade was challenging, and entailed significant costs for English language tuition and multiple test takings. IELTS was commonly a source of frustration because of many months of delays in migration, exacerbated by social pressure from extended family and even neighbors. The pressure was also financial, especially when families were under the burden of loans, including for education. Moreover, passing IELTS with grade 7.0 in all modules became a condition—or an offer—cited in marriage proposals. Unmarried men and their parents were increasingly making this request clear in their marriage advertisements, I was told.12 Most often, however, this prerequisite was concealed and not known to the potential bride and her parents until she received her IELTS results. If the grades were insufficient for her (and by extension to her future groom) to migrate to an English-speaking country, the marriage proposal might suddenly be broken. As several students of English told me, this could occur indirectly by way of the groom’s family unexpectedly demanding a higher dowry that was well above the bride’s family’s ability to pay.

Flexibility in terms of destination country shows how international migration as a filial duty was a “practical accomplishment” (Winance 2007) that was achieved through tinkering with IELTS scores, migration regimes, and marriages. But if nurses failed to migrate abroad for whatever reason, I was told that at least some parents would “stress them” about it, telling them that they were “irresponsible” and “not caring” toward them and their own (future) children. These nurses would seek an alternative solution, which often involved internal migration. Thus, the last and least desirable option would be to find employment in another Indian state, preferably in a city such as Mumbai or Delhi where salaries for nurses were reportedly higher than in Kerala, at around INR 25,000 (USD 370) monthly.

Failure to migrate internationally could result in mental and financial struggles for the whole family and could even have tragic ramifications. A notorious example was Beena Baby, a nurse who committed suicide after her “inhuman treatment” as an employee of a Mumbai hospital (Hindustan Times Correspondent Mumbai, 2011). Her fate resonated with nurses across India who received salaries that were too low to repay their educational loans, while their employers prevented them from migrating by withholding their professional certificates (Timmons, Evans, and Nair 2016, 44). Beena Baby’s suicide sparked numerous protests, which led nurses to self-organize into what later became the United Nurse Association. In April 2018, after years of protests, the Kerala government raised the minimum monthly wage for nurses to INR 20,000 (about USD 290) with significant backlash from health-care institutions (Express News Service 2018; TNM Staff 2018).

Money in the form of investments in nurses’ education was thus involved in enacting international migration as a new duty of eldercare. This duty was reinforced through the idiom of suffering, activating affect as a mechanism to create a feeling of obligation from children, especially daughters. International migration as a filial obligation involved some flexibility in terms of destination countries, but only to a certain degree. This limitation was contingent on the amount of money that the family invested into the project of migration: the larger the burden of parental suffering, specifically through assuming debt, the greater the pressure on children to successfully migrate and repay the sacrifice through remittances.



SACRIFICING FOR REMITTANCES

Significantly, for female nurses the filial obligation to migrate became more important than the duty to marry early. Migrant nurses generally did not marry before the age of 25, three years later than the average for Christian women in Kerala and five years later than all Keralite women (Percot and Rajan 2007, 321). This delay created “a window of opportunity,” as one nurse told me, laughing. During the years between finishing studies and marrying, daughters could earn a salary to “repay the suffering” of their parents via remittances, as several explained, without potential restrictions imposed by in-laws. In this way, another new filial obligation came to enact good daughters within transnational care collectives: sending remittances to their parents.

By fulfilling this obligation, daughters helped their natal families considerably. For example, as an unmarried nurse in her mid-20s who had been working in the Gulf for a year, Nisha regularly sent almost all her monthly salary to her parents. Her financial contribution to the household sufficed to cover her parents’ and younger brother’s living expenses because none of them worked; to repay her educational loan; to pay her brother’s university fees; and to renovate the family’s house. Although Nisha was barely on speaking terms with her father, her remittances paid for his health expenses after his stroke. Besides all this, Nisha was also saving money for her own dowry as was common for migrating nurses.

I visited Nisha’s family at their home, in a rural setting outside of Kottayam, with Elia, a young professional who worked in a bank, as my interpreter. Nisha’s single-story house, surrounded with a garden and tall rubber trees, was freshly repainted. On the outside it was bright pink, and on the inside the light blue shade of the walls matched well with the wooden flooring. There were still painting buckets in the corner of one room. Nisha’s mother, a small woman with a wrinkled face, wearing a black and white nighty, explained that they wanted to renovate the house further, enlarge it even, but they would do it later.

Nisha’s father, wearing a white shirt and a red and blue checkered lungi, sat on a plastic chair in the corner of the sitting room while Nisha sat on a cushioned bench across from me. The main door made a kind of a fence between the two of them. Without saying a word, he brought an extra fan in the room and pointed it at Elia and me. Later, Elia and I discussed how fathers would commonly quietly disappear from the house whenever I visited, and Elia said that such behavior was quite typical. Fathers were “the head of the family,” and they probably did not want to show their ignorance—they could not speak English well, so they preferred to leave. Nisha’s father had remained in the room, but during the conversation that followed, Nisha’s mother had the most to say.

As soon as we sat in the car again, pulling off the driveway, Elia mumbled in a low voice, “Typical family.” “What do you mean?” I asked, astonished.


Remember when you asked the mother why it was so important for her to know that Nisha was doing well abroad? She replied that she was concerned about her daughter, yes, but her initial response was actually that the daughter needed to be healthy to keep working! Then, when asking about what the mother wished for her daughter, she said, “To find a good husband who would allow her to keep supporting us.”

The girl gets 80,000 rupees [around USD 1,000] a month in the Gulf, of which she sends 70,000 rupees [over USD 900] home. That’s an enormous amount! And where does that money go? Nisha’s own education loan needs to be paid off, the interests are high on it, and as she couldn’t repay it while studying, so that is about 4 to 5 lahk [US$5,300–6,600]. Then she is paying for her brother’s education for which they are not taking a loan. She is paying for all the expenses in the house as neither her mother or father have any work, she’s paying for health expenses, as her father had a stroke. Then think of the house renovation, the computer, and now they’re starting to plan her wedding. Nisha has started buying gold, and for that she asked permission from her mother!

She’s paying for her brother’s study fees, too. But once he grows up, he will most likely forget all about his sister’s help. He will be the treasure of the family, and she will be treated as if she has never even been there. So she might end up hurt and disappointed. I just hope the girl will not get cheated.



Elia’s assumptions were not completely ungrounded. I came across multiple examples of families in which women worked hard, only to pay for their sisters’ dowries and their brothers’ education. But at the end of the day, when their inheritance was to be divided, the sons typically acquired all the property while the daughters were left with peanuts.

“These daughters, they are nothing but milking cows,” Elia firmly concluded. I was struck by this image, and it continued to haunt me. In patrilineal Indian families, daughters have long represented an economic burden to their parents due to the practice of dowry, and many considered spending money on their daughters, for example, by paying for their education, as “investing in another family’s daughter-in-law” (Das Gupta et al. 2003, 17). However, in transnational nurse families, this had changed: “the ‘burden of having a daughter’ … turns out much lighter if she is able to get a nursing diploma” (Percot 2016, 256). Even more, due to their ability to send home remittances from abroad, daughters with nursing degrees became an “asset” (George 2005, 42).

Throughout my fieldwork, I never came across any nurse that would complain about migrating, and I did not hear anyone use the expression about milking cows again. Quite on the contrary, most nurses were satisfied of their decision to migrate; they were happy and proud to be able to help their families in Kerala (see chapter 6). Additionally, they emphasized the benefits of migration for them and their own children. As I describe later in this chapter, many made it clear that they were abroad not only for their parents, but also to ensure their own pensions and support the education of their children, so they were investing in their future, too. In contrast to Nisha who was still young and unmarried, the nurses I met in Oman, who were married and in their 50s, assumed more control over their money and how they spent and distributed it. Despite not enjoying the same privileges as the local population, they found ways to enjoy themselves. Even among those who did not have their family nearby, many appreciated their relative freedom from some obligations, such as attending countless social events, that come with being embedded in the thick social network in Kerala.

It is impossible to establish the degree to which any nurse may have been pressured into migration and into sending remittances. One thing is evident, however: the decision to migrate was generally not entirely their own because this process required a great deal of investment in terms of time, finances, and emotions from the whole family. The idioms of parental sacrifice and suffering commonly played a role in emotionally tying children, particularly daughters, to their new filial obligations of migrating abroad and sending home remittances. When complying, such children were also referred to as good children by their parents, those around them, and even themselves. “Yes, I am buying all the phones and everything for my parents,” one male nurse told me with a sense of pride in his voice. “See, I’m a good son!” he added and laughed.

The stories of nurses from Kerala and their families indicate that good care is a matter of making certain decisions, with contingent sacrifices. They also shed light on broader questions of care: could some practices still be considered as enacting care if they were undertaken out of compulsion rather than genuine concern? To what extent does one sacrifice oneself to provide good care for others, in this case one’s parents? Some insight on this comes from Vasu, a priest I interviewed about what it meant to be a good son or daughter within the Syrian Christian ethics:


You might have heard about this Biblical statement, “Love your neighbor as you love yourself.” It’s the most misunderstood statement, I think. Everyone is talking about loving your neighbor. But that sentence is meaningful only with the other part—as you love yourself. That means, first you need to love yourself. First you need to know yourself. Respect and accept who you are and what you are. Only then you can love your neighbor.

You need to be healthy yourself, only then you can care for others. But unfortunately, in many cases that doesn’t happen. Children often love their parents blindly. But when you love your parents, first you need to be healthy to support them, physically, mentally, and emotionally. If you are emotionally unwell, how can you emotionally support your mother or father? If you are physically not healthy, how can you physically lift your mother when she needs it?

I know a nurse from Kerala who lives in Europe. She is blindly supporting her family financially, emotionally, in every way. But she is not physically fit. She is having serious health issues. She shouldn’t work every day, her work schedules should be shorter, with less hours. She has told me all about it. Yet she doesn’t care about that, and she’s doing extra work, overtime, to send that extra money to her family in Kerala, to her parents and parents-in-law. She is trying to be a good daughter, but she is sacrificing her own health for this. Meanwhile, I visit her family often because I sometimes buy things for them on her behalf. They know she is sick, but they say, “Oh, she is young, it’s OK.” She is now in her late 40s, so ignoring health issues at this age could mean serious consequences for her.

And this is not the only case; you could find many similar examples. It is important to help your family, yes, but first you need to make sure you yourself are well, in every aspect.



Despite remittances being such a significant element of transnational care collectives, receiving money from daughters was a sensitive topic to discuss with parents. Generally speaking, in patrilineal Indian families, parents tend to “incur a considerable loss of respect” if they are cared for, financially or otherwise, by their own daughters (Lamb 2000, 84). In line with that, the parents of female nurses often found it difficult to acknowledge publicly that they were being supported by their daughters. Those who did talk about accepting their daughters’ financial contributions justified their actions through idioms of suffering and sacrifice.

For instance, one father firmly declared that he did not want to depend financially on his daughters, so he continued to work himself. His wife, however, emphasized that she and her husband “suffered a lot” for their daughters. She added that while they could “not demand” anything from them, it was perfectly fine to “accept whatever [their] daughters were willing to give.”

The practice of daughters sending remittances was thus fraught with “intergenerational ambivalence” (Gallo 2018). Parents could not make open demands on their daughters for remittances or complain if they did not receive any or enough, yet they also depended on their daughters’ financial support. Despite the efforts of the Indian government to increase health insurance and pension coverage beyond specific target groups, more than 70 percent of older adults in Kerala depend on their children or other relatives for living and health expenses (van Dullemen and de Bruijn 2015; Zachariah, Mathew, and Rajan 2003, 402). To mitigate the contradiction between their financial needs and the patriarchal stipulations of financial independence from daughters, parents tended to appeal to their daughters’ emotions via activating the idioms of “suffering” and “sacrifice” and by “accepting” rather than “expecting” financial support from them. Thus, as sending remittances to their own parents became a new duty for good daughters, the way in which this norm was enacted did not directly confront the patrilineal system.

By migrating abroad, the nurses were not only repaying the sacrifice to their parents, but were also making sacrifices themselves, such as being separated from their spouses and children for various periods of time. Such sacrifice was less heavy if they managed to migrate to a country where they also saw benefits for themselves. When they succeeded in finding employment in a European country or in the United States, United Kingdom, Canada, or Australia, they mentioned a number of reasons for migration other than financial care for their family. Nurses commonly told me that the “standard of living” was better in those countries and so were work conditions. Their friends who were already in one of those countries had reported that they were better respected at work, they had greater opportunities for learning and promotion, and the general facilities—from shopping to public infrastructure and education—were seen to be superior to those found in Kerala. Besides, those countries offered generous pensions to which they were entitled upon retiring.

Despite all this, migration could be emotionally challenging even for young nurses in Europe. Pia, for example, migrated to Germany during the COVID-19 pandemic when the need for nurses increased there; however, because the migration procedure was demanding, she had to leave her young daughter in the care of her parents. “It was really very hard for me to cope without my family, but I sacrificed for a bright future, and I hope that I can bring my family to Germany soon,” she wrote in a WhatsApp message.



REDISTRIBUTING CARE WORKLOAD

Besides the immediate impact of improving the family’s financial situation, the money that nurses earn abroad can help them to marry into a “good family.” This indicates a family that is well positioned in terms of class and caste as well as an advance over the social status of their natal family. With a female nurse’s marriage, the “window of opportunity” for her parents to receive remittances could close because afterward she should start contributing financially to her in-laws (see also Gallo 2005).

Some parents hoped to reduce this risk through their choice of the groom. Nisha’s mother, for example, wanted to find “a good husband” for her daughter, meaning “one that would allow Nisha to keep supporting us after marriage.” A “good husband,” then, would accept that his wife financially supports her parents. This sort of tolerance was not conventional, but it became a sought-after quality in marriage negotiations. The nurses’ in-laws expected their migrating daughters-in-law to share their income with their husbands, call their parents-in-law regularly, and stay with them when visiting Kerala. These practices were in line with the prescribed role of daughters-in-law within the patrilineal system. But the money that the nurses earned increased their bargaining power with their in-laws such that they could negotiate about caring for their own parents as well as meeting their care responsibilities to their new husband’s family.

Sara, for example, whose story served as an opening to this book (see chapter 1), had been working and living by herself in Oman for over a decade with the main goal to provide financial support for her husband, children, mother-in-law, and parents in Kerala. This is how she described her obligation to reciprocate her parents’ investment in her, rather than focusing exclusively on her in-laws:


I am giving preference to my parents rather than my in-laws. I am always telling that to my husband, then he tells me, “But your home is here,” in his parents’ house. Then I say, “No, don’t think like that, because if my parents didn’t educate me, I would be nothing, I would not get any money … Because of my parents I got this job. If they didn’t educate me, I would not get the chance to migrate. Nothing from your side, no? All support came from my parents. Because of them I got this job. So I have to see them first.”



