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Care: Feminist Economic Theory and Policy Challenges
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本稿は、2011年11月22日に開催されたシンポジウム「ケア・エコノミーの現
在：労働概念の拡張をめぐって」（お茶の水女子大学ジェンダー研究センター主
催）における、スーザン・ヒメルヴァイト教授（Open University, UK）の基調
講演録である。ヒメルヴァイト教授は、世帯経済、ケア・エコノミー、フェミニ
スト経済学、経済政策のジェンダー分析を関心領域とし、おもな業績に、”The
Discovery of ‘Unpaid Work’: The Social Consequences of the Expansion of
‘Work’”, Feminist Economics Volume 1, Issue 2, 1995（邦訳「“無償労働”の発見：
“労働”概念の拡張の社会的諸結果」久場嬉子訳『日米女性ジャーナル』第20号、
1996年）等がある。
「ケア―フェミニスト経済理論と政策課題」と題する本講演においてヒメル
ヴァイト教授は、ケアをめぐる経済学理論に依拠してケアを 3 つの要素に特徴づ
けている。第 1 の特徴として、ケアの需要と供給は社会規範に影響されている。
社会規範からの影響は、ケアの必要性、そしてケアとはいかなる形で、誰によっ
て調達されるべきかということにも及んでいる。第 2 に、ケアは供給者と受け手
のパーソナルな関係によって成立するが、好景気の局面ではコストが上昇し、ケ
アを供給するさまざまな領域で異なる含意を持つ。第 3 に、ケアにおける関係
性、そして提供者のモチベーションは、ケアの「質」に根本的に関わっており、
したがってケアの質をどう評価するのか、市場は質の高いケアを提供しうるのか
という問題が提起される。以上の 3 つの特徴から、ヒメルヴァイト教授はジェン
ダー化された現在のケア・システムはもはや持続不可能であるとし、持続可能な
システム創出に向けた政策を提案している。
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Introduction
All economists should be interested in care because how any society manages caring for its people has important effects on its economy. First, decisions about how much time individuals spend on
care affects what else they can do with their time, and in particular what they can do in the labour
market. Second, how much of society’s resources are directed to care affects the quantity of resources
available for other uses.
There have been various attempts in different countries, using different methodologies, to calculate the economic contribution of unpaid care, because it is not counted in GDP. All have found that
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its total value is equivalent to about a third to a half of most countries’ GDP (see e.g. Office of National
Statistics 2002). Paid care is at the same time becoming an increasingly significant contributor to
GDP, with the care industry the fastest growing sector in most developed economies. For example, in
the US one-fifth of all workers are employed in work that can broadly be called care, more than the
automobile and steel industries combined (Folbre and Nelson 2000, p. 126; Folbre 2006, p. 21).
Care is of particular interest to feminist economists because it is highly gendered. The people
who provide care, whether unpaid care at home or paid care as a job, are largely, but not entirely,
women. Earlier feminist analysis emphasised the difference between paid and unpaid work and the
gender division of labour across paid and unpaid work (Himmelweit 2000). This was a focus on the social relations under which men’s and women’s labour is performed. Recent feminist economic analysis
of care is different; it emphasises the particular characteristics of care as a use-value. This is a focus
on the specific characteristics of the output of the activity of caring, not just whether it is paid or unpaid, but on the ways in which care differs from the typical use-value whose production and distribution is analysed in economic theory (Himmelweit 2007; Folbre 2008a, 2008b). The specific characteristics of care that have been noted include:
• that both the supply of and demand for care are affected by social norms. Social norms influence,
on the demand side, people’s needs for care and, on the supply side, how and by whom that care
should be delivered. This, as we shall see below, has effects on how care needs are defined, care
responsibilities are allocated and policy on care develops;
• that care involves a personal relationship between provider and receiver. This is quite different
from how economic theory characterises the typical marketed good, whose provider and recipient need have no personal relationship. The personal relationship that care requires makes raising productivity in the provision of care very difficult, if not impossible. It also, as we shall see, affects the skills, training, pay and conditions of care workers.
• that caregivers’ motivations are intrinsic to the quality of the care they provide: good quality
care is not care that is seen to be given reluctantly. Care’s quality therefore depends on how its
provider feels, or seems to feel, about what they are doing. This and the previous characteristic,
the relational character of care, make it difficult to assess the quality of care, which has implications, as we shall see below, for the institutional forms in which care is delivered.
