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Abstract  

This paper identifies the key challenges facing the region (Latina America) in the domain of 

care provision. To that end it describes, analyses and discusses the concept of care, the rights 

approach and the public policies implemented in Latin America and the Caribbean on the 

social organization of care.  

The document describes care policies in the region generally, and it specifically analyses the 

experience of the social organization of care provision in Uruguay. 

 

1. A conceptual approach to care  

This is a concept for which there are several definitions, and consensus is still far off. Given its 

theoretical wealth and density, care is a potent and strategic concept in both academia and 

politics, capable of articulating previously disperse debates and agendas, generating basic 

consensuses, and furthering a gender equity agenda in the region.  

Academic debates on the content of care date back to the 1970s in some English-speaking 

countries, promoted by feminist currents in the field of social sciences. Without claiming to 

offer an exhaustive definition, it could be said that the notion of care signifies the action of 

helping a child or a dependent person to attain development and daily well-being. It therefore 

encompasses responsibility for material care, which involves “work”, economic care which 

involves an “economic cost”, and psychological care, which involves “an affective, emotional 

and sentimental” bond. Care can be provided on an honorary or charity basis by family 

relatives; or else it can be provided as a paid service, either within the family or outside it. The 

nature of the activity will vary according to whether or not it is undertaken within the family 

setting, and whether or not it is considered a paid service (Batthyány, 2004).  

The specific nature of care work is that it is based on relationships, whether in the family 

context or outside it. Within the family, its obligatory nature and the fact that is often 

perceived as selfless, lends it a moral and emotional dimension. It is not just a legal obligation 



established by law (the obligation to provide assistance or help), or an economic obligation, 

because it also involves emotions that are expressed within the family, while the family space 

simultaneously helps to construct and maintain them.  

Outside the family setting, care work is defined by the relation of service, care, and concern for 

others. The work is undertaken face-to-face between two individuals, and it generates ties of 

proximity, in a situation of dependency, because one person depends on the other for his or 

her well-being and maintenance. Nonetheless, what unifies the notion of care is that, hitherto, 

it has essentially been undertaken by women, whether it is kept within the family or 

outsourced in the form of the provision of personal services.  

The feminist literature uses care as an analytical category of welfare regimes that has the 

capacity to reveal important dimensions of the life of women and men and, at the same time, 

capture more general properties of social arrangements for satisfying personal and welfare 

needs. Care is understood in terms of interpersonal work and relationships, but also as a 

socially constructed responsibility which is framed by specific social and economic contexts.  

Much of the problem of providing welfare and quality social protection to individuals in a 

society stems from an inadequate distribution of the corresponding responsibilities between 

its members. This care distribution problem has been resolved in various ways, in different 

historical, social, cultural and economic conjunctures. Although such factors have meant social 

responsibility for care provision being shared between different social actors such as the State, 

the market, families or community, a significant proportion of this burden has fallen, and still 

falls, on the families; and in most cases this means the families’ women. Different welfare 

regimes will thus be associated with different care regimes, according to the ways in which 

care responsibilities are assigned and the costs of providing care are distributed (Sainsbury, 

1999).  

2. Care as a right 

 An important dimension to be considered is that of care viewed as a right, which is still 

underexploited in terms of research and knowledge production in most countries. The debate 

on how to incorporate the complexity of care into a rights framework concerns equality of 

opportunities, treatment and paths in a context of expanding individual rights, thus leading to 

a new concept of citizenship.  

Within this framework, the State has assumed the role of protector against the risks and 

contingencies experienced by individuals as their lives unfold. This introduces a new focus for 

new generation social policies, in addition to the classic pillars of the welfare State (health, 

social security and education), namely the care of children and older persons, not just when no 

family is available to fulfil that responsibility, but as a new social norm.  

This implies a new conception of the relation between individual, family and State, founded on 

social responsibility for the care of individuals. The right to care should also be considered as a 

universal right for all citizens, based on the twin circumstance of persons who need care and 

those who provide it, in other words based on the right to provide care and the right to receive 

it. This right, which is recognized and included in international covenants and treaties, is still a 



“work in progress” in terms of its enforceability; and it involves various aspects of major 

importance.  

