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Introduction 

“After my husband died and after discovering that I was HIV-positive and that three [out 
of five] of my children were infected too, I planned to push my children under a train and jump 
in after them (Figure 1). Thankfully, my daughter convinced me not to jump that time, but I still 
feel bad about myself.  I’m not able to provide [food, education, shelter, and stability] for my 
children. I often think that it would be better if I were dead. (Sahi, a 38-year-old widow living 
with HIV/AIDS in Delhi).  

Figure 1.  Railway in Delhi 
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 Whose lives are valuable?  Whose lives are worth living?  This is a question that has 
certainly captivated the discipline of anthropology and other such disciplines for quite a while 
now.  Whether in Gramsci’s explanation of bios and zoe or Foucault’s articulation of biopower, 
we find that worth is almost always inseparably inscribed on bodies.  In a world of non-linear 
power relationships, globalization, and increasing inequality, the question of the worth of human 
existence as important now as ever before.  
 

Is peace in living with life-threatening illness a privilege for all or a privilege of 
wealth?  This paper simply seeks to explore the question—whose lives are worth living? —by 
ethnographically investigating the ways in which global health development deals with palliative 
care in resource-limited settings.  With an increasingly aging American population, the field of 
palliative care in the West has gained traction in both medical and academic circles.  Yet what 
seems to be silenced is the work of palliative care in resource-limited settings.  While nursing 
homes and hospice care institutions in the US are being reformed, palliative care teams 
(including cancer and HIV) in places like North India are struggling to find funding sources.  
 

This paper deconstructs the question, “Is care for the terminally ill worthwhile in 
resource-limited settings?” by investigating how decision-makers understand the concept of 
worth for persons living with terminal and/or life-limiting illnesses in poverty in North 
India.  What follows is grounded (a) generally in six months as an intern with Shalom Delhi, a 
palliative care unit of the Emmanuel Hospital Association (EHA) and (b) specifically in an 
ethnography of interaction between EHA’s palliative care practitioners from across rural North 
India and a neoliberal funding agency (MES) during a three-day proposal-writing meeting and 
workshop to discuss the next steps for EHA’s palliative care program in terms of funding.  In 
doing so, I hope to voice the dissonance palliative care practitioners in resource-poor rural North 
India feel in articulating the worth of caring for people at the end of their lives to the larger 
healthcare and development community.   
 

In the meeting, MES expressed that palliative care is worthwhile only if it could be 
shown to reduce household poverty if the programs were self-sustaining economically, and if 
similar services could be scaled up so that all who need palliative care in North India.  In 
response to MES and the broader Indian context of development initiatives that are grounded in a 
kind of social Darwinist philosophy where ideas of limited resources, efficiency, and economic 
sustainability are ingrained as most important, EHA palliative care practitioners base their work 
in the dignity of all people—especially at the end of life—thus operating under a very different 
understanding of worth than funders who want to see a return on investment.  For EHA’s 
palliative care practitioners, the practice of palliative care in resource-limited settings is a kind of 
philosophical and anthropological statement of human value; healthcare and “health investment” 
should not be just for those who can afford it or for those who can contribute economically to a 
society but for all.   
 

I argue that palliative care and any kind of healthcare that seeks to improve the quality of 
life for persons at the end of life—especially in resource-limited settings—will continue to face 
barriers to its development as long as it is judged by utilitarian, neoliberal development 
standards.  Because the terminally ill and those living with HIV/AIDS or other life-threatening 
illnesses have less worth in the global health discussion where every dollar must be spent most 
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efficiently, palliative care cannot and should not be “sold” as a development initiative.  Instead, 
palliative care must be engaged culturally in the sense that it must be articulated both locally in 
India and to the international aid community as the outcome of a proper understanding of 
humanity where people are valuable regardless of their ability to contribute to society.  

Contextualizing Palliative Care in North India 

Palliative care is one of the most intriguing global phenomena of our time.  A recent UN 
Health report stated that “only 1 in 10 people who need medical care to relieve the pain, 
symptoms and stress of serious illness is currently receiving it.”  Somewhat pessimistically, as if 
to state that there is little hope for palliative care’s development globally, one of the main authors 
of the report explained:  “Our efforts to expand palliative care need to focus on bringing relief of 
suffering and the benefits of palliative care to those with the least resources…. will take courage 
and creativity as we learn from each other how to integrate palliative care into existing but very 
limited health-care systems.”  This certainly is not the first time that an international health 
organization has come out with a call for palliative care in resource-limited settings.  The 
inequalities in access to palliative care are stark, with most of those with the privilege to access 
to palliative care living in high-income countries.  Can these inequalities feasibly be addressed? 