Despite her husband’s initial protests, Sara felt deeply obliged to reciprocate to her parents through remittances and also by visiting them when on leave in Kerala. She used the bargaining power she had gained by becoming the family breadwinner to convince her husband, Alvin, that it was the right thing to do. Sara referred to her parents’ “struggling” to justify that “all parents, mine and my husband’s, are the same” in deserving support from their children. In this way, money helped to establish new norms of intergenerational reciprocity, whereby daughters played a key role in the economic and affective care for their parents as well as parents-in-law.

This was significantly different from the discourse on eldercare that discouraged daughters from financially supporting their parents and from living with them (Bomhoff 2011, 205). Further, this mentality was transferred to the next generation: “Just as my parents sacrificed for me, that’s how I am now sacrificing for my children,” Sara stated firmly. “Now I am here, I am struggling for them. They must understand that. My husband and I need to forget about our wife–husband relation, for them! So, when they marry, they must also think, ‘See, my parents struggled for me, so I cannot forget that.’ ”

As daughters successfully advocated for sharing remittances and staying with their parents while on leave, these practices also influenced their care workload. Sara described her physical exhaustion from paying attention to her parents as well as her mother-in-law during her yearly visits to Kerala. “When I’m in Kerala, I am mentally ok, but physically I’m not well,” Sara told me and smiled. “If I stay at my parent’s house one night, I have to stay at my husband’s house with him and my mother-in-law the next. So, I alternate like this, traveling every day. Then I tell my husband, ‘Oh my god, I want to sleep like in Oman!’ ” She laughed.

Nevertheless, it would be difficult to claim that for married nurses working abroad the eldercare workload simply doubled. Rather, husbands became active members of their transnational care collectives, too. Within these collectives the care workload became distributed differently in the context of the changing constructions of masculinity, which also increasingly came to include men as child-carers (see also Gallo 2006; Gallo and Scrinzi 2016; Osella and Osella 2006) and, as I show, elder-carers. This shift occurred in tandem with new ways of enacting the norms for good daughters.

Alvin, Sara’s husband, was a case in point. Alvin was a lean, humble, and polite man, and when I briefly met him in Kerala, he smiled a lot and spoke softly. He also seemed a bit nervous, perhaps because he was in a hurry to pick up their children from school. He had just enough time to explain that he had joined his wife in Oman for a few years but then returned to Kerala because his mother was alone and not very healthy—she “struggled with breathlessness.” So Sara “sent him” to stay with his mother. In this way, Alvin could also take care of their children and Sara’s parents. Sara suggested this arrangement to Alvin because she could “make as much money in one month as he would have made in three to four months.”

Once in Kerala, Alvin worked on renovating his ancestral home, which he would eventually inherit. He regularly traveled by car between his mother’s and his in-laws’ houses, which were about two hours apart, taking care of food supplies, house maintenance, and visits to the doctor when needed. Because Alvin had no income of his own, he was unable to take care of his mother financially as a good son would do. Instead, he stood in for Sara by providing practical care to his mother and to his parents-in-law. He said, “I take care of the three of them, because one day we, too, are going to be old” (see chapter 3).

The changes in Sara’s and Alvin’s eldercare practices reflected their different levels of bargaining power, which were directly linked to their earning (in)abilities shaped by international migration. Alvin’s example shows how international migration “opens up new space representing newly emergent assemblages of gender, power, economics and cultural ideals that may put pressure on men to perform their masculinities differently, or at least more flexibly” (Yeoh and Ramdas 2014, 1203). In transnational care collectives with female nurses abroad, men’s duties shifted to support eldercare while their role as financial providers decreased. As eldercare practices became reconfigured for daughters and their husbands, the care workload became redistributed in new ways. This enabled family members to continue practicing care, rather than outsourcing it to non-kin from poorer parts of India or the world, as the literature on global care chains describes (Yeates 2012; see chapter 2).

Exploring changes in gender roles in relation to childcare among Sri Lankan transnational families, Michele Gamburd (2008, 23) found that new expectations for migrating mothers and left-behind fathers “reflect the influence of global economy on local social structures.” Investigating eldercare practices in transnational care collectives reveals new layers of complexity about gender and kinship. The transformations of the daughter–parent relationship, whereby daughters became primary carers for their own parents through financial, practical, and emotional care, are significant for patriarchal Syrian Christian families in which, just a generation ago, married women had to leave their natal families and focus on their ties with and responsibilities for in-laws (Gallo 2005). The new duties of good daughters conflicted with the Syrian Christian patriarchal practices and beliefs, and so the new care practices I described here were also replete with ambivalence. But rather than openly contesting the conventional way of life, transnational families employed the idioms of parental suffering and sacrifice and talked of accepting rather than expecting financial support from daughters. Moreover, the changes in bargaining power of married daughters remained limited as daughters continued practicing care also for their parents-in-laws, albeit in a different form than in conventional families.

Transnational care collectives were thus established in the context of a complex “geohistory” (Raghuram 2016) of Kerala, influenced by Syrian Christian ethics of eldercare and by patriarchal practices that are common across India, such as the arranged marriage, dowry, patrilineal inheritance system, and patrilocality. Broadening the scope of material semiotics beyond digital technologies showed that within this particular geohistory another nonhuman actor participated in enacting eldercare at a distance: money. For migrating nurses’ parents, money in the form of education fees and loans represented an investment, not only to improve the lives of their children and (future) grandchildren but also to support their own eldercare. Their return on investment would materialize through remittances, which were significant against the background of limited social benefits for older adults in India.

Within eldercare practices, an empirical ethics analysis showed, money profoundly influenced the identity of female nurses as good daughters. Through mobilizing affect via idioms of suffering and repaying the sacrifice, money contributed to shifting their filial duties from marrying early to migrating abroad, sending remittances, visiting, and—as I elaborated on in chapter 4—calling home regularly and often more frequently than sons. In the final chapter of this book, I focus again on digital technologies to explore how caring for health and well-being, in particular, is attended to within transnational care collectives.
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6   •   DOING HEALTH
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Care for older adults becomes increasingly complex with time, as the body concedes to the needs and demands of advanced years. Within transnational care collectives of the families I encountered, taking care of health and attending to illness were daily concerns. The parents who were in their 50s and 60s were mostly physically and mentally fit, socially active, including joining religious events, and many engaged in some sort of work, either as shopkeepers, small-scale farmers, or professionals. Many of them, however, had chronic health problems such as diabetes and high blood pressure, and some experienced acute states like food poisoning or fractured bones. Still, they generally were able to manage the practicalities themselves or with the help of neighbors and relatives living nearby.

In this chapter, I explore how health-related situations were attended to within transnational care collectives: what kind of health care was enacted at a distance and through which specific practices? How did digital technologies—and also money—participate in them? What new technologies became included? Who beyond the parents in Kerala and the migrating children became included? And finally, what ambivalences, tensions, and creative solutions arose? I show how phones, photographs, and webcams on smartphones were involved in care practices such as managing chronic illness, responding to health emergencies, and reorienting attention to those who were perceived the most vulnerable during the COVID-19 pandemic.

With age, things tend to change in terms of bodies and minds but also attitudes. If at one point in the family history good eldercare could be reasonably well enacted through the practices of migrating abroad, sending remittances, visiting, and calling frequently (see chapters 4 and 5), an older parent’s failing body and mind might put these practices into question as the best care or the kind of good care and caring relationships that the families would wish for. In chapter 5, I wrote about the sacrifices that the parents endure to enable their children to migrate internationally, and the sacrifices that some adult children, especially women who live abroad alone, make through migration. At the end of this chapter, I look at how the families deal with the approaching end of life and yet another kind of sacrifice, which is involved in making decisions about returning to Kerala, either temporarily or permanently, to attend to their parents’ ill health. Would the children, by then themselves often entering the second half of their lives, sacrifice work opportunities to be physically near their parents? Or would they sacrifice their career and financial flows and return to Kerala, not only for their relationship with their parents but also in support of the relationships between their own children and their grandparents? What are the ethics of such decisions when they eventually must be made?

Each of the available options, of course, comes with its own consequences that have to be taken into account and be accounted for. As my fieldwork shows, the decisions people make in relation to their migration pathways, departures, and returns reflect and shape who they are as good daughters and sons—hence, these decisions are also an issue of ethics and affect.


TELEMONITORING CHRONIC ILLNESS

Toward the end of February 2014, I climbed into a small van that belonged to an Ayurvedic clinic based south of Kottayam, where I was staying for a few weeks. Madesh, who climbed into the driver’s seat, was taking me to visit two of his patients, Achamma and Pathrose, an older couple who had four daughters. One daughter, Teresa, was a nurse living in the United States, another was a nurse working in Kuwait, the third was a teacher in a city about three hours’ drive away, and the fourth daughter was married and lived around the corner from her parents’ home.

Achamma and Pathrose lived alone in a house with a garden, bordering on railway tracks. In contrast to the villas financed with “nurse money” that I had seen elsewhere, theirs was a modest single-story house with a veranda protected with a poomukham, the traditional teak railing. This was where we found Pathrose, sitting comfortably in his reclining chair, also made of teak wood. We could hear Achamma busy in the kitchen, the tin plates and pots clinking against each other. I noticed right away that it was difficult for Pathrose to move because he did not stand up to meet us. But then Achamma, a strong and spirited woman, emerged from the house gloriously, pushing away the door curtain with a wide smile across her face. In a matter of moments, the round rattan table in front of us was covered with plates of fresh, sweet jackfruit, guava, and coffee. Cheerfully chatting away, she noted that her husband was “the quiet one” of the couple. “That’s how God makes things—puts one such one such together so they can get along!” she laughed.

Of the four daughters, Teresa lived the farthest away from them in terms of geographic distance, yet Achamma talked mostly about her. She told us that Teresa called them on the phone every day, but they only heard from their daughter in Kuwait once a week. When Achamma suggested renovating their house, Teresa, in contrast to her siblings, readily accepted that they did not want to sell it; instead, she supported her parents’ wishes and invested in the renovations. That was why she would inherit the house, Achamma and Pathrose had decided. Despite their having so much affection for Teresa, I was surprised to hear Achamma resolutely say that she would never move with her to the United States. “Look at all the fruits that grow in our garden—jackfruit, mango, coconut! Can you get that in the U.S.? No!”1

Achamma gave me Teresa’s phone number, and about two weeks later I managed to reach her on the phone. For me, sitting in my tiny rented room in Kerala, it was late in the evening, but for Teresa it was early morning in California. She had arrived home after her night shift when she called me.

“I have just saved a person who had a heart attack,” she said, and in her voice I could hear genuine happiness and relief, without pride. Despite having had a hard night, she did not want to schedule a meeting for a future time—she preferred to talk to me immediately. And so we talked for an hour and a half, interrupted only briefly as my landlady rang my doorbell to bring me plate that was generously laden with rice, lentils, cabbage curry, and fried fish for dinner.

Teresa had lived with her own family in the United States for the past eight years, and not a day went by without her calling her parents. She actually called twice a day—before and after her night shift. Through a subscription to Vonage, Teresa could call inexpensively through the internet on their landline phone.2 The twelve-hour time difference worked perfectly for their transnational care collective because their calls always took place at the same interval, at dusk and dawn. Through our discussion it became clear that Teresa was particularly attuned to her parents’ health; her father had Parkinson’s disease as well as a chronic skin rash:


I ask my mother, “Morning, how is dad, where is he sitting?” So I know if he is sitting, where he is sitting, and what he is saying; I know his mood. I ask my mom, “Is there any sign of skin infection on his leg? Is he fine moving the lower leg? How is the temperature? What is the color of the skin?” I always ask my mom all these questions. Then I ask her about the site of the wound. How often is it getting worse? Then I have a picture, oh, that is that. OK. It’s that same chronic condition.

Today also my mom was saying my dad has some skin problem on his lower legs, and I told her, “Give him some massage so he will have more circulation to that part. That’s all, don’t take him to any hospital, they will put him there, and he will get lots of antibiotics, and I don’t want him to go for that.” I always tell them what to do, which kind of blood test they should do. Then I ask about the report, and I give them directions on how to proceed. I don’t want them to go for aggressive medical management; they are in their 80s or 70s, that doesn’t make any sense to me. I just want them to be comfortable.



Achamma took care of Pathrose practically, by taking him for laboratory tests, for example, but Teresa was deeply involved in doing health care for both her parents. Her support through the phone was neither exclusively emotional nor was it only a form of communication, but it was very pragmatic, too. By making health care at a distance possible, the phone shaped this transnational care collective in several ways. Through daily updates about the smallest details concerning her father’s state, gained explicitly through her mother’s descriptions or implicitly through nuances of her father’s voice and words, Teresa continuously monitored his chronic illnesses, from his skin problem to his Parkinson’s disease. The phone, which affords only the transmission of sound, required that Teresa sharpen her listening skills to be able to read her father’s voice. Attentive listening was necessary on the phone to discern nuances in the voice and to interpret the meanings of silence (Baldassar 2008; Genovese 2004). And, although the phone did not afford the transmission of visual images, it allowed for visualization; Teresa was using her mother’s eyes to form a mental image of the body she was examining at a distance. In doing so, she built on her professional knowledge as well as the intimate familiarity she had with her parents. Teresa thus used her multilayered knowledge of her parents’ situation, including about their health histories, personalities, and the relation between them, to set a diagnosis and “direct” them in treatment at a distance.

But why was it important for Teresa to call home as frequently as twice a day? “In this way, I am always there for them; it makes it possible for me to find out if they have any problems and then to call others around them in case they need any help,” Teresa explained. Through frequent calls, she signaled to her parents that her caring “attitude” continued despite geographic distance (see chapter 4). More than that, this allowed her to maintain her parents’ trust, which she deemed highly important to ensure that they follow the health-related advice which she provided on the phone.

“Trust is the main thing, they must trust you to do what you are telling them to do,” Teresa explained. She contrasted her situation with that of her younger sister, who was a nurse working in Kuwait. Teresa had an impression their parents did not take her sister’s health advice as seriously as they took hers. After a moment of consideration, she added, “I know my father very well. I know each word that is going to come out of his mouth, when it means something. And I know what is going on between my parents. That’s the way this is working out here, otherwise it would not.” To carry out telemonitoring successfully, then, frequent calling was key to maintain the trust and the intimate knowledge of Pathrose’s illness and of the relationship between him and Achamma, who was the primary hands-on caregiver within this collective.

Digital technologies were clearly significant to telemonitor chronic conditions across distance. Additionally, monitoring was accompanied by other care practices, such as mobilizing people—kin or non-kin—in Teresa’s parents’ vicinity to provide practical assistance with health-care technologies. Through a video call via WhatsApp, Aaron, an unmarried nurse working in the United Kingdom and the only son to his parents living in Kerala, shared with me how he was arranging care for his father, who had chronic obstructive pulmonary disease (COPD), through his smartphone:


My father has a problem with breathing; he is on oxygen support. And my mom is diabetic, type 2, but she’s doing well at the moment. I talk to her every day, but with my father it’s more difficult. We often have different views on things, so it’s hard for me to control him in any way. I told him that they should come here and live with me, that would make everything easier for us, as I’m an only son and there’s nobody I can ask for help in Kerala, no brothers. But he firmly said, “No, I’m not coming!”—and that’s it. So I manage everything from the U.K.