This theorisation of the specific characteristics of the use-value of care can be argued to be the
most distinctive contribution to date of feminist economics. It can be applied to both paid and unpaid
work. It is a significant addition to the earlier Marxist feminist analysis of the social relations of domestic work, which applied only to unpaid care and was interested mainly in whether and how it contributes to the production of value.
This feminist economic analysis of care is relevant to more general economic analysis, because
other goods share care’s characteristics to a greater or lesser extent: norms are important in the demand and supply of a number of goods and services, relationships matter in the delivery of many other services, and there are other goods whose quality is hard to assess.
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Feminist economic analysis therefore shows not so much how care differs from other goods and
services, but rather how it differs from the abstract goods and services of mainstream economic theory. It is not that other good and services do not have the characteristics of care outlined above. Rather it is that such economic theory assumes away the implications of these characteristics for all
goods, and it is only when we come to analyse care that the problem with this assumption becomes
apparent.
This paper is structured around those three characteristics of care and their implications. The
next two sections concentrate on the first of these, the influence of different shifting social norms on
what are seen as care needs and the ways in which these are met. The following two sections examine the cost implications of care involving a personal relationship, and the implications of rising costs
for the different sectors of care provision. The next section considers pressures on the quality of care
of motivations intrinsic to different sectors of provision. In the final three sections the paper then examines why current systems of care are so gendered, how that renders them unsustainable and policies that would be needed to develop more sustainable care systems for the future.

Defining care: care needs and provision
Care is needed to help some people, those with ‘care needs’, to be able do what others can do unaided. Using Sen’s capability framework, people’s care needs are what they require in order to have a
capability set that includes what are generally seen as basic functionings, what it is agreed that everybody should be able to do in that society (Sen, 1992).
By definition, care needs are unequally distributed. Some people have no care needs and others
have many. Care ‘needs’ are so-called because satisfying needs tend to be seen as more important
than satisfying ‘wants’. This gives meeting needs more significance than meeting wants in how society works and, in particular, in allocating other people’s time.
Social norms, though, influence what are thought to be care needs, and these differ across societies. For example, being able to fetch water might be as important a need in some societies as being
able to read is in others. Needs can be gendered too: what are thought to be essential functionings
can differ between men and women. For example, in some societies for a woman to be able to earn
an independent living may not be seen as so important as for a man to be able to do so.
Care needs are met mostly by personal services, which family and friends may provide even at
considerable cost to themselves. Not only are needs seen as more important than wants, it can also
be that other people’s needs are seen as more important than an individual’s own wants. Women often pay a considerable cost for attending to other people’s needs.
Care needs can also be met by buying care services from the market, either by employing others
directly or by purchasing services from firms. Or they can be met by voluntary or community organisations; usually where the family or the market fails to provide care. Such organisations are many and
varied: they may charge fees or may provide free care, and they may employ paid workers or be
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staffed by volunteers.
There is also public provision of care. This has developed in part because the provision of care
has positive externalities. Because others beyond those who would purchase it for themselves or provide it for their family derive benefits from care provision, care would be undersupplied if it were just
left to the family and the market to provide. In particular, the care that children receive as a private
good has wider economic benefits through improving the future workforce’s human capital; by this
argument, public provision of much childcare can be justified as a social investment – a good whose
future returns to society are not captured in market prices and which is thus under-provided if provision is left to the market. More broadly, high-quality care for children and adults provides externalities both through maintaining social solidarity and reciprocity between generations (lower crime
rates, more trust and helpfulness), and by reassuring individuals about how their own care needs will
be met. Further, access to care through either the family or the market is unequally distributed. Both
income and the availability of family to look after people vary and not in proportion to care needs.
For all of these reasons, care is also provided collectively by the state, directly by public provision or
indirectly by subsidising the purchase of care on the market.
How different types of care are provided by different sectors of the economy differs substantially
across societies and has seen many changes historically. Rasavi (2007) suggests that we can characterise a society’s provision of care by a shifting ‘care diamond’ as in Figure 1. To the three sectors of
households, market and state, the diamond adds the community/non-profit sector, which in many
countries provides significant amounts of care. Historically, this sector has been particularly important
in initiating forms of care that governments have subsequently provided or financed. For example,
voluntary provision, motivated by a mix of religious, social and educational commitments, provided
the foundation for what became the extensive social care systems of the Scandinavian welfare states
(Anttonen, 2005). And in many low-income countries, care provided by local communities and the donor-funded non-profit sector is often the only alternative to family care (Rasavi, 2007). Care provided
by the non-profit sector may be allocated by the market, so in Figure 1 market provision by for-profit
firms is labelled ‘private (for-profit)’ to distinguish it from ‘community (non-profit)’ provision.
