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ABSTRACT

A PUBLIC ETHIC OF CARE:
IMPLICATIONS FOR LONG-TERM CARE AND SOCIAL WORK PRACTICE

By

Cheryl Kreykes Brandsen

The significant protections afforded the elderly in this country through Social
Security and Medicare end when older adults become disabled and in need of long-
term care services. We have no coherent system of care for frail elders; instead we
have multiple and fragmented programs, each with their own attending funding
streams and eligibility requirements. In spite of significant public resources allocated
to long-term care, many frail elders are unable to pay for needed services, go without
needed services, or receive services they neither need nor want in their attempts to
patch together a plan of care. Poor quality of care pervades the delivery of long-term
care services. Care-givers, both paid and unpaid, bear hcavy emotional and financial
burdens that threaten to unravel the fabric of responsibilities that we hold dear to
loved ones and to society. These problems with long-term care are complex and
deeply entrenched in cultural values and norms that define the need for care as a
commodity or as a private trouble, that construct old age as a medical problem, that
holds out self-determining and independent adults as the norm for human experience,
and that perceives women as natural care-givers.

A public ethic of care provides a possible antidote to the problems of long-
term care. Addressing several key research questions develops this argument. First,

what are the constitutive elements of a public ethic of care? Second, how do current



long-term care policies stand up when analyzed through the lens of an ethic of care?
Third, what contributions can an ethic of care make to thinking about the social and
political issues of long-term care policy and what kinds of possibilities are opened up
by reasoning with an ethic of care? Finally, what does care look like as a political
idea? More specifically, what would long-term care policy look like if care were a
central moral focus in our liberal, democratic, pluralistic society? The methodology
used is both normative and empirical. ‘Arguing that a public ethic of care should have
a more central moral focus in our society is a normative exercise. Describing and
analyzing current policies in long-term care, and the cxtent to which they realize an
ethic of care is empirical work.

Part One reviews the philosophical and historical traditions from which a
public ethic of care emerges. Part Two is a detailed problem statement of long-term
care policy, evaluated through the analytic lens of a public ethic of care. Part Three
works toward reconceptualizing long-term care through the lens of an ethic of care,
considering how long-term care might be re-visioned if grounded in the assumptions
of a public ethic of care. The conclusion brings the discussion of a public ethic of
care back specifically to the profession and practice of social work, where the
argument is made that a public ethic of care can inform and shape the historical
commitments of the profession, and the knowledge and skills of the profession can

further the implementation of a public ethic of care.
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INTRODUCTION
Chapter One
Setting a Context:
Social Work, Long-Term Care, and an Ethic of Care

Only in regard to the elderly does the United States have social service
programs resembling that of Western European welfare states (Skocpol, 1988). In
contrast to means-tested programs directed to the poor, Social Security and Medicare
are federally administered, universal, social insurance programs. Yet these
protections end when older adults become disabled and in need of long-term care
services. Medicare, based on an acute care model of health care, provides minimal
assistance for care of chronic discase. For those who need long-term institutional
care and are too poor to purchase it themselves, Medicaid, a means-tested program,
becomes the only option.

This dissertation focuses broadly on long-term care concemns of the elderly
and on the larger philosophica‘\l, political, and policy issues that shape long-term care.
This is a legitimate field of inquiry for social workers, a task that accords well with
Schneider and Netting’s (1999) call to embrace the dilemma between addressing
social issues and reform through policy influence and providing assistance to
individuals as a tension that defines the profession. They write: “The uniqueness of
the social work profession rests in a professional calling that disallows one-
dimensional or comfortable thinking. This call to embrace ambiguity and to connect
the often-invisible struggles of individuals with the more public action of decision

makers in powerful positions is the essence of social work” (p. 349).



The focus of this dissertation also accords well with social worker Frederic
Reamer’s proposition that social workers, from time to time, make room in their
professional lives 1o consider larger philosophical and social issues (1993).
Macrosociological conditions shape the milieu in which gerontological social workers
carry out their responsibilities. These conditions include such facets as the growth of
an aging population, advances in medical technology that extend life but do not cure
disease, increased severity of illness in nursing home patients brought about by the
Prospective Payment System under Medicare in acute care hospitals, increasing
unavailability of middle-aged women to serve as unpaid care-givers, a political
context bent on deficit reduction and seemingly not open to increased funding of
long-term care, crises in attracting professionals to geriatrics, and a market economy
supportive of investor-owned nursing home corporations rather than national health
insurance (Weiner and Kaysor-Jones, 1990). These are large and complex issues that
cannot be adequately addressed here or by social workers in gerontological practice
settings. Nevertheless, as sociologist C.W. Mills urges, social scientists have not
completed their intellectual journey unless they analyze the intersection between
‘personal troubles’ and ‘social issues’ (Mills, 1959).

Although this dissertation does not by any means complete Mills’ intellectual
journey, it does attempt to critically evaluate and appropriate from robust and
vigorous discussions in other disciplines and professions a useful conceptual
perspective for social work in a particular area of practice, one that will assist the
profession in carrying out its historical commitments to linking policy with individual

lives. This perspective, known as an ethic of care, receives a great deal of attention



from feminist thinkers in diverse disciplines including philosophy, sociology,
psychology, and political science.! Applications of a care ethic are also considered in
several professional contexts, particularly nursing and education, to such an extent
that some consider replacing an ethic of justice, which is often juxtaposed to an ethic
of care, with an ethic of care (Noddings, 1984; Rumsey, 1997). The work of
psychologist Carol Gilligan, who explicitly raises the notion of a “different voice” in
moral reasoning, the voice of care in contrast to the voice of justice, is cited over
1100 times in the Social Science Citation Index and Science Citation Index from 1986
through 1990 (Tronto, 1994). Tronto notes that “in every field of academic thought
touched by feminist thought, from literary criticism to public policy, from business
and law to nursing and veterinary medicine, Gilligan’s work has been suggestive and
important” (p. 77).
Gaps in the Social Work Literature

Unfortunately, little of the discussion about an ethic of care has found its way
into the professional social work literature, specifically the literature that focuses on
the intersections between social work, health, and aging.2 Since Gilligan’s influential
In a different voice: Psychological theory and women's development (1982), only a

handful of articles have been published in the social work literature that intentionally

'Some of the more recent discussions include Benner and Wrubel, 1989; Bubeck,
1995; Fisher and Tronto, 1990; Held, 1993, 1995; Jaggar, 1995; Sevenhuijsen, 1998;
Tronto, 1994.

2 Journals searched included Administration in Social Work, Families in Society: The
Journal of Contemporary Social Work (formerly Social Casework), Health and
Social Work, Journal of Gerontological Social Work, Journal of Sociology and Social
Welfare, Social Service Review, Social Work, and Social Work in Health Care.

Search terms used included “autonomy,” “care theory,” “care and justice,” “ethics,”
“ethics of care,” “feminist ethics,” and “self-determination.”



engage the care - justice debate. In 1985, two articles appeared in the March-April
volume of Social Work, the profession’s major journal, and both were affirming of
Gilligan’s work in moral development (Davis, 1985; Rhodes, 1985). Davis argued
that Gilligan’s work could be useful to suggest gender-based remedies as new
solutions to problems that appeared to be gender-neutral (such as the rift between
clinical social work practitioners and academic social work researchers as reflections
of different worldviews). Rhodes suggested that Gilligan’s conceptualization of
rights and responsibilities as contrasts corresponded to two moral traditions in social
work: a needs perspective based on nineteenth century Christian virtue and a rights
perspective based on liberal individualism. Recognizing the conflict between needs
and rights could lead to further discussion of alternative social visions, argued
Rhodes. Meyer (1985), however, in her editorial in this volume expressed skepticism
about Gilligan’s dichotomous thinking. “Letters to the Editor” in subsequent volumes
of Social Work in 1985 expressed concern about the profession’s possible
appropriation of Gilligan’s ideas in social work because of possibilities to further
polarize gender differences (Levy, 1985; Proctor, 1985) while others welcomed the
opportunity to re-connect justice and caring to present day practice as it had been
connected at the beginning of the 20™ century (Downes, 1985; Hartley, 1985). Gould
(1987), critical of Gilligan and Davis’ “uncritical acceptance of Gilligan’s theory” (p.
411), argued that Gilligan’s ideas about women’s morality appealed ‘“‘simultaneously
to the supporters and the opponents of the status quo” and that it accomplished this by
presenting a “traditional view of women that also succeeds in appealing to feminists

by affirming the feminine characteristics that society devalues™ (p. 412). During the



1990’s, one additional article cxplicitly about an ethic of care appeared in Social
Work. Freedberg (1993) examined tensions inherent in the social worker’s “self-
conscious commitment to care” (p. 535). She called upon women social work
practitioners to couple caring with professional discipline and an empirical
knowledge base.

These few articles, then, constituted the major journal of the social work
profession’s consideration of the care-justice debate. This debate appeared for a brief
time, most intensely during the mid-to-late 1980s, and then disappeared. The
numerous refinements of an ethic of care within the feminist literature informed by
multiple disciplines and professions have not re-entered the social work literature in
any substantive manner.

During the 1990s, a few additional articles related to an ethic of care appeared
in social work-related journals. Leira (1994) discussed the concept of care as
developed in Scandinavian research, and argued that the gendered division of labor
produced a gendering of the social rights of citizenship. The idea of “citizen as carer”
was not as valued normatively or established in terms of policy entitlements as the
idea of “citizen as wage worker”(p. 197). Gummer (1996) traced the developments
of ethics in administrative practice, contrasting orientations of justice and care in
management. Abramson (1996) discussed the story of a young woman with AIDS,
followed by an analysis of the ethical questions and issues raised in the story from the
perspectives of four ethical traditions, one of which was feminist ethics. She

concluded her article with a plea for expanding the “ethical repertoire of social work

in appreciation of a multi-perspective approach” (p. 11).



With one exception, social work textbooks that focus on philosophical
underpinnings of the profession and its values and ethical stance have not grappled
seriously with the care-justice debate. Reamer’s The philosophical foundations of
social work (1993) overlooked the care - justice debate in his chapter on political
philosophy even though feminists in political philosophy had begun by this time to
think seriously regarding the feasibility of an ethic of care in political and social life.
Likewise, social work texts on professional values and ethics overlooked this
discussion. Feminist theory was allotted one paragraph in Loewenberg and Dolgoff’s
Ethical decisions for social work practice (1996). The largest part of this text was
devoted to discussing ethical dilemmas that arose in professional practice. The
“Ethical Rules Screen” and the “Ethical Principles Screen,” grounded in Kantian and
Rawlsian conceptions of justice were discussed at length; no mention was made of an
ethic of care. Reamer’s several texts (1990, 1999) on social work values and ethics
also did not engage an ethic of care in resolving ethical dilemmas.

By contrast, Rhodes (1991) suggested that the central question in ethics
should be “How ought we to act in relation to others?” (p. 43). The primacy of
relationships and recognition of the centrality of social and political factors in ethical
systems was her starting point. Interestingly, Rhodes did not explicitly connect these
ideas to an ethic of care yet her analysis of various ethical dilemmas was often
congruent with an ethic of care, and in particular, with an ethic of care as defined for
this project. Rhodes’ ideas, however, did not seem to have influenced the profession
in a substantive way- -at least if influence is measured by ongoing engagement with

her ideas in subsequent social work journals and texts.



This paucity of literature in addressing an ethic of care is disturbing given the
social work profession’s commitments to “individual well-being in a social context
and the well-being of society” (NASW Code of Ethics, 1996, p. 1). As most
scasoned practitioners experience, these dual commitments present complex and
multi-faceted ethical tensions, tensions captured by an ethic of care’s attention to
attachment and detachment, and an cthic of justice’s attention to equality and
inequality. As Gilligan writes:

All human relationships, public and private, can be characterized both in

terms of equality and in terms of attachment, and . . . both inequality and

detachment constitute grounds for moral concern. Since everyone is
vulnerable both to oppression and to abandonment, two moral visions- -one of
justice and one of care- -recur in human experience. The moral injunctions,
not to act unfairly toward others, and not to turn away from someone in need,

capture these different concerns (1987, p. 20).

Dissertation Focus and Research Questions

Subsequently, the broad aim of this dissertation is to assess the value of a
public ethic of care as it relates to long-term care for frail elders, and indirectly, for
social work policy and practice. Long-term care for frail elders, as an important sub-
field of gerontology and as a viable and critical field of practice for social workers,
serves as a case study through which the utility of an ethic of care can be evaluated
through analyses of pertinent public and organizational policies. This dissertation is

less about the specifics of social workers’ roles and tasks within long-term care and



more about the societal and organizational contexts in which long-term care is
delivered.

More specifically, this project considers an ethic of care as it is extended to
long—term care policy for the elderly in what we traditionally have considered the
public sphere.3 The argument is that an ethic of care can contribute to more effective
long -term care policy at the organizational level, and that at the societal level, an
ethic of care can have a transformative effect. This argument is developed by
addressing several key research questions. First, what are the constitutive elements of
a public ethic of care? Or, stated differently, what does care look like at the level of
policies and programs within organizations? Second, how do current long-term care
policies stand up when analyzed through the lens of an ethic of care? Third, what
contributions can an ethic of care make to thinking about the social and political
issues of long-term care policy and what kinds of possibilities are opened up by

reasoning with an ethic of care? What programs and policies exist as potential

3 Two clarifications. First, the terms “public sphere” and “public life” are used
interchangeably. Second, the intent is to consider the contributions of an ethic of care
in the public sphere (in contrast to the private sphere, usually considered to be the
family). In very general terms, the public sphere is understood to consist of the
activities and coordinative efforts of the state, the economy, and voluntary
associational life. The analysis here is not comprehensive of these three arenas.
Instead, examples of specific activities of the state, especially its role in setting public
policy for long-term care of the elderly, are investigated; lesser attention is given to
the economy. Following Young (2000), the public sphere can also be considered
more narrowly as the activities of particular types of voluntary associations,
particularly political associations (and in some instances, civic associations). Here
the public sphere is constituted as a site for communicative action and contest among
a plurality of citizens with diverse interests, experiences, and values who yet work
toward presenting their case in a manner that is accountable and accessible to anyone.
The aim of action in the public sphere, according to Young, is to “influence or reform
state or corporate policies and practices” (p. 163). This more narrow understanding
of the public sphere is developed more fully in Chapter Six.



models- -programs and policies that affirm an ethic of care when care is used as an
analytic tool? Finally, what does care look like as a political idea? More specifically,
what would long-term care policy look like if care were a central moral focus in our
liberal, democratic, pluralistic society?

