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SEEKING COMPASSIONATE WOMEN:  Health Care Managers’ Images of Low-Wage Care Workers  in the Context of a “Labor Crisis”

Work tasks traditionally associated with women are either ignored completely as part of organizational job evaluations or awarded little value (Acker 1989; England 1992; Jacobs and Steinberg 1990).  Feminine work, like “caring, nurturing, mediating, organizing, facilitating, supporting, and managing multiple demands simultaneously” are devalued by deeply entrenched workplace practices that favor technical and managerial work dominated by men (Acker 1989: 213).  Jobs involving feminine nurturing are particularly devalued.  The feminine job skills required in calming or reassuring someone who is distressed, for instance, are assumed to be widely available in the labor pool, originating from basic knowledge or inborn tendencies, rather than as trainable through formal schooling or on the job.  


The cultural devaluation of feminine tasks leads to an indirect form of wage discrimination against work dominated by and associated with women.  This premise was central to the comparable worth movement and the notion that a job, as well as an individual or a group, can be gendered (Nelson and Bridges 1999).  This important point, largely missed by sociologists of work, has been called the “cultural devaluation thesis” (England, Hermsen and Cotter 2000). 
 


The current article examines how the cultural devaluation of feminine work tasks operates in a care work setting.  My qualitative case study demonstrates specific ways in which the cultural devaluation of feminine work tasks is legitimated and facilitated by professional women in the workplace. 
In explaining the cultural devaluation of women’s work, feminist scholars have focused on the role that men play in excluding women from jobs filled predominately by men and in devaluing jobs filled primarily by women (Acker 1989; Cockburn 1983; Milkman 1987). Paula England (1992:121), for instance, argues that men employers systematically favor the interests of other men through “selective altruism toward male employees, or collusion with them.”  In the health care arena, men-centered altrusim and collusion is an apt characterization of the historical trajectory of physician control over women-dominated fields, such as midwifery and nursing (Ashley 1976; Starr 1982).  Care work scholars have also pointed out that women have always performed the individualized, time-consuming attention to unpredictable human needs and this work is culturally devalued within macro-social systems such as bureaucracy, profit-maximization, and medicalization (Cancian and Oliker 2000).


  I extend this cultural feminist scholarship by demonstrating how women health care managers also maintain the status quo.  They do so by undermining potential improvements to the working conditions of aides, the occupational group, dominated by working class women, performing the majority of hands-on grooming, cleaning, dressing, and routine monitoring of patients in a myriad of health care settings.
  I found that even during a crisis moment – a “labor crisis” as many managers referred to it – when aides were in high demand and short supply, managers were reluctant to alter material working conditions.  I show how women managers acted as participants in a cultural system that undermines the value of feminine work by framing the crisis, not as a problem of working conditions, but as a problem of workers, idealizing a middle class version of feminine self-sacrifice and vilifying workers who did not fit this ideal.  

In setting the stage for this analysis, I begin by reviewing what other feminist scholars have found with regard to the monetary devaluation of care work.

THE WAGE PENALTY FOR CARE WORK 

Drawing from previous care work scholarship, I define care work as a set of job tasks in which care-receiver and caregiver are in contact, and involving direct emotional and physical labor, as opposed to more distant forms of caring, such as broad oversight or financial support of care work (Aronson and Neysmith 1996; Cancian and Oliker 2000; Tronto 1993).  

Emotional labor – the work involved in producing the proper state of emotions in others (Hoshchild 1983) – is central to the work that aides and other care workers (such as child care or hospice workers) perform.  Distinct from the “marketing of affect” present in many other service positions, care workers are expected to “connect” to needy individuals and to attend to their unpredictable bodily and emotional needs (Foner 1994:151).  Another distinguishing feature of aides’ and other care workers’ jobs is the performance of intimate “dirty work,” the physically-arduous and messy cleaning of incontinent patients’ bodies, beds, clothing, and immediate physical surroundings, eschewed by higher paid professional health care workers (Jarvis 2001).


Low wages have been a persistent feature of jobs involving nurturing and intimate dirty work.  In fact, quantitative social scientists have demonstrated empirically that workers employed in jobs involving these tasks suffer from a “wage penalty.”  That is, care workers earn lower wages than would be predicted by their human capital, industry variables, the difficulty and skills involved in the work, or even the percentage of women in the job (England and Folbre 1999).  Scholars have also found that the intangible emotional aspects of care work are not written into job descriptions, job evaluation schemes (Jacobs and Steinberg 1990) or government and health care insurance reimbursement systems (Diamond 1986; Eaton 2000).  



