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ABSTRACT

A strong paid care sector is critical to meeting a society’s care needs as well as advancing gender
and economic equity. In this paper, we present a comparative analysis of the paid care sector
across a large number of countries located in different regions of the world and in differing
positions in the global economy. We use harmonized collections of microdata from 47 nations to
ask three sets of questions about the paid care workforce around the globe. First, how big is the
care sector, and who are the workers in it? Second, we examine the occupational structure of the
sector. Finally, we ask to what extent is the size of the care sector a match or mismatch with care
needs.



Section 1: Introduction

The work of taking care of children, the elderly, the ill, and those who are disabled is one of the
fundamental responsibilities of a society. The United Nations Universal Declaration of Human
Rights includes the rights to medical care, social services, social protection in childhood and in
the event of disability (Article 25) and education for all (Article 26). In all nations, the labor of
care work is done in part as unpaid work by family, friends, and community members, and in
part as paid labor by workers such as doctors, nurses, teachers, home health aides, nannies, and
domestic workers. In this paper, we will focus our attention on understanding the size and shape
of the paid care sector across national and regional contexts. This analysis provides critical
knowledge for those working to ensure the provision of adequate, accessible and quality care
around the world — and for global efforts towards gender and economic equity.

The concept of a “care diamond™? is useful for representing the social architecture of the
provision of care within a society, with the four points representing families/households,
markets, the not-for-profit sector, and the state (federal/local). This formulation provides a
framework for understanding variation between nations as well as changes in the management of
care needs in a society across time. While an enormous amount of care is still provided as unpaid
labor, paid care workers represent the labor of the other three corners of this care diamond. An
adequately developed paid care sector is important for at least two reasons in the overall social
organization of care. First, paid care workers provide expert knowledge and skills that differ
from the knowledge and skills of family caregivers. And, second, a strong paid care sector
creates choices for families — particularly the women who perform the overwhelming majority of
unpaid care. The option to share some of the labor of care with paid workers is an important
factor in enabling women to make the choice to enter the paid labor force, become politically
active, or otherwise exercise their individual rights.

The impact on providing support to women in their roles as unpaid caregivers is only one of the
ways that the strength of the paid care sector is entwined with efforts to promote gender equity.
The other of course is that paid care provides a critical source of employment for women, and is
where a disproportionate number of women around the world perform paid labor. The
availability of care jobs, the quality of those jobs, and the opportunities they provide for upward
mobility are therefore key factors in ensuring that women’s livelihoods and prospects are strong.
Unfortunately, growth in the paid care sector is often fueled in part by the expansion of low-
wage jobs at the most insecure and vulnerable end of the labor market.

Rachel Dwyer has argued that the growth of paid care is in fact an important causal factor in the
much discussed job polarization that increasingly characterizes labor markets in modern global
economies.? In her analysis of job growth in the US labor market between 1983 and 2007, she
finds that care work accounted for 60 percent of the job growth in the lowest wage quintile —

! Razavi, Shahra. 2007. The Political and Social Economy of Care in a Development Context: Conceptual Issues,
Research Questions and Policy Options. Geneva: UNRISD.

2 Rachel Dwyer (2013), “The Care Economy? Gender, Economic Restructuring and Job Polarization in the US Labor
Market,” American Sociological Review 78(3): 390-416. Her analysis complements that of Saskia Sassen (1991), The
Global City (Princeton, NJ: Princeton University Press).



much more than any other occupational group — and for 40 percent of the job growth in the
fourth quintile. She concludes that in addition to factors such as technological change and
globalization, an analysis of job polarization must include the particularities of the paid care
labor market. Of course, these economic inequalities are also linked to inequalities by race and
ethnic origin in addition to gender. Migrant workers and workers representing ethnic minorities
are often dramatically overrepresented in those jobs that are at the low end of the care workforce,
making the polarization in paid care a significant source of inequalities between women as well 3

The development of a strong paid care sector is therefore critical to meeting care needs as well as
advancing gender and economic equity. Our goal in this paper is to provide a comparative
analysis of the paid care sector across a large number of countries located in different regions of
the world and in differing positions in the global economy. This kind of large-scale analysis is a
relatively new endeavor for care scholars, and is an important part of building a knowledge base
from which to formulate robust policy recommendations and action plans for the care economy.*

Our analysis will focus on three related questions:

1) How many people work in the paid care sector and who are they?
Because this kind of large-scale quantitative analysis of the paid care sector is an
emerging area of scholarship, a basic descriptive mapping of the sector across countries
and regions is an important place to start. As part of this analysis we will explicitly
examine the relationship between the size of the paid care sector and economic
development, drawing attention to the different positions of various countries in the
global economy.

2) What is the occupational structure of the care sector across national and regional
contexts?
A more detailed analysis that moves beyond looking at the overall size of the paid care
sector to examine the types of jobs and workers within it illuminates both the types of
care expertise available to a population as well as the levels of job polarization within the
sector.

3) To what extent is the size of the care sector a match or mismatch with care needs?
Here we explicitly examine the adequacy of the size of the care sector across countries
and regions, and the responsiveness of the size of the sector to the magnitude of care
needs.

3 See also Mignon Duffy (2005), “Reproducing Labor Inequalities: Challenges for Feminists Conceptualizing Care at
the Intersections of Gender, Race and Class,” Gender & Society 19(1): 66-82; Evelyn Nakano Glenn (1992), “From
Servitude to Service Work: Historical Continuities in the Racial Division of Paid Reproductive Labor,” Signs 18: 1-43.
4 After this analysis was completed and the paper written, the International Labour Organization (ILO) released a
report entitled Care Work and Care Jobs for the Future of Work (2018), which provides perhaps the most
comprehensive analysis of the care economy (both paid and unpaid) to date. We are pleased to see that our work
is part of a larger movement to document, analyze, and understand this critical sector.
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Before describing the data and methods used in this paper, a note on what we mean when we talk
about paid care. While an increasing number of scholars and policymakers discuss the care
sector or the care economy, there is not a universally agreed upon definition of what types of
labor should be included as care work. In this paper, we define care using Duffy, Albelda and
Hammonds’s definition with the following characteristics®:

1. the activity [of the industry] contributes to physical, mental, social, and/ or
emotional well-being;

2. the primary labor process [in the industry] involves face-to-face relationship with
those cared for;

3. those receiving care are members of groups that by normal social standards
cannot provide for all of their own care because of age, illness, or disability; and

4. care work builds and maintains human infrastructure that cannot be adequately
produced through unpaid work or unsubsidized markets, necessitating public investment.