The gray area covering part of the care diamond shown in Figure 1 comprises care that is allocated by the market, by being purchased, including all private/for-profit care and some public sector
and non-profit care. All other care is allocated by some other means, usually according to need, by
state, community or household sectors. The cross-hatched area shows care that is provided by paid
workers. These include both public and private sector care workers and some, but not all, who work
in the non-profit sector. The remaining care is provided unpaid.
The balance of the provision of care by different sectors varies by country and also varies by
type of care. For example, elder care may be provided quite differently from child care. Note that
Figure 1 is for the direct provision of care but the financing of it might be different. The state, as noted earlier, can finance provision by any of the other three sectors.
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Figure 1: The ‘care diamond’

Source: loosely based on Rasavi, 2007, p. 21

Changing care norms
Not only do care norms determine who is seen to need care; there are also social norms concerning the responsibility for care provision. In most societies, parents are expected to take responsibility
for providing care to children, but societies vary in how far children are expected to take responsibility for providing care to elderly parents. There are also norms about how far beyond their family people can expect to receive or give care, how much the wider community gets involved, and whose care
needs are seen as a collective responsibility. It is clear that in all societies norms about care-giving
are highly gendered. Women are expected to take more responsibility and provide more unpaid care
than men, and within all sectors, both paid and unpaid care work tends to be seen as more suitable
work for women than men. Many feminists see the greater propensity for women to be allocated care
responsibilities as the fundamental explanation of gender difference throughout society. Feminist
economists tend to try to explain the extent of such gendering, knowing that it varies across societies
and can change over time.
My own view on this is that gendered norms about care and responsibility and gendered economic opportunities reinforce each other. There is feedback between them. As economic opportunities change, so do caring norms. For example, as women have entered employment, more people, particularly women, think it acceptable to use paid childcare (Himmelweit and Sigala 2004).
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Figure 2: Participation rate of UK mothers of pre-school children in employment,
and percentages agreeing that pre-school children suffer if their mother works

Source: Himmelweit and Sigala, 2004, using Labour Force Survey (LFS) and British Household Panel Survey (BHPS)

Figure 2 shows this for the UK in the 1990s. Its solid line shows how the employment participation rate of mothers of preschool children rose through the 1990s. The other two lines show how, as
more mothers went to work, the percentage of mothers of preschool children who thought children
suffered if their mother worked fell, through the 1990s, and not only among the mothers themselves
(the light dashed line) but also among the population in general (the darker dashed line). As more
mothers took employment, fewer people thought that children suffered as a result. Time-use studies
from many countries show that as women entered employment, men began to do more unpaid childcare, shifting their attitudes too. Men did not participate in much other unpaid domestic work, but
they did begin to do some more child care.
This shows that there is positive feedback between norms and behaviour. Norms alone do not
explain patterns of care provision. Economic factors matter too. Economic change can therefore can
be speeded up (or slowed down) by changing (or unchanging) norms. Since both norms and economic
conditions influence care provision, such positive feedback between them may mean that care provision develops on quite different paths in different societies. Differences across countries in the distribution of care provision across different sectors of the economy cannot therefore be fully explained by
differences in care norms alone. We need to examine the economic factors that shape both care
norms and care provision.

Care as a personal service and its rising costs
Over time, rising real wages in high-income countries have led to a decreasing proportion of labour being devoted to the production of goods and an increasing proportion to services. This is be-
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cause increasingly expensive labour has been replaced both by capital and by cheaper labour from
lower-income countries. A combination of capital investment, labour-saving technological change and
off-shoring to keep labour costs down has reduced the amount of labour that high-income countries
devote to the production of manufactured goods. There have been similar trends in some services –
primarily information services – where technological change has reduced considerably the need for labour, and many of the remaining labour-intensive jobs in data-entry, software design and call centre
employment have been outsourced (Folbre, 2006). On the other hand, the proportion of labour employed in care has soared. This is primarily because of the movement of care from the unpaid household sector into the market. But why has the resulting growth in employment not been offset by the
same processes that have reduced employment in manufacturing and information services?
The answer lies in care provision being a hands-on personal service: it involves providing physical help at the same time as relating to the person being cared for. This cannot be done at a distance,
and provides little scope for raising productivity by technological change because the number of people for whom one carer can care simultaneously is limited. While this limit may differ between different types of care needs, after a certain point spreading care over more people must reduce its quality.