The remaining pages of this chapter set the stage for the work ahead. The key
ideas of subsequent chapters and methodology are identified next, followed by a
discussion of the contributions this dissertation hopes to make to social work and the
larger disciplinary and professional conversation about an ethic of care. Finally, a
broad overview of long-term care is presented. This serves as a starting point in
subsequent chapters for analyzing long-term care policy though the lens of an ethic of
care.
Subsequent Chapters

Part One of this dissertation reviews the historical and philosophical literature
regarding an ethic of care. In addition to serving the purpose of reviewing the
literature, this section aims at two further tasks. A conceptualization of a public ethic
of care is developed from the review; this conceptualization of a public ethic of care
is used as a framework for evaluating and revisioning long-term care in subsequent
chapters. Part One also articulates and develops three normative assumptions about
an ethic of care that inform this dissertation. First, briefly stated, it is theoretically
possible and morally important to extend an ethic of care to the public arena;
arguments that an ethic of care is appropriate only for use within the private sphere
are rejected. Second, an ethic of care cannot replace, nor is it superior to, an ethic of

justice. Forming ethical judgments and developing institutional and public policies



that are both caring and just is a complex task, and both ethics must inform such
deliberations. Finally, a public ethic of care that is intcgrated into our conceptions of
democratic citizenship, and that takes its place alongside concepts of equality and
liberty as central norms in our lives, is free from objectionable “feminine”
associations (i.e., that caring is an essential attribute of women) that historically has
assigned the tasks of caring to women.® These normative assumptions, however,
require discussion as they have not been central themes in the social work literature.

Chapter Two of Part Onc identifies and summarizes the primary themes from
the well-rehearsed Kohlberg-Gilligan debate, and points to the philosophical
traditions from which these differences emerge. The tension evident in Gilligan’s
work between those who espouse an ethic of care and those who reject it because of
its seeming confinement of care to women, and confinement of both care and women
to the private sphere, is also examined. Developments in the profession of social
work are used as a lens through which to consider these tensions as well as to

highlight that the issues Gilligan’s ethic of care raises are not new issues. Chapter

4 The intentional use of the ‘feminine’ and ‘feminist’ approaches to ethics draws upon
a common distinction between the two in feminist thought. This difference is
succinctly captured by philosopher Betty A. Sichel who writes:

‘Feminine’ at present refers to the search for women’s unique voice and most

often, the advocacy of an ethic of care that includes nurturance, care

compassion, and networks of communications. ‘Feminist’ refers to those
theorists, whether liberal or radical or other orientation, who argue against
patriarchal domination, for equal rights, a just and fair distribution of scarce

resources, etc. (1991, p. 90).

Similarly, Susan Sherwin observes that feminine approaches to ethics
“consists of observations of how the traditional approaches to ethics fail to fit the
moral experiences and intuitions of women” while feminist approaches apply “a
specifically political perspective and offers suggestions for how ethics must be
revised if it is to get at the patterns of dominance and oppression as they affect
women” (1992, p. 42).

10



Three considers the traditional ontological, epistemological, and methodological
differences betwcen an ethic of care and an ethic of justice as well as the relationship
between the two ethics. From this, a working definition of a public ethic of care is
developed. This conceptual definition becomes the framework for analyzing an ethic
of care as it is extended to the public sector.

Part Two is a detailed problem statement of long-term care policy, evaluated
through the analytic lens of an ethic of care using the framework for a public ethic of
care set forth at the end of chapter three. Chapter Four evaluates current long-term
care policies and practices in terms of Tronto’s (1994) stages of “caring about” and

“caring for.”

These stages, as discussed later, correspond to larger macro issues in
policy analysis. Chapter Five continues this evaluative analysis, using Tronto’s
stages of “‘care-giving” and “care-receiving.” These stages focus on organizational
policies that shape concrete practices of care work.

While Part Two seeks to analyze and evaluate the problems of long-term care,
Part Three works toward reconceptualizing long-term care through the lens of an
ethic of care, considering how long-term care might be revisioned if grounded in the
assumptions of a public ethic of care. To frame this in the language of social work,
the question is one of how long-term care might be different if intervention consisted

of operationalizing a public ethic of care for long-term care. Chapter Six revisions

long-term care in terms of Tronto’s phases of “caring about” and “caring for,” again,

5 Tronto’s (1994) understanding of an ethic of care is addressed more fully in Chapter
Three. In summary, she conceptualizes an ethic of care in terms of four phases:
caring about, caring for, care-giving, and care-receiving. This framework is first set
forth by Fisher and Tronto (1990) but is developed more fully in Moral boundaries
(1994).

11



a more macro analysis, while Chapter Seven revisits the phases of “care-giving” and
*“‘care-receiving.”

The conclusion of this dissertation, Chapter Eight, brings the discussion of an
ethic of care back specifically to the profession and practice of social work. Several
foundation areas that ground the profession- -policy, research, and practice- -are
explored in terms of how a public ethic of care might inform and shape these areas.
The contributions the profession might offer to a public ethic of care are also
explored.

Methodology

The way in which this work proceeds is both normative and empirical.
Arguing that a public ethic of care should have a more central moral focus in our
society is a normative exercise. As a normative project, Young’s (1990)
conceptualization of a critical methodology “which projects normative possibilities
unrealized but felt in a in particular given social reality” is utilized (p. 6). To identify
ideal practices and relations of a public ethic of care, existing care practices and care
relations historically, politically, and socially contextualized in long-term care are
identified to discover what is useful in them, even if present only partially or
potentially. This analysis reveals deficiencies in current arrangements and at the
same time, opens the door for envisioning new possibilities commensurate with an
ethic of care. This analysis also underscores that facts which seem immutable and
solid, such as women as “natural” care-givers or carework as belonging to the family,
“may actually be largely shaped by the changeable conceptual categories we use to

make sense of the world, the questions we ask to elicit the facts, or the importance we
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assign to the answers” (Teno, Nelson, and Lynn, 1994, p. S32). Part Two focuses on
deficiencics in current long-term care arrangements when an ideal of a public ethic of
care is utilized; Part Three begins to envision new possibilities that accord with the
ideal of a public ethic of care.

Describing and analyzing our current long-term care system, and the extent to
which it realizes or falls short of an ethic of care is empirical work. Following
current strategies employed in social work policy analysis,® policies and the effects
of these policies in long-term care are examined using the framework for a public
ethic of care articulated in the conclusion of Chapter Three as an explicit analytic
frame. Empirical data that documents the effects of various policies related to long-
term care can uncover to what extent policies are effective or iatrogenic, can lead to
policy changes that will more effectively integrate a public ethic of care into public
deliberations or, conversely, lead to rethinking normative assumptions about the
utility of an ethic of care as a basis for public policy.

Contributions to the Literature and Profession

This dissertation contributes to three interrelated subjects: the larger
disciplinary and professional conversation regarding an ethic of care, long-term care,
and the social work profession. This critique furthers the larger disciplinary and
professional conversation about an ethic of care in at least three ways. First, this

dissertation aims to respond to the challenge of several scholars who espouse an ethic

® Chambers (2000) method of policy analysis is the primary method of analysis used
here. Chambers’ method, in particular, is used because he is one of few policy
analysts who is intentional and explicit about the inclusion of normative ideals- -what
he calls “value critical” ideals- -in and upon policy analysis work.
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of care and who suggest that further thinking about care “must take place in concrete
situations or with regard to specific moral voices and vocabularies” (Tronto, 1999, p.
116).” This kind of work is only beginning;® specific attention here to long-term
care furthers this discussion.

Second, this dissertation addresses and attempts to resolve a particular thorny
problem inherent in an ethic of care, the problem of needs. As discussed later, an
ethic of care is grounded in attentive, responsive, and competent practices of meeting
individual needs. On its own, however, an cthic of care has no way of defining needs,
sorting out needs from desires, or prioritizing necds in cases where not all legitimate
needs can be met. The solution proposed here is that an ethic of care must turn to the
resources of deliberative democracy. This is a strategy seldom, if ever, made by
those who espouse an ethic of care, and an argument is made for the congruence
between the two.

Third, while the language of a public ethic of care is used to contrast it from
earlier feminine notions of an ethic of care which confined care practices largely to
women in the private sphere, the constitutive elements of a public ethic of care are not
clearly articulated in the literature. Here, the constitutive elements of a public ethic of
care - - care that begins with a public discussion of needs, that is contextually

grounded in the experiences and perceptions of those giving and receiving care, that

7 Similar challenges have been levied by Bowden (1997), Bubeck (1995), and
Hekman (1995).

8 Sevenhuijsen (1998) considers a public ethic of care in regards to two issues: the
Dutch public debate on child custody, and a case study of the Dutch Choices in health
care policy document of 1991. Clement (1996) points to, but does not develop, two
possible public applications of care, maternal pacifism and public provision of elder
care.
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affirms a social conception of the self, that prioritizes relationships, and that firmly
connects to a theory of justice and is democratic in nature - - are identified and serve
as a framework through which to evaluate current public and organizational policies
that shape and direct long-term care.

This dissertation also contributes to re-visioning long-term care. Critiques of
long-term care’s economic and medicalized discourse are not new. What is new here,
however, is the use of a public ethic of care to open up new ways of conceptualizing,
justifying, and implementing richer and more satisfying policies for those who need
care and those who wish to provide care. A public ethic of care becomes an
organizing concept for implementing and evaluating concrete care practices between
frail elders and their care-givers. Likewise, it assists in analyzing the extent to which
institutional and public policies promote good care, and the extent to which
organizations and larger social structures impede good care. Although public and
institutional policies in and of themselves cannot care for frail elders, organizations
can consciously arrange their policies, practices, and programs to reflect- -or not
reflect- -a public ethic of care. Similarly, the larger societal ethos out of which public
policy for long-term care emerges can reflect a public ethic of care by its recognition
of human interdependence and the need for care throughout one’s life as a legitimate
basic human right. This contrasts greatly to current constructions of care that view
care as an economic commodity that those with resources can purchase, or as
something that only needy and dependent others require throughout their lives or

enroute to becoming an independent and autonomous person.
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When it is recognized that care is central to human flourishing and well-being
throughout the life cycle, we must think carefully about how current institutional and
public long-term care policies and policy proposals support care. Does a commitment
to a public ethic of care, for instance, have an argument to make regarding how long-
term care should be financed? Does a public ethic of care have anything to say about
who should assume responsibility for providing such care, and what social and
economic supports need to be in place to support those who do the work of care?
Does a public ethic of care provide direction about how good care should be defined
and evaluated? Answers to these questions, emerging from critical engagement with
the ideas of a public ethic of care, will challenge current practices and policies that
shape long-term care and offer an alternative framework within which to deliberate.

Finally, this dissertation contributes to several issues within the social work
profession. An important and significant outcome of this work is to appropriate a
public ethic of care that is congruent with social work commitments and useful to
furthering social work’s mission. Social workers already have demonstrated
commitments to justice frameworks but as noted earlier, seem unaware of the larger
lively social and political conversation regarding an ethic of care. This is unfortunate,
given the potential resources of an ethic of care to further what social work affirms.
Subsequently, using long-term care as a focus of analysis, this dissertation stands at
the interstices between larger and often abstract and theoretical treatises on an ethic of
care, and “the trenches” where social workers, other care workers, and care-givers

carry out their daily work, and makes a case for care’s utility in the profession.
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Why is a public ethic of care uscful and important to appropriate for the social
work profession? Tronto (1994) argues that competent care practices hold promise
for undoing current moral dichotomies® and “allow us to move towards a more just
and caring society” (Tronto, 1994, p. 21). Just as changes in the social, economic and
political order of the eighteenth century raised different kinds of moral questions,
subsequently ushering in universalistic moral theory to address these questions,
Tronto argues that the twentieth century raised new questions, and thus required
expanding our moral terrain. It was a century in which “caring patterns have been
disrupted everywhere” (p. 151). Caring functions, such as caring for small children
or frail elderly, were absorbed into market spheres where often only those with
privilege defined what constituted care needs and had the resources to meet such
needs. The twentieth century was a century of “almost unprecedented global
brutality, including two world wars, the invention of weapons of mass destruction. . . ,
numerous examples of genocide, unprecedented global migrations of peoples” (p.
151), and such disruptions have affected the abilities of millions to secure basic needs
such as food and shelter.

These changes in our social and economic order do not require that social
workers abandon their commitments to an ethic of justice. What is required,
however, is an awareness that in spite of rich traditions of justice, insufferable social,
economic, and personal injustice persists. The plight of ten million African children

orphaned by the AIDS epidemic, or forty-four million Americans without health

® One of the artificial moral dichotomies Tronto delineates is delegating an ethic of
justice to the public sphere and an ethic of care to the private sphere.
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insurance, requires not only an ethic of justice but also an ethic of care. The ethical
components of an ethic of care- -attentivencss, responsibility, competence, and
responsiveness- -require that commitments be carried out as practice.'® Enlarged
understandings of oursclves as socially constituted, expanding our ways of knowing
to include the concrete and particular, and acknowledging the significance of
relationships to human well-being serves to highlight the interdependence of each
ethic upon the other, and as Narayan (1995) argues, provides the “enabling
conditions” for the moral adequacy of the other ethic. For an ethic of care to be
realized as a legitimate and equal partner with an ethic of justice, and for carework
and care-givers to be valued in society, it must, as Tronto (1994) argues, find its way
into public life such that political and social institutions reflect care’s centrality.

The profession of social work historically has been committed to serving
disenfranchised persons. This includes those who by their neediness and dependency
are seen as the “other,” and those who do the work of care, disproportionately people
of color and women. Given social work’s commitment to those on the periphery - -
those who become the “other” by virtue of their neediness, and those marginalized
because of their care-giver status- -- a public ethic of care can inform social work’s
commitments.

Appropriating an ethic of care for social work requires more than just making
connections between the two. Rather, several complex tensions must be negotiated to

appropriate a public ethic of care for social work. Successful negotiation of these

1 These ethical components of an ethic of care are discussed in Chapter Three in the
context of articulating an ethic of care.
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tensions contributes to the larger discourse regarding an ethic of care, and strengthens
the argument that a public ethic of care can further social work commitments.

Several of these tensions- -the problem of needs and articulating the constitutive
elements of a public ethic of care- -have already been noted.

One further tension, already addressed in the philosophical literature but
necessary to import to social work, is that for an ethic of care to be useful for social
work, the argument must be embraced that extending an ethic of care beyond its
traditional private boundaries is indeed a good and possible endeavor. Not all agree.
Some (i.e., Ferguson, 1984; Noddings, 1984) argue that an ethic of care’s emphasis
upon contextuality, a social conception of the self, and maintaining relationships
render it ill-equipped to deal with perplexing public and organizational policies and
politically complex allocation decisions. Contextuality would seem to limit caring
efforts to those whom we know and to those with whom we can interact. Nel
Noddings (1984) suggests that caring, by definition, implies not just caring about but
caring for, and carfng for requires actual encounters. Similarly, seeing ourselves as
socially constituted would seem to encourage us to care about those to whom we are
connected, but given that it is impossible to comprehend ourselves as connected to all
human beings, the scope of an ethic of care is seemingly limited. Furthermore, caring
only about those to whom one is connected can quickly become unjust in its
preference for partiality. While partiality is legitimate, even required, in the private
sphere, it is inappropriate in public life. In terms of its prioritizing of relationships
over equality, in the public square we are faced with the reality that we cannot in fact

meet everyone’s needs. Here an ethic of care, with its “warm, mushy and wholly
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impossible politics of universal love” is useless in making difficult allocation issues
(Ferguson, 1984, p. 172). Clement (1996) summarizes these perceived limitations of
an ethic of care in this way: “In some way, it would be impossible to expand the
ethic’s application beyond personal relations; in other ways it would be morally
wrong to do so; and in still others ways, it would be morally unhelpful to do so (p.
19). In short, these limitations scem to confine care to the private sphere; given that
we cannot care for everyone, we must rely on some conception of justice to meet
moral obligations.