The first of these is the right to receive the necessary care in different circumstances and at 

different points in the life cycle, avoiding situations in which the satisfaction of that need is 

determined by a market rationale, depending on the availability of income, or the presence of 

relational networks or affective ties. The second aspect, and possibly the least studied, is the 

right to choose whether or not to provide care on an unpaid basis within the family setting. 

This means not viewing care-giving as a fulltime obligation that precludes any right of choice, 

but recognizing the possibility of choosing care alternatives that are not necessarily and 

exclusively unpaid family care. This is not to deny the care obligations contained in civil laws 

and international treaties, but it means finding ways to share them. This is a particularly 

sensitive issue for women, who are culturally and socially assigned to this task, as noted above. 

Lastly, the right to decent working conditions in the care sector needs to be upheld, as part of 

a higher social and economic valuation of the care task (Batthyány, 2013).  

The “right to receive care” should be a universal right that is recognized and exercised under 

equal conditions. This consideration, which is possibly incipient in our region, already has a 

long track record in the European welfare States. The three classic pillars of welfare, namely 

health, education and social security, are now being complemented by a “fourth pillar”, which 

recognizes the right to receive care in situations of dependency (Montaño, 2010).  

According to Pautassi, certain social and political actors view care services merely as a benefit 

for women who are looking for work, under the fallacious view that women who need or want 

to work ought to be “supported”. From the rights perspective, however, care is a right for 

everyone and should be guaranteed through institutional and budgetary arrangements; and it 

should be regulated and receive State support. It is not, therefore, a benefit for women, but a 

right of those who need it (Pautassi, 2010).  

This is precisely one of the major challenges of care: fostering its recognition and positive 

inclusion in public policies. The rights approach questions the role of the State as a subsidiary 

actor which is called upon to make up for benefits that are not obtained in the labour market; 

and it favours the role of the State as the guarantor of rights. When the State acts on a 

subsidiary basis, it serves the needs of certain women, often the least privileged, generally by 

subsidizing low-quality services or community networks that exploit women’s “natural” know-

how. Although these services alleviate women’s needs, they also reinforce the sexual division 

of labour instead of questioning it. It is therefore an approach in which the State serves as 

guarantor of rights and exercises the authority of the law; a State that assures care as a 

universal right of all people. 

 

3. The different care-policy options  

A review of international experience shows the route followed mainly by European countries, 

where care policies are further developed and there is greater female engagement in the 

labour market, and simultaneously greater care for children and older adults and the sick. The 



evidence also shows that, while these policies alone cannot transform gender relations to the 

extent of attaining a fully equal distribution of care between men and women, they do make it 

possible to move in that direction.  

In contrast, the predominant feature in Latin America is the weakness or total absence of 

public policies and private actions to foster articulation between work and family life. When 

this is combined with the specifics of the region’s labour markets and the unequal distribution 

of opportunities that characterize the region, the result is persistent socioeconomic and 

gender inequity.  

The social organization of care in Latin America varies greatly, owing to highly differentiated 

family dynamics, labour markets, and economic structures, not to mention States that have 

different strengths and traditions. Nonetheless, current data show a number of common 

features that characterize the social organization of care in the region —including the fact that 

care continues to be a function mainly of families, and, as is well-known, of the women within 

families. It is therefore a matter that is considered to be mainly private. For example, the idea 

that children should be looked after by their families (in other words by the mothers) when 

they are small, underpins the very low coverage of day care, crèches, and kindergartens in the 

region. 

If care is understood as a right that is assumed as such by society and provided through 

services that maximize the autonomy and welfare of families and individuals, with direct 

responsibility pertaining to the State, the challenge arises of working towards its recognition 

and positive inclusion in public policies.  

This entails actions in three directions at least: redistributing care provision, valuing care 

activities more highly, and reformulating the concept of care services (Pérez Orosco, Amaia, 

2011)  

Redistributing means building a collective responsibility for care services, ceasing to consider 

care exclusively as a private concern and starting to view it as a collective responsibility and, 

therefore, as a matter of achieving universal access to decent care services. Valuing more 

highly means according work status to care-provision activities and recognizing care as an 

essential dimension of welfare. Reformulating means breaking the exclusive association that 

exists between care services and femininity and family.  