Fortunately, I have a good job, far better than being a nurse in India, and I’m getting a fairly good salary. This allows me to buy all the equipment needed to support a person with COPD in the U.K., and I send it over to my parents via DHL.3 Oxygen concentrator, pulse oximetry, all sort of things. Now my house in Kerala is like a small hospital. There are three oxygen concentrators, two DPIs [dry powder inhalers], everything is there.

I’m managing things like that over the phone. I talk and talk and talk to people. I have a few friends back home, and I ask them to help my parents when needed, like with setting up the equipment. I pay them some money for that, maybe 20 to 30 pounds (25–40 U.S. dollars) once in a while, so they are happy. They are not nurses, but they know how to connect the oxygen and so on. It’s really not that complicated.



Aaron’s struggle with taking care of his father was partially linked to his father’s character. In contrast with Teresa’s parents, Aaron’s father was difficult to convince into following any advice, including the idea to relocate abroad (but see Lamb 2009). Moreover, Aaron was an only child, so he had to be creative with organizing hands-on support for his parents. To attend to Aaron’s father’s serious chronic condition, the transnational care collective was extended to include new people and even new technologies. Multiple health-care devices had to be bought, shipped, installed, and maintained, and a smartphone allowed Aaron to activate and organize several of his friends around this activity.

Money, again, played a part in the form of small payments because this was the most feasible way for Aaron to reciprocate with his friends at a distance (see chapter 4). But his friends were also made a part of the collective through in-person socializing: “When I’m in Kerala, I just invite them for a drink, we have a kind of a party.” Without brothers, Aaron invested time and money into maintaining such non-kin relationships so that he could rely on these friendships for the purpose of enacting health care for his parents when needed. This kind of work is rarely seen as a care practice or as health care, yet it was of critical, probably life-saving importance to Aaron’s father, as I describe in the next section of this chapter.

More commonly, to support parents’ health care, transnational care collectives included nurses’ younger siblings who stayed near or with their parents at least until they had finished their studies. Nurse Meena, whom I met in her apartment on the seventh floor of a magnificent block of flats in Muscat, Oman, told me that this was the case in her family. Meena’s parents were still relatively young; her mother Sandra was in her 50s, and her father James in his 60s. But James was not in the best of health—he had “sugar,” a term that people commonly used to refer to diabetes. His long-term use of diabetes medicines had triggered other health issues, too. As the only health-care professional in her natal and in-law families, Meena was the first point of contact when health-care related advice was needed: “When having any questions about health, I am the first person my mother would call, because I am the only one in the medical field in my family,” Meena told me proudly. “Both from my family and from my husband’s family, whatever health problem they are facing, they would call me. They cannot go to the doctor for every small issue, of course, because they live a bit out from any major town.”

Meena’s experience, I found, was in stark contrast with that of male nurses abroad. Anthony, for example, told me that none of his family members, near or far, would ever consult him on any health issue. When I asked him why he thought that was, he replied, “Because nurses are not doctors. They think we don’t know anything, we are far below in the hierarchy.” Although I heard such reasoning from some other nurses, too, I suspect that the practice of relatives asking nurses for health advice also depended on gender—my fieldwork showed that female nurses are more easily asked for help than male nurses. In chapter 5, I write about how care is often associated with women as a trait that comes to them almost naturally, and it might be that this outlook influences seeking health advice among family members.

Still, even for Meena there were instances in which her advice through the phone did not suffice. Most disturbingly, James occasionally experienced hypoglycemia—a sudden, dangerously low insulin level in his blood—and Sandra could not manage that alone. He might be sweating a lot, or might feel very weak or be shivering; he could identify the hypoglycemia himself according to such symptoms. But it was difficult to know when exactly this would happen, either during the day or at night. Once, Sandra was unsure whether James was sleeping or had fallen unconscious due to hypoglycemia, so she panicked and woke him up from sleep. Events like this were difficult for Sandra, and she often struggled to sleep out of worry for her husband. “He sleeps at night, I sleep by day,” she told Meena once.

Because of James’s poor health, Meena’s younger brother Aju enrolled at a university nearby although he would have preferred to study in another Indian state. Meena’s father had to undergo regular monthly checkups at the local hospital. Meena’s parents had a car—yet another nonhuman actor shaping health care for James—but they did not drive. So the person who would usually drive them was Aju or, in case he was not available, his cousin who also lived nearby. “We don’t have drivers, we have to drive ourselves,” Meena added, implicitly noting her family’s class because only wealthier people would be able to hire personal drivers in Kerala.

In enacting health care for parents with chronic illnesses, various new human and nonhuman participants joined the transnational care collective, shaping its dynamic in different ways. Which people, from siblings to friends and drivers, and which material objects, from smartphones to specialized health-care devices and cars, became included (or not) often depended on one of the key actors: money. At the same time, affect was an important underlying “glue” (cf. Vertovec 2004) for the collective. This is illustrated through Teresa’s daily calls to her parents and her respecting their wish to keep their ancestral home, which fostered trust in their collective. Affect was mobilized through Aaron’s regular partying with friends to uphold a sense of a friendship grounded in mutual respect and reciprocity, with the aim of securing care for his parents in times of need.

Affective ties both stimulate and are strengthened through practices such as daily calling, giving advice over the phone, negotiating co-residence with siblings, and partying with friends. These practices all demand time and energy, yet some of them can be more easily recognized as (health)care practices than others. However, over time these seemingly unrelated things that migrating nurses do, both at a distance and when visiting Kerala, are crucial to enacting health care through transnational care collectives.



ACTION IN EMERGENCY

One day, a couple of years before I met their family, Teresa picked up her phone in California only to learn that her mother had suffered a stroke. Teresa did not think twice about it: she immediately bought a plane ticket to return to Kerala as soon as possible. She arrived four days after the event, and her sister came from Kuwait three days after her. Achamma was lucky because her son-in-law who lived nearby had answered her call for help. He transported Achamma to a hospital in a major city, a road trip that took them almost five hours. They decided to drive so far because the local doctor would only attend to her the next morning, so the family chose to make arrangements for clinical care in Kerala’s capital and were on their way immediately.

“When my mother had a stroke,” Teresa told me on the phone, “I came and stayed with her for five weeks. A physiotherapist came for a home visit and went through the whole exercise program with me so I could learn how to do it. I helped my mother with that program three, four times a day. By the time I returned to the United States, she started walking again. I am always there whenever they need me because we can have family leave from work when our parents are in trouble. I always take that if I need to. I was traveling back and forth for around eight or ten times in the past eight years since I’ve lived in the U.S. I’m only not planning to come this year. Well, if they need, I’ll go, but for the moment, it sounds like they are fine.”

Whether nurses could return to Kerala to visit their ill parents depended on the circumstances, most importantly in terms of their country of residence. This determined their work conditions, including family leave, but also the costs of the trip and the time it would take to reach Kerala. In the language school I met Ela, a middle-aged nurse who had lived in the United Arab Emirates (UAE) for several years; at the time of our encounter, she was preparing to take the IELTS test to move to an English-speaking country next. During her stay in UAE, Ela’s mother was diagnosed with cancer. Upon learning of this news, Ela instantly took emergency leave and was at home the same day. Within one year, Ela traveled to Kerala three times for about ten to fifteen days, using all the leave she could obtain.

John, by contrast, regretted that he could only return home after three years in Guyana because the journey took two or three days and the return flight ticket cost about USD 2,500, while the salary for nurses was not as high as in English-speaking countries. Because of this John was not informed of his father’s accident. When he finally returned for a visit, John was shocked to notice the stiches in his father’s shoulder. As his mother explained, “There’s nothing he could do from so far away, so why bother him? He would only be tense. That’s why I didn’t tell him. He’s not very near to us to come running to help.” By avoiding talking about the father’s accident, John’s mother was protecting her son from what she deemed was unnecessary stress.

Being aware of the possibility of their parents’ keeping health issues from them, some sons found a way around this, such as engaging a good friend to regularly drop by their parents’ home with a smartphone or a tablet. In this way, a webcam made it possible for sons to check on their parents by looking for visual signs of ill health (see chapter 4). By contrast, daughters had less need for such arrangements; none of the parents I talked to ever mentioned they did “not want to bother” their daughters abroad by sharing their health-related concerns with them. John, too, mentioned that he would like to have a webcam connection with his parents more often to check on them and also to see them age. After three years away, it saddened him deeply to see how much their faces had changed, how they had aged while he was not aware of it. But he also realized that teaching his parents how to use a computer might be challenging.

Other circumstances, such as the COVID-19 pandemic, could also impact the ability to return home. When Aaron’s father, already vulnerable because of his COPD, contracted COVID-19 in the spring of 2021, Aaron knew he could not fly home. His previous endeavor in traveling during the pandemic had entailed twenty-eight days of home quarantine in Kerala and then a repartition flight to return to his work in the United Kingdom. This experience had made it clear to him that an impromptu visit was not an option.

“I couldn’t travel because there were no flights operating at that time. It was a very hard time; I couldn’t do anything. I was absolutely stunned because I couldn’t even go and see what was happening at home. Then, to return to the U.K. I would have to hotel quarantine for two weeks, which would cost around 2,000 pounds [USD 2,600], in a London hotel, very expensive. No.” Aaron laughed at the thought of it. “Just no.”

“How did you learn that your father was infected with COVID-19?” I asked.


I contact my parents every day, and one day in May 2021 my father was shivering and behaving very erratically, so I realized that something was wrong. I didn’t waste any time. I told my mom, he must go to the hospital. It can be catastrophic if he doesn’t get proper treatment! I googled for a private ambulance, which I first had to pay. Then they picked up my father, along with my mom, and they were taken straight to the hospital.

My father was admitted for five or six hours. They did some laboratory investigations of blood, and then they said he needed an ICU [intensive care unit] bed, but they also claimed that there weren’t enough beds available. I had to threaten them by saying that I will contact the human rights council! I immediately started sending emails to the hospital management to complain, and I then also asked one of my friends who is a member of a local political party to call the hospital and talk to them. And that’s what he did. The hospital management again asked for money, they wanted 50,000 Indian rupees [650 U.S. dollars] immediately. Finally, when I assured them that they would receive the payment, my father was admitted for fourteen days.

During that time, my mom was calling me all the time, every ten minutes, even during my work time. So I couldn’t concentrate on my work, and I had to take a week of leave. After one week or so, my uncle started helping her, so things were better. But initially I was constantly on the phone. I took annual leave, not unpaid leave. I needed money, of course, and at the same time, I was absolutely stressed out. I was constantly on the phone, but at least in this way I was there for my mother, on the phone.

My mom and I always talk through a video call on WhatsApp. She’s illiterate and doesn’t speak English, but I taught her to use WhatsApp before I left to the UK, and she’s completely comfortable with it. So my mom could see me, and I explained to her, go left, go right, speak to that person, fill out this form.



Aaron’s narrative indicated that in the event of a health emergency, the frequency of calling home increased immediately and intensely. In fact, Aaron’s presence at a distance in Kerala, through video calls, was so intense that he needed to take a week of leave from work. Frequent webcam interactions with his mother over the smartphone disturbed Aaron’s attention and focus on his immediate physical environment. This negatively affected his concentration at work, to the degree that he was afraid of committing some serious professional mistake. The transnational care collective may not always be explicitly noticeable or perceived as something tangible, but its existence and impact could become palpable through the effort and concentration it required in times of health emergencies, such as this one. The engagement within the collective on those occasions could have concrete and critical consequences for members of the collective and people beyond them.

The smartphone was a key actor in supporting Aaron’s organization of emergency care in Kerala for his father from the United Kingdom, from searching for a private ambulance—“Google is my friend,” he told me with a laugh—to involving various health care staff in the collective, directing his mother through the challenging health-care system, and speaking through video calls to the emergency doctor:


I was speaking to people other than my mom over her phone, too, so phone was like a mediator for me. I told her to give her phone to my father’s doctor, but he was very scared to take the phone from my mom, he said he might get the virus through it. I said all right, listen to my voice then. And so my mom held the phone with the webcam turned toward the doctor, and I was speaking with him at a distance.



At that time, the COVID-19 transmission pathways were not yet well understood, so the doctor was careful about handling material surfaces that had been in contact with another person. The image of Aaron talking to the doctor through a video call on his mother’s phone—while keeping a physical distance from the doctor not to infect him with COVID-19—is especially striking as an example of the smartphone supporting caring co-presence at a distance, with the phone almost becoming a proxy for the physical body of a person. In this practice, the smartphone helped to enact three kinds of care simultaneously: health care for Aaron’s father; care for Aaron’s mother, who—as an older woman—struggled with establishing authority with the health-care staff in the hospital; and care for Aaron, who was deeply concerned about the situation. Within a single practice, care was thus distributed to several members of the transnational care collective at once.

Aaron’s example further illustrates that digital technologies were not the only necessary nonhuman member when enacting health care at a distance. Money played just as important a role in supporting both chronic illness and emergency health events. One important reason for parents to have children abroad was as a sort of health insurance for their own old age because the children would provide the finances for health care expenses. Some writers on aging in India have expressed doubts about how many among the migrating children actually send remittances to their families (e.g., Falkingham et al. 2017; Sebastian 2020). However, various reports show that the households in Kerala that receive international remittances spend significantly more on health care and are also almost 50 percent more likely to seek health care from private providers than households without remittances (Khan and Chinnakkannu 2020). Additionally, households with family members in non-Gulf countries spend more on health care than those with family members in the Gulf countries (Sunny, Parida, and Azurudeen 2020). In 2007–2008, the estimated monthly international remittances in Kerala were about INR 67,000 (USD 870) per household, covering for almost half of the household’s total expenditure, and almost 40 percent of those remittances were used for health-care costs (Mahapatro et al. 2015).

Monthly expenditures on health care, of course, fluctuate, depending on chronic illnesses that family members may have, so such expenses can rise sharply in times of acute health issues. Aaron regularly spent money on the supportive equipment to treat his father’s COPD. Next to that, when his father became sick with COVID-19, Aaron took a personal loan from his employer in the United Kingdom to cover the unexpected hospitalization costs of INR 400,000 (USD 5,200). “That was a huge amount,” he told me during a video call while he was buying a juice for himself in a shopping mall. “But I don’t mind because it was for my father.”

Another nurse told me, “Money is the basic thing that everybody wants, sure; there needs to be someone nearby to help with practical issues of health care, but for that money is also needed.” Aaron’s narrative is certainly in line with that. A nurse working in India could hardly afford the amount of money Aaron had to pay for a private ambulance and then an ICU bed for his COVID-19–infected father. In this way, the money provided by nurses abroad, either from their pay or even via short-term loans, was key to enacting health care at a distance.



IMAGES MIXING FEELINGS

One stiflingly hot afternoon in Kottayam, when I was leaving the English language class with a group of young students, I suddenly caught a glimpse of a photo on a smartphone that one of them, Yuti, was showing to a group of her classmates. From the stair above her, I could see that it was a photo of somebody’s leg, and Yuti was showing it to the other young women, all nurses, and some were commenting loudly on what they saw. I hurried after them and asked Yuti what the photo was about.