Indeed, when it comes to care, measures of high productivity are specifically taken as indices of low
quality: a good childcare centre is taken to be one with a high staff-to-child ratio. In general, once the
minimum amount of care time required to provide care of a given quality is reached, increased ‘productivity’ can result only in lower-quality care, because care workers’ time cannot be reduced while
maintaining standards of care.
The US economist William Baumol noted that industries use labour in two different ways according to the type of product being produced (Baumol, 1967). Many industries, including all manufacturing and some services, use labour just as an input; in these industries, alternative techniques can produce an effectively identical product, so it should be possible to raise labour productivity by capital
investment and/or technological improvements.
There are other industries in which labour is not only an input, it is the effective output too, and
so if less labour is used, a different product is produced. Baumol was initially interested in the economics of the arts, and used the example of a string quartet; neither cutting the number of players
nor playing faster could raise its labour productivity without substantially changing the nature of
what it produced. Other such industries include ‘health care, education … and the care of the indigent’, ‘precisely those in which the human touch is crucial, and are thus resistant to labor productivity
growth’ (Baumol, 1993, pp. 17, 19). In these industries, there is little scope for raising labour productivity through the substitution of capital for labour or technological improvements.
In industries of the second type, output tends to be measured by time spent (Baumol and Oates,
1972; Donath, 1996). Care is an example of this second type of industry; it is a hands-on personal service in which reducing the time spent cannot in general increase productivity while retaining the
quality of care. An hour’s childcare takes an hour; it cannot be speeded up. Of course, it is possible to
increase the number of children looked after by each childcare worker. But beyond a certain point
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this is likely to damage the personal nature of care; using less labour but reducing quality is not a
real productivity increase.
That means that, unless quality falls, labour costs in care rise in proportion to wages. Further, labour costs make up nearly all the cost of care; not much capital equipment is used. So, the cost of
care in general rises as fast as wages. Since this is not true of other goods in whose production labour
productivity can rise, care of a given quality, like listening to a string quartet, becomes relatively
more expensive than other goods. This is a particularly severe case of what became known as Baumol’s ‘cost disease’: that as a country’s standard of living rises due to increasing real wages, costs in
industries in which productivity cannot be increased rise relative to those of more ‘progressive’ industries, where labour-saving technical progress is possible. This will, over time, be compounded by these
progressive industries becoming less labour-intensive, making labour costs a less significant proportion of their total costs, while industries such as care remain as labour-intensive as ever. Since the retail price index includes commodities of both types, in industries in which productivity increases are
impossible costs rise faster than inflation, that is, real costs rise, while in those industries in which
productivity increases, real costs fall.
It is not that there are no uses for technology in care. Some ancillary care services like the cooking of meals can sometimes be speeded up through the use of technology, and passive care, such as
the monitoring of people in case they need help, can occasionally be carried out by fewer people with
technological aids, particularly using information technology. The time saved could then be used either to enable people to give better quality care or to speed up the whole care process, reducing its
relational quality and thereby producing lower quality care.
The other way to reduce costs is outsourcing. Industries facing rising wage bills sometimes outsource production to lower wage economies to reduce their costs. This is not in general possible for
care which cannot be done at a distance; a carer working in the Philippines cannot look after someone
in Tokyo. There is a small amount of such outsourcing, particularly in Europe, through people choosing to retire to, or getting medical operations done, in countries where care is cheaper; but that is not
a major movement. A much more important trend is the employment of migrant care workers in
higher-income countries, which can be seen as an alternative form of outsourcing. This is becoming
increasingly prevalent to different extents in all high-income countries, including Japan.
Baumol’s argument only applies when wages are rising and doesn’t apply directly in lower-income countries with stagnant wages (Rasavi 2007). However, it does affect such countries if they lose
their internationally mobile care workers through migration to higher income countries. Such care
workers are often the people with the greatest skills and the most expensive training in low income
countries, raising the question as to whether it is worth countries that cannot offer high wages training such workers at all. Some countries, notably the Philippines, specifically invest in training care
workers, such as nurses for export, so that they send remittances home. For other countries, particularly poorer African countries, migration of skilled care workers is a significant drain on national resources at a time when their skills are greatly needed at home. For example, a third of all the nurses
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trained in Ghana now work in the UK, and their training is a large contribution of the low-income
Ghanaian economy to the health of the much richer UK economy (Smith and Mackintosh 2007). Such
migration may also lead to so-called ’global care chains’ in which care workers from poorer countries
look after those needing care in richer countries, while leaving behind those that they would otherwise have been caring for to be looked after by others, who may thereby be less available to meet
their own family’s care needs (Ehrenreich and Hochschild 2002; Yeates 2004).