In subsequent chapters, a response to these criticisms is developed more fully;
in doing so, it becomes apparent thgt extending an ethic of care into the public sphere
is both possible and morally desirable.'' Movement in this direction is important to
correct for justice-based distortions of the sclf as an individualistic construct and the
privileging of abstract principles over concrete rules in ethical decision-making. A
public ethic of care can challenge such distortions, offering moral guidance in the
public sector that will result in more perfectly targeted elder care policy. A
successful rebuttal to those skeptical of extending an ethic of care beyond the private
sector is an important tension to resolve if social work is to make use of a public ethic
of care.

This dissertation also contributes to the development of social work

' For now, in response to these criticisms, it is important to note that these traditional
dichotomies are presented as ideal types and thus some of the conflict between the
two ethics arises from rigid thinking that insists on either an ethic of care or an ethic
of justice. It is also important to note that these distinctions are socially constructed,
and that by revisiting these constructions, we can begin to construct alternative ways
of understanding the discussions about care and justice.
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knowledge in philosophy and ethics. The paucity of social work literature about the
ethics of care is striking in a profession committed to furthering both justice and care.
If the profession is truly committed to individual well-being and social and economic
justice, it must find a way to acknowledge and affirm both an ethic of care and an
ethic of justice, and understand at a philosophical and practice level how both are
necessary in the development and implementation of social welfare policy. Reamer
(1993) reminds us that:

. . . at some points in our professional lives we must be willing to make room

to reflect on the larger issues. These are the ideas that helped to inaugurate

social work and give it shape and meaning. While the profession’s principal
impetus must always be focused on the delivery of services to individuals,
families, groups, communities, and so on . . . we cannot afford to neglect the
enduring philosophical concerns that launched the profession in the first place
and that have served as its compass . . . . Moreover, we must recognize that
both the questions we address and the answers we produce may change over

time, as a function of shifting political contexts and contemporary events (p.

196 - 197).

In terms of social work knowledge and ethics this project is also significant
because it extends our discussion of ethics beyond what is often a narrow focus of
ethical dilemmas in direct practice where such discussions tend to be descriptive
rather than analytic. Various dilemmas encountered by professionals are described; if
and when ethical decision-making frameworks are applied to these frameworks, they

are grounded in deontological frameworks. The principle of autonomy, for instance,
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while highly valued by the profession, is not without criticism in the field of social
work. Tensions between autonomy, often expresscd in the language of self-
determination, beneficence, or enhancing the well-being and best-interests of others,
and paternalism are frequently considered in the social work literature in the context
of specific practice dilemmas.'? Less frequently addressed are tensions that arise
between self-determination and the ethical responsibilities social workers have to the
broader society as articulated in the NASW Code of Ethics. Here we find an
emphasis upon promoting “the general welfare of society,” advocating “for living
conditions conducive to the fulfillment of basic human needs,” promoting “values and
institutions that are compatible with the realization of social justice,” and being aware
“of the impact of the political arena on practice” (NASW Code of Ethics, 1996, p. 26
- 27). Similarly, social workers often do not consider carefully the ethical import of
social welfare policy, or if they do, such considerations do not make their way into
the professional literature. This dissertation broadens such a discussion, urging that
the profession extend its philosophical and ethical repertoire, and turning to a public
ethic of care to inform such attempts.
Long-Term Care in the United States: An overview

The goal of long-term care is generally recognized as one of helping persons
live as independently as possible for as long as possible. An ideal long-term care
system should include a full “range of services that addresses the health, personal

care, and social needs of individuals who lack some capacity for self care” (Kane,

12 See, for instance, Abramson, 1985,1989; Bemstein, 1960; Imre, 1982; Murdach,
1996; Reamer, 1983; Rothman, Smith, Nakashima, Paterson, and Mustin, 1996.
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1982, p. 4). The need for long-term care is often assessed in terms of the extent to
which one requires assistance with or supervision in activities of daily living (ADLs)
or instrumental activities of daily living (IADLs). ADLs are routine and basic tasks
of life, such as walking, eating, bathing, dressing, toileting, and getting in and out of
bed while IADLs are additional activities necessary for independence. These
activities include such tasks as preparing meals, using the telephone, managing
medications and money, and shopping for groceries, and getting to places within
walking distance. Long-term care also includes skilled and therapeutic care to treat
and manage chronic conditions (Feder, Komisar, and Niefeld, 2000).

Both formal and informal providers deliver long-term care services. Formal

3 senior centers, and adult day-care

providers include nursing home care, home care,’'
providers. Services provided in these formal settings are delivered by health care
workers, social workers, home health aides, and occupational and physical therapists.
Informal providers of care are families and friends who provide care in the
community.

More than 12 million people in the United States need long-term care. A little

over one half of these persons (6.6 million) are over the age of 65." Among the

elderly in need of long-term care, 2 million reside in over 19,000 nursing home

> The term “home care” is used for ease of communication but not without
reservation. An increasing number of long-term care consumers prefer terminology
such as personal assistant services (PAS) or personal attendants, terminology that
suggests care beyond the confines of the home intended to help one live as
“normally” as possible in a variety of contexts and suggests care that is broader in its
%oals than medical or rehabilitative services (Kane, Kane, and Ladd, 1998).

This elderly group of persons in need of long-term care are the focus of this project.
Any comprehensive solution to the problems of providing long-term care must
address the needs of the younger disabled population as well.
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facilities while the remainder live in the community (Gillick, Berkman, and Cullen,
1999)." In contrast to other adults, persons who need long-term are
disproportionately low-income, over the age of seventy-five, and living alone or with
someone other than a spouse (Komisar and Niefeld, 2000).

Nursing home facilities serve a diverse population. Residents differ from each
other in terms of life expectancy, prognosis, length of stay, and health status, and
goals for care. Comatose patients, terminally ill persons, patients recuperating from a
bout of illness and acute care, paticnts in need of rehabilitation, residents with
persistent long-term care needs who are cognitively intact, and those with long-term
care needs who are cognitively impaired constitute, in broad strokes, those persons
using nursing care facilities (Kane, Kane, and Ladd, 1998). Each of these groups has
their own specific care needs, capacities for autonomy, and environmental
requirements.

Likewise, home care serves a diverse population and various models of home
care exist (Cox and Ory, 2000). High-tech home care provides complex medical care
to persons in the home. Hospice models focus on the needs of terminally ill persons
and their families. Skilled nursing care in the home focuses on rehabilitation for

homebound persons who are in need of intermittent care as ordered by a physician.

% Individuals are described as living in the community regardless of whether they
live in their own home, in relatives’ homes, or in non-institutional settings such as
continuing care facilities, adult foster care homes, or assisted living facilities.
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Finally, low-tech home care models are designed for chronically ill or disabled
persons who need custodial care to maintain functional status.'® The services of
various home care models can be considered according to five broad categories or
activities, including convalescent, rehabilitation, and hospice services, activities to
support ongoing and routine needs, and respite care for family members (Kane, Kane,
and Ladd, 1998).

Public funding streams for long-term care consist primarily of benefits
emanating from Medicare, Medicaid, and the Older Americans Act." Medicare, a
social insurance program for all people aged 65 or older who are eligible for Social
Security, focuses primarily on coverage for acute care. Medicare becomes part of the
continuum of long-term care indirectly through its provisions for limited skilled
nursing facility care and directly through its small but rapidly growing home health
care provisions. In terms of home health care, Medicare pays for a limited amount of
home health care, subject to strict eligibility rules. Such care must be prescribed by a
physician only for persons who can be rehabilitated. Medicare does not cover general
household maintenance services that help people manage their daily lives; instead it
covers nursing, physical therapy, occupational therapy, speech therapy, medical
social work, and home health aides when skilled services are considered necessary.
The high-tech, skilled nursing home care, and hospice care models (noted above)

have emerged from current structuring of Medicare benefits. Medicare also covers

'¢ Even though the low-technology kind of home care is what the elderly have the
greatest need for, Medicare does not pay for this kind of care and Medicaid payment
is limited. These ironies are returned to later.
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home hospice under a different set of requirements for terminally ill persons who
have decided to forgo life-prolonging therapies. In 1999, Medicare benefits were
extended to nearly 39 million Americans (nearly 34 million age 65 or older) at a
projected cost of $231 billion (Smith, Heffler, Freeland, et. al., 1999).

Medicaid, by contrast, is a grant-in-aid program that helps states pay for
medical assistance for certain individuals or families with low income and few
resources. In 1999, Medicaid benefits were extended to over 36 million Americans
(4.7 percent over the age of 65) at a projected total cost of $182 billion ($108 billion
from the federal budget and $74 billion from state budgets) (Smith, Heffler, Freeland,
et. al., 1999). Medicaid must be extended to elderly persons eligible for
Supplemental Security Income; states may opt to extend Medicaid to older people
who have incomes above SSI eligibility but below the federal poverty guidelines, and
to institutionalized elders with incomes and resources below specified limits.
Medicaid enters the long-term care arena in two ways. First, it covers long-term
nursing home care for frail elders (those in the optional categorical need category)
and, in some states, to the medically needy who have been allowed to “spend down”
to Medicaid eligibility. The main source of public funding for nursing home care is,
in fact, through Medicaid. Second, Medicaid also provides more limited home care
through its Home and Community-Based Services program (HCBS).

Additional public payers for long-term care include the Social Services Block

Grant (authorized by Title 20 of the Social Security Act), the Older Americans Act

' Other sources of funding, not directly related to long-term care but certainly
important social policies for the elderly include Social Security, Social Security
Disability Insurance, and Supplemental Security Income.
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(OAA), and the Veterans Administration. Although Title 20 funds are more flexible
than Medicaid, these block grants have not kept pace with inflation; consequently it is
often to a state’s advantage to use Medicaid’s waiver program. The provisions of the
Older Americans Act include social services designed to enhance independent living
and includes such things as congregate meals, personal care and nursing services, day
care, chore services, and meals-on-wheels. It also provides funding for senior
centers. Although these services were intended to be available to all older adults,
insufficient funding - - about $1.2 billion in 1998 - - has prevented the OAA from
being fully implemented.'® Instead, OAA services are “gap filling” and targeted to
people with the greatest social and economic need (Takamura, 1999). Much of the
funding for low-tech home care is funded by provisions of the OAA. Services
provided by the Veteran’s Administration tend to be medically oriented, and are
restricted to veterans.

The financing of long-term care is complex. In 1998, total nursing home and
home care expenditures amounted to approximately $150 billion dollars in the United
States. Forty percent of this was financed by Medicaid, twenty-six percent by out-of-
pocket contributions, twenty percent by Medicare, eight percent by private insurance,
and the remaining seven percent by a combination of miscellaneous sources (Burwell,

1999; Feder, Komisar, and Niefeld, 2000).I9 Total public long-term care

'® Medicare and Medicaid regulations can be located online at www.hcfa.gov.
Further detail re the Older Americans Act, including updates on reauthorization of the
OAA, can be located online at www.aoa.dhhs.gov.

' The public miscellaneous funds include such sources as the Older Americans Act,
Title XX Social Services Block Grants, the Veterans’ Administration and Civilian
Health, and the Medical Program of the Uniformed Services (CHAMPUS) (Binstock
and Cluff, 2000).
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expenditures account for 0.7 percent of the gross domestic product (GDP); total long-
term care expenditures account for 1.3 percent of the GDP (Anderson and Hussey,
2000).

Two-thirds of long-term care spending ($100 billion) is spent on nursing
home care. Medicaid finances approximately forty-four percent of nursing home care
while thirty-one percent is financed by out-of-pocket contributions.”® Fourteen
percent of nursing home care is financed by Medicare, scven percent by private
insurance, and the remaining five percent by a combination of miscellaneous sources
(Burwell, 1999; Feder, Komisar, and Niefeld, 2000).

Even though two-thirds of long-term carc spending is allocated to nursing
home care, eighty-eight percent of those in need of long-term care reside in the
community. In contrast to Medicaid as a major funder of nursing home care, the
majority of home care is funded by Medicare. In 1998, forty-two percent of home
care was financed by Medicare, twenty-one percent by out-of-pocket contributions,
fifteen percent by Medicaid, eleven percent by private insurance, and the remaining

eleven percent by a combination of miscellaneous funds.”'

20 For the elderly to qualify for Medicaid, they must meet stringent limits on income
and assets. These limits are generally those applicable under the Supplemental
Security Income cash assistance program, an amount of $494 per month in 1998.
They must also have limited assets, usually $2,000 or less, as set by states.

2! These percentages are based on actuarial tables from the Health Care Financing
Administration (Feder, Komisar, and Niefeld, 2000). It is important to note that total
home care spending is difficult to estimate due to limitations of data sources as well
as profound changes in Medicare imposed by the Balanced Budget Act (BBA) of
1997. For instance, the National Association for Home Care estimates total spending
for home care was $41 billion in 1997 and declined to $36 billion in 1999. Medicare
spending for home care fell from $14 billion in 1998 to $9.5 billion in 1999, a thirty-
two percent decrease. These declines are due largely to the result of dramatic
decreases in Medicare home health benefit brought about by the 1997 Balanced
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Future needs for providing and financing long-term care are unpredictable.
Functional difficulties that require long-term care assistance could be reduced or
delayed given new medical trcatments, technological developments, and healthier
lifestyles; conversely, such developments might mean that people will live longer
with disabling conditions and cognitive impairments. Cohorts that reach old age in
the coming decades will be better educated and higher levels of education are
correlated with lower levels of disability and need for care (Waidmann and Liu,
2000). On the other hand, from 1990 to 2050, the nonwhite elderly population will
more than double (from 9.8 percent to 21.3 percent). If current patterns of economic
resource distribution continues, this group is more likely to be dependent on public
subsidies for long-term care.?? Prediction is also difficult because reliable data bases
for making projections about disability are limited and vary tremendously from statc
to state regarding various types of disability.

Even though it is difficult to project future needs for long-term care, the large
increase in absolute numbers of the elderly suggest that more long-term care will be
needed because in general, as people age, the prevalence of impairment increases.?