This definition includes a few notable characteristics. First, while we acknowledge that care may
take place in many sectors and jobs, there is a unique importance in provision of care to
dependents, those who are unable to provide for their own care.® Second, while we look at
industries where the primary labor process includes face-to-face care, we include both nurturant
occupations, also called direct care (which involve direct relationship with care recipients) and
non-nurturant occupations within the care sector. Non-nurturant jobs (sometimes called indirect
care) are those that support caregiving — including cleaning and cooking work in schools,
hospitals, and private homes etc. — the exclusion of these jobs from care sector analyses provides
a biased understanding of the characteristics and conditions of this work.” Finally, this definition
suggests that we think of the paid care sector as “human infrastructure,” a formulation that
highlights its social value and also suggests a significant role for the state in supporting such
activity. In the next section we will discuss how we operationalize this conceptualization and
how we measure our other variables of interest.

5 Duffy, Mignon, Randy Albelda, and Clare Hammonds. 2013. “Counting Care Work: The Empirical and Policy
Applications of Care Theory.” Social Problems 60(2):145—67.

5 Folbre, Nancy and Erik Olin Wright. 2012. “Defining Care.” Pp. 1-20 in For love and money: care provision in the
United States, edited by N. Folbre. New York: Russell Sage Foundation.

7 See Duffy 2005.



Section 2: Data and Methods

Our analysis uses a comparative approach to examine the paid care sector in forty-seven different
countries. We use data from two sources: the LIS Cross National Data Center (L1S)® and
IPUMS-International®. We chose these data sources because they include labor force data from
multiple countries that has been harmonized and is specifically intended to be used
comparatively.

LIS collects micro-data from about 50 different countries, primarily high- and middle-income
nations across the globe. The LIS staff harmonizes the data from each country to make variables
comparable for cross-national analysis. These data are recognized especially for their detailed
recording of difference sources of income, including work and social protection benefits.

IPUMS-International maintains a similarly harmonized archive of census data from 85 different
nations. Although it does not have the detailed income data of LIS, many of the country data sets
include detailed occupation and industry codes that make it possible to examine paid care
workers.

We use data from those countries where industry codes are sufficiently detailed to analyze our
operational definition of “care work” below. Our main analyses include 47 countries total, 22
from LIS and 25 from IPUMS. We selected the most recent datasets available, which range from
2007 to 2016, with the bulk of the data collected in 2010-2013. A detailed table of the included
country datasets with year and source is in the Appendix.

The LIS and IPUMS data archives have the advantage of providing timely and comparable
microdata for a large number of countries, but these data do have their limits. The LIS data has
historically included higher income nations, though it has expanded its holdings considerably
into middle income nations in the last decade. We access additional countries, including low
income countries, through IPUMS, but typically with less income and occupational detail than is
available from LIS. There are limitations to these datasets, to be sure, but they are far
outweighed by the advantages of data harmonization for comparative analyses. The effort put in
by both LIS and IPUMS to carefully review and maximize comparability on these national data
sets would be a near impossible task for individual researchers. For both data sources, the
original data sources are typically self-report surveys (e.g., censuses) for individuals and
households, rather than employers or government records. It seems likely that some care
workers, especially those with informal working arrangements and insecure migration status, are
likely to be missed by this type of survey, and we expect that we are underestimating their
numbers. However, we also expect that domestic work is better captured here in self report
microdata from workers than in employer surveys, where these workers are equally likely to be
underrepresented and private households are unlikely to be well represented.

8Luxembourg Income Study (LIS) Database, http://www.lisdatacenter.org (multiple countries; 2018). Luxembourg:
LIS.

9 Minnesota Population Center. Integrated Public Use Microdata Series, International: Version 7.0 [dataset].
Minneapolis, MN: IPUMS, 2018. http://doi.org/10.18128/D020.V70.
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We operationalize our definition of care to include the following industry sectors: health care,
which encompasses both residential and non-residential long-term care services; education and
child care, comprised of schools and pre-schools as well as family day care centers and other
structures for caring for the youngest children'?; social services; and domestic workers, hired by
individual households to clean, cook, and care for family members. Both nurturant (direct) and
non-nurturant (indirect) care occupations are included.

Our rationale for using an industry approach to care (as opposed to selecting out particular
occupations) is based in both conceptual and practical concerns. With an industrial approach, we
can capture a stronger picture of the labor dedicated to care provision in a society, including
support and administrative workers. As noted above, the exclusion of non-nurturant workers in
care industries (e.g., cleaners, cooks) both underestimates the labor resources dedicated to care
and provides a skewed picture of who works in the care sector. ** In addition to this conceptual
justification, we are also able to examine the care sector in a greater number of countries, as
these comparative data are more likely to have the necessary detailed industrial designations, but
not the occupational detail.

There are certainly limitations to this approach, however. Most importantly, we miss counting
workers who do paid care work in other industries, like social work or health professionals who
might be situated in organizations in the financial or sales industries. In addition, there are some
workers in care industries that are not providing or supporting care, for example, gardeners or
drivers employed in private household work, or veterinarians in the health care industry. We
have pulled out these workers when we are able to, but expect that small numbers of them
remain in these analyses.

We begin our analyses by looking at the size of the care sector, as defined by the proportion of
the labor force that is working in care industries, as noted above, and look at how sector size
varies by national development/wealth level. We then proceed to examine the characteristics of
the workers in care industries. For these analyses, we examine the 47 countries where we have
data to disaggregate the industrial level data at an appropriate level. However, as we proceed to
look at the characteristics of the workers in the care sector, and occupational structure within the
care sector, we sometimes rely on a subset of countries where those detailed demographic and
occupational data are available.

10 Because of industry coding limitations in the data, we were not able to separate higher education from other
educational institutions, so our estimates of the size of the care sector include higher education. Relative to the
size of other parts of the care sector, higher education is a very small proportion even in developed countries — so
this should not have a substantive impact on the results.

11 Duffy, Mignon. 2011. Making Care Count: A Century of Gender, Race and Paid Care Work. New Jersey: Rutgers
University Press.; Addati, Laura, Umberto Cattaneo, Valeria Esquivel and Isabel Valarino. 2018. Care work and care
jobs for the future of decent work. Geneva: International Labor Organization.
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Section 3: How many people work in the paid care sector and who are they?