Feminist theorists explain the care work wage penalty in terms of the gendered invisibility of emotional work stemming from the particularly marginal place of feminine tasks originating in the home, such as bathing and feeding others (Badgett and Folbre 1999).  The devaluation of care work is further explained by its similarity to paid domestic service.  Care work, similar to domestic service, is performed disproportionately by racial and ethnic minority women and overseen by white middle class women, whose status is enhanced as a result of ridding themselves of “dirty work” (Rollins 1985; Romero 1992).  Race, gender and class have always structured occupational positions in the health care industry, and informed the cultural value accorded to various forms of health care work (Glenn 1992; Hines 1989).  Within the mostly white women’s occupation of registered nursing (RN), Agnes Calliste (1996) argues that the few Black women who rise to the level of RN continue to be subjected to gendered racism.  She explains that “the image of the black nurse is the antithesis of femininity and the opposite of the softspoken, compassionate, nurturing, rational and professional nurse.” Other researchers downplay the significance of race and ethnicity in dividing women health care workers.  Nancy Foner (1994:149), for instance, in her ethnographic study of nursing home work, argues that occupational position, more than race, divide workers.  She writes, “racial differences [between workers] feed into and intensify, rather than create, divisions between groups.”  


To better understand how the interlocking systems of gender, class and race operate to devalue care work, I explore how these cultural images structure women managers’ responses to a labor crisis.  My study moves beyond theorizing about cultural devaluation as a ubiquitous heritage of gender, class, and race stigma, to identifying a pervasive discourse of sacrifice, that builds on gendered, classed, and racialized images and juxtaposes love and money.

METHOD 


My interviews with health care managers provide a window into the complexities and contradictions inherent to the cultural devaluation process.  Although part of a larger study (Whitaker 2003), the findings for this article rely on 32 semi-structured, open-ended interviews I conducted with managers in six Wisconsin health care organizations between January 1999 and June 2001.
  All the organizations were experiencing high turnover of aides, and several managers referred to the problem as a “labor crisis.”  


Respondents represented two general levels of management and a variety of health care services and organizational types.  Eighteen of my respondents were administrators; fourteen were low level or “direct” managers.  Half of my interviews were conducted with managers at GentleCare (a pseudonym), a large integrated health care organization located in Milwaukee, consisting of several hospitals, clinics, nursing homes, and a home health agency, and employing over 800 aides.  I conducted the remaining interviews with managers of organizations participating in a pilot worker retention program, designed by a local medical school, to lower aide turnover.  The organizations I studied consisted of one mid-sized and two large assisted living organizations, and two mid-sized home health agencies in various locations throughout the state.  Interviews lasted between one and two hours, and all, except one, were taped and transcribed.
  In addition to interviews, I also conducted aide classroom and clinical training observation for approximately eight weeks at GentleCare, where I had ample, albeit intermittent, time to interact informally with aides’ managers and trainers.  


  My interview sample of managers was comprised almost exclusively of white women: 30 of the 32 were women; 31 were white and one was Black.   In other regions of the U.S., particularly California and New York, recent immigrant women (Latinas and Caribbean Blacks) fill a large share of aide positions (Diamond 1986; Ong et al 2002).  Among the aides that managers in my study oversaw, by contrast, there were few recognizeable recent immigrants.  The largest racial minority group of aides was U.S. born Blacks.  In all of my research sites, the aides whom managers supervised were mostly white (70 percent at GentleCare; 78 percent in the worker retention program organizations) and overwhelming women (96 percent at GentleCare (n=832); 94 percent in the worker retention organizations (n=625)). 