These three elements are not mutually independent and can only be separated for analytical 

purposes. Redistributing without a higher valuation will be impossible, and vice versa. Unless 

care is valued, it will only be done by persons with the least capacity to choose; at the same 

time, people who do not provide care cannot value the work of care giving, because they will 

continue to consider it a female activity by nature.  

Public policies on care services can be classified in different ways, one of which distinguishes 

policies on care time, from policies relating to money for care giving, and the care services 

themselves.  

Policies on care time specify periods of leave from work to provide unpaid care services 

(maternity and paternity leave, baby-feeding breaks, leave of absence to care for family 



members, shortened working days, etc.). These periods may or may not be paid, and the time 

absent from work may or may not be included as time contributed to social services. When 

unpaid, they reinforce the role of women as free care providers and thus accentuate their 

greater employment and life-cycle vulnerability.  

Although most of the measures in question are recognized for women and men alike, the 

rights are almost exclusively exercised by women. The exception is paternity leave, which in 

many countries is not recognized; and, if it is, its duration is completely disproportionate to 

maternity leave. These measures are articulated around paid work in the formal sector. The 

benefits are generally linked to employment by third parties, so they have minimal relevance 

and applicability in contexts involving the informal sector. 

 In the case of measures that provide money for care services, the benefits are granted in 

return for looking after someone within the family environment. They recognize that some 

people, generally women, are not in the labour market because they are providing care 

services, and that the care task in question should entitle them to pay or social rights. These 

measures cast both light and shadow; they can be seen as having an effect that perpetuates 

inequality, because the benefits tend to be very small and they perpetuate the sexual division 

of labour; but they are also a way of valuing the work that women already do in their homes, 

and thus grant them a degree of economic independence. The challenge is how to recognize 

and value the tasks which already exist, by granting economic and social rights to the 

individuals who perform them, without reinforcing the situation in which most care services 

are provided in this way.  

Care services may be provided in the home (home-based assistance), or in institutionalized 

settings (residences for older persons, child-care centres), or in the work place. The 

fundamental issue when generating such services is their universality and how they are shared 

between the public and private domains. This debate will not be specifically addressed in this 

paper however.  

Care policies have an entity of their own which is distinguishable from other policies such as 

those on health and education. But, at the same time, they are directly linked to other policies, 

and their implementation needs these other policies to take account of people’s care needs 

(both in the provision and in the reception of care services). In other words, for care policies to 

be functional, the objectives of constructing a collective responsibility and redistributing and 

up-valuing or reformulating care services must be embedded in all policies.  

The most important policies, with measures that have consequences and effects on care 

services, include the following: social protection policies; education policies; health policy; 

housing, urban-development and transport policies; infrastructure policies; and labour market 

regulation policies, among others.  

The three types of provision aimed at providing care for persons —services, leave of absence 

and transfers— have different effects and implications for gender equality and for the 

different family models which they implicitly or explicitly support.  

 



4. Care policies in Latin America  

Reconciling the demands of work and family life, by redistributing care tasks between the 

State, the market and families, remains the blind spot of public policies in Latin America.  

Despite the progress made on gender-equality policies, economic, social and political 

institutions still operate under the assumption of a rigorous sexual division of labour that 

continues to stereotype women as care providers and men as income providers.  

Most of the labour codes and specific regulations in Latin American countries have prioritized 

maternity protection, and this situation has not changed over the last 30 years. State action on 

care is generally confined to protecting the working mother within the framework of formal 

employment and child-care provision.  

Gender equality forms part of the public-policy agenda of the region’s governments —many of 

which have adopted national laws on care quality, implementing budgets with a gender 

perspective and mainstreaming gender in planning systems. The Bolivarian Republic of 

Venezuela, the Dominican Republic, Ecuador and Plurinational State of Bolivia have recognized 

women’s unpaid work in their political constitutions. In Costa Rica, Ecuador, Jamaica, Suriname 

and Uruguay care needs are gaining the status of a specific public-policy domain.  