“My aunt had an operation on her leg,” she responded, stopping in the middle of the flight of stairs and thereby causing a traffic jam of bodies rushing toward the school exit. “I took some photos of it when I visited her in the hospital with my mom.”

Yuti intended to send these photos further to her cousin, the aunt’s daughter, who worked as a nurse in Italy and was not able to be by her mother’s side at the time of the operation. It was a stressful time for both the mother and the daughter; they had waited for the operation for several weeks, and Yuti’s aunt was very concerned about who would take care of her after the operation. Yuti’s mother—her sister—was essential in calming her down and assuring her that she still had family nearby. But the main purpose of taking photos of the wound was to inform Yuti’s cousin about the process: she wanted to see what had been done during the operation and how the wound was healing.

In transnational care collectives, family members commonly engaged in the practice of exchanging photos for the purpose of monitoring health. Sitting on his sofa in Australia, Anthony told me during our Skype conversation about how he used photos taken on a smartphone during his father’s hospitalization.


ANTHONY: Two years ago my father was not so well; he had an ulcer in his foot, he needed help to walk, and he was also hospitalized for a long time. At that time, I received some photographs of the father’s wounds. My brother took them because he had a good phone. So when he was visiting our father in the hospital, I asked him to take some photos. I’m a nurse, and I know how to assist the wounds, so I wanted to see what was happening: before and after surgery, what change did they make, how did the wound look, was it looking healthy, was it healing.… I didn’t want to just rely on what the doctors say, I wanted to see by myself. Because I would have done that if I was present there in person, too. So I just wanted to do the same while away. I didn’t ask for photos every day, but still, it helped.

T. A.: And did you give them some advice, or did you tell them to talk to the doctors or ask the doctors something?

ANTHONY: No, I didn’t speak to the doctor, and I didn’t give any advice, because the doctor informed them well, and they themselves have an idea of how to take care of themselves. My mother is a veterinary doctor, and my father is a well-informed person too. So I knew that they are quite independent.



Suddenly our conversation was disrupted by a siren, coming from Anthony’s side. It became very loud, making it impossible to speak, so we stared at the screen silently for a few moments. “But I appreciated having the photos,” Anthony continued once noise subsided. “With a picture, I had a better idea than just speaking over the phone.”

The photos in Anthony’s and Mary’s stories were not taken specifically for the nurses abroad to provide any professional advice to their family members. Rather, the nurses required the photos so they would be informed of the situation as best as possible, to remain involved from afar by expressing their interest in this way, and to allay their own worries about their parent’s health condition. As Anthony said, he would look at the wound if he were there in person, too, without the intention of doing anything particular about it. It was sufficient to be interested in seeing the photos, without necessarily acting on what they showed, at least so long as the healing seemed to progress well. In Winance’s words (2010), paying attention is care.

Images, however, may be highly emotionally charged, and this makes certain photos more challenging to look at than others. While talking on the video call on WhatsApp, Aaron sent me a photo of his father two days after having been discharged from the hospital. I noticed that the photo was a screenshot of his post on Facebook. Aaron’s father, a thin but youthful-looking man in a golden lungi and white shawl over his shoulders and arms, held his hands in front of his bare chest in a prayer position. It seemed he was expressing his gratitude, just as Aaron was in the long message he had written below the photo—thanking everyone for the thoughts and prayers that the family had received in their trying times.

“I put the news of my father’s illness on my Facebook profile, just to ask people to pray for him. And yes, many people responded! See, if you have ten people praying for something, this automatically shifts energies, lifts the frequencies of the world. The power of the prayer is strong, immensely strong, as any ritual in this world, and that’s the foundation of Christianity. The prayer has its own power; that’s why I asked people to pray for my father.”

For Aaron, receiving this photo of his father had given him a feeling of relief, and he gladly shared it with his contacts on Facebook and also with me. This illuminated another subtle care practice, prayer, which I mention in chapter 5. There, priests and close family members were asked to join in prayer for and with the sick person, but in Aaron’s case social media amplified the power of the prayer by inviting his wider social network to participate. The photo of Aaron’s father at home was shared as a way to celebrate his healing and thank those on Aaron’s social media list who had engaged with Aaron’s plea to pray, or at the very least they had hit the “like” button under his post to indicate their support.

Before his father returned home, Aaron’s mother had sent him other, less hopeful images of his father lying in the ICU bed, hooked to all sorts of tubes and monitors. Those photos were much harder for Aaron to process. Even at the time of our conversation, almost a year after the event, Aaron still became emotional just thinking about them. Without me even asking, he said firmly that he would not share those images with me. “Frankly, those photos were very disturbing. Even after he was out of the worst, I was troubled by looking at them. It’s sad to see someone you love in pain. At one point, I could look at them and analyze how bad he was in the first stage of infection. Eventually, I accepted that this is a part of life, and it got easier.”

Many of my interlocutors believed that live images, streamed through the webcam, are superior to photographs because they afford interaction in real time. One person asserted that seeing a loved family member over a webcam was “better, of course” than talking on the phone with them because it made them “happier” to see the other person and to “feel as if you are there with them, in the same room.” But I found that the webcam, too, could be emotionally disturbing. This was the case for Samuel and Raahel, Viju and Deepak’s parents.

Viju and Deepak were brothers in their late 20s who had both migrated to the United Kingdom. Viju found work in a nursing home for people with dementia, while Deepak worked in a supermarket; they had been away for six and seven years, respectively. During this time, Deepak had married and had a son, who was a toddler at the time of our meeting. One of the first things I noticed when I entered the small jewelry shop that Deepak’s parents owned was an iPad. It was placed on the glass display table, right next to Raahel who sat behind the counter, illuminated by the glow of golden necklaces, earrings, and bracelets around her. The iPad was proudly displaying a photo of a young child, Deepak’s son, who was not even two years old. The boy had been born in London, and it took seven months before Deepak and his wife were able to travel to Kerala to stay there again for good (or at least that was what Raahel and Samuel were hoping).

While they eagerly had waited for the moment they would meet their grandson in person, Raahel and Samuel could see him on Skype. They had not owned a computer or smartphone, so they mostly had communicated with their sons by phone. But after he became a father, Deepak called his friend who owned the shop next-door to his parents. He asked him to visit his parents and call him by Skype (see chapter 4). Showing me a photo of their grandson—a boy with round cheeks and curly dark hair, reminding of a Renaissance angel—on their tablet, Deepak’s parents recounted their experience of becoming grandparents at a distance:


SAMUEL: It was a dream come true. It was a mixed feeling to see him on Skype.

RAAHEL: We were excited. When we heard the sound of the baby, we were missing him. We couldn’t hold him or touch him. The feeling was unbearable and difficult to explain. When they reached the airport in Kerala, with the baby, we were eager to see the baby’s face. When I carried him, I was crying a lot. Our daughter-in-law gave the baby to Samuel. Everybody was crying. No one knew exactly what to do. He looked exactly like Deepak when he was a baby. It was very difficult to stay without seeing our grandson daily. We celebrated his first birthday in a grand way, we invited everybody around to the party. It was the happiest moment of our life.



For Raahel and Samuel, seeing their grandson on the webcam before they were able to hold him in their arms produced an “unbearable” mixture of feelings including happiness, excitement, and anguish. The webcam thus produced a new kind of feeling for which my interlocutors had no word thus far—it was simply “unbearable.” The webcam had made the new grandparents intensely aware of the geographic distance between them and their grandson, and they felt there was nothing they could do about it.

Similarly, in Oman, Sara described her preference for photos over live video calls to communicate with her children, then teenagers, across the Arabian Sea. “I don’t like Skype, actually. Seeing my children’s faces on the webcam is just too hard for me. When I see them, I often start crying, and then they cry, and in the end everybody is just crying.” Sara laughed, trying to mask her emotions.

In a way, the webcam has been too successful in its aim to make people feel almost as though they are together; but then they then must cope with the reality that they are not physically together. They can see and hear but not hold each other. While digital technologies afford various kinds of co-presence at a distance (Baldassar, Nedelcu, and Wilding 2016), the fundamental difference between being together through the webcam and being together in the same room remains—these two kinds of co-presence may be similar, even almost the same, but they are never entirely the same. While making them feel as if they are together, the webcam makes family members acutely aware of their physical separation, of the fact that the distance between them is considerable, and that the situation is not going to change any time soon. In other words, they become intensely aware of the vastness of the sacrifices they are all making.



AFFECTED BY DEMENTIA

On a sunny, stifling afternoon, an Ayurvedic doctor ushered me into a scantily furnished examining room of his clinic in central Kerala to introduce me to a potential research participant. There, a small, stout woman sat on a chair. Her name was Mercy. She was wearing a salwar kameez, a typical gown for a woman of her standing, senior and married with children. I tried to dissolve the uneasiness of our impromptu meeting by smiling a lot as I explained my study. Finally, she invited me to visit her home. She would cook dinner, she said, and I could meet her mother. I enthusiastically accepted.

When I entered Mercy’s house, I immediately noticed her mother, sitting on the couch with a blank expression on her face. A woman in her 80s, she was afflicted with severe dementia, diabetes, and heart problems. She greeted me but did not seem interested in starting a conversation. Mercy led me into the kitchen, where she shared her mother’s story while steaming rice and fried vegetables in the pan. In another pan, she had already fried some fish, and the sharp smell of it lingered in the air, slowly wafting through the open window that overlooked the back garden.

Despite having five children, Mercy’s widowed mother found herself placeless in her old age. A general expectation was that one of her three sons would take her into his home where his wife would cook for, feed, and bathe her. Yet this was impossible in Mercy’s mother’s case: one son had cut all contact with her due to inheritance conflicts, the second son lived in another Indian state, and the third son had moved to Europe. Mercy’s mother had spent her whole life in Kerala and did not want to relocate. Mercy herself was based in the United States, so her mother had had little choice but to move in with her other married daughter, Rosa, who lived not far from the family’s ancestral home. But this arrangement was in contradiction with the common social conventions—in India, parents were not supposed to stay with their daughters, and Rosa’s husband brought this up day in and day out (see chapter 5). Rosa, too, increasingly complained of the exhaustion of having to take care of a mother suffering from progressive cognitive decline. The brother in Europe had offered financial help, but Rosa brushed his offer aside. “Our mother needs somebody to feed her, by spoon, daily, and no amount of money could do that,” Rosa reportedly told Mercy.

From the United States, Mercy used to call her mother regularly, but this was becoming increasingly difficult: how to talk on the phone with someone who had dementia and could not even remember she had a daughter, let alone one who lived abroad? Mercy still called, but she ended up mostly talking to Rosa about their mother’s condition. She had also taken their mother into her own house while visiting Kerala for a couple of months that winter. In this way, she was providing care not only for her mother but also for Rosa by offering her some respite from the caring tasks, if only for a short time.

But keeping their mother at home, whether at Mercy’s or Rosa’s, was not a long-term solution. It simply couldn’t be sustained. The two daughters did not have the knowledge or skills, but especially the patience, to take care of somebody with dementia, Mercy asserted. As a nurse, Mercy was familiar with specialized care facilities, and she approved of how older people were treated there. “People are in a group, and the carers teach them how to sit, eat, what to do.… It’s good for them!” she said. “The nurses in these homes are trained properly, and they are paid for it so they should pay full attention to these people.”

Mercy suggested to her siblings that they move their mother into a nursing home. And their reaction? They were strictly against it, as Mercy reported. “They said, people would ask, how can this be, there are five children, and no one can take care of her?!”

It had to do with dignity, with them being good children, with their whole family being a good family. In Kerala, and in India more generally as I described in chapter 3, old age homes were thought of as being full of the most devastated, poor people, people who came from bad families troubled by disagreements that led to bruised, if not broken, relationships. From our conversation, it slowly emerged that Mercy and her siblings indeed had a troubled relationship with their mother, with bitter memories that reached far back into their childhood. It seemed that placing their mother at an old age home would bring these intimate tensions to the surface and make them visible to everyone around them.

The disagreement over the nursing home remained a painful point for the siblings. Mercy was refusing Rosa’s and her brothers’ calls because she was so angry with them for not agreeing with her suggestion regarding a nursing home. She even declined their invitations to dinner out of fear of not being able to hide her feelings of frustration over the issue. Despite her siblings’ protests, Mercy planned to visit a local nursing home. “But it’s not only for my mother,” she said. “I want to see it for myself, too.” Her own plans for the future were uncertain. What would happen to her once her husband, many years her senior, passed away? She did not want to be a burden on either of her two daughters who were creating their own lives abroad. And yet, clearing the dishes from the table after dinner, Mercy said quietly, “Maybe, hopefully, one of my daughters will take me in.”

Trying to understand the transnational care collective in Mercy’s family was elusive. There were cracks in their collective, created by the onset of dementia, but also by decades of family conflict. The cracks appeared as the siblings’ inability, unwillingness, or refusal to participate in the transnational care collective. What kind of collective can be formed, if at all, when some family members are unable to join it, or decline to participate, or are not allowed by other relatives to do so? Mercy could not care for her mother directly, if remotely, because dementia had made it impossible for them to have a conversation on the phone. Mercy’s brother was denied participation because Rosa refused the remittances that he wanted to provide in an act of care. Another brother had declined to participate due to old disagreements.

Yet, as Annelieke Driessen (2018) suggests in her work on caring for people with dementia, the possibilities to participate in care are not necessarily a zero-sum game. In Mercy’s family, care was indeed enacted, even though imperfectly and with limitations. Mercy may have thought that the care she and her siblings were providing was not good enough, but was this not care nonetheless? Although fraught with tension, ambivalence, and complex emotions, care was enacted through Mercy calling Rosa on a daily basis to follow their mother’s state. Care was enacted through Rosa regularly negotiating with her husband about her mother living with them. Care was enacted through declining dinner invitations and through refusing phone calls out of frustration over differing views about the meaning and practices of good care for their mother with dementia. Care included Mercy’s visiting nursing homes, even as these visits were accompanied by a lingering fear of her own imminent aging. Enacted in many different ways, care was neither easy on people’s emotions nor effortless in terms of energy and time invested into finding solutions for an aging parent.

It seems, after all, that even a serious condition like dementia does not entirely preclude people and technologies from practicing care at a distance. Rather, declining mental and physical health shapes the participation in the transnational care collective in its own specific ways. Instead of connecting Mercy and her mother, the phone connected Mercy with Rosa in their joint endeavor to organize and discuss care for their mother. Dementia also shaped the relationship between Mercy and her brothers, who responded to the situation by offering money or declining to be involved.

As a degenerative condition that erodes capability in unpredictable ways, dementia is not as tangible as people or technologies, but it nonetheless importantly influences relations within families and how care may be done. Dementia—itself a condition that may be enacted in multiple ways (Mol 2002)—thus joined the transnational care collective as a participant of its own.