Although the racial characteristics of aides are not regionally homogenous, the  division of labor, and subsequent income disparities between managers and aides in my study, are generalizable to other parts of the U.S.  Based on my analysis of staff RN wages at GentleCare, RNs earned almost exactly twice the wages of aides in the same organizations.  Thus, although I did not have access to management salary information, it is safe to assume that most managers, particularly high-level administrators, earned at least three to four times that of aides.  Due to labor shortages, aides employed by the organizations in the worker retention program (n=625) were employed close to full time, 33 hours per week on average, with a mean wage of $8.20 per hour, and only 30 percent received health insurance from their employer.  At GentleCare, workers were employed on average 31 hours per week.  Full time aides at GentleCare hospitals and home health sites (my focus area within this organization) could purchase health insurance and earned slightly higher wages than aides at the other five organizations.  Based on my analysis of GentleCare wage data in 2000, hospital aides (n=760) earned a mean wage of $10.10 and home health aides (n=72) earned a mean wage of $9.82.  


As a university educated, white woman, I shared similar social characteristics as my respondents.  I judged that this reduced potential interviewer effects.  Moreover, the specific questions I asked were designed to be non-threatening: centered on respondents’ descriptions of organizational policies for recruiting and retaining aides in the midst of high staff turnover and their perceptions of aides’ skills and job difficulty, the ideal worker, and the underlying causes of high turnover. Despite these nearly ideal interview conditions, the study methods were limited in that I conducted only a handful of repeat interviews and extended observation of the study participants.  For this reason, I was not able to develop the type of rapport with managers that might have promoted a more open dialogue about gender, class, and race. Instead, I found that respondents spoke in recognizable, but coded language. In my analysis, I focused on these types of coded concepts, as well as more explicit, discourse. 

Before exploring the images that managers used to describe low waged care workers, I would like to back up and discuss managers’ relationship to care work and their role in setting wages.  This is necessary since this background sets the stage for my central thesis: women in management positions, who have performed care work themselves in the past, ironically, are active agents in its monetary devaluation.
MANAGERS, CARE WORK AND WAGES


The health care managers I interviewed ranged from senior administrators in charge of nursing operations or a chain of assisted living organizations to low-level (hereafter “direct”) managers who directly supervised nurses and/or aides.  As a group, managers shared a somewhat contradictory relationship to care work that I expected would complicate their views on aides’ work and perhaps the labor crisis.  On the one hand, as I show in the next section, managers were familiar with the emotional and physical challenges of care work, since the majority rose from the ranks of “staff” registered nurses (RNs) and had thus participated in patient care work at some point in their careers.  On the other hand, managers no longer physically participated, or typically even observed, patient care in their capacity as supervisors; this was particularly true of senior administrators, whose broad charge was to oversee direct managers, and formulate, evaluate, and revise organizational policies related to patient care operations.  Administrators spent the majority of their time in meetings with other administrators or teams of direct managers, and with few exceptions, rarely interacted directly with aides or patients.  By contrast, direct managers worked closely training and supervising RNs and aides who provided the day-to-day patient care; however, like administrators, direct managers’ status and pay level, is predicated on the absence of engagement in emotionally and physically messy care work (Davies 1995; Glazer 1993).  In general, my respondents’ relationship to care work can be characterized as familiar, yet structurally distant.  


The amount of control managers wielded over working conditions for aides varied by management level.  Senior managers established wage rates, benefits, patient loads, and training standards for direct managers, RNs and aides – within state licensing regulations and organizational financial limitations.  Direct managers had minimal discretion in establishing pay scales for aides.  However, they could act as advocates on behalf of aides’ patient loads, wage levels, and other working conditions, through management councils and informal meetings with senior managers.  Although managers had variable levels of direct control over aides’ working conditions, they all had a role to play in advocacy; thus, their framing of the labor crisis was significant to how organizations responded to it.  

 
Informed by the cultural devaluation thesis, I expected that managers would characterize aides as unskilled and easily replaceable.  However, given managers’ occupational history as caregivers, I also expected them to hold a sympathetic stance toward the problems experienced by care workers.  Given that turnover of aides was acute in Wisconsin during the period of my research (Sager et al, 2002; Dresser, Lange, and Sirkus 1999), I hypothesized that managers may have had a heightened appreciation for the monetary value of aides’ work.  I assumed that managers would be cognizant of the connection between poor working conditions and labor instability, given that health care labor analysts widely believed low wages to be a key cause of high turnover (Feldman 1994; Fitzgerald 2001; Eaton 2000; Dresser, Lange, and Sirkus 1999; Stone and Weiner 2001).  In brief, I reasoned that managers’ close connection to care work, combined with the serious worker crisis, would weaken the hold of culturally devaluing rhetoric and practices.  I hypothesized that the labor crisis would present the ideal conditions for an improvement in the structural conditions of work – and that this need to improve aides’ working conditions would be justified through managers’ presentations of workers’ needs and their value to health care organizations. 
I found that the majority of managers recognized the work as arduous, but did not advocate for changing the structural conditions of work. Although managers discussed the difficulties of the work tasks, they typically devoted more time rationalizing the poor working conditions and finding fault with workers. Almost every respondent presented two contrasting worker images, which I refer to as the middle class feminine ideal and the problematic worker.  Together this strong bifurcated framework – held fairly consistently across work sites and levels of management – underlies managers’ analyses of and reactions to the labor crisis and ultimately, I will argue, legitimates the cultural devaluation of care work.
AIDES’ WORK: “LOW WAGES, HARD WORK, AND DEALING WITH HUMAN MESSES” 