We begin by estimating the size of the care sector across this diverse set of countries. What
proportion of the paid labor force is engaged in the care sector? This question is largely
descriptive, but until recently, we have had little comparative information about the size of the
paid care sector, and this information is a critical beginning to understanding the infrastructure of
paid care and the range of possible responses to care needs. We also ask how the size of the care
workforce varies with economic development or national wealth. Then, we proceed by looking
at the demographic characteristics of this workforce to examine the extent to which these jobs
are filled by those with more or less power and status in society.

We estimate the size of the care work force in all 47 countries by calculating the proportion of
the paid labor force that is employed in a care industry. Our results reveal a great amount of
variation by country, from nations with nearly negligible care sectors to nations where the care
sector is a significant component of the overall work force.

As seen in Figure 1, the overall size of the care sector ranges from a low of 3.5 percent of the
employed in Mozambique to a high of 27 percent in Denmark. In developed countries like the
United States, the care sector is one of the fastest growing parts of the economy and paid care
workers are a major part of the labor force.'? By contrast, the countries with the smallest care
sectors include those in Sub-Saharan Africa, plus Vietnam, where the largest part of the labor
force (between 42% and 75% all employed) are working in agriculture, fishing, and forestry.

12 puffy, Mignon. 2011. Making Care Count: A Century of Gender, Race and Paid Care Work. New Jersey: Rutgers
University Press. Howes, Candace, Carrie Leana and Kristin Smith. 2012. “Paid Care Work” in For Love or Money:
Care Provision in the United States, edited by Nancy Folbre. New York: Russell Sage Foundation.
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Figure 1: Size of care sector as a percentage of all employed
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excluded.

Figure 2 shows more clearly the relationship between the size of the care sector and a country’s
wealth. Not surprisingly, those countries with higher levels of wealth have larger paid care
sectors (bivariate tests for correlation yield a coefficient of 0.76). It is important to note,
however, that there is a set of countries that have relatively low per capita GDP measures — but
still have paid care sectors that make up over 15 percent of their employed population —
Uruguay, South Africa, Brazil and Costa Rica. On the other hand, there are a number of
countries in Eastern Europe — the Czech Republic, Poland and Slovakia — that have smaller care
sectors than other countries with similar per capita GDPs. These exceptions show that while the




development of a paid care workforce is absolutely related to the wealth of a country — it is also

related to the deliberate creation of policy and care infrastructure — or lack thereof.*®

Figure 2: Size of care sector as a percentage of all employed and per capita GDP
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13 The size of care sector is only one dimension of care provision, and we will break down a number of other
dimensions later in the paper. One important dimension that we are not able to adequately unravel with this data

is the distinction between private and public provision.




Figure 3: Size of care sector as a percentage of all employed and per capita GDP, industry
breakdowns
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As seen in Figure 3, although the overall trend is that poorer countries have smaller care sectors
and wealthier countries have larger overall sectors, there is variation within that of the makeup of
the care sector. For example, there is a set of middle-income countries (Uruguay, South Africa,
Brazil, Mexico, Panama) for which domestic service is an important component of the care
sector — while in other countries with similar GDP numbers the rates of domestic service are
much lower (Egypt, Armenia, Georgia). And among those poorest countries — which tend to
have the smallest care sectors — what care work there is is concentrated in education, as the
health and human services sectors are very small proportionally. Among the countries with the
largest care sectors, there is less variation in the sectoral distribution of care workers overall.
Israel, which has a lower GDP than the other countries with similarly sized care sectors, stands
out for the size of its education sector, which is perhaps related to the relatively large number of
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children in that country (see Figure 15). In Section 4 we will provide further analysis of the
industrial and occupational breakdowns of the care sector by region and level of development.

Figure 4: Nurturant care occupations within the care sector

20

~
=]

[o2]
o

[¥a)
o

I
[=]
I

W
o
|

e}
(=]
I

Nurturant care workers as a percentage of the care sector

80
10
0 -+ T

Notes: Nurturant care includes education and health professionals and associate professionals as well as social work
and personal care.

When they think of care workers, most people think of doctors, nurses, nursing attendants, child
care workers, teachers, and social workers — those workers we call nurturant care workers who
are engaged in direct face-to-face care. Figure 4 shows what proportion of workers are nurturant
care workers compared to non-nurturant care workers in a subset of countries for which data
were available (15 of the 47 countries in our dataset). In the developed countries, the large
majority of workers in the care sector are considered nurturant care workers. Those in the non-
nurturant category are primarily cleaners and cooks in care institutions as well as some managers
and administrators. In Latin America and Vietnam, however, there are much larger proportions
of non-nurturant care workers. Many of these are domestic workers, identified primarily as
cleaners. However, research has shown that the boundaries of work for domestic workers are
very fluid, and many of these workers also engage in direct care for children, elders, and other

11



family members.** And workers who work within care organizations are called upon to do
qualitatively different work than similarly titled workers outside the care sector.*® Our focus on
industry in the rest of the analysis allows for this ambiguity and national variation in the social
construction of nurturant care roles and assures that we are examining the entire range of race
and migration based inequalities in the sector.

Along with the size of the care industry, the characteristics of care workers (compared to the
employed in general) are a good barometer of the status of care in a society. Women and
immigrants tend to dominate in the lower tiers of the labor force, and furthermore, devaluation of
paid care jobs may also be related to these trends. In addition, these characteristics are important
to understand in the extent to which care sectors drive employment and labor demand for women
and migrant workers. In some countries, of course, we also see racial segregation by occupation
and industry, but racial/ethnic categories are not similarly defined across these nations and so we
are unable to make this comparison in a global dataset.

Like unpaid care, paid care is also overwhelmingly performed by women. As seen in Figure 5,
women make up over 70 percent of paid care workers in the majority of the countries analyzed,
and over 80 percent of paid care workers in 11 of the countries. It is also the case across most
countries that women are far more heavily represented in the care sector than in other parts of the
labor market, with female representation hovering around 40 percent or lower of non-care jobs in
most countries.

4 Hondagneu-Sotelo, Pierrette (2001, 2007). Domestica: Immigrant Workers Cleaning and Caring in the Shadows
of Affluence. Berkeley, CA: University of California Press.