For more than two decades all Latin American countries have recognized the care rights 

defined in various international instruments (the Convention on the Rights of the Child, the 

Convention on the Rights of Persons with Disabilities, the International Covenant on Economic, 

Social and Cultural Rights (ICESCR) and Convention 156 of the International Labour 

Organization (ILO) on equal opportunities for workers with family responsibilities); and the 

entitlement to care has been enshrined in the political constitutions of several countries. 

Nonetheless, a study of labour regulations on maternity and paternity leave reveals the need 

to deepen the recognition of care and co-responsibility as a universal right. At the same time, it 

is important to review the gender bias that exists in care regulations, which tends to focus 

basically on the person who is entitled to care, while neglecting the rights of those who 

provide it. Policies on care, both for children and for dependent persons, need to be framed in 

an approach that integrates and harmonizes the rights of children, persons with disabilities 

and other dependent persons with the rights of women caregivers and gender equality.  

States have a central responsibility for care provision, both in the public domain and in the 

market and civil society, ensuring that the care rights of dependent persons (children, persons 

with disabilities and older persons) are upheld, but also that the rights of caregivers are 

recognized (such as unpaid or voluntary work).  

In that regard, 20 of the region’s countries today have laws on leave for maternity and 

maternal breast feeding; 12 countries have legislation on paternity leave (although very 

limited in terms of the number of days granted); 18 countries have laws on disability; four have 

legislation on domestic work; and nine have signed ILO Convention 156 on equal opportunities 

for workers with family responsibilities (http://oig.cepal.org/es)  

A number of laws relating to the care of individuals have been passed by different countries; 

and there have been significant legislative developments on parental leave in the region in 



recent years. In Latin America, 13 countries have introduced paternity leave following the birth 

of a child, which often also applies in the case of adoption. Leave periods vary from two days in 

Argentina and Paraguay and three in the Plurinational State of Bolivia, to 14 days in the 

Bolivarian Republic of Venezuela and 15 days in Costa Rica. Colombia, Peru and Puerto Rico 

grant between four and eight days, while Ecuador allows 10 days. In Chile, under its new 

postnatal law, mothers can transfer up to 1½ months’ leave to the father. In several countries, 

the number of days’ leave is extended in the case of multiple births or if an illness is involved. 

In Uruguay, as elsewhere, the extension depends on whether the private or public sector is 

involved. 

The most far-reaching steps taken in the region, towards greater equality in terms of care are 

of a legal and regulatory nature, contained in legislation and in regulations, and also in 

constitutional provisions. 

Moreover, while substantial systemic changes are not yet discernible, in some countries the 

consolidation of national systems or care-service networks is starting to appear on policy 

agenda. Elsewhere the debate includes the issue of care as one of the pillars of social 

protection. Service coverage is expanding, and steps are being taken to organize systems in 

some countries, such as Uruguay and Costa Rica.  

Care services generally have low coverage rates and, in particular, operate in a weak 

institutional framework. As the care dimension has traditionally not formed a pillar of public 

policies, programs that fulfil external functions are generally subsumed under other rationales. 

In many cases, national programs that directly or indirectly refer to care services are included 

in programs of poverty reduction or social assistance to poor or vulnerable families or 

individuals. They often take the form of conditional transfers that seek to encourage access by 

children and, sometimes, older adults, to health services (nutritional programs, immunizations, 

periodic checkups, among others) or education, and hence to school canteens. Others address 

care on the basis of provisions related to child or older-adult nutrition, and many are linked to 

health components. 

5. Uruguay: the National Care System (SNC) 

In Uruguay, a country with a strong historical legacy of social protection, care provision is 

currently at the centre of the public agenda and is an emblem of social public policy. The 

design of a national care system forms part of a wider-ranging process of social reforms that 

began in the country in 2005, encompassing changes to the health system and social security, 

and also tax reform.  

Several actors have played a key role in the process of conceptualizing care, building the 

notion of the “right to care” and placing the topic on the social policy agenda. Leading players 

include academia, women’s organizations, the National Women’s Institute and international 

cooperation. The need to construct a system of care services has also been expressed in 

different activities organized by the national government, academia, civil society and 

international cooperation (Batthyány, 2012). Information and knowledge have played a central 

role in recognizing the care crisis and in placing the subject of care with a gender perspective 



on the public agenda, basically through indicators that have been provided by the time-use 

surveys and the conceptual contribution of academia.  