Effects of rising costs on different care sectors
The effects of rising wages and hence care costs vary across different sectors of care provision.
For those doing unpaid care, rising wages make it increasingly worthwhile taking employment. Those
with higher earning potential or smaller care responsibilities will increasingly purchase substitute
care and take employment as the opportunity cost of being out of the labour market rises. And if
some unpaid carers, those who can earn more or have smaller care responsibilities, start taking employment and purchasing substitute care, this may shift care norms to become more supportive of doing so. That may make others who cannot earn so much or with greater care responsibilities also
want to take employment, but for many it will be too expensive. This has led to inequality in access
to affordable care becoming a major issue in many high income countries today (Himmelweit and
Land 2007).
One response by those who cannot find affordable care is to lower the standards of acceptable
care and purchase lower quality care. The quality of care provided in the home may also fall because
more of the people providing care would rather be doing something else. They may feel trapped into
doing it by lack of affordable substitute care, and therefore put pressure on the state to provide or
subsidise alternative forms of care and/or to regulate its quality.
What about the effects of rising wages and care costs on private sector providers of care? In a
competitive market, profit-making firms must always try to lower their costs. If they cannot do so by
raising productivity, the only ways to cut costs are by reducing staffing ratios or employing cheaper
workers, either those with less training or those made vulnerable by lack of alternatives, such as migrants. All these ways of reducing costs are likely to lower the quality of care provision.
There are economies of scale ancillary to care provision, partly to do with regulation, since there
are fixed costs in compliance, and also in passive care, where staffing ratios can be lower in larger establishments. One way to reduce costs and raise productivity then is to become bigger. And since
this also may give market power in setting prices, profitable care providers have every incentive to
try to expand.
However, this can lead to over expansion and there have been some spectacular collapses of
large scale care providers. This happened in Australia, to the firm ABC Learning, which at the time
of its collapse had 70% of the Australian care market and large proportions of the UK and US markets too (Brennan, 2007). Similarly, the largest provider of residential care in the UK, Southern Cross,
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collapsed in the summer of 2011. In both cases the government had to intervene because those children and older people could not be left uncared for. The Australian economy would have suffered
greatly if the parents of ABC Learning’s children had stayed off work to look after them, and there is
no acceptance of the idea that old people can be turned out on the street when a residential care
home fails financially. Similar issues of moral hazard are therefore raised in the care industry to those
in the financial sector. These care providers had expanded at an unsustainable rate, and whether or
not they were consciously relying on the state to step in if they failed, in practice the state did do so.
For all these reasons, the provision of care by private for-profit providers needs to be very carefully
regulated.
Public sector providers and non-profit providers funded by the state or charitable donations are
under similar cost pressures. This means in practice that their funding tends to lag behind their actual costs. This is easily misinterpreted as a sign of inefficiency, rather than that rising coats are inherent in the nature of care, necessary to maintaining quality (Himmelweit and Land 2007). This often
leads to calls for privatisation of public sector care or opening up voluntary sector provision to competition from for-profit providers. Nearly fifty years ago, it was Baumol’s recognition of a similar tendency to blame rising municipal spending on the arts on inefficient administration that led to the discovery of his ‘cost disease’ (Baumol and Bowen 1965).

Quality of care
Care is a form of emotional labour, where workers are required to feel appropriate emotions to
do their work or at least to appear to feel them (Hochschild, 1983/2003). However, unlike in the typical occupations where emotional labour was first analysed, such as being an air hostess, where relationships are typically short term, care often involves more long-term relationships that develop over
time. That is not always true. Nurses, for example may only have a short-term commitment to the
people they care for, but much of what we call ‘care’ involves longer-term relationships. As a result,
carers learn what particular people require to be well-cared for, and often become attached to those
for whom they care, both of which tend to improve the quality of care received. This means that continuity of care matters, not only for very young children, as is well recognised, but also for older people, particularly if they get easily confused.
Some of the skills required in care work concern relating to others. Such skills in particular tend
not to be well recognised, because they are not obviously codifiable; people’s needs differ so codifying
how to look after a particular person may not be possible, though how to be flexible in responding to
needs can be taught. Such flexibility is often portrayed as a natural attribute of women rather than a
skill that has to be learned and paid for. This low recognition of, and financial compensation for, the
skills involved, combined with the attempts by employers to keep costs down, has led to high turnover rates. But, high turnover of staff, because it affects continuity of care, inevitably affects its quality
too.