The Wazirpur slum area in Northwest Delhi 

Delhi is a unique vantage point from which to view palliative care development both 
locally in North India and globally.  In a city made up of large-scale rural to urban migration 
shifts, world-class malls adjacent to sprawling slums, and Gramin sewas driving past BMW’s, 
the feeling of social inequality is understatedly palpable.  For the bottom half of Delhi’s 
socioeconomic ladder, quality healthcare is an anomaly.   While many hospitals were founded on 
principles that would allow the resources to trickle down, the population size of Delhi and its 
surrounding areas render adequate care for the majority non-elite nearly impossible.  Throughout 
the course of my fieldwork, Arjun—a 20-year-old male HIV-positive from birth—often 
expressed his feelings of discontentment to me with government-funded ART centers:  

“The counselor will just ask about my [antiretroviral] medicine—how many tablets I 
have left. If the patients say that they have some problem, the doctor or counselor will 
say: ‘It happens.’ If you talk too long about the problems with HIV/AIDS, they’ll 
interrupt you and say ‘Bas. Jao!’  (Leave!). The lines are long, and there are too many 
people.” 

With Delhi’s population nearing 21 million people and with the central government 
cutting back on its health care budget, adequate health care for the masses continues to evade 
possibility.  One of the physicians at Shalom related to me:  “I don’t know how my friends do it 
in the government hospitals.  They see patient after patient every single day.” 

According to a recent UK “Quality of Death” report, India is one of the worst countries in 
the world to die in.  While the history of palliative care services in India goes back to the mid-
1980s, a number of factors have limited its reach to and development in the general population, 
especially in North (and Northeast) India.  Citing limited national palliative care policy and lack 
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of institutional interest in palliative care, the Indian Journal for Palliative Care cite “population 
density, poverty, geographical diversity, restrictive policies regarding opioid prescription, 
workforce development at base level” as important limiting factors the development of palliative 
care services. Where palliative care exists, it exists in small niches. Palliative Care practitioners 
in the North Indian setting operate under the World Health Organization’s (WHO) current 
definition of palliative care:  

“Palliative care is an approach that improves the quality of life of patients and their 
families facing the problem associated with life-threatening illness, through the 
prevention and relief of suffering by means of early identification and impeccable 
assessment and treatment of pain and other problems, physical, psychosocial and 
spiritual.” 

In many ways, palliative care is the practical postmodern response to modern medical 
practice.  Palliative care seeks to cope with the limits of modern medicine and holistically seek to 
improve the wellbeing of patients (unlike most medical specialties, which seek to push as much 
as possible against the constraints of our biology) (Gawande 2014).  

The genealogy of the contemporary palliative care movement is often traced back to 
physician Cicely Saunders’ pioneering of hospice care in the United Kingdom in the mid-
1900s.  At a time in medicine when patients diagnosed with incurable disease were left to die, 
Saunders sought to improve the quality of life of her patients, regardless of the number of days 
left they had to live.  From its beginnings, palliative care has been nearly synonymous with end 
of life or hospice care.  Because of this, palliative care has always been viewed as the medical 
option when no other options are available, the antithesis to curative care.  As we shall see 
below, this understanding of palliative care affects how health care workers, government 
officials, and aid organizations tend to understand the worth of palliative care.  

Most palliative care practitioners today see palliative care as integrative with curative 
care; they see palliative care as a medical approach, a way of medicine that seeks to improve the 
quality of life for people with life-threatening illness.  Harding in his “Palliative Care in 
Resource-Poor Settings: Fallacies and Misapprehensions” (2008) articulates that palliative care 
has always been demonstrably effective alongside curative treatment.  Improving the quality of 
life for patients and their families is a matter that deeply depends on social and interpersonal 
engagement.  An example of this line of thought is found throughout physician-anthropologist 
Paul Farmer’s writings on HIV/AIDS, where he argues that patients living in poverty with 
HIV/AIDS need accompaniment—home-based therapy, social and psychological support, and 
everyday help—much more than antiretroviral treatment and symptom control (Gwyther 
2008).  The ethos of the modern palliative care physician or nurse can be summed in Atul 
Gawande’s Being Mortal (2014): “We think our job is to ensure health and survival. But really it 
is larger than that. It is to enable well-being.”  