This system seeks to channel and promote the changes that are unfolding in the population at 

large (birth rate, ageing), and also in families (the sexual division of labour, care deficit) and in 

the labour market (an increase in the female participation rate, reduction in the female 

unemployment rate and equal conditions for men and women in the labour market).  

Among the fundamental concepts underlying the need for a care system, it is important to 

highlight the following:  

 The recognition of social rights by the State, and the definition of co-responsibilities in 

caring for dependent persons, is based on the notion that persons are rights-holders 

and that the State has a responsibility to ensure that their rights are upheld.  

 The consideration of the country’s demographic dynamic, basically in relation to 

population ageing and the consequent increase in the number of non-autonomous 

persons, resulting from longer life expectancy. In addition, the current demographic 

model consists of upper socioeconomic segments with late fertility producing few 

children; and socioeconomically vulnerable sectors with early fertility and many 

children. The care requirements of these groups are different in this regard.  

 The economic fundamentals: firstly the progressive increase in female activity rates 

over the last few years, the rise in formal education levels, and the need to be able to 

earn an income to achieve higher levels of economic autonomy; secondly, the 

foundations for long-term economic development, if we succeed in improving the 

education levels of the entire population, starting with the new generations; and 

thirdly, the provision of care services by the market which poses problems that justify 

State intervention. 

In relation to the target population, three large groups were identified for targeting by the 

system: children from birth to 12 years of age, specially focusing on the 0-3 year age bracket; 

dependent persons with disabilities; and dependent older adults. The system is intended to be 

universal, so it should ultimately reach all persons belonging to these population groups. 

Nonetheless, as of today, criteria are being discussed for targeting the most vulnerable 

population groups, at least for initial implementation of the system.  

The right-holders of the National Care System are those people who are in a situation of 

dependency, considering as such the people who require specific support for the development 

of their activities and the satisfaction of basic and instrumental needs of daily life. 

For this reason, they are considered people in situation of dependence:  girls and boys up to 

twelve years old (although for the first plan 2016-2020 the priority is in 0 to 3 years old); 

people with disabilities and the elderly with lack of autonomy to develop the activities and 

meet by themselves their basic necessities of daily life. The caregivers whether paid or unpaid, 

mostly women, are also considered as subjects of the policy. 

It is important to point out that the population is not growing in Uruguay and at the same time 

a relative aging process is happening. Thus, on a total of almost 3.3 million, the population 



from 0 to 5 years reached 265,600 people at the same time as the population aged 65 or over 

went from representing the 7.6% of the total in the Census of 1963 to 14.1% in the Census 

2011. 

The absolute number of households with small children has increased, from 192.000 thousand 

homes in 2006 to 224.000 thousand in 2013 and of that total, 37%  are households with boys 

and girls under 6 years old.  

Older people within the structure by ages of population constitute a group with an important 

and increasing weight as a consequence of a low birth rate, a low mortality rate and slow 

natural growth of the population. Older people make up 14% of the  Uruguayan population, 

and an important proportion (13%) are those aged 85 and over. 

In addition to the advanced demographic transition process, there are two other factors that 

shape the reality of aging in Uruguayan society: one is the increase in the proportion of people 

of 65 years old and over and the other is the feminization of the aging. 

In Uruguay, 11.5% of the elderly 65 years are in a situation of dependence. Also, of the total of 

the elderly people a 3.2% (approximately 15000 people) are in a situation of severe 

dependence. As the background points out, the levels of dependence and the severity of it 

increase exponentially with age, reaching levels of 17% and 4.6% among those over 75 years 

old respectively. 

With regard to paid work in care, the current sources allow to estimate this population in 

about 60000 people, of which 55% are dedicated to childcare, and 45%  to elderly people and 

people with disabilities. 

The low levels of training and remuneration, and high levels of informality appear as the main 

challenges of the SNIC, in a population where more than 95% are women. 

The issue to be resolved in the case of early childhood is how to define a public policy that 

guarantees both the right of children to comprehensive development, through quality care, 

and the right of families to receive support in this co-responsibility through actions that 

reverse the unpaid female work load that this care entails. The proposals presented on early 

childhood combine services, leave periods and benefits.  

