Supporting Care  

While elected officials and official economists worry about the growth of our market economy and the Gross Domestic Product, Americans devote as much time to unpaid family and community work as they do to the paid employment that is counted in that statistic. Our most important efforts are devoted to work not directly valued by the market—building human capabilities by caring for children, the elderly, the sick and disabled. We all need care work.  But children, the sick and disabled, and the elderly are particularly dependent on the quantity and quality of care that we provide.  Through the unpaid, non-market work of friends and family members and the paid work of professional care workers, we care for each other in times of disability and trouble, and we produce the next generation of citizens and workers. 

The care economy is distinguished from the rest of the market economy because it includes services, whether provided in the home, market, community, or state, that have strong personal and emotional dimensions. Often, these are activities provided on a face-to-face or first-name basis by care workers motivated by a sense of obligation, commitment and love.  These motives are important because market economies provide limited financial incentives to provide care.  Whether young, disabled, or dependent elderly, individuals who need care rarely have the income to pay for it themselves.  The care economy, therefore, depends on voluntary gifts, from parents, other family members, and community members and friends, or on third-party payments, from insurance companies or governments.  Regardless of the source of payment, the care economy is both chronically under-funded, reducing both the quality and quantity of care and the income of care givers, and those needing care have little opportunity to use the market to control the care they receive or to exercise sovereignty as consumers. 

Problems

The care economy’s problems begin with our common assumption that care will be provided by family members, friends, and neighbors. This “caring norm” especially hurts women who pay a high price in lost earnings and economic vulnerability for the time they devote to caring for children, the sick and disabled, and the elderly.  But men are also harmed by competitive pressures and inflexible rules that make it difficult to combine paid work with family work. Many families are impoverished by the time and energy needed to provide family care for children and the dependent elderly. 

Recently, budget cuts at public institutions have put more pressure on the care economy.  Families have been presented with new dilemmas, forced to choose between market work and providing adequate care for family members. Hospitals, for example, save money by discharging  surgical patients more quickly, only to send patients home in urgent need for round-the-clock monitoring and treatment by family members. Medicare, and other health insurance agencies, reduce their own costs by relying on the free care provided by family members.  After paying for retirees’ medical care and pharmaceuticals, for example, Medicare provides no care for disabled seniors too infirm to tend to their own daily needs; it leaves it to family members to fill the care gap. Facing ever tighter budgets, public schools also shift costs to parents by charging for books, buses, participation in school sports.  

Because we all benefit from these forms of mutual aid, we should celebrate the contributions of unpaid caregivers.  But we should not pretend that we have made saved resources, made our economy more “efficient,” by offloading costs from a market institution with a formal accounting system to one based on affection and solidarity. Passing the burden to families does not reduce costs; by focusing the burden on families with children or the disabled, it concentrates misfortune.

In addition to financial support, the care economy needs government regulation to protect the needy who are often unable to buy reliable services through market suppliers. Many of us do buy care services from private suppliers—paying for pre-school or after-school services, purchasing health care, or relying on nursing home care for an elderly parent. Often organized on a for-profit basis, these firms are under strong institutional pressure to cut costs. Such pressure can encourage efficiency; but it can also encourage firms to take shortcuts and to economize by reducing the care provided. Elsewhere, consumers would punish firms that provided poor quality services by changing providers.  But this process often does not happen for care markets because many care recipients are children, students, the sick, the elderly, or other dependents who are not “free to choose” or to change providers.  For many, care services are paid for by third parties—insurance companies, the public sector, or family members. Those receiving care often lack the information or experience required to assess the quality of what they are receiving, and seldom have the flexibility to engage in “comparison shopping.”  

Public regulation of care care is difficult to enforce.  For one, it is hard for outsiders to monitor care quality, and, instructions to contain or to reduce costs can give hired managers reason to economize on the care provided.  Nonetheless, such regulation can help to solve these problems by enforcing minimum standards of care. In most states, for example, day-care providers are required to meet strict safety and quality standards. Schools and hospitals must be accredited; nursing homes are regularly inspected.  

A third problem concerns our social safety net. Many of our public programs, from Temporary Assistance to Needy Families (TANF) to Medicaid, are designed to help families with inadequate income meet their care needs. Poverty leads to waste of human resources and also imposes indirect costs on our economic system through social problems such as drug use and crime. Once, Americans made a strong commitment to reducing poverty. Now, some have decided that such commitments are simply too expensive. 

Again, economizing on public support for the needy does not reduce need; it only concentrates the burden on those unfortunate enough to require public assistance. This is a widespread problem. Most of us are one job, one illness, or one divorce away from poverty. We need to revitalize the concept of a family welfare state and develop more generous and more effective social insurance to give more generous care to improve the wellbeing of children, the sick or disabled, and the elderly. The case for single-payer universal health care is made in a separate chapter of this book. Here, I focus on three types of public policies that could improve the children, the elderly, and those who care for them: policies to support family work, to improve the quality of care services provided through the market, and policies to provide more—and better—public support for those who need it most. 