I spent six months in Delhi with Wheaton’s Human Needs and Global Resources 
(HNGR) program as an intern with Shalom Delhi, a palliative care unit of the Emmanuel 
Hospital Association (EHA) in Delhi whose primary focus is on HIV/AIDS.  The HNGR 
program’s mission is to equip students completing its interdisciplinary certificate to “confront the 
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multiple challenges faced by peoples and nations of the Global South,” and my time in Delhi was 
focused on relationships with both Indians living with HIV/AIDS or other terminal illnesses in 
situations of poverty as well as with Indians trying to address those very challenges.  I spent the 
majority of my days traversing the city visiting families affected by HIV and cancer as a part of 
Shalom’s home-based care team, finishing projects for staff, and conversing with patients in the 
HIV ward.  

Many of the insights for this paper came from six months of living and working with staff 
at Shalom Delhi.  I also attended an Indian Association of Palliative Care (IAPC) certified week-
long palliative care course in June 2015 and an “End of Life Care Workshop” run by the 
palliative care directors of TATA Memorial Hospital (Mumbai, India) in September 2015 in 
Delhi.  Aside from informal conversations and interactions and participant-observation work, I 
conducted in-depth qualitative interviews with numerous staff members and patients who were a 
part of Shalom Delhi’s home-based care program.  

For the six months of my internship, Dr. Savita Duomai, current director of Shalom Delhi 
and soon-director of EHA’s palliative care program, provided a room for me to stay in with her 
family in their three-bedroom apartment in Northwest Delhi.  Given our similar interests in 
palliative care, we quickly formed a strong mentor-mentee relationship, and she treated me no 
less than as a son.  One reason for this might very well be that I look like her husband’s relative; 
she is married to a man from Northeast India, and interestingly enough, my Okinawan, Japanese, 
and Chinese physical features heritage allowed me to fit in as a part of her family.  On many 
occasions, she would give me lectures on topics such as the socioeconomic struggles her patients 
go through in living with HIV/AIDS, clinical tips on pain management among people with late-
stage cancer, difficulties in raising support and awareness for palliative care in Northern India, 
and the joy of raising a family in Delhi.  

In early November, Dr. Savita brought me with her to a three-day proposal-writing 
meeting and workshop to discuss the next steps for EHA’s palliative care program.  A funding 
agency (MES) from the United Kingdom intended to partner with EHA in applying for a multi-
year grant from the Global Innovation Fund (GIF), and the head of that organization and about 
fifteen EHA palliative care physicians and staff attended the workshop.  Earlier that year, MES 
had helped EHA to pilot a large, multi-site study on the impact of palliative care on household 
poverty, which showed that in general, adequate palliative care reduces household poverty by 
preventing households from spending savings on unnecessary treatment and allowing family 
members to go back to work.  

During the meeting, Kate, the head of MES, emphasized her belief that global 
development funding patterns are changing, where funders want to invest in only what will do 
the most good economically for a particular country.  “If I were an investor, I don’t know if I’d 
invest in hospitals,” she reminded the group during a particularly heated part of the 
discussion.  Her plan for getting palliative care funding from these increasingly “right-wing” 
funding agencies was “simple”: convince other hospitals that this work is important in reducing 
poverty, make the palliative care programs sustainable economically by investing in medical 
specialties that could support palliative care, and scale up the palliative care programs across the 
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country.  By doing this, Kate argued that “we [could] get governments on board with this,” 
ultimately showing them that palliative care is a core part of running a country.   