As evidence of this, Kane, Kane, and Ladd (1998) report that while only 2.4 percent

of those under the age of 65 met the criteria for functional impairment, 9.2 percent of

Budget Act (National Association for Health Care [NAHC], 2000). This is discussed
in more detail later.

22 Among persons aged 65 or older who have the lowest household incomes, nearly
40 percent are members of racial minorities; their net aggregate worth is less than
one-third that of older white persons (Crystal, 1996).

BErom 1990 to 2030, the number of persons aged 65 and older will increase from 31
million to 65 million. The number of persons in advanced old will increase as well.
Between 1990 and 2030, the number of persons aged 75 and older will increase from
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those between age 65 and 69 met such criteria and 49.5 percent of those age 85 or
older. Furthermore, present rates of nursing home use indicate that impairment
increases as people age. Currently, about one percent of Americans aged 65 to 74 are
in nursing homes compared to 6.1 percent of persons aged 75 to 84, and 24 percent of
people aged 85 or older (Binstock, Cluff, and von Meyering, 1996). Among home
health care users, 1.1 percent of thosc under age 65 received at least one formal home
health visit in 1996 in contrast to 13.8 of those age 65 or older (NAHC, 2000).
Overarching Concerns in Long-Term Care

Several concerns span both home care and nursing home care.”* These
include payment for services, fragmentation of services, lack of services for some, a
lack of fit between available services and the necds of older adults, care-giver
concemns, and quality of care issues.

Frail elders in need of long-term care are confronted with dozens of federal
programs, and hundreds of state and local programs that provide funding for long-
term care services. In spite of what might appear initially to be an adequate source of
financial assistance, many patients and care-givers find themselves ineligible for
services and unable to pay out-of-pocket for such services. As noted earlier, twenty-
six percent of all long-term care (1998 dollars) is financed by out-of-pocket
contributions (Burwell, 1999; Feder, Komisar, and Niefeld, 2000). The costs of

nursing home care, an average of $46,000 per year in 1995, are prohibitive for many

13 million to 30 million; those aged 85 will increase from 3 million to 8 million
(Binstock and Cluff, 2000).

? These concerns are discussed in greater detail in Part Two and Part Three in the
context of evaluating and re-visioning long term care through the lens of an ethic of
care.
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(Weiner and Stevenson, 1998). More than one-third of all nursing home residents
“spend down” to Medicaid to cover these costs, a process demeaning for many.
Some home care services, in spite of Medicare subsidization, are too expensive for
most to purchase. For example, a convenience sample of 917 homebound elders in
Florida were asked about their ability to meet various home care and health needs.
Forty-nine percent of the population was not always able to pay for needed
medications, 42 percent were unablc to always pay for physicians’ services, and 41
percent were not able to securc transportation to physician’s office. Income security
and requests for more affordable in-home services were cited most frequently by
these elders as critical needs (Vinton, Altholz, and Marcus, 1997). The results of a
1995 national survey found that one in five adults with long-term care needs who live
in the community report an inability to get the care they need, often with serious
consequence. One of the primary reasons noted for not being able to get the care
needed was services that are too expensive (Feder, Komisar, and Niefeld, 2000).
Private long-term care insurance policies are unaffordable for many and often
inadequate in their coverage.

A second problem, well-documented in the literature, is that services are
fragmented and disjointed, and rarely coordinated with various funding streams. In
spite of the fact that there is no bright line between acute and long-term care,
Medicare finances acute care while Medicaid finances long-term care (Kane, Kane,
and Ladd, 1998). Medicare is the primary funder of home care services while
Medicaid is the primary funder of nursing home care. Furthermore, within these

broad divisions of home and nursing care, specific provisions of service are divided
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between various public payers and private pay. Home care agency services (such as
rehabilitation, convalescence, hospice, ongoing, and respite services), for instance,
are separated out by different payment programs and require those in need to patch
together a care plan. Within nursing homes, a fragmented system of care for frail
elderly is supported by a reimbursement system that rewards physicians and hospitals
for transferring patients to acute carc hospitals (Ouslander, Weinberg, and Phillips,
2000). Better integration across services and programs is needed but thus far,
integration occurs primarily through capitation (in contrast to fee-for-service) in
managed care; this reflects “a continued quest for cost containment, at least as much
as it does a pursuit of high-quality care” (Feder, Komisar, and Niefeld, 2000, p. 51).%°
Furthermore, fragmentation is exacerbated by the fiscal tug of war between
Medicare and Medicaid, a war whose casualties are frail elders. When Medicare
expanded home health care benefits, this allowed states to shift some costs of care to
Medicare. Some states have adopted policies to maximize Medicare revenues as fully
as possible (because Medicare is fully federally funded) before seeking Medicaid
reimbursable services. One recent study of home health expenditures suggests an
inverse relationship between Medicare and Medicaid home health spending. As
Medicare shrinks under the Balanced Budget Act (BBA), evidence suggests that

coverage for the near poor is not being picked up by Medicaid (Wiener and

25 About 17 percent of beneficiaries are currently enrolled in Medicare managed care
plans, and although performance outcomes are limited, emerging evidence suggests
that for chronically ill persons, reduced service use and worse outcomes in terms of
home care and rehabilitation have been found. (Feder, Komisar, and Niefeld, 2000;
Shaughnessy, 2000).
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Stevenson, 1998).*®  Some of the service and funding fragmentation could be
reduced by having funding “follow” persons, rather than having services flow from
funding. In 1993 the Health Care Financing Administration (HCFA) sponsored a
conference on “beneficiary-directed” services where then-administrator Bruce
Vladeck argued: “The first and most difficult issue is that to build a client-centered,
beneficiary-oriented long-term care system, the dollars should follow the clients.
Funding should probably not be limited to a particular kind of provider or service, or
to a particular bureaucratic category, such as ‘skilled’ level of care” (Kane, Kane, and
Ladd, 1998, p. 134). Such a change is casier said than done, however, because “funds
have already been invested in existing services, and vested interests surround them.
Also it is difficult to begin a new model of benefits that follows the consumer while
still paying for the old categorical model that funds specific service streams” (p. 134).
A third overarching concern about the state of long-term care today is that
some frail elders fall through the cracks, cntering a “no care zone” (Estes, Swan, and
Associates, 1993). For some, the inability to receive care occurs, as noted earlier,
because they are unable to pay for services; the highest percentage of those reporting
difficulties in meeting needs came from those who were severely impaired, living
alone, or poor or near-poor (Feder, Komisar, and Niefeld, 2000). For some, the
increasing unavailability of Medicaid nursing beds creates a no-care zone.?’ In some

areas, the demand for services exceeds resources. In 1990, the National Association

26Predicting adequate coverage for the near poor is made even more difficult because
states, historically, have differed in their generosity of Medicaid benefits.

27 Because Medicaid reimburses nursing homes at a lower rate than Medicare, nursing
homes have reduced the number of Medicaid beds available. This problem is
discussed in more detail in Chapter Four.
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of Area Agencies on Aging (AAA) conducted a survey of member organizations to
determine the level of unmet needs among older persons. Eighty-three percent of the
AAAs said that their constituents were unable to meet needs for personal care, 84
percent were unable to meet the need for home-delivered meals, and 85 percent were
unable to meet the demand for transportation services (National Association of Arca
Agencies on Aging, 1990).

Bishop (1999) calls attention to the “missing elders” in her tracking of
demographic shifts in long-term care use. About 250,000 fewer elderly people,
similar in terms of age and gender, lived in nursing homes in 1995 than in 1985 (4.2
percent of the population in contrast to 4.6 percent of the population, reflecting an 8.2
percent decline). Some, but not all of this decline, Bishop suggests, might be due to
declining disability rates among the elderly. More likely, given increases in the
number of informal and unpaid hours of care during that decade, family and friends
account for some of the difference. And, given declines in the private-pay portion of
nursing home budgets, it is likely that some of these elders are purchasing the care
they need through home care or living in private-pay assisted living facilities. It may
also be that some of these elders are falling through the cracks and receiving little or
no care because of inability to purchase services (Bishop, 1999).

Fourth, a lack of fit between funded services and what frail elders seem to
need exists.”® This is evident in payment systems, service provision, and service

delivery systems. In terms of payment systems, Medicare primarily is a catastrophic

28The use of the word “seem” is intentional. We do not have a wealth of data on what
it is that elders perceive to be needed in terms of long-term care. Based on existing
data, some observations can be made.
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health insurance program, focused upon the diagnosis and treatment of discase. It is
organized around discrete, disconnected service events that happened in the past. As
a rcactive, cpisodic model, Whitelaw and Warden (1999) argue that it is inappropriate
for its beneficiaries, 88 percent of whom have at least one chronic condition. The
primary challenges in geriatric medicine today- -the management of multiple chronic
diseases, the prevention of functional declines, and the promotion of successful
aging- -is not what Medicare is primarily about (Cassell, Besdinc, and Siegel, 1999).
Similarly, Medicaid is intended to meet the needs of the poor or near-poor for
catastrophic health care insurance. It has become, as suggested earlier, the primary
payer for nursing care. While not all poor people in need of long-term care need
nursing home care, many are forced into premature institutionalization because this is
their only option for carc. About 20 percent of all placements in nursing homes are
judged to be inappropriate or preventable (American Association of Retired Persons,
1997; Kane, Kane, and Ladd, 1998).

The mismatch between funded services and what elders seem to need is also
apparent when looking at elders’ preferences for receiving long-term care in contrast
to allocations for long-term care. In general, the literature suggests that many elders
strongly prefer home and community-based care over nursing home care (Cetron,
1985; Estes, Swan, and Associates, 1993; McAuley and Blieszner, 1985; Rivlin and
Wiener, 1988). A national study of more than 3,000 seriously ill hospitalized elderly
patients were polled to determine how willing they would be to live permanently in a
nursing home. Twenty-six percent indicated that they would be very unwilling to live

permanently in a nursing home, 30 percent said they would prefer death over a
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nursing home placement, and only 7 percent stated that they would be very willing to
live permanently in a nursing home (Mattimore, Wenger, et al. 1997). In spite of this
preference, two-thirds of long-term care spending is allocated for nursing home care.

The mismatch is further apparent within nursing homes in terms of services
available or not available to residents. Within nursing homes, the very old (i.e., aged
80 and older) often recognize the futile nature of expensive, hospital-based services
and prefer that health care resources be allocated instead to maintain function and
independence in the home (Lynn, 1996; O’Connor and Lynn, 1995). In spite of this,
for the very old, Medicare hospital expenditures are high: one-third of Medicare’s
reimbursements in 1994 were used by persons aged 80 or older, who constitute 24
percent of the population. Acute changes in health status of nursing home residents
leads to expensive transfers to hospitals where complications frequently occur. It is
estimated that more than $1 billion dollars are spent annually in the United States on
avoidable care for nursing home residents (Joseph and Boult, 1998). In another
study, a conservative estimate suggests that 36 percent of the transfers from skilled
nursing facilities to the hospital emergency department and 40 percent of hospital
admissions were inappropriate (meaning that the patient safely could have been cared
for at a lower level of care); in fact, 27 percent of these transfers resulted in death

(Saliba, Kington, et al., 2000).%° Inappropriate hospitalization of nursing facility

2 The impetus for transfers comes through financial incentives to hospitals and
physicians for the volume of acute care services provided. Physicians are paid for
services delivered in the hospital but not in nursing homes under most fee-for service
plans. Furthermore, hospitals benefit by transfers if they have open beds and can
admit and discharge patients within DRG rules for length of stay. Nursing homes
benefit because they may not have the needed reimbursable acute care services in the
facility (Ouslander, Weinberg, and Phillips, 2000; Saliba, Kingston et al. 2000).
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residents “is a symptom of a much more costly and critical problem in our health care
system. We must work together to develop more integrated systems of care for frail
older people. These systems must have properly aligned financial incentives and
respect for the preferences and quality of life of this population” (Ouslander,
Weinberg, and Phillips, 2000, p. 231).

Within home care, an incongruence is noted between the categories of care®®
which more accurately reflect real needs in contrast to the broad types of care, skilled
nursing care in the home through Medicare or nursing home care through Medicaid,
created by payment programs. Furthermore, the latter prioritize medical over
personal and social needs of frail elders, a prioritization not necessarily preferred by
frail elders. In measuring the goals of frail elders for long-term care, Bradly,
Bogardus, et. al. (2000) argue that elders’ goals are very general and fundamental- -to
maintain health and well-being, current functioning, and independence. Similarly,
Lynn, O’Connor, et. al. (1999) find that among their focus group participants, 74
percent of persons over the age of 80 are in favor of an alternative healthcare benefit
(called MediCaring) that would emphasize more home-based and supportive health
care and discourage the use of hospitalization and aggressive treatment; 34 percent
indicate a willingness to accept such a benefit immediately if it were offered.

Wallace (1990), a decade earlier, found that the provision of supportive and basic

needs to frail elders were cited as being most important to preventing

institutionalization. In spite of this, community-based services continue to shift to

30 These categories of include personal care (assistance with ADLSs), housekeeping
and chore services (assistance with IADLSs), routine nursing and health maintenance,
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more medical orientations as a result of budget constraints and as a mechanism to
contain growing budgets (Greene, Ondrich, and Laditka (1998). Wallace (1990) finds
it “is ironic that government programs support a clean, safe, heated home for the
disabled elderly only when the home is a nursing home” (p. 260).”'

Fifth, concerns about formal and informal care-givers abound, particularly in
terms of an available work force and the emotional and financial costs incurred.?
Families are the major long-term care providers; unpaid care-givers are generally
women who provide care to a loved one in the home.*® Seventy-five percent of
primary care-givers are women, 36 percent are adult children, and 40 percent are

spouses. Relatives and friends often assume the role of secondary care-givers, filling

supervision for safety (as with cognitively impaired persons), rehabilitation, and
management.

3! Medical needs are prioritized over social needs in nursing homes as well through
reimbursement policies that compensate medical and surgical procedures more
generously than cognitive services (providing information and education, offering
support, linking clients to resources) (Scott, Aiken, Mechanic, and Moravcisk, 1995).
? Care-givers refers to both informal, or unpaid, care-givers, and formal, or paid,
care-givers. Both groups are increasingly referred to as “careworkers” in the
empirical literature to emphasize that care is not free in terms of economic or
emotional costs, and to emphasize that good care is hard work (Meyer, 2000). The
term ‘careworker,” however, is used mostly by academics; formal and informal care-
%ivers seldom refer to themselves with this term.