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Competition is often argued to improve quality and bring down prices. That efficiency argument
has been used for privatisation in care provision too. For competition to have these beneficial effects,
customers must be able to assess both what they are purchasing and any alternatives in order to
compare quality and prices. But in care, quality depends on motivation and relational characteristics
which are hard to assess from outside without experience. In practice decisions about care are often
made by people in a hurry with no previous experience and few alternatives. When people have to
find a place in residential care for an elderly relative they usually do not have the opportunity to shop
around, because the need for care is urgent, and there are few other places available. The same is often true of child care, though perhaps to a lesser extent.
For markets to work, customers must be able to change providers easily without too much cost.
Again that is not in general true of care, especially not of residential care, partly because, as we have
seen, continuity of care is an important aspect of quality, so changing residential care provider is only
done in extremis.
Governments tend to get involved in the regulation and monitoring of care quality and in doing
so may try to assess these relational aspects. However, for-profit and other providers are under pressure to reduce costs. A private for-profit provider’s duty to its shareholders is to make any cost savings that it can. A belief that good quality will be recognised may help to reduce such a tendency, but
there will always be a temptation to make such savings on whatever is not monitored. We have seen
that regulations and monitoring systems tend always to run behind the ways that providers have
found to cut costs. Rather than trying to monitor private sector providers, it may be more effective
for care to be provided through institutional forms that provide alternative motivations for providing
high quality care, such as an ethic of public or charitable service might do in public or voluntary sector provision. Such institutional forms may as a result provide better care and also be more trusted
by people to do so (Hansmann 1980; Cleveland et al 2007). Trust is an important characteristic because if care is not considered of sufficient quality, those needing care and their families may be unwilling to use it.

Gender and the provision of care
In theory, in nearly all countries, most care is provided ‘free’ by families, but in practice is paid
for by the opportunity costs of unpaid carers, who are mostly women. Care is also available on the
market, and while the balance between for-profit and non-profit providers varies across different
countries, the costs for both are kept down by care workers being low paid. And in most countries,
although not in the very poorest, there is also some state funding for situations where neither the
family nor markets provide enough care.
The costs of such publically funded care tend to be kept down by restrictions on who receives it,
how much is provided and its quality. Publically funded care may be provided directly by the public
sector or through the market: by state tendering of contracts to private sector providers; or, alterna-
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tively, by giving money directly to care recipients so that they can buy their own care or employ
their own carers. There has been a tendency over the last 10–15 years to move more towards systems that are seen as using the market to provide ’value for money’, which could mean either saving
costs or improving quality, but inevitably tends to put more emphasis on measurable cost savings.
The quantity of paid care is dwarfed by the amounts of unpaid care, mostly given by women, on
which such systems depend. However, while women are the major care-givers in most age groups, in
the oldest age group a larger proportion of men than women may be carers. This is because most
older carers are looking after their spouses and a larger proportion of surviving men than women in
the oldest age group still have a living spouse who might need care. This shows that men can and do
care when there is no woman available to do so. However, where there is a woman available, a man
doesn’t tend to be the primary carer, though he may ‘help’.
It is not only gender norms that have made reliance on large quantities of unpaid care by women
possible. Low pay and restricted labour market opportunities for women in the paid care sector have
contributed to why women of working age are more likely to take on caring roles than men. Within a
household, if it is felt that somebody needs to stay at home to care, it is not only gender norms but
also their economic opportunities that makes that person more likely to be a woman.
As a result, inequalities in the labour market and in care complement each other. Equal sharing
within families becomes an expensive thing to do. Gender norms and gendered economic opportunities reinforce each other and this slows down change, but has not eliminated it.

Sustainability of care systems
However, current pressures are making care systems unsustainable. There is a rising demand
for care in Japan, and in most other high-income countries too. This is due in part to demographic
pressures that increase life expectancy. To date, increased life expectancy has tended to lengthen the
period in which people need and are seen to need care. This is not inevitable. Much, but not all, additional life expectancy is spent without extra care needs. If medical advances in the future concentrate
more on improving old people’s mobility and fitness, then future increases in life expectancy may not
lead to more care being needed, especially if a cure for, or a way of delaying the onset of, dementia is
found. The demand for care does not necessarily grow with an ageing population, although so far it
has.