The EHA staff questioned the possibility of such a program at every turn.   They voiced 
that it is not really possible to (1) scale up palliative care services when so few physicians to be 
willing to engage in this kind of work, (2) make palliative care services sustainable when 
specialty doctors will not work in rural or poor urban areas, and (3) convince other hospitals of 
its value when most of the other health care workers in the country view the terminally ill with 
less dignity than the EHA staff do.  The staff continually emphasized the fact that they engage in 
palliative care to primarily seek to improve the quality of life of the patients they serve, not 
necessarily to reduce poverty on a nation-wide scale.  “We value people over programs” and “we 
strive to maintain dignity” were emphasized as a response to Kate’s cost-benefit understanding 
of palliative care development.  As we shall see later, how the decision-makers articulate the 
worth of palliative care sheds light on how they conceptualize whose lives are worthwhile and 
valuable. 

Habitus and its Effect on Conceptualizing Worth 

From the moment we stepped out of the hotel, I could tell that Dr. Savita was enraged 
with how the meeting went that day.  We were returning home from the second day of the 
research proposal-writing workshop at the Hotel Delhi.  Kate, the head of a European funding 
agency, Kate, had (somewhat shockingly) spent the afternoon berating the way that the 
Emmanuel Hospital Association (EHA) handled its resources and physicians. For her, palliative 
care should base itself on rational cost-benefit analysis, not some kind of religious phrases.  That 
afternoon, she made her position quite clear. 

“Your ethos is that doctors get little pay. In other places, doctors are given much better 
conditions, which includes pay…. You people never listen to us.  It’s your decision if you 
want your people to work out of a particular ethos.” 

Kate systematic belittling the desire of EHA doctors to serve the poor through medicine 
was indicative of the stark contrast in ethos (to use Kate’s words) between funder and recipient 
organization.  For Kate, the motivation for doctors to use their resources to serve the poor was 
keeping them back from running sustainable programs.  Her argument was that if doctors’ 
salaries were increased, EHA could attract more specialty physicians (i.e. anesthesiologists and 
cardiologists) whose surplus could help fund the palliative care programs.  What Kate could not 
understand was the extent to which the physicians felt that the quality of care they were able to 
give to their impoverished patients was necessitated a modest (non-extravagant) lifestyle.   

We took three Metro city trains (Figure 2) and a cycle rickshaw before we reached 
home.  It was rush hour during Diwali season; and even though the trains ran every two minutes, 
each one that came was packed to more than its capacity.  Knowing my interest in long-term 
palliative care work as a clinician or researcher in development settings, Dr. Savita would often 
seek opportunities while in transit like this one to teach me.  Despite the crowdedness of the 
trains and Delhi streets, because of the noise around us, our conversation maintained a sense of 
privacy. During these lessons while traveling, Dr. Savita would typically share her opinions with 
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me about the socioeconomic struggles her patients go through in living with HIV/AIDS, clinical 
tips on pain management among people with late-stage cancer, difficulties in raising support and 
awareness for palliative care in Northern India, and the joy of raising a family in a place like 
Delhi.   

Figure 2. Waiting at the Central Secretariat Metro Station during rush hour in November 2015 

Yet my conversation with Dr. Savita on that November afternoon was much 
different.  The topic was donor-driven funding; she specifically wanted me to understand what it 
feels like for her as an Indian physician to interact with Western funders like Kate. While much 
of what Kate said deeply offended Dr. Savita, what insulted her most was Kate’s demeaning 
attitude towards EHA doctors who pass up jobs with lucrative salaries to serve the poor.  

“EHA doctors should get equal to others?  Doctors in EHA should work because they want 
to serve the poor. What other doctors get is deeply unjust.  Should we follow that unjust 
system? Is this what donor-driven policies look like? They should live among the poor, 
then they would understand. Because you studied more, that’s why you deserve a higher 
salary? Your studies are meant to serve the need; and salaries push you away from the 
need.” 

Salaries push you away from the need.  Dr. Savita’s words swirled around in my mind as 
we flowed out of the purple line train onto the platform and briskly walked towards the yellow 
line platform at the Central Secretariat metro station.  Outside of the disembodied and rational 
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approach to funding embodied in Kate and in the hotel environment, we passed by scores of 
people—largely from the bottom half of the socioeconomic ladder—in their day-to-day endeavor 
to make ends meet.  