For children under 12 months, a lengthening of maternal, paternal and breast-feeding leave 

periods is proposed, covering private-sector female workers, single-person businesses and 

small- scale taxpayers affiliated to the simplified tax regime. In addition, a National Home-

based Care Programme will be created to provide care services in the home, prioritizing the 

youngest children. Thirdly, services outside the home, both public and private are promoted. 

In the case of public centers, the aim is to universalize daily care (four hours minimum) for 

children between two and three years of age. A further aim is to promote the creation of child-

care units in firms to look after the employees’ children and others living the zone in which the 

firm is located, so as to foster inclusion in these centers. 

The application of care policies for the population living in situations of dependency owing to 

disability requires unified criteria to determine the provisions and services in question. This 



involves creating instruments to assess degrees of dependency (severe, moderate and light), 

which take account of the need for assistance by third persons and support to undertake daily 

activities, along with the socioeconomic and cultural contextual factors. Care services, both in 

and outside the home, include personal and non-personal support. Personal support involves a 

third person (a caregiver or personal assistant other than a family member), whereas non-

personal support includes technical and technological support of all kinds, along with support 

for home adaptation and accessibility.  

Specifically, for persons with severe and moderate dependency, the proposal involves a 

personal assistant for activities both inside the home and outside it. The system offers a 

personal assistant for a specified number of hours per week, to take over some of the care 

generally provided by the family. A tele-assistance service is also proposed. 

The National Care System substantially implies a cultural change. The State is involved for the 

first time in the theme of care, from a systemic logic, based on conceptual principles.  All this 

will involve a long process of transformation in the common sense of Uruguayan society. 

6. Conclusions: challenges in constructing the care society in the region  

Today, the topic of care is indisputably gaining a place on the region’s public agenda, as the 

focus of analysis shifts from the private domain of families to the public sphere of policies. This 

positioning process, which has progressed to varying degrees according to the country being 

analysed, is based on the inclusion of the gender and rights perspective in the care system.  

Key milestones in this process were the information obtained from time-use surveys, which 

revealed the gender injustices present in the distribution of the care burden, analyses of the 

social organization of care and demographic and family changes, together with more 

integrated views of social-protection systems.  

Care policies are a work in progress; and, like any other public policy, they need to take 

account of multiple interests that manifest themselves in the different stages of the 

production cycle, according to the national reality and context. In a situation characterized by 

multiple interests, actors, resources, objectives and rights, it is nonetheless possible to 

highlight a number of elements in terms of lessons learned and main challenges.  

Firstly, it should be noted that the current social organization of care suffers from a major 

imbalance between the four domains of access to welfare: families, the State, the market and 

civil society. This social organization of care is based mainly on the unpaid work that women 

do in the home, and is highly stratified. 

 Secondly, the need arises for public policies to recognize, reduce and redistribute the work of 

care giving and foster change in the current sexual division of labour. There are two key 

redistribution mechanisms in this context: the first aims to affect the division of unpaid care 

work within households, in other words between women and men, so that the latter increase 

their share of domestic chores and care tasks. A second mechanism targets the division 

between the institutions and main care actors, because nearly all of the responsibility is 

currently delegated to the families. In both mechanisms, major State intervention is needed in 



terms of policies and programmes to alleviate the burden that currently falls on women in 

their households.  

Thirdly, the different components of the social policy network need to be integrated and 

mutually strengthened, so as to enhance care provision and promote an intersection between 

gender equality policies, those of co-responsibility and those promoting the rights of 

dependent persons (children, older adults, persons with disabilities). On this point, a critical 

analysis of welfare and social-policy regimes from the gender perspective is very useful for 

specifying some of the programmes and policies that are relevant in this framework. The 

design of care policies has a major potential impact on equity in the income distribution; on 

equity between men and women; on fostering processes of demographic change; on the 

sexual division of labour and on the care deficit at the family level; and on the labour market.  