Another reason for rising demand for care could be greater recognition of care needs. This may
also be fuelled by advances in medicine, leading to greater demand for medical treatment. But whether that necessarily entails great demand for care in the more personal sense is not clear; again it
could go either way. And of course better recognition of need does not necessarily mean that such
needs are then met; rather it may lead to greater inequality in access to the full benefits of good care
and possibly greater recognition of that inequality.
In some, but not all countries, worries about sustainability also focus on the way falling birth
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rates are reducing the working-age population as a proportion of the total. But in many countries,
who counts as ’working-age’ is being redefined by increases in the retirement age and, in any event,
whether this is a genuine cause for concern depends on assumptions about who can provide care.
Second, the availability of unpaid care is falling for a number of reasons. One is that those falling
birth rates have resulted in the current elderly generation having smaller numbers of adult children
to provide care for them, who are also more mobile so may not be in the right place to do so. Further
their daughters and daughters-in-law, who have always provided the vast majority of unpaid care to
parents, are more likely to be in employment. The rising employment levels of women are shifting
demand from unpaid to paid care and increasing the number of people who need at least some of
their care needs to be met by paid care.
Expanding opportunities for women outside the care industry provide another pressure on the
care system. The main source of employment for women used to be in care, but that is no longer the
case. Once women can find employment outside the care industry, wages in care cannot lag far behind those of other sectors. In most high-income countries, there are already recruitment and retention problems in care. Employers are finding it hard to get suitable people to work in care and even
harder to keep them. This is not very surprising, because care is an expanding industry with poor
working conditions. Pay and conditions may have to improve if the rising demand for care can be
met, unless unemployment persists or other disadvantaged workers, such as migrants, can be called
on to meet the demand for care. But the supply of such workers is not expandable indefinitely.
Rising inequality of incomes in nearly all developed economies put another pressure on care systems by increasing the proportion of people who can not afford to pay for care unaided. If care costs
are rising and the income distribution is widening, more people will have incomes below the level at
which they can afford to pay for care themselves. So while rising inequality does not necessarily affect the demand for paid care overall, it does affect demands on the state for help with paying for
care.
Public expenditure on care is rising as a result of these pressures, but insufficiently to meet care
needs. This was so even before the financial crisis. State budgets for care were rising insufficiently to
meet the rising proportion of care that was not being provided by the family or the market. Some
policy makers were also becoming concerned that an unfair burden of care costs, in terms of both
money and time were falling on particular individuals, those with particularly high care needs and
their relatives.
As a result the needs of unpaid carers have been rising up the political agenda. A factor affecting
this is that women’s voting behaviour is diverging from men’s, and women are becoming increasingly
recognised as a distinct voting bloc. For example, in the UK, a higher proportion of women than men
say that they will not vote for the parties that make up the current coalition government that is
bringing in austerity cuts in social services. Another reason why care is an important political issue is
that older tend to people vote, which puts limits on the extent to which governments can ignore issues to do with care.
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Policy responses
There have been different types of responses to this situation. The first is to try to reverse existing trends and re-establish traditional patterns of care. That response fails to tackle any of the issues
discussed above. It is unsustainable, and neither possible nor desirable. Unfortunately, that has not
stopped governments from trying it. For example, the UK government has reformed the welfare system to improve the income of one-earner couples relative to those with two earners, which might encourage some women to give up employment. But this would only do so, without leading to resentment, if people really wanted to move back to older patterns. But there is little evidence to support
that view, making any attempt to return to traditional patterns of care likely to be a totally ineffective response to the unsustainability of the current care system.
A second response is to tinker at the edges of the existing system. That is often done by trying
to reduce the growth of public expenditure by using market solutions to provide paid care, reducing
the proportion funded by the state, and at the same time trying to increase the amount of unpaid
care provided by families. An example of this is the promotion in the UK of so-called ‘personalisation’,
the idea that everybody should be able to choose what care they are given, by a rejection of public
provision of care as ‘insensitive mass production’. Instead, choice is supposed to be enabled by giving
direct payments to care recipients so that they can buy the care that they want. Such a system will
attempt to draw as much as possible on unpaid family care as well as whatever co-funding care recipients and their families might want to add to payments from the state.
If such extension of the use of the market to provide care services were to prove sustainable, it
would only be because of the free care and financial support that families provide. However that relies on static gender norms, the assumption that women will continue to provide unpaid family care
even as they are increasingly involved in the labour market. In practice, that is likely only to be a
temporary stopgap, so would also prove unsustainable in the long run without more structural change
taking place.