Once we got to the next leg of our commute, Dr. Savita elaborated on what she had 
meant earlier.  She explained that donor-driven funders who criticize something as the core of a 
commitment for her as serving the poor uncovers a lack, an awareness on behalf of the 
donor.  For Dr. Savita, palliative care among the poor in North India implicates her lifestyle.  “I 
don’t know how much heart there is for people [in Kate’s rant].  (Imitating Kate) ‘You Indians, 
you EHA doctors’…. For her, it’s all ‘rots’ and she needs to teach us how to run things.  I hate 
the kind of patronizing attitude.” 

The day before, I just so happened to be sitting with Kate during the lunch break at the 
hotel.  It was a typical Delhi hotel buffet, combining Indian and Western culinary options.  I had 
loaded on top of my pile of white rice significant quantities of paneer, butter chicken, fish curry, 
and half a piece of garlic naan.  Busboys (or more accurately, busmen) with filtered water jugs in 
hand moved from table to table, taking orders and catering to the wishes of customers.  Kate sat 
across from me; in response to hearing me talk about Shalom Delhi’s work among the HIV-
positive Delhi population in poverty, she shared with me her deep disdain for the Indian caste 
system.  She explained that if she had all of the money and power in the world, her next project 
would be to eradicate the caste system.  I simply replied, “Good luck.”  

A few days later, I asked Dr. Savita what her motivation was for working with Shalom 
practicing palliative care among persons living with HIV/AIDS.  I wondered what kept her going 
in spite of tight finances and tremendous obstacles to the wellbeing for the patients she sees.  

“I want to share love in a place of so much brokenness, among our patients with who feel 
that their lives are worthless.  What keeps me going is the extent of human suffering, and 
the fact that you can’t move away from that and you share what they’re going through. I 
want to work towards their restoration and healing.” 

Perhaps the reason why Dr. Savita feels that Kate can never understand is simply that she 
has not experienced first-hand the extent of human suffering and the barriers to flourishing that 
Dr. Savita sees every day.  To Kate’s ears, these words probably would have seemed like 
American Bible belt clichés.  Yet I am convinced that Dr. Savita’s response to Kate, “[She] 
should have lived among the poor,” is her way of expressing that Kate’s insistence on cost-
benefit analysis in palliative care does not get at the true experience of suffering that the 
terminally ill and the HIV-infected go through.  Could Dr. Savita adequately provide care for 
patients in the depths of poverty and live in wealth?  Perhaps.  Either way, the answer to the 
question gives us a clue to interpreting the difference between Kate and Dr. Savita’s approach to 
funding for palliative care.  

Discourses in Global Health Funding 

Up to this point, I have tried to demonstrate that palliative care fundamentally deals with 
a question of human worth.  Is it morally right to put funds and infrastructure into care for the 
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dying, and why is it morally right to do so?  In the search for objective principles for creating the 
best care institutions, moral and ethical commitments that shape these principles are often 
forgotten.  Farmer et al. (2013) in their Reimagining Global Health an Introduction make the 
case that the global health apparatus operates in a Weberian iron cage, where rational economic 
calculations “trump human decency and common sense.”  For Farmer et al., the Global Health 
bureaucracy wields significant influence because of the immense biopower it holds, having the 
power to define whose lives are worthy of treatment.  They conclude that biopower as being 
present “any time a quantification of life leads to a categorization of life.”  

 
Farmer et al.’s understanding of Global Health as an iron cage with significant biopower 

is helpful in understanding how global health funding agencies deal with palliative care in 
resource-limited settings.  They are committed to liturgies of cost-benefit sustainability over 
supporting what people in local contexts see as ethically right and viable.  The global health 
funding apparatus in which MES finds itself is committed to a neoliberal picture of development 
and is part of a particular habitus detached from the contexts of the people they hope to help 
(Bourdieu 1990).  The habitus of global funding agencies give staff members of these agencies 
the sense of infinite power to reform global issues.  This idea was seen in the way Kate imagined 
the possibility of eradicating the remnants of the caste system as an outsider.  

 
The theme of the survival of the fittest masked in utilitarian ethos pervasive in global 

health funding discourse comes up often in discussions surrounding funding in palliative 
care.  The notion of survival of the fittest is pervasive in biology textbooks to describe the 
matter-of-fact ways in which human life operates.  University students are taught objectively that 
species survive because of their ability to adapt into body forms that provide the most success, 
dominion, or offspring.  One can make the case that the ideas of the survival of the fittest first 
appeared in policies in the West with the rise of the eugenics movement following World War I, 
which focused on promoting “better breeding” and preventing “poor breeding or the risk of it” 
(PBS 1998).  Although the agenda of the eugenics movement are renounced as unscientific and 
ethnocentric, the ideas of survival of the fittest in the social world are embedded in our post-
colonial world.   