COVID CHILDREN

The COVID-19 pandemic, which took over the world in 2020, was the most devastating for older adults, both directly in terms of severe morbidity and mortality and indirectly through factors including isolation and income insecurity (HelpAge International 2021). Yet, as I was surprised to learn during my follow-up conversations, the nurses I spoke to—living in Australia, Germany, and the United Kingdom—were not exceedingly worried about their aging parents. In Kerala, they reasoned, houses are well spread out, and their parents would not socialize a lot anyway. One important social activity, going to church functions, was canceled anyway; clergy, who had often preached against technologies such as smartphones, suddenly embraced them and started transmitting mass online.4

“My mother is a housewife, so she doesn’t go outside of the house much,” Feni said in one of the voice messages that we exchanged over WhatsApp one Saturday in the summer of 2021. “My father mostly suffered because he had to stay at home for a while. He felt as if he were in a prison,” Feni laughed. “He always complained that he wasn’t allowed to go out and how annoying that was for him. So he regularly found an excuse to leave the house, to buy something important, like some medicines, just to go out a bit.”

Despite their aging parents being in the most vulnerable demographic group during the pandemic, the everyday care within transnational care collectives became oriented toward children and even grandchildren. In this matter, the children’s profession was significant: they worked in hospitals, a highly risky environment. Parents were reportedly much more worried than usual about their children’s health, and they repeatedly reminded them to be careful, wear masks, and pay attention to patients potentially sick with COVID-19. The nurses I spoke with did not work on COVID-19 wards, so they felt relatively safe. Pia, however, caught COVID-19 soon after she moved to Germany in the midst of the pandemic. Luckily, her symptoms were mild, and she used home remedies to treat herself. But during the time of her illness, the dynamic in their family collective shifted; instead of her calling home daily, Pia’s parents called her multiple times a day, and her mother advised her on which Ayurvedic treatments she should look for in her new country.

The COVID-19 pandemic further compromised the relationship between grandparents in Kerala and their grandchildren abroad due to the impossibility of returning to India during their longer holiday breaks, such as at the end of the calendar year. This was especially problematic for the nurses living in Australia and New Zealand who were under strict restrictions. Among them was Anthony and his wife, both nurses, who had not visited their families in Kerala since the end of 2019 until the time we talked in late 2021. They were pessimistic about being able to travel there any time soon, expecting the travel restrictions to continue for at least another year. In this situation, reliance on digital technologies to maintain their family relations transnationally had never been greater or more intense. As Anthony explained,


My mom and my grandmother would really like to spend some time with my daughter. It’s such a sweet age when they are two, three years old. They are really missing that time. This is also when the little ones are starting to form their memories and develop their language. My daughter speaks a few words, sentences of Malayalam, but not more than that. We speak Malayalam at home, but my daughter watches a lot of TV, Netflix, she’s probably learning words from there. She knows and understands everything that we say, she’s kind of speaking a mix of English and Malayalam. She doesn’t play with other Malayalam-speaking children since other children in her kindergarten speak English. She doesn’t have a lot of friends of the same age from the Malayalam-speaking community.

Especially in the last year, because of the COVID-19 restrictions, families have not been mingling much. I think all this has affected children’s language development. I read about “COVID children” recently, children who have problems with their language development because they aren’t speaking or seeing many people, and yes, I’m concerned. I think it’s very helpful for my daughter’s speech development that my mom calls every day, sometimes twice a day.

She speaks with my daughter for at least twenty to thirty minutes on WhatsApp, on the webcam, so they know each other quite well. They speak a few words, often my daughter likes to dance when she’s on the phone. She doesn’t really speak much on the phone, but she’s very happy to see that my mom is calling. She says hello initially, and then she moves on with her dance. She’s pretty excited about these calls.



In Anthony’s family, the dynamic of the transnational care collective shifted toward the granddaughter who was considered the most disadvantaged by the pandemic circumstances. Because her parents could not take her to Kerala, she was deprived of developing language skills in Malayalam, which in the future could endanger her relationship with her grandparents as their ability to communicate would decrease. In chapter 4, I write that in most collectives the children abroad call their parents, but the COVID-19 pandemic changed this pattern, at least for those with small children.

Anthony’s mother took the initiative to call her granddaughter daily on Anthony’s or his wife’s phone. In this collective, video calls, video recordings, and photos became the primary modes of communication because they best supported the interaction between the granddaughter and her grandmother. Instead of language, they relied on nonverbal communication such as dance and play. So when transnational care collectives are extended to include grandchildren, especially babies and toddlers who are not yet able to speak, image-based digital technologies come to dominate within the transnational care collective (see chapter 4). As Anthony added,


I send photos of my daughter, almost every day, to my mother through WhatsApp. If I get a good photo, or video record a dance, or she sings a song, I send it. Similarly, my mom would send images. Last week she recoded a baby goat she now has, and my daughter really liked it. It’s all through WhatsApp, I don’t use email or Facebook. Even though my mom is highly educated, she is not using emails, Skype, or other apps as they come along. But WhatsApp is quite user friendly, and she knows how to use it. When I spoke to you six years ago, my parents were not comfortable handling video calls, [and] Skype took some effort to master. But since then, smartphone has become quite popular, everyone has it, and most people have become comfortable with applications like WhatsApp.



The strong wish to interact with grandchildren was the greatest motivator for many older adults, especially grandmothers to learn new digital skills, including navigating social media. At the beginning of my fieldwork, I met several older women who attended computer classes at a local college specifically for this purpose. One of them, a widow in her 70s, told me about her struggle to overcome stigmatization as an older person and a woman. With anger still in her voice, she said, “I asked for the internet to be installed in my house, and the men told me, ‘You’re an old woman, what do you need the Internet for? You don’t know what to do with it!’ ” But she insisted, and eventually succeeded.

Afterward, she faced similar problems of disinterest and dismissal due to her age and gender when she was looking for someone to teach her how to use the computer. Yet her strong wish to be in touch with her grandchildren in the United States—and specifically to see their pictures and video recordings regularly—motivated her to fight the prejudice. When I visited her at her home, she proudly and skillfully showed me the photos of her grandchildren on her iPad. “My son set up this cloud, and now I can see them whenever I want! It’s nice because I don’t want to disturb their daily life by calling. But these pictures are always there for me to see.”

Stories like hers illuminate the gender and age discrimination in relation to digital technologies and further underline the importance of affect in digital empowerment. For older adults, and women especially, the greatest motivation to own digital devices and gain the knowledge on how to use them stemmed from emotions—the love and longing to be close to their grandchildren while geographically apart. Affect, then, was the fuel that stimulated older people to create transnational care collectives by ensuring that the necessary technological infrastructure was in place and then by gaining the needed skills to use digital technologies, despite the obstacles such as stigmatization that might be in their way.



THE FINAL IMPASSE

In March 2015, Manesh and I drove to Achamma and Pathrose’s home for a follow-up visit. We had not brought any sweets or cakes, which would have been appropriate for a visit, but Manesh brought his blood pressure measuring device from his van, which he later described as “a very good idea”—it was his way of “giving something back to the people” rather than simply collecting research information from them. Achamma welcomed us and seemed pleased that we dropped by. We first sat on the veranda, but then she invited us into the sitting area in the house where Pathrose was also sitting. She sat next to him, suddenly looking tired. Her old sari was stained and bursting at the seams. Still, she seemed to be in good spirits. I noticed that the place was not as tidy as I was used to when visiting older people’s homes. By way of explaining the state of the house, Achamma said that they used to have a maid, but she had left because she had some health problems of her own. They were not thinking of hiring another maid because it was too exhausting to even look for an agreeable person.

Some minutes after we sat down, Pathrose remarked that we were all playing in a movie, to which Achamma smiled, waved her hand, and said that he was “dreaming.” She then shared with us that they had stayed with their daughter for about four months, but Achamma kept visiting their own house just to keep it clean. Then one day when she was returning from there, she tripped over a log, fell, and broke her arm. She said nothing to her family until the next day when her arm was obviously swollen. She had almost recovered now, and they had returned to their home several weeks earlier.

Achamma wanted to give lunch to Pathrose, and she told him to move from the chair to the kitchen table. “He needs to move a bit, keep active!” she said to Manesh and me. But Pathrose was resisting, and he told Achamma to bring lunch to him. Just as stubbornly, she refused, repeating that he should go and sit at the kitchen table. In the middle of our conversation, Achamma suddenly decided to take him there herself. It seemed very difficult for her to make him stand, even though she used the “walker,” a Zimmer frame to support him. Pathrose stood up with much difficulty, so I asked Manesh if I should go and help them. At first, he nodded no, then changed to yes.

I held Pathrose on one side, and Achamma took his other hand. When we got through the door toward the dining room, she pulled him gently along, and I felt that he had trouble following; if she failed to pull, he would just stand at one spot for a long time before making a single step. Once in the dining room, I noticed the table and most of the chairs had been pushed against the wall. There was a large chair for Pathrose to sit in and a covered plate on the table, waiting for him. Under the table, ants were collecting some pieces of food, perhaps dropped at breakfast. Achamma noticed them, too, and she picked up the food from the floor. We helped Pathrose sit in his chair at the table. Achamma took the cover off the plate and told him to eat the cold rice with vegetable curries and fish fry.

All through this, Manesh had been waiting in the visiting room, but he finally joined us. He and I then stood, watching Pathrose eat slowly, while Achamma was busy by the kitchen sink, cleaning the dishes. Pathrose took a piece from his plate and offered it to us, saying, “Fish, have fish.” Manesh politely declined.

At that moment, Achamma joined us with strawberry juice, not very strong, but still tasteful, for us. Manesh translated her explanation for me, with a meaningful smile: “It’s the juice that Teresa brought.” Then Achamma also brought green bananas on a plate, presenting them proudly, with a smile to us. Manesh looked at me and said, “I will share one with you if you don’t mind.” And so we did.

Achamma mentioned that Teresa was on her way over from the United States for a visit. She should reach them in just a day or two, and they were waiting for her call to know when exactly she would arrive. It was an eighteen-hour flight from California, and it took longer through Singapore than through Europe, Achamma added.

Pathrose finished his lunch, and Achamma tried to make him stand up again, but only to turn his chair toward the settee where Manesh and she then sat. Then she got out her mobile phone. She mentioned that she preferred talking on the landline, but it had been disconnected when they had moved to their daughter’s house. Achamma found it difficult to type on the mobile phone, and the connection was not always good. But what was good about the mobile was that it was always there, even if there was power outage. Sitting down again, she used her left hand to look for Teresa’s mobile number in the device. She was working very slowly on the phone, squinting her eyes, struggling to search through the phone menu. I asked if her accident had made it difficult to use the mobile phone; after all, she had broken her right arm. Shrugging her shoulders, she replied that she had learned to use her left hand. “What to do, you have to adjust.”

Finally, Manesh stood up and went out to the veranda where he had left his blood pressure measuring device. He returned and measured the blood pressure for both of them; it was normal. When he was done, we said goodbye to Pathrose. When I took his arm, he looked straight into my eyes with nothing but gentleness on his wrinkled face. Achamma followed us out to the gate and waved to us as we departed.

A few days later, I called the number that Achamma gave to Manesh, and Teresa answered the phone. I asked if it were possible for me to visit again, as this was a great opportunity to meet her in person. From her hesitant response, I understood that the time might not be appropriate. Not wanting to be intrusive, I let her think about my suggestion. I never heard from her again.

Confronting the end of life is never easy, and for transnational families such transitions were fraught with questions regarding what could and perhaps should be done better for all involved. Tensions arose among siblings, as in Mercy’s case, on how to arrange good end-of-life care, or perhaps like in Teresa’s case the parents were determined to live on their own despite having to cope with increasing difficulties. A central dilemma was whether children living abroad should return to Kerala and for how long, and parents’ expectations differed according to whether the child in question was a son or a daughter.

For sons, parents could and sometimes would set a temporal limit on how long they agreed with them being abroad. John’s mother, for example, told me, “It’s ok for him to be away for ten years, so now he has seven more. He’s a good son, he always helps us. But after ten years, he should come back home to us.” John was a “good son” by providing financially for them, but perhaps in the future, his sister—who was also studying nursing—could take over the task of providing remittances while John would return home. John himself could foresee such a development of events in the future, but he also had an alternative plan, which was to move from Guyana, where he was working at the time of our meeting, to Canada. John could not imagine bringing his parents to Guyana, but Canada was a different story. There, he could obtain permanent residence for himself and eventually for his parents. Yet there also was much uncertainty in this plan: John’s parents were not even aware of it, and perhaps they might not be willing to move across the ocean with him. Another risk was that the plan could fail altogether if John’s visa was rejected, in which case he thought of returning to Kerala and finding a job near his ancestral home.

Among the female nurses, I only came across a single account of a nurse who had returned to Kerala to provide immediate care for a family member. Sara told me this story over a cup of coffee and a plate of dates when I visited her in Oman.


Years ago, my aunty was working as a nurse here in Oman, where she lived with my uncle. My father was working abroad as well while my grandparents lived alone in Kerala. Then my grandfather became sick and my aunty resigned from work. My uncle stayed here by himself. She left Oman in the spring, and the following year in winter my grandfather died. She cared for her father-in-law for less than a year. Everybody was talking about my aunty, what a good daughter-in-law she was to resign from her job and return to take care of her father-in-law. Very good she was!



Sara’s eyes were wide with admiration as she described her aunt, and she kept nodding her head, although from her account it was not clear whether the aunt’s decision to leave Oman was exclusively to care for her father-in-law or was there more to her decision. Still, this story from “years ago” was one of a kind; I recorded nothing similar involving recent generations.

Just as parents made no open claims on remittances from their daughters (see chapter 5), it was hard for them to make explicit claims for their daughters’ physical presence. Daughters did, however, return home immediately for shorter visits of a few weeks or months—however much their work allowed—upon hearing news of their parents’ declining health or even death. As I mentioned earlier, when Ela, who worked in UAE as a school nurse, heard that her mother had cancer, she took emergency leave right away and was in her natal home the very same day. In the year that followed she traveled to Kerala as frequently as her contract allowed her. When in UAE, Ela talked to her mother on the phone every day, just as she had done before the diagnosis. During some of those conversations, Ela would forget that her mother was sick, and she would continue talking without a break; but then her mother would not reply or would begin to breathe heavily, and only then Ela would remember. After her mother passed away, Ela returned to Kerala for the funeral: “It was most important for me to be there for the occasion. It was something I had to do, for her, but also for myself, to process the grief. I would find it impossible to do that from afar if I weren’t able to travel.”

Nevertheless, coming back to Kerala for good, and especially for the purpose of taking care of aging parents, was a difficult decision to make for anyone, daughter or son, so it happened very rarely. Deepak, who did return from the United Kingdom at his parents’ request, said that it “felt as a sort of sacrifice” to relinquish the better employment and salary opportunities and generally the “higher quality of life” that he had had for six years. This dilemma reappeared as an important concern for the children abroad throughout my fieldwork.