The significance of an informal care network is evidenced by the fact that 50
percent of elderly persons with long-term care needs who lack family arrangements
live in nursing homes, compared to only seven percent of those who have family
care-givers (R. Stone, p. 12). Estes, Swan, and Associates (1993) conclude that the
significant factor in keeping frail elders out of institutional settings is not the elder’s
degree of functional impairment but rather the level of access to family care and
social support, and more specifically, the availability of adult daughters (Estes, Swan,
and Associates, 1993). Henderson (1995) suggests that most nursing home
placements are made due to lack of adequate community resources. These claims,
however are challenged by Tennstedt, Chang, and Delgado (1998) who find that the
extent of disability, not the availability of informal care, is the most consistent
correlate of the likelihood of receiving certain amounts of care. Choi (1999)
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in when spouses and children need respite (R. Stone, 2000). According to the
National Alliance for Care-giving survey (NAC), the average care-giver is a 46-ycar
old employed woman caring for her 77-year old mother who lives nearby and for
whom care has been provided for the past four years (1997).>* Other studies indicate
that 30 to 50 percent of primary informal care-givers are women over the age of 65
(Doty, Jackson, and Crown, 1998; Weinberg, 1999). It is estimated that in 1997, 25.8
million unpaid care-givers delivered an average of 17.9 care-giving hours per week
(Ao, Levine, and Memmott, 1997). As the level of disability increases, hours of
care-giving increase; such estimates have included 52.5 to 58.8 hours per week for
Alzheimer’s disease patients, 70 hours per week for ventilator dependent patients, and
22 hours per week for Parkinson’s disease patients. On average, care-giving for
elders lasted eight years, with a range of care from 3 to 15 years (Timmermann,
2000).

The financial and emotional costs involved in unpaid caregiving are
substantive. Although a sense of satisfaction at being able to meet needs and
increased affection for each other are cited as positive outcomes in care-giving, such
satisfactions are tempered by a number of stressors. These include marital strains,
learning to deal with changed relationships between care-giver and receiver,
responding to the affective states of care receivers, and needing to learn how to

deliver personal care and attend to medical-technical skills relationships.

concluded that need and race (being white) are the most significant determinants of
nursing home placement.

3 The NAC survey (1997) found that 40 percent of its estimated 22.4 million care-
givers for persons over the age of 60 also cared for children under the age of 18.
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Additionally, care-givers report restrictions on their own time and activities
(Bowman, Mukherjee, and Fortinsky, 1998; Hooyman and Gonyca, 1995; Kane,
Reinardy, Penrod, and Huck, 1999).

In terms of paid employment, Pavalko and Artis (1997) find that employed
women are not less likely to start care-giving when the need arises; rather initiating
care-giving is equally likely for all women. Employed women, once they begin care-
giving for an elder, are more likely to reduce or stop employment. Of the 31 percent
of primary care-givers who do hold paying jobs, nearly 67 percent work fulltime, and
invest, on average, 18 hours per week in addition to arranging help from other
informal and formal care-givers to supplement their efforts.’*> Employed primary
care-givers who care for severely disabled elders (i.e., those with three or more ADL
limitations) provide between 32 and 39 hours of care per week (ASPE and AoA,
1998; Stone, R., 2000) This paid work is altered to accommodate their care work
responsibilities. Such accommodations include taking leaves of absence, turning
down promotions, assuming less challenging positions, reducing the number of hours
worked, and sometimes leaving paid employment permanently. Such
accommodations translate into lost wages, health and pension benefits, and Social

Security benefits (Timmermann, 2000).>® When care-giving occurs in the years just

33 Part-time employed workers provide, on average, about 21 hours per week of care
(Doty, Jackson, and Crown,1998).

% In 1999, the MetLife Mature Market Institute, in conjunction with the National
Center on Women and Aging at Brandeis University, completed a pilot study (n = 55)
using a subset of the 1997 NAC/AARP study (National Alliance for Care-giving,
1997). This was not a representative sample; rather it provided a more detailed and
complete accounting of losses and tensions faced by care-givers. By aggregating lost
wages over the lifetime ($566,000), lost Social Security benefits ($25,000), and lost
pension wealth ($67,000), the care-giver’s loss average over the lifetime was
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prior to retirement eligibility, exits from the labor force or reductions in hours
significantly affects long-term income, reducing Social Security and/or pension
benefits (Kingson and O’Grady-LeShane, 1993). From the employer’s perspective,
$11.4 to $29 billion dollars (1997 dollars) is lost annually to care-giving in lost
productivity (Metropolitan Life Insurance Company, 1997).

Paraprofessional workers, after informal care providers, deliver the largest
share of long-term care. According to the Bureau of Labor Statistics (1999), about
643,000 nursing assistants were employed in nursing homes in 1998. The number of
home care assistants is more difficult to determine because many aides are hired
privately; the Bureau of Labor Statistics estimates that about 697,000 home health
aides were employed by home health agencies in 1998 (2000-2001). These workers
provide 90 percent of direct care in nursing homes and 80 percent of the formal direct
care in home care (R. Stone, 2000). These workers are primarily women of color,
often immigrant women, disenfranchised by race, class, gender, and, increasingly,

citizenship.

estimated to be $659,000. Care-givers also assisted with out-of-pocket expenses; the
average lifetime expense was estimated at $19,500. Respondents further noted
limitations and reductions in savings, investments, buying a car, affording college
tuition for children, etc. Care-giving also took a toll on respondents’ health; three-
fourths said that care-giving affected health poorly, and two in ten reported
significant health problems correlated with care-giving. Finally, care-givers reported
on employment adjustments. Two-thirds of the respondents also worked in the paid
labor force. Almost all had made informal adjustments to their work schedules; 84
percent made formal adjustments to work schedule to accommodate caregivng
responsibilities. Two-thirds had used work or sick days, decreased hours, took
leaves, or quit altogether. Forty percent of the respondents said care-giving had
affected their ability to advance via promotions (Metropolitan Life Insurance
Company, 1999). Gerbman (2000) estimated lost wages, benefits, and Social
Security for care-givers providing more than eight hours of care per week at upwards
of $695,000 over their lifetimes.
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As with informal care-givers, the financial and emotional costs of such
carework for paraprofessionals are exacting. They are among the worst paid service
sector workers, with 30 percent having an average median income of $9000 or less
and no health or pension plan benefits.”’ The rate of injuries and illness resulting in
loss of paid work days is among the highest of all service category workers. Racial
tensions abound. Nursing and home health aides cite lack of respect and autonomy,
lack of career advancement, intensity of common human interactions with little
control over outcomes, and lack of extrinsic rewards as additional stressors
(Banaszak-Holl and Hines, 1996; Stone, R., 2000). High turnover rates reflect
concerns about low wages and high demands. Within nursing homes, the turnover
rates often exceeds 75 percent in a six-month period (Banaszak-Holl and Hines,
1996).

The shortage of paraprofessionals in nursing and home care is even more
severe than the geriatrician shortage and demands are expected to increase; as an
occupation, home health care aides is the fourth fastest growing sector (Bureau of
Labor Statistics, 1998). The demand for home care workers is predicted to increase
due to the aging of the population, increased reliance on home care over acute care

and other forms of institutional care, expanded home care coverage through Medicare

37 The median hourly rate for nursing assistants in 1998 was $7.99; $7.58 for personal
care attendants or home care aides (Bureau of Labor Statistics, 2000-2001). Forty-
three percent of nursing home aides and 14 percent of home care workers received
health insurance through their employers; 36 percent of nursing home aides and 25
percent of home care workers received some type of employer pension plan (Crown,
Ahlburg, and MacAdam, 1995). Many home care workers were considered to be
independent contractors, which means that employers do not provide health or
retirement benefits, or Social Security contributions (Weinberg, 1999).
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and Medicaid, and preferences to remain in the home (R. Stone, 2000). Nursing aide
demand will also continue to increase because of continued pressure to use sites other
than acute care settings, and continued efforts at more seamless systems of care
between health and long-term care settings. The availability of these future workers
is a serious concern. The educational status of African American women, who
currently constitute a large portion of the service sector, is improving and in the
future, they will be less likely to work in low-wage service jobs (U.S. Bureau of the
Census, 1998).38 A high proportion of careworkers arc immigrant women,
particularly in states with high immigrant populations, such as California, New York,
Texas, Florida, and New Jersey. Although data on paraprofessionals are not
classified by immigrant status, a high proportion of carc workers are people of color.
Forty percent of all immigrants are in two occupational sectors, operator/laborer and
service worker. They come to the United States to rejoin their families, and not
necessarily for high-skilled employment. Thus they comprise a ready labor pool for
paraprofessional jobs in long-term care. Policies to limit immigration may well

diminish this labor pool as well.*®

%1n 1980, 51.3 percent of black women had high school educations; 8.1 percent had
graduated from college. In 1998, 76.7 percent had graduated from high school; 15.4
g)ercent had completed at four or more years of college.

® The focus here is on those who do the hands-on work of care. While physicians,
nurses, and social workers are often removed from the day-to-day work of care-
giving, they are nevertheless key to good care. Physicians, while not delivering long-
term care services, provide the sanction for receiving such services, make referrals,
and work with worried family members who are primary care-givers. Their role is
important, yet few are trained for it. Only 1.2 percent of the 684,000 physicians in
the U.S. are certified in geriatric medicine (Larson, 1998). Current estimates suggest
we need about 20,000 geriatricians (a shortage of 13,000 geriatricians); this number
will increase to nearly 37,000 by 2030. Of the 98,000 medical residencies and
fellowships supported by Medicare in 1998, only 324 of these were in geriatric care
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A final overarching concem in long-term care is that of quality of care. Within
nursing homes, in spite of the OBRA 1987 regulations, about one-fourth of the more
than 19,000 nursing homes have serious deficiencies in their care and about 40
percent of these homes had repeat deficiencies (Feder, Komisar, and Niefelds, 2000).
The Minimum Data Set (MDS) came out of the 1987 OBRA regulations and was seen
as an attempt to collect a uniform set of information on every nursing home resident
at regular intervals from admission to discharge/death. It was intended to inform
individualized care planning and outcomes tracking.*’ The Institute of Medicine,
whose report was influential in shaping the 1987 OBRA regulations, saw uniform

resident assessment as a foundation upon which to improve quality in nursing home

(Besdine, 1994; Stone, R., 2000). Nurses provide the majority of professional long-
term care. Eight percent of all registered nurses (n = 170,856) work in nursing homes
or extended care facilities; an additional 129,304 registered nurses work in home
health care settings in 1998 (www.nahc.org/Consumer/hcstats.html) . In addition,
about 182,000 licensed practical nurses work in nursing home settings and nearly
40,000 work in home health care. The majority of registered nurses in long-term care
serve in administrative roles as head nurse or director of nursing, and along with
physicians, plan and assess treatment plans. Licensed practical nurses supervise
nursing assistants, distribute medications, do treatments, and monitor the conditions
of patients. About 6000 social workers (full-time equivalents) are represented in
home health care, a small segment of home health workers. In nursing home care,
under OBRA 1987, facilities with more than 120 beds are required to employ a full-
time “qualified” social worker; a qualified social worker is defined as someone with a
BSW or a BA in a human services field, the latter degree raising significant questions
about meeting the minimal requirements for a “qualified” social worker (Tirrito,
1996). Labor force projections of demand for gerontologically trained social workers
is projected to reach 60,000-70,000 within the next 20 years (Greene, Barush, and
Connelly, 1990). _

“0 Three categories of information about quality of care - - structure, process, and
outcome - - are commonly collected. In theory, the first two are related to the third,
in that appropriate structures and processes are thought to lead to better outcomes;
this linkage, however, is not consistently demonstrated empirically. Historically, the
focus of evaluation has been on structure and process, not upon outcomes, and
particularly, not upon good outcomes (“bad” outcomes are easier to document).
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care.’’ They asserted that “providing high quality of care requires careful assessment
of each resident’s functional, medical, mental, and psychological status upon
admission, and reassessment periodically thereafter, with change in status noted. . . .
[The] development of individual plans of care clearly depends on resident
assessments” (Morris, Hawes, et. al, 1990, p. 294). These goals, however, have not
been met. The MDS is scen by some as another regulatory device imposed from
without. While data is collected (sometimes by external data collectors, ironically), it
has not been used to inform case planning (Kane, 1998).? Few nursing homes have
utilized the MDS as a mechanism to enrich their understanding of residents; the
developing relationship is secondary to the task of completing the paperwork.
Problems within nursing homes as quality places to live are informed by
limited, albeit rich, ethnographic studies and by numerous studies within the
empirical literature.*>*  From such studies we learn that residents’ lives in their
totality are shaped by rigid routines designed for staff and operational efficiency.
This routinized life is lived largely in public view and crowded spaces within the
institution. Communication with those outside of the facility can be difficult to

arrange, particularly if one has to depend on someone else to place a phone call or

*! The Institute of Medicine (IOM) falls under the purview of the National Academy
of Sciences, created by the federal government to be an adviser on scientific and
technological matters. The Academy, however, and its associated organizations (e.g.,
the IOM) are private, non-governmental, organizations and do not receive direct
federal appropriations for their work. Studies undertaken for the government by the
Academy usually are funded out of appropriations made available to federal agencies.
“2Quality of care issues are also present at the level of individual care for nursing
home residents. These are discussed more fully later.

3 For ethnographic studies, see, for instance, Diamond (1992), Foner (1994),
Gubrium (1975, 1993), and Schmidt (1990).

44 Quality of care concemns, in particular, are developed in more detail later.
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write a letter. The nursing home rules and regulations are designed for those
residents most impaired, with insufficient regard for those who are cognitively alert.
Maintaining a sense of personal identity (Tobin, 1991) and exercising control and
choice over everyday matters (Kane, Caplan, et al. 1997) is difficult; these basic
activities are often trumped by issues of safety, efficiency, and the medicalization of
care in nursing homes.

Widespread documentation exists of deficiencies in the personal care of
nursing home residents. Residents suffer from infections, pressure ulcers, and poor
management of chronic illness because “the causes of such ineffectiveness and
inefficiency stem from perverse financial incentives that discourage geriatric
clinicians from practicing in nursing homes, deter nursing homes from developing
subacute care capacity, and reward transfers to acute care hospitals” (Boult, 1999, p.
250). Kayser- Jones, Schell, et al. (1999), in an ongoing longitudinal study of life
within nursing homes, found that dehydration is the most common fluid and
electrolyte disorder in nursing and home care; 62.5 percent of the residents had illness
or conditions related to dehydration.* Even though a complex interaction of clinical,
sociocultural, and institutional factors contribute to this problem, the authors argue
that “ providing people with an adequate amount of fluid is a basic, universal
physiological need. It is not sophisticated, highly technological, costly care. If we do

not provide an adequate amount of fluid to nursing home residents, we have seriously

S In 1996, 208,000 elders were admitted to acute-care hospitals in 1996 with a
primary diagnosis of dehydration; the cost of hospitalization for dehydration was
$1.36 billion (based upon 6.5 days average length of stay at $1006 per day).
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failed our older citizens” (p. 1193).*° Additionally, as part of the same longitudinal
study, Burger, Kayser-Jones, and Bell (2000) found that 35 to 85 percent of U. S.
nursing home residents are malnourished. These malnutrition and dehydration rates
are similar, suggest the authors, to those found in poverty-stricken developing
countries.