Support Family Work  

In business terms, by investing in the production and maintenance of healthy and productive people, our society's human capital, unpaid care improves our living standards. Such investments are needed more than ever before because an advanced economy needs ever more human capital. Children require more education than in the past; and, living longer, the elderly require more assistance. Caught between the young and the old, working and adults juggle paid and care work and are often forced to put their paycheck before the needs of their children and their elderly parents . 

We suffer from what economist Robert Drago calls a “care gap”—the need for care exceeds the amount we are providing.
 Public policy has lagged behind profound changes in the U.S. economy, including the steady and rapid increase in women’s participation in the paid labor force.  The U.S. lags far behind other countries in working conditions supportive of family responsibilities.  Employees of large private companies have a legal right to 12 weeks unpaid leave to cope with illness or to care for a child. Few, however, can afford to take time off. California has taken the lead here by extending disability insurance to support family leave. This could be done nationally.  Most other countries provide paid family leaves; we should too.  

(Box 1 Here).  

Improve the Quality of Purchased Care

Government could also help maintain the quality of market care. Public regulation, for example, can improve care by setting minimum staffing ratios for caregivers.  California, for instance, does this by mandating minimum nurse-to-patient ratios in the state’s hospitals. Regulatory standards, however, are often poorly enforced and vary across states. We could improve the regulation and care by setting national standards for care and by providing stronger enforcement.  The best way to improve the quality of care and the enforcement of regulations, however, would be to empower care workers themselves. Individuals who seek employment in the care sector often have a strong intrinsic motivation to help others. Poor pay and working conditions undermine this motivation, leading to discouragement and high turnover. While care workers often form emotional ties with those they care for, employers and managers are less likely to come into direct contact with clients or patients and are readier to engage in cost-cutting strategies. By mandating better pay and working conditions for care workers, we could reduce turnover and encourage them to serve as quality “watchdogs”. Unionization of these jobs, already progressing as a result of concerted organizing efforts, could help by protecting whistleblowers and giving workers voice in management. Worker ownership of care companies, following models established by Direct Care Associates in the Bronx, could also lead to significant improvements in care quality. Whether as owners or union members, all care workers should have a direct voice in management so that they can affirm and advance the priorities that forged their own commitment to care work.  

Expand the Family Welfare State

Societies inherit assets from the past and invest for the future; they reproduce by enforcing obligations linking working adults to children and other dependents. The economic rationale for the family welfare state grows out of the principles of social insurance and investment in human capabilities. Much of our social spending represents an intergenerational transfer. Working age adults pay taxes that metaphorically “pay back” public money spent on them as children and “pay forward” the resources that will be devoted to them when they are elderly. Because none of us know when we might lose a parent, be abandoned by a spouse, give birth to a disabled child, or find ourselves in need of long-term care, we look to insure ourselves through an agreement with others to support each other in hard times. Thus, like a healthy family, effective and sustainable social insurance works on principles of solidarity and reciprocity: we all contribute, because we all benefit.  

Seen from this perspective, we should be careful to separate social insurance from the paid labor market in order to recognize the need for universal social solidarity and to reward all forms of labor, regardless of whether they are coordinated and rewarded through markets. Health insurance, disability insurance, retirement benefits through Social Security: all of these should be separated from paid employment so that they will be equally available to all citizens, including those who work in the home and in the unpaid care economy.  Under current law, for example, the level of Social Security retirement benefits is determined by the length of time and average earnings in paid employment. The work of raising children—literally creating the next generation of taxpayers who will pay into the Social Security system—is not officially recognized or valued.  By taking time out of paid employment to care for children, many mothers accumulate a reduced earnings record that leaves them eligible only for very low Social Security payments. Because they raised the next generation, including the workers who will pay for everyone’s retirement benefits, many of these mothers are destined for poverty in old age. 

Instead of linking benefits exclusively to experience in paid employment, we could reward those who take time out of paid employment to care for family members by giving them Caregiver Credits that would count toward their future pension benefits. Such policies have been implemented in Norway and several other Northern European Countries. 

Box 1.

The Work and Family Bill of Rights

(for more information, go to www.takecarenet.org)

1. The right to annual paid family, medical and personal leave for full- and part-time employees. Minimum standards for leave are: 


a. two weeks of employer-funded paid personal leave for all employees to be taken at the time of their choosing.


b. seven days of employer-funded sick time for personal or family illness


c. 12 weeks of paid leave for parents of newborn, adoptive and foster children, and for serious illness of the employee, a child, a parent or other relative, spouse or partner.


d. 16 hours of employer-funded leave to be taken in small increments for doctor's appointments, parent-teacher meetings, and other small necessities.

2. The right to negotiated flexibility over work hours and place: 


a. the ability to shift between full-time and reduced hours as family and personal circumstances change.


b. equal pay rates and at least pro-rated benefits for reduced hours employees

c. no mandatory overtime.

d. flexible schedules and place of work, mutually agreed upon by employees and employers.

Notes 
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