In 2021, in my endeavor to better understand Syrian Christian ideas of good eldercare (see chapter 5), I came across Vasu, a priest who had lived in Italy for seven years before returning to Kerala when his wife became pregnant. In a video call via WhatsApp, he described his journey:


Our parents said they would like to spend time with their grandchild, so they asked us to return. It was more a request from my wife’s parents because they had some health issues. I was hesitant to say no to them. Finally, I decided to return after I finished my PhD coursework. And here I am!

I have friends who still live abroad, caring for their parents in India by hiring maids for them. They tell me that I spoiled my future because I returned and declined an appealing job offer in Europe. I didn’t refuse that offer because I’m rich, but because I decided to spend time with my family in India. In the end, it turned out that my decision was apt since my parents-in-law have passed away recently.

For some time, I was indeed doubtful about whether I made the right choice, but when they died, I felt that my decision was a good one. They were able to play with their grandchild, and they were happy. When we were abroad, we used to be in touch virtually, electronically, but the physical presence gave more peace of mind to them than the virtual relationship. They were a bit sick, my mother-in-law had kidney problems. It really brought her down that we were abroad. The presence of her granddaughter was very beneficial for her. She was able to spend almost three, four years with my daughter, and then last year both my wife’s parents died.



For Vasu, the transnational care collective did not work efficiently enough to maintain it over time, especially as the aging and ailing parents-in-law felt that their time was slowly running out. The physical co-presence of their granddaughter even had a positive impact on Vasu’ mother-in-law’s physical health.

But then, our conversation turned toward the issue of finances, which was one of the main negative aspects of returning to Kerala, as Vasu explained:


Syrian Orthodox families in general don’t have a lot of savings. We have land, we have properties, but we don’t have a lot of cash in the bank. That is important for parents because in India the system is not like in Europe—European life is insurance life. I realized the beauty and effectivity of insurance when I was abroad, and then I got health insurance in Kerala, too.

In India, having health insurance is not so common among middle-class families, and when you go to the hospital most expenses are paid out-of-pocket.5 So when my father-in-law started having heart issues, the doctor said that he needed an operation immediately, but we didn’t have enough money for it. We arranged it, three or four months later, but it was too late. He died. So, finances have a major role in families.6

If I were in Italy at that time, I would earn enough to take a loan for the operation. The operation cost about 3,000–4,000 U.S. dollars, it was a bypass, an open-heart operation. Yes, it’s expensive here!7 My father-in-law was a high official in the police, a government servant, but his pension was not sufficient, and he didn’t even pay attention to his health because he knew that he didn’t have enough savings on his bank account to have an operation. So he hid the reality from us.

I still feel guilty about this—that I couldn’t support our parents financially at the time when they needed it. If I had stayed abroad, I could have helped.



“This is a dilemma, isn’t it?” I let Vasu catch a breath. “Do you come back home so your parents can spend time with their grandchildren, or do you stay abroad and provide them with money to cover for their health expenses?”


Yes! See, if at least one of us were abroad, I or my wife, it would still be possible to provide enough money. But for me, that is another problem. I expect a family—husband, wife, and their children—to be always together. Otherwise, why should we get married? I believe in a life together because we just have one life. If I can’t spend time with my daughter when she is young, when she needs a father, and then five or ten years later I come back and tell her “I love you” a hundred times—it doesn’t make sense. So I preferred to have a family life rather than me staying abroad alone.



“What do you then think of those nurses who live abroad by themselves while their husbands and children are in Kerala?” I asked.

“It’s an immense sacrifice. They are losing an important part of their life—spending time together with their children and their spouse—which is not happening for them, and they are never getting that time back.”

In the context of low salaries and high health-care costs, how could adult children, especially those from the lower and middle classes, ensure good care for their parents? Inherent in this question is the ethics of decision-making. There are several options to choose from, each with its own plethora of consequences. None of them is perfect, yet one must be taken.

Vasu’s response suggests several possibilities. The first one was to stay at home; in this way, the children could provide their parents with “peace of mind” and the joy of being near their grandchildren, with a positive influence on their grandparents’ health. This option came with a caveat: the family might then not have enough money to pay for aging parents’ health-care expenses, especially if the need appeared suddenly.

The second option was also an uneasy compromise: one spouse—in the case of my study, usually the wife-nurse—worked abroad while the other spouse and children remained in Kerala. In this way, the family had, presumably, enough money to cover even excess health-care expenses, and most of the family members lived close to each other or even shared their residence. Yet this arrangement came at great emotional expense of the separated nuclear family, especially for the adult child/parent who was living abroad alone.

To avoid such physical separation, many decided for the third option, which was for the whole nuclear family to leave Kerala and work abroad, generating a steady cash flow through which many family members could be sustained for years and their health care could be covered, from the costs of chronic illness to unexpected emergencies. This, of course, made it impossible to live together and share the small joys and struggles of life side by side. A possibility which Vasu did not mention was for the parents to move abroad to live with their children; however, as my fieldwork showed most parents did not favor this idea, citing irreconcilable differences of weather, friends, and food.

The third option on Vasu’s list, while not without its tensions and ambivalences, remained the most common among nurses from Kerala. This was to migrate internationally with their own families and enact care through transnational care collectives. In the end, what mattered more than anything else were affective ties, however complex, fluid, and challenging, which were the genuine glue of caring across distance. In Aaron’s words,


The real relationship starts from the heart. If you have a heart to care about people around, obviously you have a good attachment. You see, I can get my parents’ vibe very quickly. If my mom is crying, I can understand, I can feel it in my heart, because we’re very close through the heart, through the feelings and emotions, not through the distance. Distance is just a number. And it’s true, I can’t run and visit them, but they’re always inside my heart. I can sense them. They can sense me even. It’s an attachment, it’s an emotion that never fades. It’s good that I have a phone and can contact them, with the help of world wide web. [Aaron laughs.] But yeah, indeed. [His voice softens.] I just miss them.



Transnational care collectives do not act as a perfect replacement of a life in physical proximity. That would be an impossible aim to reach because feeling “as if” in the same place through the phone or the webcam is never the same as actually being in the same place. A technologically mediated co-presence is not equal to physical co-presence; digital technologies influence how people relate to each other, in ways that I describe throughout this book. Nevertheless, although enacting care and health care more specifically through transnational care collectives may not be the perfect option, for many families it was and continues to be the optimal—and the most ethical—one.
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CONCLUSION
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A senior Indian woman, wearing a nighty with a floral print, is lying in her bed, staring with a despairing look past her nightstand where, next to a collection of bottles and sheets of pills, a smartphone is vibrating tirelessly. She takes a deep breath and finally forces herself to look at her phone. Four messages from Nurse Anita are waiting for her on WhatsApp. The next moment the woman is up on her feet, making her bed. When all the creases in the spotless white bed linen are smoothed out, she takes a photo. Her face becomes serious when she contemplates how to send it through, but then she manages rather quickly, and she is visibly relieved. Then she sits on a settee and listens with interest to all those audio messages that got her out of bed.

The messages have the power of the morning sun. The woman’s face brightens as she opens the curtains, ready to take on another day. With her hair now neatly combed in a bun and wearing a sari the color of cherry blossoms, she opens her sketchbook and immerses herself in painting. Once done, she takes photos of her artwork with her smartphone and sends them away. But who is on the receiving end?

A young woman, “Nurse Anita” as the smartphone screen reveals, is hanging her laundry on a balcony, and she smiles at the familiar tone that her smartphone emits. Finally, the two women are joined in a video call, and seeing each other makes them smile. They end their conversation by sending each other kisses through the screen. The line “What brings you closer, is between you” appears on the screen to wrap the one-minute advertisement into a perfect bundle of warmhearted emotions.

Released in July 2020, just months into the COVID-19 pandemic, the WhatsApp campaign #ItsBetweenYou was exceptional: while the major online platforms and social media platforms were producing campaigns that targeted young, well-situated professionals and families with school-going children (Cabalquinto and Ahlin 2021), WhatsApp created a short film that addressed older adults, and particularly women who lived alone. The connection between the two women in the ad remains implicit, but the most straightforward interpretation is that they are a daughter who is a nurse, living and working in some distant location, and her mother. The advertisement very likely hit close to home for many nurses and their parents in my study: digital technologies—and in recent years specifically WhatsApp—have become a “lifeline” and “a safe space” where people can share the most intimate details of their everyday lives (Srivastava 2020).

Because of the accessibility of digital technologies even to people from lower economic classes, “cheap calls” have been described in the academic literature on migration and transnational families as the “social glue” for those separated by geographic distance (Vertovec 2004; cf. Haenssgen 2019). In this book, I aimed to understand the precise influence of the digital technologies people use daily—often by the hour, by the minute—on them and their most intimate relationships, how these devices shape what care comes to mean when it is practiced at a distance, and how to do such care well. I have found the science and technology studies of care, specifically the material semiotic approach, to be helpful in providing the vocabulary and analytical tools to articulate a reply to these questions, as it is formulated in this book, for now. In a nutshell, this is the answer: when geographic distance is introduced among family members, people enact care with the help of digital technologies through transnational care collectives. What are these collectives, how are they established, and how do people practice care within them?

As global assemblages of people and digital technologies, transnational care collectives support the enactment of care through practices such as frequent calling, sharing everydayness by recounting minute details of daily life on the phone, and spending time together through webcams, sometimes in silence. Each transnational care collective has its own dynamic, as family members tinker with different kinds of technologies, telecommunication infrastructures, time zones, work and social schedules, and multiple kin and non-kin members who become included over time, with different intentions and levels of intensity. Tinkering is a task that is never fully completed; it demands considerable effort, especially in the first days, weeks, and months after a family member moves abroad. The dynamic of transnational care collectives is bound to change through time and space as migrating adult children move from one country to another and technologies evolve, but also when tough decisions must be made in the face of failing health or when other circumstances such as the COVID-19 pandemic intervene. Furthermore, the polymedia environments (Madianou and Miller 2012) within which families can pick and choose their digital technologies change with different national and natural contexts, as technologies develop and become increasingly user friendly, and as people’s health becomes ever more delicate.

As a relatively recent phenomenon, transnational care is about finding one’s way in an uncharted territory of what makes good care at a distance. Empirical ethics draw attention to how norms of care and filial obligations are not fixed but are fluid and subject to change. For the Syrian Christian families of migrating nurses from Kerala, frequent calling has become a new filial duty through which the children appease their parents’ feelings or fears of abandonment. Importantly, however, calling as care is not just about communication. It involves very practical health interventions, too, such as giving advice on medicine, monitoring chronic illness, ordering an ambulance, and negotiating health-care access when the need arises. Through their different affordances, various types of technologies impact how people relate to each other in specific ways, either by inviting them to increase their verbal communication, as a phone does, or by enabling them to be comfortably silent together, as the webcam allows. Tinkering with technologies further includes being attentive to people’s emotional responses. Indeed, the webcam affords seeing each other in real time, but this is not necessarily a better way of connecting: live video calls are almost too efficient in making people feel as if they were together while they are physically apart, and this can trigger painful emotions, described by my interlocutors as “unbearable feelings.” Through visual images, a webcam may also reveal unpleasant information that people would prefer to keep secret in order to protect their loved ones from worry and concern.

Transnational care collectives do not stand on their own but are part of a broader ecology of care at a distance. This ecology is digitally shaped, and it further includes sociomaterial, economic, temporal, affective, religious, and even spiritual spheres. To start with, the establishing and maintaining of collectives is contingent on affective relations between family members—digital technologies do not initiate calls by themselves (for now, at least). There are other—affective—reasons that motivate people to pick up their phones and search for their mother’s, father’s, daughter’s, or son’s phone number and push the green button or swipe the green circle on the screen. Affective relationships, of course, transcend simplistic descriptions; they are complex, ever evolving, and include a plethora of emotions. The quality of people’s relationships, both before migration and as they develop throughout years of living apart, shapes transnational care collectives in specific ways as it influences the level of participation of each family member in their collective. Feelings of love, attachment, and concern are the greatest motivator for aging parents to learn how to use new digital technologies, particularly when grandchildren are in question. This shows that the glue that keeps people connected across times and places is not “cheap calls” in and of themselves (Vertovec 2004) but rather the affective ties for which evolving digital technologies open and hold space.

Further, material semiotics make it possible to understand care as well as gender and kinship as things that are enacted and therefore flexible and subject to change through different situations and practices. Enactment, radical relationality, and empirical ethics (Mol 2002; Pols 2013, 2014) are the theoretical tools that illuminate how people form relations not only with other people, but also with technologies, and how these relations between humans and nonhumans in turn enact care as well as gender and kinship. This is a fundamentally different analytical approach from treating notions like care, gender, and kinship as analytical lenses through which ethnographic data are theorized (Harbers, Mol, and Stollmeyer 2002; Hoogsteyns 2008).

In this book I have shown how these notions are enacted not only with the help of technologies but also with money in its various forms. In the Syrian Christian families I encountered, the idioms of suffering and sacrifice were mobilized as affective mechanisms to support and justify the continuous money flows that are a prerequisite for transnational care collectives and, together with digital technologies, contribute to maintaining these collectives over time. Remittances are particularly significant for aging parents because in India only a fraction of the population receives a pension and most health care expenses are paid out of pocket (Ahlin, Nichter, and Pillai 2016). As a parental investment in education and a return on this investment in the form of remittances, money participates in enacting international migration as a care practice rather than an act of elder abandonment.

On a practical level, the narratives presented in this book offer valuable lessons for the introduction and implementation of technologies in health care in forms such as telemedicine, telemonitoring, e-health, and digital wearable devices. After all, understanding what could be learned about everyday digital technologies that may serve to improve technologically supported health care was my initial inspiration for this research. The number of people included in my study was relatively small, as is often the case in ethnographic research. Rather than making generalizing claims, my intention was to explore in depth the intricate complexities at the nexus of care, technologies, aging, and migration. The findings from one case study—such as transnational families from Kerala—can be translated into other situations to find meaningful solutions.

My research, for example, shows that regardless of their age, people did not make much use of new, innovative, specialized technologies that were created specifically for the purpose of improving health or maintaining physical and mental abilities. Instead, what served them best for care was the most easily available, affordable, and accessible digital technologies that were initially designed for the most general purpose of communication. Surprisingly, however, within the transnational care collectives that these generic devices supported, a major goal of people’s interaction was not communication in the sense of an exchange of information. Instead, the most important aim was enacting care through the many practices—some of which are quite implicit—that are brought to light in this book. The purpose of daily calling, for example, is not to share some trivial information. Rather, the goal of making calls consistently and frequently is a way to build and maintain trust, which is crucial for people to follow health-related advice when the need for it arises.

So instead of focusing exclusively on constant technological innovation, and then running into challenges deriving from digital inequalities, illiteracy, and interoperability, I suggest that the question should be how to make best use of general digital technologies for health, in ways that are not always obvious. Digital technologies are often already available and affordable to people at large, although admittedly they are less accessible to people who struggle with using digital technologies due to physical limitations. Involving older people in the technological design process would be a fruitful approach to develop, for instance, smartphones that are specifically made for people with poor sight or hearing or with Parkinson’s disease (see also Prendergast and Garattini 2015). The uptake of digital and other technologies among older adults could be further stimulated by appropriate, clear user manuals, such as that developed by HelpAgeIndia (see chapter 2). Such manuals remain surprisingly rare, and so older people are most often dependent on others to help them with deciphering the working of digital technologies.