While we know a great deal about the quality of care (or lack thereof) within
nursing homes, understanding and assuring quality of care in the home has only
begun and is complicated by several factors. This is an arena which historically has
been private and off-limits to government regulation; subsequently, abuse or neglect
is difficult to document and remedy (Feder, Komisar, and Niefeld, 2000). The
recipients of care are very vulnerable and potentially isolated; they may have few
options other than nursing home care, and thus are reluctant to express any problems.
Furthermore, much of the care-giving is provided by family members or friends, who
may not have the requisite training and support (Binstock, Cluff, and von Meyering,
1996). The physical dimensions of the home, with stairs, inaccessible cupboards, or

lack of assistive devices for lifting and bathing, furthers risk to frail elders and may

*Clinical factors include inaccurate assessment and/or communication of dysphagia
(swallowing disorders) to nursing assistants who unknowingly feed residents lying on
their sides, functional impairments preventing residents from taking liquids
independently, cognitive impairments such that residents are unable to ask for liquids,
and poor pain management. Sociocultural factors include residents without family or
friends to assist them in drinking, language barriers, serving beverages not liked by
residents, and beliefs and practices of staff to speed up the feeding process which
residents then rejected. Institutional factors include lack of trained staff to feed
residents, lack of supervision of nursing assistants, and inaccessible liquids (placed
out of reach to prevent drinking from one another’s glass) (Kayser-Jones, Schell, et.
al. 1999).
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compromise existing autonomy. Settings are less supervised, raising concerns not
only (or even primarily) about abuse by family members or home care workers to
frail elders but neglect or forgetfulness of self-care by the elder in such areas as
taking medications (Aulisio, May, and Aulisio, 1998). Finally, information regarding
services and outcomes is limited. Board-and-carc homes, along with assisted living
facilities, often fall outside of state regulatory systems (Feder, Komisar, and Niefeld,
2000).

These widely recognized and documented concerns in long-term care are
often described in technical, medical, and monetary language. More efficient systems
of long-term care, purged of financial waste and fraud, and informed by precise
diagnostic categories, are held forth as holding promise for solving problems of long-
term care. While such resources are certainly required, the concemns of long-term
care briefly noted here are not, at their core, technical problems requiring a technical
fix. Rather, such concerns point to more foundational moral and ethical questions
that need to be addressed. These concerns, understood through a public ethic of care,
raise different kinds of questions and point to different solutions.

This chapter, in summary, sets the stage for further development of a public
ethic of care in the long-term care arena. Several areas that need further development
in subsequent chapters have been introduced, including the aims of this dissertation,

the notion of an ethic of care, and an overview of long-term care in the United States.
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PART ONE
AN ETHIC OF CARE AND AN ETHIC OF JUSTICE:
A REVIEW OF THE LITERATURE

Chapter Two
Philosophical and Historical Antecedents of an Ethic of Care

This chapter provides a foundation for further discussion of a public ethic of
care in long-term care by reviewing the philosophical and historical antecedents that
frame the debate between an ethic of care and an ethic of justice. The objective is to
locate and understand this debate within a broader historical and philosophical
context, which includes the development of the social work profession. This is
important to do for several reasons. First, in locating the debate in a larger context,
the emergence of some of the lim.iting and artificial dichotomies that appear between
an ethic of justice and an ethic of care become more clear and thus open to critical
analysis. Second, the “baggage” that for some accompanies an ethic of care can be
clarified and care’s legitimacy as a central moral value can be considered. Third, by
including a consideration of how the social work profession has been influenced by
some of the historical and philosophical antecedents to the care — justice debate,
social workers can better recognize the limiting context out of which the profession
emerged in the late 1800s, and consider whether a public ethic of care is useful for
defining and framing the profession in this century.

This task is accomplished by first reviewing the Kohlberg — Gilligan debate,
the modern day impetus for continued discussion of an ethic of care. Second, the
Western philosophical antecedents of an ethic of care and an ethic of justice within
the moral traditions of Sentiment and Reason, respectively, are identified. Third, the

historical antecedents for the notion of women’s morality, a concept re-visited with
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Gilligan’s work and critiqued with new vigor, is reviewed. The focus on historical
antecedents of the ideas of women’s morality, however, is limited to a discussion of
that history as it shapes and influences the development of the social work
profession.l Thus the time period considered most carcfully is the nineteenth and
early twentieth centuries.
The Kohlberg - Gilligan Debate

Gilligan’s work is located within cultural feminism. In contrast to liberal,
radical, or Marxist feminist thought, which explain women’s oppression in terms of
political and economic societal structures or in terms of sexual and reproductive
practices, cultural feminism argues that there may be biological, psychological,
and/or cultural explanations for the differences between the moral values traditionally
associated with men and women. Cultural feminists argue that boys and girls grow
into men and women with gender-specific virtues that reflect the importance of
separateness in the lives of men and connectedness in the lives of women. These
values serve to empower men while oppressing women.

Kohlberg’s Ethic of Justice: Gilligan’s work and its contrast to Kohlberg’s
work have been described and critiqued extensively elsewhere. To summarize,
Kohlberg attempted to explain the process of moral reasoning (1981 - 1984). Based

on the responses of his subjects to the Heinz dilemma,” Kohlberg divided moral

! A discussion of this history in its entirety is beyond the intent of this chapter.
Connections between social work and the idea of women’s morality, however, given
the link of this dissertation to social work, are interesting to note.

2 The original dilemma is as follows: In Europe, a woman was near death from
cancer. One drug might save her, a form of radium that a druggist in the same town
had recently discovered. The druggist was charging $2000, ten times what the drug
cost him to make. The sick woman’s husband, Heinz, went to everyone he knew to
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reasoning into three main levels with two stages within each level. At level one,
preconventional morality, children reason in terms of their own welfare and
judgments are based on external sources of authority who are close by and physically
superior - - usually parents. In stage one of this level (punishment and obedience
orientation), children rely on the physical consequences of some action to decide if
the action is right or wrong. If the child is punished, the action is wrong; if the child
is not punished, the action is right. The most important value is obedience to
authority in order to avoid punishment. In level two (individualism, instrumental
purpose, and exchange), children follow the rules when it is in their immediate
interests to do so. Actions that bring pleasant results are good actions. Some
beginning concern for other people is apparent but this concern is generally expressed
as something that benefits the child as well.

At the conventional level, individuals consider social standards and laws to be
the primary source of moral values. The young person shifts from judgments based
on external consequences and personal gain to judgments based on rules or norms of
the group to which one belongs. What the chosen reference group defines as right or
good is right or good, and the individual begins to internalize these norms. In stage
three (interpersonally normative conformity or good boy/nice girl stage), individuals
consider good behavior to be that which pleases other people. They value trust,

loyalty, respect, gratitude, and maintenance of mutual relationships. The young

borrow the money, but he could only get together about half of what it cost. He told
the druggist that his wife was dying and asked him to sell it cheaper or let him pay
later. But the druggist said, “No.” The husband got desperate and broke into the
man’s store to steal the drug for his wife. Should the husband have done that? Why?
(Kohlberg, 1969, p. 379).
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person makes judgments based on intentions as well as outward behavior; thus if
someone “means well,” their wrongdoing is seen as less serious than if it were done
with intention. During stage four (social system and conscience), the conformity of
stage three is shored up by a recognition of the value of maintaining the social order
and of the contribution of dutiful behavior to that order. Right behavior means being
a dutiful citizen, respecting authority, and obeying the laws set down by society. The
laws themselves are not yet questioned.

At Kohlberg’s post-conventional stage, individuals follow moral principles
that may supersede the standards of society or the wishes of the individual. In stage
five (social contract), individuals continue to value rules, laws, and regulations
because they ensure fairness and are endorsed by society as a whole. If rules become
destructive, however, or if parties do not honor their commitments, contracts are no
longer binding and individuals may ignore or change the rules. Ultimately, at stage
six (universal ethical principles), individuals think in terms of self-chosen but
universal principles such as justice and basic respect for persons. These values are
established by reason and reflection, and may contradict the egocentric or legal
principles of earlier reasoning.

Kohlberg argues that his stages are cognitive (that is, they depend upon
intellectual skills for further development), sequential (that is, one must proceed
through the stages in the order indicated), universal (applicable to all persons), and
hierarchical (that is, those at lower stages have lower moral sensibilities than those at
the higher stages). The key intellectual skill needed to move to a higher level is the

skill of reciprocity where one is able to put oneself into the place of the other person
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in the dilemma. Individuals at stage six, for instance, will behave morally because
they have been able to see all sides of the issue through idealized role-taking. They
have what Seyla Benhabib has called the capacity of the self to become “the
generalized other” (1987, p. 163).2
Gilligan criticizes Kohlberg’s work on methodological and substantive
grounds. Methodologically, Kohlberg’s initial group of subjects included only males,
thereby yielding incomplete and biased results. In later studies, girls and women
tested using Kohlberg’s scale rarely moved beyond stage three. Kohlberg writes:
While girls are moving from high school or college to motherhood, sizeable
proportions of them are remaining at Stage 3, while their male age mates are
dropping Stage 3 in favor of the stages above it. Stage 3 personal
concordance morality is a functional morality for housewives and mothers; it
is not for businessmen and professionals (Kohlberg and Kramer, 1969, p.
108).
Gilligan argues that remaining at stage three was not because girls and women
are less moral than boys and men but because Kohlberg mistakenly constructed a

scale to measure men’s methods of moral reasoning. Gilligan also criticizes

3 Benhabib borrows this term from George H. Mead although she defines it in the
tradition of social contract theorists, that is, with an abstractly defined, legal and
juridical subject. The standpoint of Benhabib’s generalized other is grounded in an
understanding of the other as a rational being entitled to the same rights we would
choose for ourselves. The norms of equality and reciprocity govern interactions;
these norms are usually public and institutional. The moral categories accompanying
such interactions are those of right, obligation, and entitlement. Mead, in contrast,
used this term to describe the social and psychological construction of an individual;
being able to take on the norms, values, attitudes, and expectations of people or
groups of people “in general” - - the generalized other - -is a significant step in the
development of a self (Mead, 1934, 1955).
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Kohlberg’s use of hypothetical moral conflicts as the correct way in which to
understand moral conflicts. In order to understand how people think about moral and
ethical issues, Gilligan argues that one needs to work with actual moral dilemmas
experienced by one’s subjects.

Gilligan’s Ethic of Care: Responding to what she interpreted as Kohlberg’s

flawed methodology, Gilligan conducted an empirical study of twenty-nine pregnant
women, all of whom were deciding whether to have an abortion or carry the fetus to
term.4 Gilligan concluded that regardless of various demographic variables, these
women portrayed a style of reasoning markedly different from the men who had been
tested by Kohlberg’s scale. Rather than approaching their abortion decision as if it
were a math problem about whose rights weigh more, Gilligan’s subjects approached
the decision as a human relations conflict, determining how various outcomes would
affect themselves, their fetus, their families, and their partners.

To describe the development of this moral orientation, Gilligan proposes three
levels and two transition periods in forming her ethic of care. At level one
(orientation to individual survival), survival of the self is the sole object of concern.
Moral considerations emerge only when one’s own needs are in conflict. In
transitioning from selfishness to responsibility, women recognize the attachments and
connections they have with others. Their own wishes and responsibilities are viewed
as the context of conflict between what one “would” and “should” do. At the second
level (goodness as self-sacrifice), concern for others, particularly the feelings of

others and the possibility of inflicting hurt, is a major theme. Goodness or self-

4This summary is from Gilligan (1982).
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sacrifice and the need for approval is joined with the desire to care for and protect
others. The second transition from goodness to truth involves recognizing that a
morality of care must include care of oneself as well as others. In this transition, a
woman strives “to encompass the needs of both self and others, to be responsible to
others and thus be ‘good’ but also to be responsible to herself and thus to be ‘honest’
and ‘real’” (Gilligan, 1977, p. 500). A heightened sense of responsibility for
decisions made accompanics this transition. At level three (the morality of
nonviolence), conflicts betwcen selfishness and responsibilities to oneself and others
are resolved in a principle of non-violence. Moral equality is achieved by applying an
injunction against harming either oneself or others
Gilligan’s findings led her to also criticize Kohlberg’s work on substantive
grounds. No account of morality is complete, asserted Gilligan, if it only includes
questions of justice (what Kohlberg later called a morality of justice). Gilligan
argued for the existence of a different moral voice, one more often heard in the
experiences of women. This voice emphasizes the preservation and nurturance of
human relationships. Gilligan writes:
In this conception, the moral problem arises from conflicting responsibilities
rather than from competing rights and requires for its resolution a mode of
thinking that is contextual and narrative rather than formal and abstract. This
conception of morality as concerned with the activity of care centers moral
development around the understanding of responsibility and relationships, just
as the conception of morality as fairness ties moral development to the

understanding of rights and rules (1982, p. 19).
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Critique of Gilligan’s work: Gilligan names the contrast she identified as an

ethic of care versus Kohlberg’s ethic of justice. Her work is controversial and the
implications of her work have reverberated throughout academic and non-academic
spheres. Here, three major criticisms of her work are identified, not with the goal of
critically revisiting her work and the scholarship devoted particularly to her work, but
with an eye toward understanding how Gilligan’s work has influenced further
development of an ethic of care.’

One major criticism of Gilligan’s work is that she overstates the uniqueness in
distinctions between an ethic of care and an ethic of justice. Some critics note that
Gilligan is not the first person to posit differences in approaches to morality, nor the
first person to gender-load such differences. As noted earlier, this discussion has a
long and rich tradition within moral theory. Ethicist William Frankena suggests that
“there are two basic principles of prima facia obligation: that of benevolence and that
of justice or equality” (p. 1963, p. 42). George Sher, drawing upon traditional
ethicists such as Kant and Schopenhauer, argues that Gilligan’s distinctions “are not
recent empirical discoveries but generic determinants of the moral problematic”
(1987, p. 187).

Other critics (in regards to the first large criticism of Gilligan’s work) suggest
that care and justice are not unique, dichotomous approaches to moral reasoning but

complementary approaches. Some critics, such as Kohlberg, subsume Gilligan’s

account of morality into a justice account, thus making it complementary to justice

3 Critically revisiting Gilligan’s work and the scholarship devoted to it is not the task
of this project. For a useful collection of papers illustrating the influence of
Gilligan’s work see Kittay and Meyers (1989) and Sunstein (1990).