15 Hugh Armstrong, Krista Scott-Dixon, and Pat Armstrong. 2008. Critical to Care: The Invisible Women in Health
Services. Toronto: University of Toronto Press.
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Figure 5: Percent of care industry workers who are female compared to non-care industry
workers
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There are two notable exceptions to these overwhelming trends. First, in Palestine, Egypt, and
Iran, the rates of female representation in the care sector are much higher than in non-care jobs,
but both rates are considerably lower than in other countries represented. In these countries it
appears that many fewer women are employed and those who are employed are highly
concentrated in the care sector. The second group of countries which exhibit a different pattern
are those countries with the smallest care sectors overall — largely in Sub-Saharan Africa. In
countries like Mozambique, Malawi, Nigeria, and Ghana, women are actually a larger proportion
of the non-care workforce than of the care sector. And in Tanzania, Mali and Zambia, the gap
between women’s representation in care jobs and in non-care jobs is much smaller than for
countries with a larger care sector. In these Sub-Saharan African nations, the agriculture industry
makes up the largest segment of the economy, and women tend to be overrepresented in this

industry. For example, in Mozambique, where three-quarters of the employed are in agriculture,
58% of the workers in this sector are women.
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The role of migrants in paid care work has received a lot scholarly attention in recent years, with
the development of a concept of “global care chains” to characterize the linkages between people
and families across the globe involved in paid and unpaid care.'® Low wage care work is
characterized as one of the avenues open to immigrants in developed countries, and in addition,
some care workers migrate (for the short- and long-term) to developed countries for higher
wages, leaving their own families in their home countries.

In this analysis, presented in Figure 6, it appears that the representation of immigrants in the care
sector generally mirrors the representation of immigrants in the labor force. There is variation in
whether the representation of immigrants in the care sector is higher, lower, or about the same as
the representation of immigrants in the non-care sector of the economy. But in most cases the
gap is not very large in either direction. It is likely that immigrant workers are concentrated in
particular care occupations — not necessarily in the care sector as a whole. It is notable that the
countries with the larger care sectors tend to have larger proportions of immigrant workers
overall. This may be a result of economic development that contributes to both the development
of the care sector and pull factors for immigration. But it is also possible that the availability of
care work is in itself a pull factor for immigrants, and/or that the availability of an immigrant
workforce contributes to the growth of the care sector.

16 Hochschild, Arlie Russell. 2000. “Global Care Chains and Emotional Surplus Value” in W. Hutton and A Giddens
(eds) On the Edge: Living with Global Capitalism. London: Jonathan Cape. Yeates, Nicola. 2004. “Global Care
Chains.” International Feminist Journal of Politics 6(3):369-91.
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Figure 6: Percent of care industry workers who are immigrants compared to non-care workers
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Notes: For both LIS and IPUMS data, immigrant status was constructed from nativity and citizenship (where
available), such that individuals who report being either foreign-born or non-citizens are counted as immigrants. The
values for Luxembourg (47.8 v 62.7) have been truncated to increase the visibility of differences in other nations.
Data is not available for Finland, UK, Lithuania, Panama, Columbia, Georgia, Nigeria and Vietnam.

If we examine rates of immigrants within the three industries of the care sector (Figure 7), we see
evidence of sizeable differences between education, health/social services, and domestic work.
Especially in the developed nations, immigrants are most overrepresented in the domestic work
sector, and somewhat less so in health and social services. Immigrant workers are generally
underrepresented in education, which may also be part of the explanation for the
underrepresentation of immigrants in the least developed countries where education makes up a
large part of the care sector. The underrepresentation of immigrants in education may be related
to language barriers or credential requirements that may be a barrier to entry for these jobs, in
contrast to domestic service and lower skill health and social service jobs without formal entry
requirements.

Because the health care industry is often characterized by polarization, we also looked at
occupational breakdowns for a few illustrative cases. More detailed occupational breakdowns
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show that there are very specific occupations in which immigrants are concentrated, but which
occupations those are varies a bit by country. As a general rule, not surprisingly, these jobs are at
the lower end of the occupational spectrum within health care. For example, in the US
immigrants are 8.7 percent of physicians and surgeons, 13.8 percent of registered nurses, and
16.9 percent of nursing aides, with much lower representation in all other care occupations.
Immigrants are clustered in very specific occupations and are more heavily concentrated towards
the bottom end of the health care occupational structure. But importantly, in some countries
there is also quite a strong presence of immigrants in high level jobs. For example, in Portugal,
immigrants are a higher proportion of doctors (17%), only 10 percent of personal care workers,
and only 6.5 percent of elementary health care occupations. Here immigrants are overrepresented
at the high end of the care sector.

Figure 7: Percent of care workers who are immigrants compared to non-care workers, by
industry
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available), such that individuals who report being either foreign-born or non-citizens are counted as immigrants. The
values for domestic service in Luxembourg (97%), Greece (76%), and Israel (68%) have been truncated to increase
the visibility of differences in other nations. Data is not available for Finland, UK, Lithuania, Panama, Columbia,
Georgia, Nigeria and Vietnam.
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Section 4: The shape of the care sector

The next section of our analysis will examine the industrial and occupational structure of the care

sector across different contexts. Along with the size of the care sector, better understanding the
makeup of the care sector provides us with important information about inequalities and
conditions for care workers as well as the types of capacity available to the population.

We start with a breakdown of the care sector by industrial category. Figure 8 presents the
breakdown of each country’s care sector, showing the percentage of the workforce in education,
health and social services, and domestic workers. Figure 9 displays the same data somewhat

differently to remove the effect of overall sector size, as a proportion of the care workforce (so
each country’s bar equals 100%).

Figure 8: Size and industry makeup of the care sector of all employed, by region
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Figure 9: Industry makeup of the care sector, by region
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In the developed countries, where the care sector tends to be largest, both the health care and
education sectors are quite sizable. Importantly, domestic workers, often associated with less
developed countries, make up over 10 percent of the care sector in Luxembourg, Spain, and
Portugal — and the numbers of domestic workers is non-negligible in a number of other
developed countries. Most countries in Central and Eastern Europe mirror the overall picture in
developed countries, but on a smaller scale overall and with less reliance on domestic workers.
By contrast, domestic workers are a large presence in Latin America and the Caribbean, making
up between 30 and 50 percent of the care sector across most of the region. Within the much
smaller overall care sectors in Sub-Saharan Africa, the health care sector is dwarfed by education
and — in some cases — domestic work.