 
It is unsurprising that similar ideas of survival of the fittest are ingrained into global 

health practice in resource-limited settings.  The role of modern medicine has historically been to 
cater to those who will benefit the most from its interventions.  Needless to say, in its 
commitment to the dying and those with life-threatening illnesses, palliative care runs counter to 
the idea of survival of the fittest, where people deserve care regardless of their future 
contribution to society.  One reason why the majority of the EHA staff members present at the 
meetings disagreed so strongly with Kate’s approach to palliative care is that Kate’s emphasis on 
the economic worth of palliative care for households in resource-limited settings implicitly goes 
along with the utilitarian narrative of survival of the fittest (i.e. investing in care at the end of a 
farmer’s life might allow his son to continue studying and pursue a college education).  In other 
words, Kate’s unintentional commitment to utilitarian ethics created tremendous tension among 
EHA palliative care staff members who feel that palliative care should have nothing to do with 
utilitarian mindsets.  
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If we are to understand how palliative care decision makers conceptualize program 
worthwhileness, we must consider the moral commitments involved in their 
proposals.  Bioethicist Craig Blinderman in his “Palliative Care, Public Health and Justice: 
Setting Priorities in Resource Poor Settings” argues that health priorities in resource poor 
settings are, at its core, based on particular moral commitments (2009).  From the point of view 
as expressed in his article, palliative care’s worth implies particular understandings of what is 
right.  Yet the picture Blinderman gives about moral commitments in resource-limited settings 
misses a nuanced understanding of how decision-makers conceptualize resource availability or 
scarcity.  In regions like North India, these moral commitments have everything to do with the 
perceived and actual reality of scarce resources.  For Kate, the priority of reducing household 
poverty led her to relentlessly articulate the worth of palliative care as economically sustainable 
and important for creating an economically fertile environment.  

Thus, in resource-limited settings, Kate’s moral and philosophical commitments are 
reduced to a utilitarian mode of operation.  For Kate, palliative care would only be viable if it 
were able to fit in with the Global Innovation Fund’s goals for poverty eradication: reduced 
household poverty, scaled up services, and the program’s economic sustainability.  The moral 
commitment of the EHA staff to quality of life must also be examined.  The vagueness of 
“quality of life” in quantifiable terms makes it difficult for palliative care to get recognition, and 
because of this, many argue that the phrase should be reformed to make it understandable in the 
larger universe of international development. The discussion on the rhetoric of quality of life and 
what it signifies is an acknowledged limitation in this paper.  Nevertheless, whatever the case 
may be, EHA’s palliative care nurses and physicians come in with significantly different moral 
and philosophical commitments than Kate, underlying the disparity in approach to articulating 
the worth of palliative care.  

The Application of Palliative Care Principles: an Ethos for Health Care 

Many of the EHA staff members I talked with saw palliative care not so much as a 
medical specialty but as a medical approach.  They take the WHO’s definition of palliative care 
as improving the quality of life seriously, seeking to address all barriers to quality of life that 
their patients encounter.  As one of the doctors in the meeting mentioned, “palliative care is more 
of a heart issue.”  Palliative care for the EHA physicians is a lens through which they come to 
see the holistic needs of the patients they serve.  

Throughout the course of my fieldwork, I spent many days at Shalom Delhi’s “livelihood 
program,” a pilot program that seeks to improve the quality of life of women in poverty affected 
by HIV/AIDS.  Understanding that work and providing for one’s family are important aspects to 
quality of life for women affected by HIV, the livelihood group seeks to provide a space for 
women who are HIV-positive to regain a sense of the worth of their lives back.  Below are my 
fieldnotes from an October day, while sitting on the steps outside of the livelihood program’s 
center in Northwest Delhi (Figure 3.): 
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Figure 3. Steps outside of the livelihood program’s center in Northwest Delhi 

“With a white fabric in her hands, Sahi stops her work and gazes across the room. It is a 
Thursday afternoon; the sun filters through the window behind her.  