56



rather than distinct from justice (Tronto, 1994). Other critics explore the relationship
between care and justice in private contexts, and argue convincingly that justice is
nceded to inform care (Friedman, 1987; Okin, 1989; O’Neill, 1989; Shrage, 1994).6
Gilligan attempts to articulate the nature of the interactions between care and justice
with her gestalt analogy (1987).” Unlike those who argue that justice has a place in
intimate relationships, however, Gilligan only concludes that both ethics must play a
part in public and private life; she does not explore such applications (1986).%°

A second major criticism of Gilligan’s work is her connection of an ethic of
care to gender. Several threads of critique are found here also. First, some, like
Michelle Moody-Adams (1991), believe that Gilligan not only privileges an ethic of
care over an ethic of justice but her attempts to empirically link an ethic of care with
women leads to the conclusion that Gilligan believes women are more moral than
men. This tends toward biologism, and such a link of genetics to biology is
dangerous. Moody-Adam inquires whether Gilligan, who notes the overwhelming

percentage of males in comparison to females in prison as an example of sex

6Arguments in the other direction, that care is needed to inform justice, are
underdeveloped; thus the impetus for this project.

7 Gilligan’s gestalt analogy is grounded in ambiguous figure perceptions where,
depending on how one looks at a picture, one can see either (for instance) a duck or a
rabbit emerge as dominant. Perhaps the relationship between justice and care is
similar to this, suggests Gilligan.

% Nel Noddings, also an eminent defender of an ethic of care, suggests that an ethic of
care has applications to the public sphere but fails to specify how this might occur.
Noddings, while arguing that caring is an alternative to justice, acknowledges that she
“is not yet ready to say exactly how justice and care should be combined” (1990, p.
120).

® The precise relationship between care and justice as understood in this dissertation
is discussed more extensively in Chapter Three.
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differences in immoral and moral behavior, would be equally eager to ascribe the
higher percentage of African Americans to whites in prison as connected to higher
levels of morality for whites than blacks.

Furthermore, attempts to link caring as something natural to women, as
something essential to their being, is ultimately discmpowering to, if not oppressive
for women. The inclination of women to care can quickly veer into passivity, lack of
autonomy, and self-denial of their humanity. Feminists such as Claudia Card and
Catherine MacKinnon, are deeply suspicious of the validity of women’s instincts of
care. They argue that such instincts are constructs of women’s subordination, shaped
by social norms and formed under conditions of injustice, that frequently work
against women and serve male interests. To Gilligan’s claim that women speak in a
different voice of care, MacKinnon responds skeptically: “If you will take your foot
off our necks, then you will hear in what voice women speak” (1987, p. 45).10
Kroeger-Mapes (1994) suggests that while Gilligan’s work is important because it
asks how girls and women fit into traditional ethical theory, it is nevertheless a
feminine ethic that is consistent with women’s subordination. Just as an ethic of
rights is falsely generalized to women as well as men, argues Kroeger-Mapes,
Gilligan’s “modified official story” is another false generalization that a different
voice of moral reasoning belongs to women. As such, she does nothing “to
significantly alter or transform the official story” (p. 109). Finally, Frye (1983)

reminds that the different voice Gilligan claims to have uncovered, regardless of

19 For further discussion of this criticism of Gilligan’s work, see such writers as
Bartky, 1990 and Houston, 1988.
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whether it reflects cultural expectations for women or reveals something distinctively
instinctual to women’s moral reasoning, reflects only the voices of some women - -
those who are white and well-educated- -while ignoring differences in race, class, and
culture.

Other critics, perhaps more charitable to Gilligan’s connections between an
ethic of care and gender, argue that Gilligan never claimed definitively that her
“different voice” is gendered. It may be the case that Gilligan’s findings are
idcological, reflecting cultural expectations for women. Some suggest that Gilligan
merely articulates and defends the virtues we associate with women (Greeno and
Macoby, 1986). Others suggest that while Gilligan proves no empirical correlation
between an ethic of care and gender, there is a strong symbolic and cultural
correlation between the two. Mansbridge writes that “while statistically there might
be only a small difference between males and females in adherence to an ethic of
care, culturally an ethic of care is female (Clement, 1996, p. 51). Okin (1990) argues
that Gilligan herself is not clear about the correlation between an ethic of care and
gender:

“A problem arises from the fact that it is not clear to what extent Gilligan is

asserting generalizations about men’s and women’s moral thinking.

Throughout most of the book, the language implies that strong general

statements are being made about “men” and “women.” By comparison, in the

introduction, Gilligan minimizes her intent to generalize about gender

differences in moral thinking” (p. 156).
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In any event, the supposed correlation that Gilligan made between gender and
an ethic of care no longer seems to hold true. Using the last revisions of Kohlberg’s
scales, Lawrence Walker found that gender differences had disappeared (1984).
Subsequent research has supported this finding.!! Other studies have found that
while differences exist in subjects’ use of an ethic of care versus an ethic of justice,
these findings are not related to gender but to other demographic variables such as
class (Cortese, 1990) or ethnicity (Cannon, 1988; Collins, 1991). Carol Stack (1990),
using her “Clyde dilemma” and Gilligan’s scoring protocol, found that the African
Americans with whom she worked were likely to use both care and justice assertions
in determining whether Clyde should assist his ill parents. Gender was not significant
in these deliberations. 2

Joan Tronto (1994) addresses perhaps one of the most serious limitations of
Gilligan’s work for feminists. Because Gilligan understands an ethic of care almost
entirely in terms of personal relationships, she, like Kohlberg, misses critical

opportunities to extend the influence of care to the public sphere. In doing so,

11 See, for instance, Pratt, Golding, Hunter, and Samson (1988); Smetana, Killan, and
Turiel (1991); Walker and Taylor (1991).

12 The Clyde dilemma is as follows: “Clyde is very tom over a decision he must
make. His two sisters are putting pressure on him to leave Washington, DC and go
back home to take care of his parents. His mother is bed-ridden and his father
recently lost a leg from sugar. One of his sisters has a family and a good job up
north, and the other just moved there recently to get married. Clyde’s sisters see him
as more able to pick up and go back home since he is unmarried and works part-time
- - although he keeps trying to get a better job. What should Clyde do?” (1990, p.
22).
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Gilligan and Kohlberg “basically leave intact the boundary between public and

private life, and between justice and caring.”!3 These spheres are not “separate but
equal”; instead the public sphere is perceived of as being considerably more
important than the private. Since political life is connected with the public sphere,
caring becomes outside of and beneath political concern. Tronto concludes: “Hence,
the radical potential of Gilligan’s ideas have been contained with current boundaries”
(p- 96). And while the debate between care and justice is not one about gender
according to Tronto- -in fact she argues insistently and persuasively against the
essentialism some perceive Gilligan’s work to assume- -Tronto does assert that
Gilligan’s ideas do nothing to transform “the place in our society of women and
others who care” (p. 96).
Philosophical Antecedents: Sentiment and Reason

Although the starting point for this project is to consider extensions of an ethic
of care into the public sphere, as Tronto encourages, it is important to ground the care
— justice debate in its philosophical and historical antecedents. In terms of
philosophical antecedents, the care-justice debate is grounded in a long tradition of
moral theory, specifically traditions of Sentiment and traditions of Reason. In terms

of historical antecedents, Gilligan’s work and the attention it brings to gendered

understandings of moral reasoning is similarly not a recent development. It too has a

13 The boundary between public and private life is one of three moral boundaries
Tronto challenges. The other two boundaries are the boundary between “moral and
political life,” and the “moral point of view” boundary that requires that moral
judgments be made from a distant and disinterested posture in contrast to a posture
grounded in concrete circumstances (1994).
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rich and complex history, and more particularly, these tensions are reflected in the
beginnings of the social work profession.

An ethic of care and sentiment: Many writers trace the thinking of various

components of an ethic of care to Aristotelian and Humean ethical paradigms of
virtue ethics, which focus on the goodness of people’s character in contrast to the
rightness of their actions (Code, 1991; Sevenhuijsen 1998; Tong, 1993; Tronto,
1994)." For Aristotle, moral deliberation that will determine the right thing to do at
the right time in the right place to the right person in the right way is always grounded
in a particular social and historical context, and requires moral character. Such
judgments do not spring from an abstract concept of the good.

Relatedly, Hume, argues that ethical life is guided by moral sentiments.
Reason alone cannot move human beings to act morally; emotion and personal
concern, cultivated within social and political human relationships, are required.Is In
contrast to Kant, Hume argues that morality is not obedience to some universal law
but cultivation of character traits, particularly sympathy, that give one “inward peace
of mind, consciousness of integrity” and make one good company to others (Hume,
1975, p. 283). Whereas Kant appeals to universal moral rules arrived at through
reason, Hume saw such rules as varying from community to community and
changeable by human action inspired by our capacity for sympathy and concern for

others. The virtues he affirmed were not military nor puritan virtues, but virtues

' This discussion is admittedly cursory and does not capture the richness of these
traditions. No attempts are made to critique the strengths and shortcomings of these
perspectives; rather the intent is locate them philosophically within the sentiment
tradition.
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exhibited in social contexts involving particular relationships. A virtuous person is “a
safe companion, an easy friend, a gentle master, an agreeable husband, an indulgent
father” (Hume, 1978, p. 606) - - virtues traditionally expected from mothers and
wives. Also, in contrast to Kant, Hume gives no central attention to freely chosen
relationships between autonomous equals; rather unchosen relationships between
intimate unequals (parents and children) are at the center of his moral theory. The
main problem Hume’s moral theory attempts to solve is intrapersonal and
interpersonal conflict over time, not freedom, as in Kant’s theory. Groenhout (1998)
suggests that an ethic of care, rather than being a variant of virtue ethics, resembles
virtue ethics in that both attempt to develop a theory of the good, in contrast to
deontological theories that begin from an account of right action. Care theory,
however, begins with a personal relationship and the practices that constitute the
relationship. This contrasts with virtue ethics’ emphasis upon developing a specific
conception of human nature and an account of what constitutes a good human life.'
Some proponents of care link an ethic of care to communitarian conceptions

of justice.'” Reacting to liberal frameworks of society (such as those of Mill, Rawls,

'5 For a more extensive analysis of Hume’s moral theory and its congruence with
virtue ethics and Gilligan’s work, see Baier (1987).

'® There are also interesting connections between Care theory and Agapic ethics
developed in a Judeo-Christian tradition. Both are relational ethics emphasizing care
to particular others. The motif of care and compassion is central to both in terms of
what it means to be moral, and both emphasize responsibilities to live for the other
rather than emphasizing or starting with responsibilities to the self (Groenhout, 2001).
This discussion, however, is beyond the intent of this chapter.

'" Distinctions are made within communitarianism between miltitant and moderate
communitarians. The former thinkers, characterized by MacIntrye (1988), Taylor
(1989), and Sandel (1982) firmly support community control and reject liberal
theories. The latter thinkers such as Walzer (1983) emphasize the importance of
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and Nozick) that ground human relationships in rights and contracts, communitarian
perspectives “take a conception of the right to be based on a conception of the good”
and this common good is “‘constituted by the practices of communities” (Sterba, 1995,
p. 82). Thus, communitarians reject attempts to establish a single theory of justice by
which to judge every society. Rather principles of justice are regarded as pluralistic
and particularistic, derived from differing conceptions of the good that emerge from
diverse moral communities. What is due to individuals as a matter of justice depends
upon community-dcerived standards grounded in tradition (Maclntrye, 1988) or
current shared understandings of each culture (Walzer, 1983).'8 Avoiding the
language of justice and adopting the language of solidarity, communitarians base
morality on the shared values, social goals, traditional practices, and cooperative
virtues of the group. This stands in contrast, argue communitarians, to the central
tenets of liberalism that trump individual autonomy and community neutrality toward
conflicting values. Sandel (1982) describes the positive aspect of communal life that
is allegedly missed by liberal theory:
In so far as our constitutive self-understandings comprehend a wider subject
than the individual alone, whether a family or tribe or city or class or nation or
people, to this extent they define a community in a constitutive sense. And
what marks such a community is not merely a spirit of benevolence, or the

prevalence of communitarian values, or even certain ‘shared final ends’ alone,

various forms of community, including the family and the political state, while
attempting to accommodate rather than reject strands in liberal theories.

'8 In this sense Walzer can be called a communitarian. His second criteria for justice,
however - the “separate spheres” criterion — is congruent with egalitarian conceptions
of justice that commit themselves to alleviate inequality and dominance.
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but a common vocabulary of discourse and a background of implicit practices

and understandings (p. 172).

Given communitarian priorities to avoid abstraction, impartiality, and
universality, and affirm understandings of the self in relation to context and
community, it is not difficult to understand why some proponents of an ethic of care
draw from such perspectives in articulating or defending an ethic of care. This
affinity to communitariansim, however, is not shared by all who espouse an ethic of
care. Tronto (1994), for instance, finds the diminution of rights by communitarians
extremely troubling, for without strong conceptions of rights care-givers and
communities are apt to see the world only from their perspective, make judgments
accordingly, thereby stifling diversity and otherness. As well, traditions and shared
meanings of justice are more often based on some points of view than on others, and
these groups of power are able to shape and defend their traditions and
understandings against the views of those without power (such as those who are
economically poor, uneducated or poorly educated, members of ethnic minority
groups, and so forth).

An ethic of justice and reason: An ethic of justice, like an ethic of care, is
grounded in a long and rich tradition of moral theory. What Gilligan calls “the justice
perspective,” because of its emphasis upon formal reasoning and rights, is best
represented by the tradition of liberal individualism that emerged during the

Enlightenment, and more specifically, is best captured in the thinking and writing of
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John Locke, Immanuel Kant, and, more recently, John Rawls.'® In each of their
theories, a social contract model becomes the method by which commitments to
liberty are achieved. The ideal of autonomy that distinguishes the justice tradition
stems from the methodological commitment to the social contract and the substantive
commitment to liberty. Moral autonomy is achieved when individuals use reason to
discern the content and application of the social contract. Personal autonomy allows
individuals to pursue their vision of the good life - - liberty - - in their own way.
Rawls’ work, paradigmatic of this tradition, is discussed shortly.

Utilitarianians such as Mill and libertarians such as Nozick are also part of the
liberal individualism tradition. Along with Locke, Kant, and Rawls they share a
commitment to reason as the means by which one finds ethical truth that is objective
and universal. They also identify the individual as the focal point of moral concern.
This prioritizing of rationalism and individualism is a prime target of criticism by
proponents of an ethic of care. There are, of course, many differences between
utilitarians, libertarians, and social contract theorists in terms of how they define

justice and in their conceptions of ethical norms. Because some of these distinctions

' 1t is beyond the scope of this project to analyze the factors which shaped the
emergence of liberal individualism during the Enlightenment. Tronto (1994)
contrasts the tradition of liberal individualism, what she calls universalistic morality,
to contextual morality or the tradition of moral sentiments, which can be traced back
to Aristotle. She argues that universalistic morality, most closely aligned with Kant,
emerges out of social, intellectual, and economic changes in the late eighteenth
century (not out of any association between women’s morality and moral sentiments).
As life changed, moral life based on moral sentiments became more implausible, thus
resulting in changing moral theory. The moral minimalism of universalistic ethics
was attractive because it more easily accommodated and regulated social conflict in
situations characterized by social distance where people no longer knew each other
well. See in particular Tronto’s Chapter Two, Universalistic morality and moral
sentiments, for a detailed analysis of these ideas.
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become important in understanding the relationship between an ethic of justice and an
ethic of care, these three philosophical traditions’ conceptions of justice are briefly
summarized.”