As will be discussed in more detail in the next section, in some of these contexts the size of the
health care sector and/or the education sector is not large enough to meet the basic needs of a
population. A large domestic worker sector is providing important care labor, but cannot by itself
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close fundamental gaps in health care and education infrastructure. In addition, while health care
and education systems are usually at least partially publicly provided and regulated, paid
domestic work represents a highly individualized and privatized solution to meeting the care
needs of a population.

In terms of the care workforce, domestic workers are considered some of the most vulnerable in
the world — they are often excluded from legal and social protection systems, and experience
high rates of wage theft, exploitative treatment and abuse.!” Research indicates that rates of paid
private household work are tied to economic polarization'®, and Merike Blofield has argued that
the treatment of domestic worker rights in a given country is “an indicator of how the state
balances the interests of the rich v. poor” (160).1°

The balance among health, education and domestic work is therefore one important indicator of
the strength of the paid care sector, both in terms of meeting population needs and in terms of the
livelihoods and rights of workers. Another important lens is an examination of more detailed
occupational breakdowns. This analysis allows us to see the levels of professionalization and
division of labor within the paid care workforce.

172013 ILO Domestic Workers across the World: Global and Regional Statistics and the Extent of Legal Protection.

18 Milkman, Ruth, Ellen Reese and Benita Roth. 1998. "The Macrosociology of Paid Domestic Labor." Work and
Occupations 25(4):483-510. Jokela, Merita. 2015. "Macro-Level Determinants of Paid Domestic Labour Prevalence:
A Cross-National Analysis of Seventy-Four Countries." Social Policy and Society 14(3):385-405.

19 Blofield, Merike. 2009. “Feudal Enclaves and Political Reforms: Domestic Workers in Latin America.” Latin
American Research Review 44(1):158-90.
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Figure 10: Occupational breakdowns of care sector by region, level of professionalization
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Occupational breakdowns for all countries where data were available is displayed in Figure 10.
Taken together with what we know about the variations in overall size, these occupational
breakdowns of the care sector fall into four identifiable patterns. In Figure 11, we have chosen
one country that is typical of each of these four patterns as illustrative examples.

First, the countries with the largest care sectors (>20 percent of the labor force) have levels of
professionalization that in general range between 25-40 percent (in Figure 11 Germany is
illustrative of this first pattern). Most of these countries are in the Developed group (Austria,
Finland, Luxembourg, US, Germany, France, Israel). It should be noted, however, that Uruguay
fits this pattern occupationally (care sector is 20.8 percent of the labor force and just under 30
percent are professionals). Although the prevalence of domestic service in Uruguay parallels



other Latin American countries, in its size and level of professionalization of the care sector it is
more like the developed countries. Also, Ireland stands out as having 50 percent of its care sector
professionalized. And Denmark is truly an outlier, with the largest care sector of all the countries
we analyzed (27 percent of all employed) and the highest level of professionalization among the
developed countries (54 percent). It is of note that among this group, those countries on the lower

end in terms of proportion of professional workers have larger segments of associate

professionals.

Figure 11: Examples, occupational breakdowns
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With the exception of Uruguay, Mexico and El Salvador, all of the other countries analyzed in
Latin America and the Caribbean have smaller overall care sectors than the developed countries,
but similar proportions of professional workers (this pattern is illustrated by Paraguay in Figure
11). This is particularly interesting given the much larger presence of domestic workers in Latin
American care workforces, which can be seen here in the higher proportion of care workers who
are identified as Elementary Occupations. The Developed countries have higher proportions of
associate professionals and service workers in the care sector instead of domestic workers. South
Africa follows a pattern more similar to Latin America than to other countries in Sub-Saharan

Africa.
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The group of countries with the highest proportion of professional workers are largely in Sub-
Saharan Africa — Nigeria (the illustrative example in Figure 11), Malawi, Ghana, and Zambia are
the most clear examples — with levels of professionalization ranging from 56 to 84 percent. It is
important to remember that these countries have some of the smallest overall care sectors of all
the countries we analyzed. It appears that in these countries small numbers of professionals,
especially in the education sector, are working largely in isolation without a substantial
infrastructure of associate professionals and technicians to support them. Some countries in the
Middle East (Egypt, Palestine) and Central and Eastern Europe (Poland, Lithuania, Georgia,
Armenia, Czech Republic) follow a similar pattern, although not as extreme as the African
countries. It should be noted that Greece — alone among the developed countries — follows a
pattern more closely parallel to this group than to the other developed countries.

Finally, there is a group of countries with very small care sectors AND very low levels of
professionalization (illustrated by Mozambique in Figure 11). Mozambique and Tanzania are the
most extreme cases of this pattern, indicating very little presence of care professionals at all in
those countries. Botswana, El Salvador, and Mexico also follow a similar pattern, although less
extreme.

This analysis of the levels of professionalization of the care sector has several important
implications. Taking the first two patterns first — where there are medium to large care sectors —
the robust number of professional care workers indicates that there is a base level of access to
different kinds of expertise for the population.?’ The process of professionalization in care work
across national contexts has included for some occupations like physicians and nurses achieving
a high level of social closure through a combination of licensing and educational requirements.
While most care workers are subject to a well-documented wage penalty?!, social closure among
these highly professionalized groups has largely eliminated the care penalty, and in some cases
has even led to a wage bonus.?? It is important to keep in mind that the very processes of

20t is important to note here that professional care workers are not the only ones in the care diamond with
expertise — family members, direct care workers in nursing homes, and child care workers all have a set of skills
and expert knowledge. Our focus here is not the exclusive access to expertise of these workers — but the
uniqueness of the type of expertise each group of workers brings to the care enterprise.