The blue-painted door to Shalom Delhi’s newly launched “livelihood group” is cracked 
opened, allowing air to flow into the room.  The women earn 150 Rupees per day here; 
they are part of a pilot livelihood program that Shalom Delhi has recently started, hoping 
to provide a stable source of income and social support for women affected by 
HIV/AIDS.  For these women, the cost of one pair of sandals would be roughly Rs. 50 (a 
round-trip bus ticket Rs. 20-30); average rent for a tiny room, Rs. 2000/month; adequate 
food for one’s family, Rs. 3000/month. The numbers don’t seem add up financially, and I 
wonder how they make ends meet.  

It is an overcast afternoon in early November; the day this picture is taken, there are five 
pairs of footwear sprawled near the doorstep.  There are much fewer participants today 
than usual.  Two of the slippers are the staff members’, while the other three are the 
program participants.  The Delhi dust visibly collects on the surface of the footwear, 
forming foot-like imprints on the rubber. 
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From the women’s physical appearance, one would never be able to tell that the women 
in the group are in any way different, that a disease as dreaded as HIV affects them. 
Indicators like height, skin-color, and clothing-type are ways that Delhi-ites distinguish 
between the rich and poor; yet footwear choice in Delhi almost never conveys one’s 
socioeconomic status (much less HIV status). Yet while footwear choice does not tell us 
much about these women’s background, footwear points us to life-experiences, stories of 
trauma, grief, loss, and occasionally, hope, all invisible to all but a few trusted individuals 
whom these women confide their stories in. The everyday struggles of fear, insecurity, 
hunger, sickness, and yes, financial security, are inscribed in the dust on the surface of 
the footwear, just as the toll of HIV-infection is inscribed in the bodies and minds of the 
women and their families. Slippers (as they are called in Delhi) tell stories of pain, but 
they also provide glimpses of hope.  
 
With the money earned from the group, perhaps Sahi can begin to provide adequate food 
for her children; and maybe one day soon, a new pair of slippers.” 

  
Even going beyond the WHO’s conception of palliative care, EHA’s palliative care staff 

members understand palliative care as more than a medical program for the terminally ill and see 
it as a call to care deeply about the quality of life of their patients.  From a proper cost-benefit 
analysis approach, this kind of program for persons living with life-threatening illnesses is 
economically inefficient.  “Could not EHA change the lives of more people with the same 
amount of money?” Kate would have asked.  To her credit, there are only a little more than ten 
women enrolled in the livelihood program.  Yet for the EHA staff, palliative care is not about the 
impact of numbers; instead, it is a health care ethos that seeks to care about the wellbeing of 
patients at the margins of society, whoever they may be.  Palliative care is an extension of their 
understanding that patients with life-threatening illnesses are inherently worth caring for.  
 
Reimagining Worth 
 

Is Sahi’s life valuable?  Is her life worth living?  The answers to these questions depend 
on whom we ask.  I have shown above that decision-makers seeking to articulate the importance 
of caring for persons with life-threatening illnesses in resource-limited settings come in with 
fundamentally different conceptions about who is valuable.  The question for debate is not 
whether poverty is a good thing to address; instead, we have discussed the different ways that 
decision makers articulate what palliative care should be and the impetus for its very 
existence.  This discussion highlights the ways in which sustainability is a constant goal of 
development initiatives, and how the definition of sustainability often implies ideas of limited 
resources and efficiency.  EHA’s palliative care practitioners differ from their funder 
counterparts in their deep commitment to maintaining the dignity of human life above all 
else.  The interaction between MES and EHA in Hotel Delhi in late 2015 reveals the ways in 
which global health funding often prioritizes economic sustainability over human worth.  

 
Palliative care cannot and should not be “sold” as a development initiative in resource-

limited settings.  There is an urgent need to create a new paradigm for health funding in 
palliative care that provides care on the basis of human dignity even in situations of life-long and 
terminal illness.  Anthropologists are uniquely positioned to articulate the ways in which the 
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narratives about human worth in settings of development inform understandings of what is moral 
practice.  If the terminally ill are to be given the dignity that they deserve and where peace at the 
end of life is a reality regardless of one’s place in society, we must counter the global health 
development narratives of cost-efficiency and sustainability that is pervasive in the contemporary 
world.   
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