Fourthly, a specific challenge concerns the actual moment of designing and formulating 

policies and the inclusion of the gender and rights perspective from the outset. Policy design is 

important — among other reasons, for the creation of synergies between the objectives 

related to co-responsibility and specific objectives of the sectors that require care. It is also 

decisive for achieving more homogeneous access to quality services for all people, irrespective 

of the social sector to which they belong, and to guarantee the sustainability of the different 

programmes in time. In our countries, social inequalities are closely linked to the unequal 

provision of family and social care, forming a genuine vicious circle: families that have more 

resources have greater access to quality care, but also have fewer household members to care 

for. In contrast, those with fewer means to gain access to market-based care services, but 

larger care burdens, accumulate disadvantages owing to the heavier burden of domestic family 

tasks, difficulties in accessing public services, and the need to make use of informal female 

care-givers.  

Fifthly, there is the notion of the care system as a regional challenge. Overall, a care system 

involves rethinking sector-based public policies with their own institutional framework, 

financing, governing bodies and regulation, provision of services, and redefining services and 

attributions which in some cases were envisaged exclusively as part of specific “sectors” —

education, health, etc. being clear examples. Care systems aim not only to generate a public 

policy towards dependency but also to encourage cultural change: the change of the sexual 

division of labour in the framework of current models which are family based, toward 

solidarity-based and co-responsibility models. It is important to construct a common discourse 

around the topic of care; and, as noted above, this constitutes the initial stage of the process. 

To that end, conceptual and information-producing contributions are crucial. In the conceptual 

domain, the main contribution that has made it possible to reveal gender injustices in care are 

time-use surveys and studies on the social organization of care, principally child care.  

Lastly, if we now analyse the current critical challenges to be resolved when implementing 

integrated care systems or policies, we find that the first is universality. The targeting-

universality dichotomy is one of the greatest tensions in the current design of policies. Care 

policies should not be considered as either targeted or social-inclusion policies exclusively. The 

experiences analysed show that while universality is put forward as a proposal at the level of 

discourse, targeting is generally imposed when implementation actually takes place.  



The second challenge concerns the tension between the development of policies that are 

gender-fair, promote a better balance in care and encourage women’s incorporation into 

labour market, and the approach that prioritizes social investment in childhood health, 

targeting the least-favoured sectors. This tension also ultimately represents a struggle 

between the rights of children and the rights of women. 

 Thirdly, there is a quality challenge in terms of developing care policies: quality in the services 

to be supplied, and quality of jobs in the care sector, upholding the labour rights of male and 

female workers, with adequate pay.  

The fourth challenge is intersectorial articulation and coordination in providing public services, 

so that they operate on a comprehensive basis, engaging the different sectors related to the 

subject: childhood, social security, health and education, among others.  

The fifth challenge concerns the inclusion and mainstreaming of gender in the design, 

formulation and implementation of these policies and their systems. On this point, the 

hierarchical level of the gender mechanism and the possibility of negotiating budgets and 

actions are crucial.  

Lastly, mention should be made of the domains of action needed in care-policy formulation 

processes, which are important for gradually and progressively moving towards care-policy 

formulation and the objective of promoting care as a social responsibility.  

The available spaces and mechanisms encompass a wide spectrum of possible options, 

including the following:  

 Expand the coverage and supply of care, by developing new care services. The State 

has a central role to play in the organization of this for the care of children, older 

adults and persons with disabilities.  

 Guarantee quality services for all, setting minimum standards. The State has the role of 

regulating and supervising the services provided, and promoting integrated services.  

 Adapt the supply of services to the needs of workers of both sexes with family 

responsibilities, through actions that facilitate time management.  

 Promote quality jobs for persons who work in the care sector, based on the supply of 

public care services and labour market regulation.  

 Provide special attention to the occupational segregation associated with paid work in 

care services, which affects wage gaps and the fact that these occupations are closely 

associated with situations of vulnerability and poverty.  

 Improve labour regulations in the field of care services —particularly, but not only, 

domestic service.  

 Recognize the important contribution women make in the form of unpaid care 

provision, through the corresponding social-protection, equality and redistributive 

policies.  

 Further develop mechanisms for enforcing the right to care, in conformity with the 

international human rights instruments ratified by each country, and the rights 

enshrined in national constitutions.  
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