21 England, Paula (1992), Comparable Worth: Theories and Evidence. New York: Aldine de Gruyter. England; Paula,
Michelle Budig and Nancy Folbre (2002), "Wages of Virtue: The Relative Pay of Care Work." Social Problems
49(4):455-73; Budig, Michelle J and Joya Misra (2010), "How Care-Work Employment Shapes Earnings in Cross-
National Perspective." International Labour Review 149(4):441-60; Barron, David N and Elizabeth West (2013),
"The Financial Costs of Caring in the British Labour Market: Is There a Wage Penalty for Workers in Caring
Occupations?". British Journal of Industrial Relations 51(1):104-23; Hirsch, Barry T and Julia Manzella (2015), "Who
Cares—and Does It Matter? Measuring Wage Penalties for Caring Work." Pp. 213-75 in Gender Convergence in the
Labor Market, Research in Labor Economics, edited by S. W. Polachek, K. Tatsiramos and K. F. Zimmermann.
Bingley, UK: Emerald Group Publishing Limited; Lightman, Naomi (2017), "Discounted Labour? Disaggregating Care
Work in Comparative Perspective." International Labour Review 156(2):243-67; Dong, Xiao-yuan, Jin Feng and
Yangyang Yu (2017), "Relative Pay of Domestic Eldercare Workers in Shanghai, China." Feminist Economics
23(1):135-59; Budig, Michelle J., Melissa J. Hodges and Paula England (2018), "Wages of Nurturant and
Reproductive Care Workers: Individual and Job Characteristics, Occupational Closure, and Wage-Equalizing
Institutions." Social Problems (forthcoming).

22 Barron and West 2013; Lightman 2017; Budig, Hodges and England 2018. For a general discussion of the role of
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professionalization that has produced this protective social closure for some workers has in some
cases simultaneously undermined and further devalued other groups of care workers.?®> So while
some workers clearly benefit from high levels of professionalization, it is not clear that this
benefit expands to all care sector workers — and in fact the high levels of social closure in
professional care jobs may be one of the mechanisms that links growth of the care sector to
economic polarization.

It is also of note that the levels of professionalization are similar between these two cases and
that the main difference is whether the rest of the care sector is dominated by associate
professionals and service workers or elementary occupations (largely the domestic workforce in
these countries). Further research should explore who in the countries with small associate
professional workforces is doing the tasks assigned to the associate professionals where they
exist. Are these tasks being done by care workers labeled as professional? Or are these tasks
being done by workers in “elementary” occupations? That is — how have tasks been reclassified
in the social organization of the workforce? And which organization has the best outcomes for
the population receiving care and for workers?

In the last two cases — the two different illustrations in Sub-Saharan Africa — we see two very
distinct patterns in those countries with the smallest overall care sectors. In one case the small
numbers of care workers are almost exclusively professionals and in the other there is almost the
complete absence of professionals. Again here there is fertile ground for further research. Are
some of these differences explained by differences in access to institutions of higher education to
obtain professional credentials? Is the practice of care itself dramatically different in these
countries or is it a more socially constructed classification of workers? What is the role of
international aid organizations like Doctors Without Borders in creating these different patterns?
And — although the size of the care sector is clearly currently inadequate to meet population
needs in both cases — does starting out with one pattern or another predict growth in a direction
that better meets the needs of care recipients and care workers?

social closure in raising wages see Weeden, Kim A. (2002), "Why Do Some Occupations Pay More Than Others?
Social Closure and Earnings Inequality in the United States." American Journal of Sociology 108(1):55-101.

23 puffy 2011.
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Section 5: Relationship between care sector size and care need

The paid care sector provides jobs for many workers, but also is fundamentally about meeting
the care needs of a population. In this last section of our analysis, we ask to what extent is the
size of the care sector a match or mismatch with care needs? Here we explicitly examine the
adequacy of the size of the care sector across countries and regions, and the responsiveness of
the size of the sector to the magnitude of care needs. We acknowledge that many care needs are,
in fact, met with unpaid care, but also recognize paid care as an important resource that allows
families (and women especially) to make choices about paid and unpaid work. In addition, we
use these analyses to question assumptions about the relationship between care needs and the
relative sizes of care sectors across nations. In other words, can we expect nations with more
elders or more children to have larger care sectors? To answer these questions, we examine the
varied care needs of countries using different types of measures — care dependency ratios, age
distributions, female employment rates, and overall population size.

The care dependency ratio measures the relationship between the number of people who are most
likely to need care and the number of those who are most likely to provide care.?* For our
purposes, we use two different dependency ratios, one focusing on the young population and one
focusing on the elderly population. The child care dependency ratio (CDR) is a ratio of the
number of individuals 0-5 in a given country to the number of individuals 15-64 multiplied by
100. A child care dependency ratio of 20 means that for every 100 adults 15-64, there are 20
children 5 and under. On the other hand, the elder care dependency ratio (CDR) is the ratio of the
number of individuals 75 and older in a given country to the number of individuals 15-64
(multiplied by 100).

We employ care dependency ratios as an indicator of care needs but also recognize their
limitations. Not all of those whom we define as “dependents” are in need of care, and many of
them may actually provide care to others. In addition, illness and disability can occur at any age,
including those we have broadly characterized as potential care givers.

Figure 12 shows the size of the care sector superimposed with representations of the child CDR.
For the child CDR, higher numbers indicate that there are more children (ages 0-5) relative to the
likely caregiving population ages (ages 15-64), indicating a potentially higher need for paid care.
However, those countries with the highest child CDRs are those with the smallest care sectors.
Bivariate tests for correlation confirm this (Pearson’s r = -0.64). In the poorest countries, high
fertility rates and the lack of an institutionalized care infrastructure come together in unexpected
ways.

24 UNRISD. 2010. Combating Poverty and Inequality. Geneva: UNRISD, Chapter 7.
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Figure 12: Child care dependency ratio (CDR) and size of care sector
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number of individuals 15-64 multiplied by 100. A child care dependency ratio of 20 means that for every 100 adults
15-64, there are 20 children 5 and under.

Interestingly, this pattern holds true even when we examine education and child care — those
services most directly targeted at children — separately (Pearson’s r= -0.56).2% Again, the poorest
countries have the highest number of children and the smallest education sectors (see Figure 13)

25 \We chose to use children under 15 as the comparison group for two reasons. First, in many parts of the world
children 15-17 are the least likely to go to school. Second, we used 15 as the lower bound in the calculation of the

care dependency ratio denominator, indicating persons more likely to be providing care than to be recipients of
care in many parts of the world.

25



Figure 13: Size of education sector and percentage of population under 15 years old
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In contrast to the child CDR, the elder CDR does show a consistent pattern of relationship with

the size of the paid care sector (see Figure 14). Bivariate tests for correlation confirm a positive
relationship (Pearson’s r = 0.63), indicating that larger measures of need for elder care are
26

associated with larger care sectors.



Figure 14: Elder care dependency ratio (CDR) and size of care sector
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the number of individuals 15-64 (multiplied by 100). An elder care dependency ratio of 20 means that for every 100
adults 15-64, there are 20 elders 75 and over.