A third response, which might be more sustainable, is to try to change the dependence of existing care systems on gender divisions. That would entail policies designed to make both men behave
more like women, by encouraging them to do more unpaid care, and women behave more like men,
by promoting greater equality in the labour market. Both would need to be implemented together.
First, to enable men to behave more like women, men’s hours of employment would need to be reduced to increase the unpaid care work they can do: one might need other policies to ensure that
men actually do it. And then to enable women to behave more like men, policies would need to be
brought in that increase women’s wages and the quality of their jobs, which should lead to more sharing of employment and caring roles within families.
How could these changes happen? First, they would require labour market policies that make it
easier for men to take on caring responsibilities. Patterns set up early in a relationship affect gender
divisions of care in later life. Giving parents equal leave and encouragement to look after newborn
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children is important, not only because of the caring relationships set up with those children, but also
to provide non-gendered caring models for those children as they get older. To get men equally involved in caring as women seems to be key.
This would require regulation of working hours for all; where full time working hours are very
long, it becomes hard for households to have two full-time workers. Reducing the hours of employment of full-time workers may not result in households overall putting in fewer hours of employment,
but employment and caring could be more equally shared. Paid leave, available for both men and
women, would be needed to cover periods requiring particularly high intensity caring. Iceland, for example, gives men and women equal individual rights to leave after the birth of children.
Second, flexible working would need to be made available to all without penalty. Many countries
have policies to enable workers to work flexibly to accommodate care commitments, but there are
few ways of preventing the costs of that flexibility not being borne by the workers themselves. One
possible way is through equality legislation, for example, by outlawing pay penalties for working parttime. Not all countries have the severe penalties for part-time work found in the UK and Japan; indeed in some there is no penalty at all.
Third, gender equality more generally in the labour market would be needed, so that men’s and
women’s time spent caring have similar opportunity cost for a family.
Fourth, not only legislation, but also alternative care services would be required to enable unpaid
care to be combined with employment. High quality care services would be needed that are accessible and affordable for everyone. Quality is important if substitute care services are seen as acceptable
alternatives to unpaid care. Quality will improve only if there are better pay and conditions, good
training provision and a career structure in the care sector: untrained and undervalued workers do
not provide the best care. Further, low pay in the care sector is a large contributor to the gender pay
gap, which is a major barrier to more equal sharing of caring and employment roles within families.
One way to achieve this might be to allow the public and non-profit sectors to set standards in the
care industry and use regulations to prevent private for-profit firms undercutting those standards.
Finally, care budgets need to be properly funded for the level of need. More funding for care is
needed at present in nearly all countries.
Is this affordable and sustainable? The level of demand for paid care depends on the overall level
of employment. It is not clear whether greater equality, with men doing more unpaid care and women doing more in the labour market, will result in more unpaid care being given and therefore less
paid care being needed, or vice versa. On that will depend both how much has to be spent on care
but also the tax base available for paying for it.
If the net result is a rise in overall employment levels and hours, then the budget for social care
provision will have to rise, but that can be paid for by the consequent increase in revenues that is
made possible by those greater levels of employment. Paying more for care needs to be recognised as
the necessary cost of increasing employment levels. If more care needs to be paid for, there are also
more people in employment and the taxes from those extra people can pay for that extra care. To
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see this one has to focus on what income is left over rather than the percentage of GDP taken in taxes. While the percentage of GDP taken in tax may rise, disposable incomes will not fall. An economy
with higher levels of employment will need to pay for more care, but will also have the resources to
pay for it.
But, on the other hand, it could be that this type of solution results in a decreased level of overall
employment. This would be the environmentally more friendly solution. Of course, it also might be
the more likely outcome in a recession. In that case, with a lower level of employment, there will be
lower GDP and also less revenue needing to be spent on paid care.
In future, any trends that lead to increased demand for paid care can provide the increased revenue needed without reducing disposable income. By focussing on the level of disposable income, not
on the percentage of GDP that goes in government spending, we can make use of Baumol’s analysis
again. He showed that although municipal spending rose through rising costs, it could be paid for out
of the increased productivity that was leading to those rising costs, and the same applies to care
(Baumol and Bowen, 1965).
Nevertheless, there is a current problem because of past underfunding. As women’s employment
rose over past decades, economies benefited from increased revenues without adequately paying for
the consequent care costs. There is no solution to past underfunding besides paying for it. So, quite a
large one-off increase in spending on care is needed to get to a situation in which care provision is adequate, but from there it would be easy to move on in a more sustainable way.
（Susan HIMMELWEIT, Professor of Economics, The Open University, UK）
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