Basic digital literacy is essential to establishing transnational care collectives, and I found that younger family members who had the appropriate knowledge, especially in case of visual technologies, often played a key role. They could set up video calls and teach older adults how to use WhatsApp. In India, institutions such as HelpAge India (2020) have also been actively working on empowering senior citizens through their workshops on digital technology use. Such endeavors are highly valuable and especially efficient if they are guided by the awareness of what motivates older people most to engage with digital technologies. For example, in my research, older people were not greatly interested in technologies for the purpose of health, for example, by using various health-oriented apps. But they could be incredibly inspired by their wish to be connected to their family members across distance; this was particularly true for women who were grandmothers.

The notion of transnational care collectives also highlights the fact that technologies not only support care but also demand it for themselves. As this book argues, care within collectives becomes distributed among its human and nonhuman participants. Care in the form of regular maintenance—such as keeping the batteries charged and the credit full—is necessary work, which further requires financial resources to keep the collective functioning. Additionally, although some care practices, notably hands-on care, were not possible in transnational care collectives except through occasional visits, that did not mean that the care workload decreased for family members. People did not care less because they were far away; rather, they started caring differently. In a transnational context, digital technologies and money both shaped their emerging care practices.

Technologies, whether specialized for healthcare or common digital devices, thus do not necessarily and automatically decrease the workload and cost of care. Instead, they change the nature of work, the routines of care, the required skills, and the distribution of expenses (see also Pols 2012). This is yet another relevant finding for the health care industry and policy makers to take on board when considering the implementation of technologies in their operational processes. Technologies are often applied in health care to facilitate some tasks with the aim of achieving greater efficiency. But it is essential to evaluate, in each individual case, how these newly introduced devices and systems interfere with the established understandings and practices of care, claim care in the form of maintenance, and require additional skills and knowledge from those who engage with them. As this book demonstrates, ethnography is a particularly valuable method of examination of such cases since it makes it possible to explore the most implicit and unexpected impacts of technologies on people and their care practices within their broader sociopolitical contexts.

Additionally, digital technologies cannot be expected to entirely replace in-person interaction. Technologically mediated relationality is precisely that—it is mediated through technologies and therefore not exactly equal to non-mediated relationality. The webcam offers a particularly poignant example: this device is remarkably efficient in creating feelings of copresence at a distance, and at the same time it makes people acutely aware of the physical distance between them. Enacting care through transnational care collectives is often the preferred option when other options (such as living together or nearby) are impossible for the well-being of all involved. Yet for these collectives to function over time, regular visits in-person are essential. The families I met during my fieldwork emphasized the joy and importance of returning to Kerala once a year or more, if required, for example, by a health emergency. These visits were necessary for migrating children to nurture strong personal relations and trust with their parents, but also with their extended family members, friends, and neighbors who could then be included in transnational care collectives should the need arise. This indicates that care at a distance is significantly supported through hybrid rather than exclusively digital interaction, even if the temporal intervals between in-person contact are relatively long—a discovery that is highly pertinent to establishing systems of telemonitoring.

As I show throughout this book, material objects—in this case everyday digital technologies—need to be taken seriously as participants in human relations because they shape people’s relations and even their very identities. They do so in subtle, yet decisive ways. The workings of everyday digital technologies might be difficult to discern because of their often seamless and complete integration into people’s daily lives; in the words of Carla Risseeuw (1991; see Gamburd 2008, 23), “The fish don’t talk about the water.” However, not paying attention to what technologies co-enact together with people and what the consequences are may have important hidden costs: the practical and emotional labor of care at a distance may be unacknowledged or underappreciated, and even more, shifting people’s identities, roles, and statuses may involve concealed abuses and misuses. As interaction via digital technologies is never exactly the same as in person, these devices may contribute not only to care but also to misunderstandings and conflict, which may oblige people to engage in constant work of reducing this risk. On the other hand, geographic distance may be an implicit but essential way for people to avoid interpersonal conflict or the overwhelming sense of responsibility or dependence (see also Madianou and Miller 2012).

Beyond influencing interpersonal relations in such paradoxical ways, engaging with digital technologies can include other harms. Take the WhatsApp advertisement, which opens this conclusion, as an example. The ad offers a glimpse into a well-oiled transnational care collective (or so one could assume): an aging mother, her daughter living somewhere far away, and their smartphones with a social media platform that suits them best at that moment. Among many other implications it carries, the ad also suggests that the information shared between the two women is safe to stay between them. However, it is worth remembering that “if the product is free, you’re the product” (Doffman 2021). Digital technologies, including the social media that commonly participate in transnational care collectives, are created, maintained, and developed by technological corporations that work on business protocols. These operations, like national telecommunication infrastructures, are an “absent presence” (Law 2002), an element that is hidden from plain view yet fundamental to the functioning of technologies. When people engage with digital technologies due to need or convenience—including that of practicing care at a distance—they give away their most intimate data, often without being aware of it or any of the implications this could have. Such extracting of personal data for profit is at the core of data capitalism (Couldry and Mejias 2019). It is therefore important to be aware that we, individually and by accumulation collectively, decide what to make of the technologies that we create, which of them we engage with, and how often, for what purposes, and in what ways. The Responsible Today Initiative, which was launched in India in 2022, is a promising attempt to tackle such individual and societal challenges brought about by the intensified presence of digital technologies, and hopefully it is an example for many more to follow.1

Through exploring transnational care collectives of one particular group of people, notably the Syrian Christian families of migrating nurses from Kerala, this book offers insights that are valuable for the development and implementation of technologies in health care and that advance discussions of transnational care by doing “bridgework” among anthropology and science and technology studies (Rodríguez-Muñiz 2016). Most importantly, however, I hope that I have managed to bring to light how something as mundane as picking up a mobile phone to call a family member is actually an astonishing, complex practice of care. It is such because it matters so deeply to the people who do it. Just consider, for a moment, the last time you called your mother or your father or perhaps your children to ask them how they were doing and how their day was. After having read this book, I hope you will agree with me about just how significant it is that you called, and that they answered.
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APPENDIX
Note on Methodology
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In finding relevant families to talk to about care through digital technologies, my main criterion was that the family had one or more children working abroad as a nurse, regardless of where the children lived and for how long they were abroad. I carried out interviews and participant observation among members of thirty-three such families, in most cases only with the adult children-nurses (sixteen), and in other cases with multiple family members (thirteen) or only with the parents or parents-in-law (four). Additionally, I interviewed five nurses who had worked abroad then retired and returned to Kerala permanently or for a few months each year. My data was enriched by several group interviews, conducted at the English language school, and brief chats and interactions with numerous other people I met throughout my fieldwork.

Besides visiting and interviewing, I stayed with four families for a while. I spent two days with one family in Kerala and between two and fourteen days with members of three families in Oman and United Arab Emirates. Throughout my fieldwork in India, I lived with two families who had no children abroad (one in northern and one in southern India), which enabled me to observe and learn about conventional eldercare practices.

In all families in my study, every adult used some digital devices, from landline phones or simple mobile phones, to smartphones, laptops, tablets, and personal computers. They had various levels of knowledge, skills, and abilities regarding digital technologies and used these devices accordingly.

All personal names, some names of places, and some personal details have been modified to ensure anonymity.



Overview of Study Participants (2014–2022)



	
	Name

	Age*

	Gender

	Religion

	Country of residence

	Family

	Parents’ occupation (source of income)

	Field sites/events






	Children and parents**




	1

	Sara

	40

	Female

	Christian—Orthodox Syrian

	Oman

	Father (70) and mother (64); husband and children in Kerala; one brother in U.S., one brother in U.K.

	Small-scale farmers

	Kerala, Oman




	2

	Usha

	39

	Female

	Christian—Orthodox Syrian

	Oman

	Husband, two children in Oman; father (73) and mother (63), sister in Kerala; one sister in Kuwait, one sister and brother in Oman (all siblings nurses); mother-in-law in Kerala

	Small-scale farmers

	Kerala, Oman




	3

	Teresa

	40

	Female

	Christian—Roman Catholic

	U.S.

	Mother, father; two sisters in Kerala, one sister nurse in Kuwait

	Father retired office worker

	Kerala, phone




	4

	Mary

	24

	Female

	Syrian Christian—Kananaya

	U.K. (planned), later in New Zealand

	Father (63) and mother (58); two elder sisters nurses in U.K.

	Father a driver, landowners

	Kerala, Skype




	5

	Joy

	27

	Female

	Christian—Orthodox Syrian

	Saudi Arabia, Germany

	Mother (50s), father (60s), younger brother in Kerala

	Father electrician

	Kerala




	6

	Teena

	28

	Female

	Hindu

	Maldives

	Father and mother; sister married in Kerala

	Father a worker on other’s farmland

	Kerala




	7

	John

	32

	Male

	Christian—Orthodox Syrian

	Guyana

	Mother (50s), father (60s); recently married a nurse; sister studying nursing in another Indian state

	Father a plumber, small-scale farmers

	Kerala




	8

	Mercy

	49

	Female

	Christian

	U.S.

	Mother (81), father passed away; husband and two children in the U.S.; sister and one brother in Kerala, second brother elsewhere in India, third brother in U.K.

	Father shopkeeperz

	Kerala




	9

	Viju

	29

	Male

	Church-going Hindu

	U.K.

	Mother (52) and father (60), brother and his family, parents-in-law in Kerala

	Parents shopkeepers

	Kerala




	10

	Thomas

	28

	Female

	Hindu

	Canada (planned)

	Mother (56), father (67); sister nurse in Canada, previously Singapore

	Unknown

	Kerala




	11

	Nisha

	27

	Female

	Christian—Orthodox Syrian

	Kuwait

	Father, mother (in their 50s), brother in Kerala

	Unknown

	Kerala




	12

	Anju

	24

	Female

	Christian—Orthodox Syrian

	Kuwait (planned)

	Mother (50), father (52), older sister in Saudi Arabia, younger brother student in another Indian state

	Father a photographer, mother a chemist, landowners

	Kerala




	13

	Matthew

	28

	Male

	Christian—Orthodox Syrian

	Australia

	Mother, father (in their 50s), younger sister

	Small-scale farmers

	Kerala




	Parents/parents-in-law only




	14

	Alice

	71

	Female

	Christian—Orthodox Syrian

	Australia

	Widow, daughter nurse in Australia, son working in UAE

	Unknown

	Kerala




	15

	Manju

	70

	Female

	Christian—Orthodox Syrian

	Bahrain

	Widow, daughter nurse in Bahrain

	Unknown

	Kerala




	16

	Sosha

	53

	Female

	Christian Syrian Orthodox

	U.K., UAE, South Africa

	Husband (61), three daughters nurses abroad with own families

	Father an electrician

	Kerala




	17

	Silvia

	48

	Female

	Christian—Pentecostal

	UAE

	Living alone, daughter-in-law and son in UAE, daughter nurse in Andaman Islands

	Unknown

	Kerala




	Children only




	18

	Anthony

	28

	Male

	Christian—Orthodox Syrian

	U.K., Australia

	Father deceased in 2015, mother (61) and grandmother (95) living together in Kerala; brother in another Indian state

	Mother a retired veterinarian, father an office worker

	Kerala




	19

	Romy

	26

	Female

	Christian—Orthodox Syrian

	Australia

	Mother (63), father (66), brother working in Dubai

	Father used to work in Dubai

	Texting




	20

	Ela

	45

	Female

	Christian

	UAE

	Husband, two children; parents deceased

	Unknown

	Kerala




	22

	Monu

	26

	Male

	Christian—Orthodox Syrian

	New Zealand (planned)

	Mother and father (in early 50s), younger sister in Kerala

	Father working (occupation unknown)

	Kerala




	23

	Ashu

	50

	Female

	Christian—Orthodox Syrian

	Oman, previously Malaysia

	Sister nurse and two brothers in UAE; husband, three children, and mother (80s) living with deceased brother’s wife in Kerala, father deceased; mother-in-law (80s)

	Father on temporary jobs, small-scale farming

	Oman




	24

	Sunni

	57

	Female

	Christian—Orthodox Syrian

	UAE

	Son, daughter (nurse), husband in Kerala, one daughter with her in UAE; mother living with brother’s family, father and parents-in-law deceased

	Small-scale farming

	UAE




	25

	Benny

	31

	Male

	Christian—Orthodox Syrian

	Oman

	Wife a nurse in Oman; mother and younger brother in Kerala, father deceased

	Unknown

	Oman




	26

	Meena

	53

	Female

	Christian—Orthodox Syrian

	Oman

	Parents deceased; two children with husband and mother-in-law in Kerala; brother in UAE

	Unknown

	Oman




	27

	Sona

	30

	Female

	Christian—Orthodox Syrian

	Oman

	Mother, father, younger sister in Kerala; husband and two small children in Oman

	Unknown

	Oman




	28

	Neethu

	30

	Female

	Christian—Orthodox Syrian

	Oman

	Husband and two young children in Oman; elder sister in U.S., father (61) and mother (52) living with younger brother, father-in-law (61) and mother-in-law (58) in Kerala

	Unknown

	Oman




	29

	Margie

	27

	Female

	Christian—Orthodox Syrian

	Australia

	Mother, father (in their 50s), two younger sisters in Kerala

	Unknown

	Kerala




	30

	Abraham

	26

	Male

	Christian—Orthodox Syrian

	U.K.

	Mother, father, younger sister in Kerala

	Unknown

	Kerala




	31

	Pia

	28

	Female

	Christian—Orthodox Syrian

	Germany

	Mother, father in Kerala; husband working in Dubai, young daughter with maternal grandparents

	Unknown

	Texting via WhatsApp




	32

	Feni

	32

	Female

	Christian—Orthodox Syrian

	Germany

	Mother, father, younger sister a nurse in Germany

	Unknown

	Phone, texting, and audio messages via WhatsApp




	33

	Aaron

	31

	Male

	Church-going Hindu

	U.K.

	Only son; mother (60), father (68)

	Father assistant manager in a company

	Video call via WhatsApp




	Retired nurses, returned migrants




	34

	Patti

	65

	Female

	Christian—Orthodox Syrian

	U.S.

	Living with husband; daughter in U.S.

	Remittances and pension

	Kerala




	35

	Roby

	68

	Female

	Christian—Orthodox Syrian

	U.S.

	Living with husband; two sons in U.S.

	Remittances and pension

	Kerala




	36

	Janice

	63

	Female

	Christian—Orthodox Syrian

	U.S.

	Widow; two sons in U.S.

	Remittances and pension

	Kerala




	37

	Thalia

	72

	Female

	Christian—Mathoma

	U.S., UAE

	Widow; son in UAE, daughter in U.S.; two sisters nurses in U.S., one sister nurse in Kuwait, and one sister married in Kerala

	Remittances and pension

	Kerala




	38

	Aly

	71

	Female

	Christian—Roman Catholic

	Germany

	Living with husband; son in Abu Dhabi, daughter-in-law nurse; daughter in Kerala

	Remittances and pension

	Kerala




	*AGE at the time of the interview.