The direction of causality here is difficult to untangle, as a higher proportion of elder residents
may be the result of larger and more institutionalized health care sectors in developed countries

leading to longer life expectancies. But it is notable that populations of elders and large paid care
sectors go together in a way that is not true for children.

Israel, South Africa, and Egypt seem to be the exceptions here — they all have relatively large
care sectors, corresponding with a high child CDR, and despite lower elder CDRs. As seen in
Figure 3, a large portion of the Israeli and Egyptian care sectors are in education. In South
Africa, the election of the ANC government in 1994 resulted in a dramatic expansion of health
and social services and accessibility to those services.?® However, these cases of correspondence
between child CDR and care sector size are the exception, rather than the rule. High child

26 Lund, Francie. 2010. “Hierarchies of Care Work in South Africa: Nurses, Social Workers and Home-Based Care
Workers.” International Labour Review 149(4):495-509.
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dependency ratios are generally correlated with less development and lower GDP, which seem to
forestall any related increase in the availability of paid care.

Perhaps ideally we would compare the child CDR to only child care services — but child care
workers are in multiple places in the data and cannot be separately identified except for in a few
countries. Similarly, we cannot separately identify elder care workers who may be domestic
workers, health care workers, or social services workers. We do believe that the overall size of
the sector is the best measure given the data limitations.

In trying to understand the positive relationship between elder care needs and care sector size,
but the negative relationship between child care and education needs and sector size, we
examined the relationship between age distributions, national wealth, and care needs.

Figure 15: Care needs, GDP, and the size of the care sector
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(PPP) exchange rates.

Figure 15 provides an alternative visual representation of the relationships among the size of the
care sector, the age distribution of a population, and the wealth of a country. Here it becomes
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clear that among those countries with the largest care sectors (on the left of the chart) there are
generally smaller proportions of children and larger proportions of elders (again, with the
exception of Israel). On the right side of the chart, among countries with the smallest care
sectors, there are very high proportions of children and lower proportions of elders (with the
exception of Romania). Where there is more variability is in the middle, among countries whose
care sectors range from 10 to 20 percent of the labor force. The role of GDP in life expectancy
(and a top-heavy age distribution) is well-known, but we still see a great amount of variability in
care sector size within groups of countries with similar levels of development. This variability,
especially in nations with mid-sized care sectors, suggests a need to more carefully explore the
relationship between wealth, need, and care, as well as the impact of policy.

Figure 16: Female employment rate and size of care sector
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Of course, we know that many care needs are met by women family and friends as unpaid labor.
To explore the question of whether paid care is in some ways a substitute when that unpaid labor
is less available, we examine the relationship between the female employment rate and the size
of the paid care sector. Based on Figure 16, paid care and unpaid caring labor do not appear to be
direct substitutes for each other, as there is no relationship between the size of the paid care
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sector and the rate of female employment (bivariate tests for correlation show no significant
relationship). Furthermore, we find no significant interaction between CDRs and female
employment rate that predicts care sector size (data not shown).

As a final measure of the relationship between care needs and the size of the paid care
workforce, we examine the ratio of the absolute number of care workers to the size of the
population potentially needing care.

Figures 17 and 18 measure the ratios of care workers to people needing or potentially needing
care, and show a range of inequalities in terms of access to care as well as some certain
inadequacies. Most of the developed countries have between 35 and 70 health care workers per
1000 people in the population — with Denmark reaching 90 health care workers per 1000 (see
Figure 17). By contrast, most of the countries in Sub-Saharan Africa have fewer than five health
care workers per 1000 people in the population. With the exception of Uruguay, countries in
Latin America and the few countries we have data for in Asia in and the Middle East also have
limited access to health care for their populations — with between five and 20 health care workers
per 1000 people. The World Health Organization (WHO) standard is that 2.3 health
professionals per 1,000 people in the population is the minimum required to provide a basic
standard of care. 2" Our measure includes a wider range of health care workers beyond this
group, but it is clear that in those countries with small sectors and low levels of
professionalization, the health care sector falls below even this basic standard of care.

27 World Health Organization. 2006. Health Workers: A Global Profile. Geneva: World Health Organization.
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Figure 17: Size of health and social services sector, relative to population.
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There are equally vast disparities in the provision of education — and equally dismaying
indicators of unmet need (see Figure 18). In developed countries, there are between 150 and 250
education workers for each 1000 children under 15. With a couple of exceptions, countries in
Central and Eastern Europe are in the same range, albeit towards the lower end. By contrast, in
Sub-Saharan Africa and parts of Latin America that ratio is under 50 education workers per 1000
children under 15, reaching as low as 11 in Mozambique. The standard set by UNESCO for
adequate provision of education is a pupil teacher ratio of 40:1 or less?® — again, if you consider

the fact that our data includes a wider range of workers than teachers, there are many countries
that fall below this basic benchmark.

28 UNESCO Institute for Statistics. 2006. Teachers and Educational Quality: Monitoring Global Needs for 2015.
Montreal, QC: UNESCO.

31




1002 w_._U_DENNO_Z
2007 Mefel
0T0C eIquez
| 600T EMAZIN
" OO BUEYD
| 600Z Il
ZT0¢C eluezue]
[ TTOTZ euemsjog
| £00Z EILYY LInos

1

der 15 years old.

| 10T 1dAS]

| L00Z Bunsajed
| 6002 WeulaiA
| TToz ue

| £T0T Nad

on un

f populat

i

1ze 0

fos

| YTOZ elewalens
| €10 eIqio|0)
0T0Z Jopend3
€107 eweueyq
STOT 00IXaly
0T0Z 2!|qnday ueojuiwog
L00glopeAles |3
€707 Aendeled
TTOT BJNY BIS0)
€T0C l'Zeld
9107 Aendnin

| £10T 222949

Ive

TT0Z [p3mliod

TTOT uieds
€T0Z eLasny

| TLOZ puelaI|

| TTOT 2ouely
i €T0T AuBLLIBD

| €107 531835 pajun

| €107 S1noquiaxn

€10¢ pue|uly
€107 WopBury parun

| ZT0Z eS|

Size of education sector, relat

I

€T0C Yewuaq

600¢C UBISZABIAY
TTOT eluewoy

£T0T eryerols

€10T puejod

€T07 B13103D

€T0€ dl|qnday yoaz)
TTOC eluauy

TTOTZ AreBuny

£107 eluenyn

400
350
300
200 ]
150 -
50 -

250

Figure 18

0,,

B Number of workers in Education sector, per 1000 people < 15 years old
32




Section 8: Conclusion

As is often true of a large-scale analysis, these findings may raise more questions than they
answer. We understand this project as part of an ongoing effort to engage in comparative
research that explores the organization of the care economy around the globe, and here we will
point to some of the implications of this study for future research.