Jeremy Bentham and John Stuart Mill are recognized as developing the first
detailed and systematic account of utilitarianism. The heart of utilitarianism,
grounded in Bentham and Mill’s work, is captured by Mill in the following way:
“Utility” or the “greatest happiness principle” holds that actions are right in
proportion as they tend to promote happiness; wrong as they tend to produce the
reverse of happiness. By happiness is intended pleasure and the absence of pain . . .
(1957, p. 10).

The promotion of human happiness provides a criterion here of right action.
As such, whether understood as pleasure or preference satisfaction,?! happiness can
be empirically measured and thus it can serve as an objective measure for judging
whether an action is right or wrong. The right action, on balance, is one that
promotes the greatest overall net happiness, or positive utility, for the greatest number
of people. As such it is a teleological theory, focused on consequences and end

purposes; in fact, the results of actions are the only relevant feature in assessing

20 Again, this discussion is cursory and does not do justice to the richness of these
traditions. No attempts are made to critique the strengths and shortcomings of these
perspectives; rather the intent is locate them historically in the “justice tradition” to
which Gilligan and Kohlberg refer, and to highlight key ideas problematic to care
theorists.

2! Bentham defined happiness in terms of pleasure and the absence of pain; Mill
recognized difference kinds of pleasure and pain and argued that the pleasures of the
intellect are intrinsically superior. Hence, a distinction arose within utilitarianism
regarding definitions of happiness, with Bentham supporters identified as hedonistic
utilitarians and Mill supporters identified as ideal utilitarians (Bentham, 1970; Mill,
1957).
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actions. The intentions, feelings, or convictions of the actor are morally irrelevant.
Within utilitarianism, distinctions are'made between act and rule utilitarianism. Act
utilitarians determine the moral rightness of an action by calculating its overall
consequences in a particular situation while rule utilitarians consider the
consequences of the general observance of a practice.22

Justice, for Mill, “is a name for certain classes of moral rules which concem
the essentials of human well-being more nearly, and are therefore of more absolute
obligation, than any other rules for the guidance of life; and the notion which we have
found to be of the essence of justice — that of a right residing in an individual —
implies and testifies to this more binding obligation” (1957, p. 73). These rules,
however, are subject to an impartial utilitarian calculus; they can be overridden when
the greater good demands such action. As such, the principle of utility is a
maximizing principle; justice depends on and does not contradict utility.
Subsequently, all rules of justice bow to the demands of utility and whatever does the
greatest overall good will be just. Mill, unlike many others of the nineteenth century,
was willing to extend this equality to women and slaves. At the same time, because
of his emphasis upon maximizing the greatest good and in spite of his attention to
individual rights, utilitarianism appears not to honor individuals and has implications

that are counterintuitive to the respect many persons hold for other persons.23

22 The distinction between act and rule utilitarianism has become an arena for much
debate and discussion (see, for instance, Mill and Bentham’s own discussion of these
ideas).

2 For instance, if the lives of five persons in need of organ transplants could be
spared by killing one healthy adult person and distributing her organs to the five
persons in need, most people would find this unacceptable.
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For Rawls as a social contractarian, justice is conceptualized as “justice as
fairness” (1971). This notion of justice, as noted earlier, is grounded in the social
contract theories of Locke and Rousseau and the deontology of Kant that asserted
every person is deserving of respect and to be taken as a moral equal.

The method Rawls proposes to establish principles of justice is a hypothetical
social contract, one in which people in an “original position” from behind “a veil of
ignorance” together decide as purely rational agents upon principles of justice that
will be the result of fair choice. The parties doing the choosing lack certain kinds of
knowledge that might make the bargaining process unfair (although no limits are
placed on the general knowledge available to them). They do not know what position
they hold in society, their own particular life plans, or the society or generation to
which they belong. What they do know is that they want to gain as many of life’s
primary goods as possible. Rawls puts it this way: “No one knows his place in
society, his class position or social status, nor does anyone know his fortune in the
distribution of natural assets and abilities, his intelligence, strength, and the like.
[Nor do the parties know] their conception of the good or their special psychological
propensities” (1971, p. 12).

Rawls argues that two principles of justice will emerge from this original
position. First, the parties will be concerned to secure their equal liberty: “Each
person is to have an equal right to the most extensive total system of equal basic
liberties compatible with a similar system of liberty for all” (1971, p. 302). Rawls
argues that the liberty principle takes precedence over his second principle, the

principle of equality. The first part of the equality principle argues that whatever
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inequalities exist must be acceptable to everyone. Called the “difference principle” or
the “maximin principle,” this principle permits some inequalities in distribution, but
only those that protect or improve the position of the least advantaged in society. It is
permissible to maximize the minimum to secure justice. The second part of the
equality principle is the principle of equality of opportunity that asserts that each
person is to have equal opportunity in achieving the various offices and roles in
society. Rawls states it this way:

Social and economic inequalities are to be arranged so that they are both:

a. To the greatest benefit of the least advantaged, consistent with the just

savings principle, and

b. Attached to offices and positions open to all under conditions of fair

equality of opportunity (p. 302).

These two principles, then, form the basic core of Rawls’ theory of justice. In
contrast to the utilitarian concept of “greatest good,” principles of justice are not
derived through assessing the utility of actions but by rational choice in a fair setting.
These principles are oriented toward the basic structures of society, not toward each
act or situation where justice is concerned. Rawls requires that each person benefit
from any social inequalities, thereby protecting those who are most disadvantaged
from the demands of the greater good of others.

Justice, for libertarians, is the unfettered operation of fair procedures. Robert
Nozick’s Anarchy, State, and Utopia (1974) is paradigmatic of libertarian concerns
for a minimal state. This minimal state is based on a minimal set of fundamental

Kantian rights: rights against injury by others, rights to freedom of choice and action,
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and rights to own property. The rights which Nozick affirms are primarily negative
rights of non-interference and the right to be left alone. A just society protects rights
of property and liberty; social intervention undercuts justice by placing unwarranted
demands on individual liberty. Tax laws, for instance, which tax the wealthy at
progressively higher rates than thosc who are less wealthy, and then use these monies
to support the poor through welfare payments, are condemned as coercive and unfair
because they “appropriate” or “seize” another’s labor (1974, p. 172). To seize
another’s labor is to use that other as a means, not respecting the other as an end in
himself/herself. Nozick states:

Our main conclusions about the state are that a minimal state, limited to the

narrow functions of protection against force, theft, fraud, enforcement of

contracts, and so on, is justified; that any more extensive state will violate
persons’ rights not to be forced to do certain things, and is unjustified; and
that the minimal state is inspiring as well as right. Two noteworthy
implications are that the state may not use its coercive apparatus for the
purpose of getting some citizens to aid others, or in order to prohibit activities

to people for their own good or protection (p. ix).

Justice for Nozick is limited to the commutative sphere of individual
exchange, “from each as they choose; to each as they are chosen” (1974, p. 160).
Justice makes no substantive claims, that is, one cannot argue that justice requires any
particular distribution of goods. It does not consist of promoting the greatest good
nor or protecting the least advantaged. Rather, justice consists only in procedural

requirements for fairness in exchange. Whatever distribution of goods results from
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free choice and exchange is just so long as the beginning point and the exchange itself
are fair. It may be unfortunate, for instance, that some individuals are economically
poor or lacking good health, but it is not necessarily unfair, provided that free choice
in exchange has not been violated.

Obviously Nozick’s libertarian views are fundamentally opposed to
utilitarianism. Actions which violate another’s rights cannot ever be fair, even if it
does achieve the greatest net happiness. Nozick is equally opposed to Rawls’
contractarianism. The goods which Rawls seeks to distribute fairly are not open for
distribution in Nozick’s thinking; such goods already belong to people who have
invested their labor in them, been given them, or exchanged something else for them.
To take such goods away violates individuals’ rights and consequently is deeply
unfair.

In summary, while these theories of justice have critical distinctions, all stress
equality and impartiality. They rest on assumptions of the primacy of the individual,
and share the idea that individual self, with liberty, rights, duties, and the capacity to
give voluntary consent, exists prior to the social contract. As such, these distinctions
stand in sharp contrast to an ethic of care.

Historical Antecedents: Women’s Morality and the Profession of Social Work

Thus far, two philosophical traditions - - sentiment and reason - - out of
which the ethics of care and justice, respectively, emerge have been considered. It is,
of course, not possible to separate these moral traditions from lived historical
experiences; both shape and are shaped by the other. For purposes of clarity,

however, particular historical events are examined now. These highlight another
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theme in Gilligan’s work, that of gender and morality, the implications of which, as
noted earlier, are embraced by feminine thinkers and severely criticized by feminist
thinkers. The entire scope of this history is not assessed, but rather that history as it
shapes and influences the development of the social work profession. This discussion
is limited to certain periods of the nineteenth and early twentieth centuries.
Discussion of these ideas is more descriptive than analytic; the goal is to show that
Gilligan’s work, and the tensions inherent in it with respect to gender and morality,
did not occur in a vacuum but were influenced by a lengthy and fertile historical
tradition.

Women’s Morality: Thinking about “women’s morality” is not a late

twentieth century invention prompted by Gilligan’s research and the critiques of it.
Questions such as “Is virtue the same or different in men and women?,” “Does
Society encourage women to develop empowering or dissmpowering feminine
traits?,” or “What makes a feminine trait empowering or disempowering?”’ were
Pursued by a number of eighteenth and nineteenth century thinkers. The specific
content of “women’s morality,” however, is ambiguous to modern-day readers. The
Nineteenth century writers who addressed women’s issues frequently referred to the
““Cult of True Womanhood,” using this “phrase as frequently as writers on religion
Mmentioned God. Neither group felt it necessary to define their favorite terms; they
Simply assumed . . . that readers would intuitively understand exactly what they
Mmeant” (Welter, 1966, p. 151). Values of care and nurturance, of religious piety and
Purity, and of submissiveness and domesticity were emphasized as part of True

‘Womanhood. The moral superiority of women was often suggested, arising in part
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because of their being female, being a [potential] mother, because they remained
untainted by the competitive workings of the marketplace, or as decreed by God. In
spite of this strong social and cultural ethos of True Womanhood, however,
nineteenth century movements for social reform and suffrage eventually gave voice to
different responses from women than those they were trained to believe, responses
leading to significant social and political involvements outside of the home. Welter
suggests that the cult of True Womanhood, in fact, “carried within in itself the seeds
of its own destruction. For if woman was so very little less than the angels, she
should surely take a more active part in running the world, especially since men were
making such a hash of things” (Welter, 1966, p. 174).

Women’s morality in philosophy: As exemplars of these kinds of tensions,

Tong (1993) points to several thinkers who offer diverse perspectives on women’s
morality. The eighteenth-century philosopher Jean Jacques Rousseau, in his classic
treatise on education entitled Emile (1979), argues that if society heightens the natural
differences between rational men and emotional women, men and women will more
likely to need each other, and, consequently, more likely to stay together. Education
that heightens the rationality of men would include training in virtues such as justice,
fortitude, and temperance and would develop men into self-sufficient and moral
citizens, husbands, and fathers. Education that heightens the emotional nature of
women would include training in nonmoral virtues such as patience, submissiveness,
and flexibility and would develop women into emotionally sensitive and responsive
wives and mothers. Although Rousseau believes that women could develop

masculine virtues, they should not because this might disrupt the harmony of their
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relationships with men. Rousseau further contends that heightening the differences
between men and women will reinforce the boundaries not only between the genders
but also between the public and private spheres.

Mary Wollenstonecraft’s reactions to Rousseau’s ideas are captured in her
1792 monograph, A Vindication of the Rights of Women. Calling Rousseau’s ideas
“nonsense” (p. 108), Wollenstonecraft denies that women are by nature more
emotional and pleasure-secking than men. While she does not deny such differences
between men and women, Wollenstonecraft attributes such differences not to nature
but to the “cages” in which women are locked (p. 105). If women might be allowed
the same sort of education as Rousseau’s Emile, one which develops the capacity to
reason rather than merely be taught “decorum” (p. 106), women will quickly become
more moral. Tong (1993) suggests that it is questionable whether Wollenstonecraft
truly believes that the best way for women to become more moral is to acquire
traditionally ascribed masculine traits, such as rationality. Rather, says Tong,
Wollenstonecraft “may simply have believed that it is the most prudent way for them
to develop personally and morally within a patriarchal society that prefers male
values to female values” (p. 34).

During the nineteenth century, John Stuart Mill, agreeing with
Wollenstonecraft, argued that virtue is gender neutral and that any attempts to set up a
gender-based double-standard to assess morality is wrong. Furthermore, differences
that one perceives in women’s morality is the result of a successful patriarchal
society’s systematic social conditioning. In On the subjection of women (1911), Mill

wrote:
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“All women are brought up from the very earliest years in the belief that their
ideal of character is the very opposite to that of men; not self-will and
government by self-control, but submission and yielding to the control of
others. All the moralities tell them that it is the duty of women, and all the
current sentimentalities that it is their nature, to live for others, to make

complete abnegation of themselves, and to have no life but in their affections’

(p. 32).

According to Mill, education and political rights, which would break down
barriers between private and public life and prevent women from selfish
preoccupation with their family’s well-being, will prepare women to think as genuine
moral agents. Agreeing with Mill that sexual inequality thwarts the development of
moral virtue, Harriet Taylor Mill disagreed that education and political rights were
sufficient to further women’s moral development. Economic security, such that
women were not “beholden” to men for their existence, was also necessary (Taylor,
1970).

Denying that virtue is the same for men and women, nineteenth-century
thinker Catherine Beecher argued that men and women have separate virtues to
develop, and the virtues important to women were those traditionally feminine virtues
of nurturance, kindness, empathy, and self-sacrifice, for instance. Separate
educations for men and women that would prepare them for their work in separate
spheres was essential. To women belonged the sphere of family labor, and to aid
women in this work, which Beecher recognized as more fundamental then men’s

work, she coined the term “domestic science” (Beecher and Stowe, 1873, 1971).
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Through the development of families and homes, not only would women create
environments conducive to meeting the needs of men, they would create Christlike
societies characterized by self-denying benevolence. In their morally powerful roles
within the home, women, through their submissive and self-sacrificial examples,
would teach virtue to their families.

The ideology of gendered separate spheres as captured in the language of True
Womanhood - - private life and its assignment to women, public life and its
assignment to men - - emerged during the Industrial Revolution and is connected with
capitalism (Hooyman and Gonyea, 1995). Prior to this, men, women, and children all
contributed to and participated in the family economy. With the emergence of
capitalism, a sharp distinction was created between the private world of women’s
domestic labor within the household and their new role as biological and social
reproducers, and the public world of men, located in the waged labor market, and
their roles as pr<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>