Care work, the cultural devaluation thesis suggests, is likely to be misjudged as requiring capabilities widely available in all women, such as nurturing or dealing simultaneously with multiple tasks.  Given its association with free labor in the home, the difficulty of care work is underestimated and the skills it entails are viewed as plentiful in the labor market (Folbre 2001).  As a result of employer misrecognition (or collusion), care work will be, according to the cultural devaluation thesis, accorded low market value, irrespective of the actual difficulty of the work and the true availability of the skills in the labor market.


My interviews with health care managers reveal that managers did not underestimate the demands of the job. With few exceptions, when I asked managers to talk about the work performed by aides, they characterized it as involving extreme physical and emotional demands.  Aide work, they consistently told me, requires workers to be on their feet continuously, responding to, transporting, and lifting patients, and working under emotionally challenging situations: where they were exposed to patients’ physical and psychological suffering, death, and dying.  Managers often mentioned other hardships associated with the job, such as the endless responsibility for wiping bodily waste, and occasional mistreatment by patients, co-workers, and supervisors.  Moreover, almost half of the managers, equally split between administrators and direct managers, recognized low wages as a negative characteristic of the job.  Grace, an administrator of an assisted living facility, summed up a nearly universal sentiment among managers, when she described the job as combining “low wages, hard work, and dealing with human messes.”


Managers typically compared aides’ work with other competing secondary sector jobs in fast food or retail, as similarly paid but more difficult.  Holly, for instance, an RN manager who trained new aides and RNs in GentleCare hospital settings, said that aides had “overwhelming responsibilities.”  She emphasized the fact that over the past decade the number and “absolute sickness level” of patients had transformed the job of a hospital aide into a more technically challenging position, wherein patient cleaning is performed around multiple tubings, drains, and intravenous lines, and where occurrences of patients’ life threatening health complications were increasingly common.  Moreover, she proposed that the emotional labor involved in care work made it more difficult than other competing secondary sector positions, such as retail work.


It’s much easier to be in so many other jobs....If you’re just working at Kohl’s 

Department Store - just take their money and send them on their way.  You don’t 

have to get into any intimate stories. You don’t have to hear about their concerns, 

none of that...  Lots of young people would prefer that - not dealing with people’s 

concerns and needs.

Holly elevated the work performed by aides by depicting the competing retail sector as just about taking money.  Her account reflected an important recognition of, not only the importance and difficulty of the technical and physical work, but also the emotional strains of the job.   

Holly was not alone in her assessment of aide work as difficult.  In fact, the most prominent theme to emerge in my interviews with managers, regardless of work site or level of management, was the perception that their organization was contending with challenging national health care trends (Brannon 1996): increased patient loads and an older and more critically-ill patient population.  Another important and consistent theme was managers’ portrayal of aide turnover as creating a domino-effect, with understaffing and use of temporary workers fueling further aide turnover, all of which was disruptive to the provision of services.

Just as managers expressed consistent opinions about the challenges of care work, they also had equally ready and similar responses about the underlying causes of and solutions to high aide turnover.  However, most of the managers assessed the labor crisis, not by referring back to these taxing working conditions, but, with only a few exceptions (presented next), by reverting to gendered, classed and racialized judgments about care workers.

MANAGERS’ SOLUTIONS TO THE LABOR CRISIS 

In their assessment of high turnover and numerous vacant positions, regardless of the health care site, managers told me that aides left their positions because of the arduous physical and emotional aspects of the job and the difficult nature of providing intimate care for dependent people. 