First, the clear relationship between the size of the paid care sector and national wealth, while not
surprising, does highlight the lack of access to care as an important cost of global economic
inequality. A care lens provides an important angle on the costs of poverty and global
stratification for populations. Additionally — the places where we see variation in countries with
similar levels of wealth point to the need for additional research to explore the role of policy in
the development of a strong paid care sector. That is, while wealth is clearly one driving factor,
we can see that policy structures also have an impact on the strength of the care sector in
countries at all wealth levels.

In terms of the demographics of paid care, this analysis also reinforces the importance of the
sector for women’s employment, particularly in countries where many other sectors are closed to
women. Outside of the economies that are still dominated by agriculture, women are employed
in the paid care sector at levels that are highly disproportionate to their representation in other
parts of the labor force. While this finding is not surprising, it is striking in its consistency and its
magnitude, and creating a paid care sector that provides a living wage, safe and healthy working
conditions, and opportunities for upward mobility should be at the top of an agenda to promote
gender equity. The findings related to migration are a little surprising, given the scholarly focus
on migrant care workers in recent decades. Immigrant workers are not overrepresented in the
paid care sector as a whole, but rather are represented at levels that are fairly consistent with their
representation in the overall labor force. And while immigrant workers are certainly
overrepresented in particular occupations, in some cases it is among professional care workers
rather than low-wage workers where they are most concentrated. Future comparative research
should explore patterns of immigrant representation within the care sector to identify some of the
causal factors behind the wide range of variation we see here. Additionally, longitudinal
historical analysis could help unravel whether high levels of immigration precede or are a result
of the development of a larger paid care sector.

The analysis of the occupational composition of the care sector shows in a general way where
there is access to certain kinds of care expertise. Another important area for future research will
be to directly explore the relationship between the specific makeup of the paid care labor force
and care outcomes to identify the most promising ways to organize paid care from the
perspective of providing the best care to the population. The other dimension that is illuminated
by the occupational breakdown is the impact on care workers, and our findings here highlight
two important directions for future research from this perspective. First, the differing levels of
professionalization raise the question of whether it is possible to combat the care wage penalty in
ways that do not exacerbate polarization within the sector. The growing body of scholarship
about the care wage penalty and in particular the role of occupational closure in mitigating it
needs to be combined with a sector-wide analysis that traces the impacts of occupational closure
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on workers across paid care. Additionally, qualitative or longitudinal analysis of occupational
mobility will also reveal the extent to which workers have opportunities to move up through the
occupational structure — which also mitigates concerns about polarization.

Second, this analysis makes visible the high rates of domestic work in the labor force. In Latin
America and parts of Africa, the rates are very high and represent historical continuities.
However, the analysis shows that there are also meaningful numbers of domestic workers across
much of the developed world. This is important for two reasons. First, these workers are
uniquely vulnerable to exploitation, and so care scholars and policymakers need to pay particular
attention to how these workers’ rights are protected. Second, domestic work represents a highly
individualized and family-centered approach to meeting care needs in contrast to a public
responsibility for education and health care.

Finally, our findings highlight the inadequacy of the paid care sector in many parts of the world
at this historical moment, and the urgency of investing in building care infrastructure, both
physical and human, around the globe. Understanding the patterns in countries with more highly
developed sectors will help us know what kind of investment to support, that is, what kind of
investment will result in a strong paid care sector that provides quality care for a population and
and quality jobs for paid care workers. While it can be largely explained by economic
development levels, the finding that the size of the care sector is not responsive to the magnitude
of the care needs of children —and in fact is inversely related — is an important indicator that
multinational organizations need to step up their commitment to building a strong paid care
sector as part of any development strategies.

The finding of no relationship between the size of the care sector and the level of female
employment is somewhat surprising. One would expect that these would be related positively
through at least two mechanisms. First, if women are entering the labor force in large numbers,
the assumption is that the supply of unpaid care would be decreased, thereby increasing the
demand for paid care work. And second, having a more developed paid care sector provides both
employment options for women as well as choices for those women who want to work in the
paid labor force. And yet, the data do not show a relationship. High rates of female employment
may explain the disconnect in poor countries, and yet there is clearly more to explore here about
the relationship between paid and unpaid care and to what extent one is substitutable for the
other.
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Appendix: Data Sources

Country Year Data source
Armenia 2011 IPUMS
Austria 2013 LIS
Botswana 2011 IPUMS
Brazil 2013 LIS
Colombia 2013 LIS
Costa Rica 2011 IPUMS
Czech Republic | 2013 LIS
Denmark 2013 LIS
Dominican 2010 IPUMS
Republic

Ecuador 2010 IPUMS
Egypt 2012 LIS

El Salvador 2007 IPUMS
Finland 2013 LIS
France 2011 IPUMS
Germany 2013 LIS
Georgia 2013 LIS
Ghana 2010 IPUMS
Greece 2013 LIS
Guatemala 2014 LIS
Hungary 2011 IPUMS
Iran 2011 IPUMS
Ireland 2011 IPUMS
Israel 2012 LIS
Kyrgyz 2009 IPUMS
Republic

Lithuania 2013 LIS
Luxembourg 2013 LIS
Malawi 2008 IPUMS
Mali 2009 IPUMS
Mexico 2015 IPUMS
Mozambique 2007 IPUMS
Nigeria 2009 IPUMS
Palestine 2007 IPUMS
Panama 2013 LIS
Paraguay 2013 LIS
Peru 2013 LIS
Poland 2013 LIS
Portugal 2011 IPUMS
Romania 2011 IPUMS
Slovakia 2013 LIS
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South Africa 2007 IPUMS
Spain 2011 IPUMS
Tanzania 2012 IPUMS
United 2013 LIS
Kingdom

United States 2013 LIS
Uruguay 2016 LIS
Vietham 2009 IPUMS
Zambia 2010 IPUMS
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