	**I note where I met the children as well as their parents, or only children or parents.












NOTES



CHAPTER 1 ENACTING CARE


	1. All personal names and some names of places are pseudonyms.


	2. At the time of my research, the number of people over 60 years of age was 962 million globally, and this is expected to double by 2050; the process of population aging is the most advanced in Europe and North America, where older adults account for 35 percent and 28 percent of the population, respectively (United Nations 2017b).


	3. In 2013, there were 232 million international migrants, a rise of 50 percent from 1990 (United Nations 2013). In 2017, 17 million people who were born in India lived abroad (United Nations 2017a). India is the very top country in the world in terms of remittances, with migrants sending USD 69 billion to their relatives in India in 2015 (Connor 2017).


	4. For examples, see Pols (2012), Nielsen (2015), and Obasola and colleagues (2015).


	5. See more on enacting and perspectivism in Mol (1999), Latour (2005), Pols (2005), Law and Lien (2018), and de Castro (2019), and compare Kleinman (1988).


	6. Perhaps as a consequence of coming into contact with STS (Miller 2005; Callon 2005), the acknowledgment that technologies and people shape each other is also noticeable in the more recent development of material culture studies (e.g., Miller et al. 2016).


	7. STS scholars examining the problem of anthropocene have also noted that heterogenous relationships are not exactly symmetrical, and the impacts of humans on other, human or nonhuman entities are not to be underestimated or even concealed by emphasizing the constant emergence of ontologies through practices (Bonelli and Walford 2021).






CHAPTER 2 CRAFTING THE FIELD


	1. According to the 2011 Census, the population of Kerala is 33.4 million people, expected to increase to 35.8 million people by 2021 (Government of India 2011). Geographically, Kerala covers almost 39,000 square kilometers; it is divided into fourteen districts, with its capital city being Thiruvananthapuram, also called Trivandrum (Government of Kerala 2021).


	2. According to the Government of India Census (2011), almost 55 percent of Kerala’s population are Hindu, over 26 percent Muslim (concentrated in northern Kerala), over 18 percent Christian (concentrated in southern Kerala), and less than 1 percent are Sikh, Buddhist, Jain, or other religions. Most of the Christians are Syrian (70 percent), followed by Roman Catholics (13 percent), members of the Church of South India (CSI) and Pentecostal Churches (around 4 percent each), and other denominations.


	3. In Hinduism, Brahmins are considered priests and teachers; the other major castes, from highest to lowest, are the Kshatriya (warriors and princes), Vaisya (farmers or merchants), and Shudra (servants and sharecroppers). However, in Kerala this system is less rigid because Kshatriyas and Vaisyas were historically rare; the caste hierarchy became further complicated by the introduction of Syrian Christianity (Thomas 2018; see also Osella and Osella 2006).


	4. See, for example, Abraham (2002), Dalrymple (2002), Sprague (2002), and various news pieces (e.g., The Week Staff 2020). For a critical examination of Kerala’s religious exceptionalism, see Thomas (2018), and for religious conflicts in India, including anti-Christian opposition, see Bauman (2013).


	5. Roman and Syrian Christians in Kerala differ in their use of language (the Roman liturgical language is Latin, and Syrian Christians use Malayalam) and the origin of their central leader. Roman Catholics have their head (the Pope) in Rome, Italy, whereas the headquarters of the Syrian Christian head (the Patriarch) is in Damascus, Syria, but was transferred to Lebanon for safety reasons after terrorist attacks in 2018. For an organizational structure of the Syrian Christian Orthodox Church from Kerala, see George (2005, 220–223).


	6. The term “Dalits” (also known as untouchables or Harijan) refers to members of a wide range of low-caste Hindu groups and any person outside the caste system. Deemed offensive, the term was officially declared illegal in 1949 and was replaced with Scheduled Caste. Encyclopaedia Britannica Online, s.v. “Untouchable,” last updated October 27, 2022, https://www.britannica.com/topic/untouchable.


	7. In 2011, more than 27,000 nurses were registered in Kerala, and as many as 80 percent of nurses in cities like Delhi came from Kerala (Kodoth and Jacob 2013). Precise numbers of graduating nurses in India are difficult to establish due to the questionable reliability of data about the education of health-care workers (Walton-Roberts et al. 2017, 18). See also George (2005), Nair (2012), Percot (2006, 2016), and Percot and Rajan (2007).


	8. This is significantly better from the national literacy average of 78 percent, with a 15 percent difference between men and women (Manoj 2020).


	9. For a detailed examination of women’s position among Syrian Christians in Kerala and abroad, see George (2005), Thomas (2018), and Abraham (2004).


	10. For an ethnographic study of suicide among highly educated young people in Kerala, see Chua (2014).


	11. For a detailed account of Namboodiri Brahmins, their history, and their current status in Kerala, see Gallo (2017).


	12. For ethnographic studies of the Indian diaspora, see Rutten and Patel (2003) for the United Kingdom; Lamb (2009) and Das (2012) for the United States; and Vora (2013) for the United Arab Emirates (UAE).


	13. The Philippines is a famous example of a country that produces nurses as a human capital for export (Yeates 2009). The case of Filipino migrants has been extensively described ethnographically and theorized within the literature on global care chains (Amrith 2017; Cabalquinto 2022; Choy 2003; McKay 2016; Parreñas 2001, 2008).


	14. See Gallo (2018), Das Gupta (2009), Prescott and Nichter (2014), Nair and Healey (2006), and George (2015). Internal and international migration is common among Indians of all socioeconomic and religious backgrounds. For ethnographies on Indian migrants from other contexts, see Lamb (2009), Bomhoff (2011), Bailey, Hallard, and James (2018), and Voigt-Graf (2005).


	15. See https://www.helpageindia.org/wp-content/uploads/2020/02/digital-literacy-pdf.pdf, accessed December 22, 2022.


	16. See the appendix for more information about the people included in this study.






CHAPTER 3 STRUGGLING WITH ABANDONMENT


	1. Oxford English Dictionary Online, s.v. “Abandon, v.” Oxford: Oxford University Press. https://www.oed.com/view/Entry/70?rskey=UTHSFO&result=3#eid. In Malayalam, “to abandon” translates as ഉപേക്ഷിക്കാൻ (upēkṣikkān), with several close synonyms. For an etymological investigation of the term abandonment in English, see Salerno (2003, 3–4).


	2. In 2017, India had around 125 million people above 60 years of age, or 9.4 percent of the population; this number is expected to increase to 316 million by 2050, or about 19 percent of the national population (United Nations 2017a). Although the World Health Organization (2012) defines “elder people” as those who are older than 60, ethnographic literature shows that this notion is not clearly delineated or uniform across the world (e.g., Vera-Sanso 2006). Defining people as old after they reach a certain age is a relatively recent phenomenon in India. There, gerontology as a medical and social practice developed only in the 1980s. As Lawrence Cohen writes (1998, 88), before that “people did not know what a senior citizen is.… At that time there was no aging in India.”


	3. In Kerala, according to news reports from 2020, around 5 million older adults receive a pension of INR 1,300 (USD 17) per month, or INR 1,500 (USD 20) for those older than 75 (Sebastian 2020). The Government of India increased monthly pensions from INR 75 to INR 200 (USD 1 to 3) between 1995 and 2020 (Cherian 2020, vi). Around 67 percent of men and 87 percent of women do not receive any social benefits (James et al. 2013, 10). For more about pension initiatives targeting women, see van Dullemen and de Bruijn (2015).


	4. In India, health expenses are mostly paid out of pocket, and the national public health expenditure remains at around 1.4 percent, well below the world average (Rao 2018).


	5. According to the 2011 census, over 41 percent of the older people in India are engaging in economic activities, with this percentage being significantly higher in rural areas (Government of India 2011).


	6. See Lamb (2000, 83–88) for an extensive discussion on the inappropriateness of living with a married daughter; I address this issue further in chapter 6.


	7. Other sources report that old age homes appeared much earlier, in the eighteenth century, with the first records from 1782 (Rajan 2002).


	8. This is despite the fact that in Western countries, too, institutionalized care is often the last resort for families, and governments increasingly encourage aging at home (e.g., Government of the Netherlands 2018). For more on the “harming” impact of Western culture on conventional Indian norms of eldercare, see Lamb (2009, 112–113; see also Lamb et al. 2017).


	9. In recent decades, the practices of sevā have become transformed through diasporic life; Sarah Lamb (2009) suggests that it could now be said to include paying for an old age home or in-home care; see Lamb (2009, 193–198) for a discussion of paid care services as sevā.


	10. In 2014, the Government of Kerala officially recognized 532 old age homes in the nongovernmental sector and an additional fifteen homes in the government sector (Nayar 2016, 8).


	11. The Mundakapadam Mandirams Society is grounded in the Mahtoma Church, one of the many factions of the Syrian Church in Kerala. The word mandiram originates from Hindi and translates as “temple.”


	12. See Mundakapadam Mandirams Society, “Eventide Homes for Senior Citizens | Founded in 1977,” November 2018, https://mandiram.org/senior-citizen-homes/. The prices were communicated to me via email in 2020. Lakh is a unit in the Indian numbering system that refers to 100,000.


	13. See Mundakapadam Mandirams Society, “Agathi Mandiram: A Home for the Destitute | Started in 1933,” November 2018, https://mandiram.org/agathi-mandiram/.


	14. In her account of fictive kinship within an Indian transnational family, Brijnath (2009) argues that carers, who commonly have lower-class background, are not necessarily exploited and powerless. As their relationship develops through long-term care engagements, the family may feel obliged to support the carers, financially and otherwise, as though they were kin.


	15. The website of the Mandirams Society also advertises its own Mandiram Hospital and a Palliative Home Care project, which started in 2015 after my visit.


	16. See Ayyar and Khandare (2013) for more on skin color and caste discrimination in India.


	17. According to 2014 exchange rates.


	18. See also Vatuk’s (1990) work, describing how some older adults in India decide to move to an old age home to not burden their children through co-residence.


	19. See, for example, St. Mathews Home for Senior Citizens (“Paid Old Age Homes” 2021).


	20. See also López and Domènech (2008) on how material agents can contribute to enacting people’s autonomy in different ways.


	21. For exceptions, see Jamuna (2003), Shankardass and Rajan (2018), Selim and colleagues (2018), Rajan (2022), and Rajan and Arya (2018).






CHAPTER 4 CALLING FREQUENTLY


	1. Fictitious name of place.


	2. By contrast, research in the early 2000s has shown that email was a popular way of communication for older parents in Italy and their adult children in Australia (Baldassar 2008). For a discussion of changing technologies over time, see Baldassar (2017).


	3. See Gallo (2015) on how Malayalis use humor and irony when expressing painful emotions.






CHAPTER 5 SHIFTING DUTIES


	1. The conversion rates in this section are from 2021.


	2. The in-laws’ demands for additional dowry cash after marriage have even been linked to “dowry-related deaths,” an expression referring to deaths of young women, allegedly by suicide, following harassment over dowry; in June 2021, three such cases were reported in the news within two days (Varma 2021).


	3. Similarly, other scholars have noted that in Kerala “the importance of marriage for women cannot be exaggerated” (Philips 2004, 261). According to Amali Philips (2004), the status of a single woman is intolerable, and an unmarried woman is considered pothuppen (a common or shared woman)—public property that men can take advantage of at any time. Women’s safety is therefore intricately linked to their married status. Unsurprisingly, then, divorce is highly uncommon. According to the 2011 government census, the divorce rate for India was 0.24 percent among all married couples, with the rate in Kerala being slightly higher at 0.32 percent (Jacob and Chattopadhyay 2015).


	4. See “The AksharaSilpam Project,” Aksharasilpam, May 2021, https://www.kottayampubliclibrary.org/aksharasilpam/.


	5. For a further analysis of the mother-daughter relationship in South India, see Trawick (1990, 163–170).


	6. In proposing the idea of kitchen as a site of care, Emily Yates-Doerr and Megan Carney (2016) note that in Latin American households, the individual was subordinate to the communal in terms of diet, and therefore individualized diets prescribed by health-care professionals were not feasible. In Kerala, however, the communal was above the individual only during liturgic occasions, which demanded specific kinds of foods. For example, at the events commemorating the death anniversaries of Mary, St. Thomas, and other important saints pal appam (pancakes) were served; at the yearly commemorative services of deceased parents, different cakes made of jaggery and coconut were offered (Visvanathan 1999, 170–172). Sharing food on such occasions is “an important index of solidarity of the community” among Syrian Christians (Visvanathan 1999, 171).


	7. This reality fueld the discourses of international migration as tied to lower economic classes, which I discuss in chapter 3.


	8. The conversion rates are from 2014, according to the reference (Johnson, Green, and Maben 2014). The amounts noted by my informants at the end of this paragraph are based on the 2018 conversion rates.


	9. See Nichter (1981) for the related concept of idioms of distress.


	10. Another option was TOEFL (Test of English as a Foreign Language), which was accepted for visa applications in the United States and Australia but was refused by the United Kingdom at the time of my fieldwork (Educational Testing Service, http://www.ets.org/toefl/ibt/about/, April 30, 2014). TOEFL was particularly popular for students who wished to study in the United States; only one among my interlocutors was unsure of which test to take, but all the others were studying for IELTS.


	11. See, for example, Manjoorans Education Academy, “Nurses Recruitment—NHS,” April 4, 2021, https://www.manjooransacademy.com/uknhs/.


	12. The so-called IELTS marriages have become particularly prominent in the Indian state of Punjab in recent years (Chabba 2020).






CHAPTER 6 DOING HEALTH


	1. Among the families I met, none of the parents followed their children abroad, although some children tried to convince them to do so. However, some older adults from India do follow their children abroad, and their options for doing so are shaped by different national immigration laws. See Sarah Lamb (2009) on aging parents moving from India to the United States to settle there with their children.


	2. Vonage is an American VoIP provider (https://www.vonage.com/).


	3. DHL is a German logistics company providing courier services.


	4. As an example, in a public speech at a book fair I attended in 2014, one speaker noted how priests in India often warn of “the devil coming through the phone.” The devil in this case was a metaphor for illicit romantic relationships, which could represent a danger to the institution of arranged marriage.


	5. See Ahlin, Nichter, and Pillai (2016) for more on (underuse of) health insurance in India. See Ecks (2021) on how the hundreds of government-funded health insurance schemes, which have been introduced since the 2000s, are not benefitting the poor in India but instead are deepening the lack of market transparency in health care.


	6. See also chapter 5 on this point.


	7. To put this expense into context, in 2018–2019 the average salary for government employees in Kerala was about INR 50,000 (USD 680) per month, up from about INR 25,000 (USD 350) per month in 2011–2012 (Saikiran 2020).






CONCLUSION


	1. See https://responsibletoday.in/, accessed January 8, 2023.
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