For a minority of respondents (4/32), all of whom were direct managers, high levels of turnover brought into focus the fact that aides are simply underpaid, undertrained, and overworked.   The following interview excerpts represent two such analyses:

I personally believe that we need to pay the nursing assistants more.  I mean that’s just me.  But, when I see what somebody who’s the checker at Pick ‘N Save gets and you know the stress that [nursing assistants] have to put up with compared to the stress it takes to check me out at the Pick ‘N Save… I think that’s one thing I think that we have to look at, how are we compensating them for the work that they’re doing. (Andrea, Nurse Manager, GentleCare)
[This hospital] is probably not going to go out on a limb and you know start paying more but I don’t know, I mean … the flipside of it, I know money’s not always the answer for 
getting more people you know into the role, but I think sometimes that’s it. [Also,] at times I would have to say [the situation may improve] if the patient load was a little bit less, maybe. (Myra, Nurse Manager, GentleCare) 

These respondents, all of whom interacted with aides on a daily basis, felt that the workers they supervised should be compensated at a level commensurate with the intensity of the work and the skills it entailed.  Each of these women held the organizations they served responsible for the labor crisis, even if they may not have had the power, in their low level management positions, to independently change working conditions.


However, most managers (8/14 direct managers and 18/18 administrators), in spite of their acknowledgement of the difficulty of aides’ work, did not problematize working conditions when discussing solutions to the labor crisis.  Although less consistent among direct managers than administrators, the dominant management position was to accept the working conditions – that is, the combination of “low wages, hard work, and dealing with human messes” – as unproblematic.  For these managers, workers were the primary problem.  Thus, the majority of managers suggested some combination of the following solutions to the labor crisis: casting a wider recruitment net, enhancing screening criteria, and/or offering additional training to aides in “soft skills.”  At a time when there were market pressures to raise wages, all of these proposed labor market strategies were non-monetary in nature.  Moreover, the trepidation with which those in the minority view stated their case, their tendency to qualify their positions (e.g., Andrea’s, “that’s just me,” and Myra’s, “I know money’s not always the answer”) underlines the hegemonic position of the non-monetary view.  


Next I show how the dominant non-material solutions posed in response to the labor crisis were grounded in a preference for a middle class feminine ideal worker and a romanticization of care work as something akin to volunteer labor, performed for love and not “just for the money.”   

THE MIDDLE CLASS FEMININE IDEAL


The way managers discussed aides’ skills offered a window into their overall framing of the work and workers.  In short, managers naturalized aides’ skills by reducing their capabilities to women’s disposition or nature thus, obscuring the features of the practice that define it as work (Tronto 1993).  I have argued that managers were cognizant of the difficulties of care work, since many of them had past experiences performing care work themselves and, at least among direct managers, had ongoing contact with aides and patients.  However, when managers talked about skills, they focused, not on tangible abilities, but on workers’ non-monetary reward expectations.  


Consistent with a non-material response to the labor crisis, managers focused on a good worker’s “compassionate” disposition, which they commonly juxtaposed to financial motivations. For instance, when I asked Deirdre, an assisted living administrator, about skill requirements for the job of an aide, she talked not about skill, in the normative sense, but about workers’ non-monetary reward expectations.

If you’re here because you just want a paycheck or you just need a job, it isn’t going to work because you need a higher calling.  So, I think it has to go back to the heart issue, you know, do you like caring for people? … [Those who stay with the job] I think they have a purpose behind being there.  Their values for being there are very different.  You know, they maybe had a grandmother that they lost that passed away that they helped with and they just felt that they were giving to that grandmother by caring.  

Deirdre’s mention of workers who “like caring” and her reference to informal caregiving experience emerged as common themes when managers discussed care workers’ “skills.”  Although managers considered aide work to be difficult, when they talked about aides’ skills, they used a discourse of sacrifice, in which they discussed them not as competencies, but as a self-less non-market attitude toward care work.   


Managers’ conflation of non-monetary rewards with “skill” was consistent with their overall resistance to the possibility of raising wages.  Moreover, their responses to my question about aides’ job skills frequently morphed, not only into statements about job approach, but also about job commitment in the face of low financial rewards.  Prototypically, Janice, a home health administrator for GentleCare, evaluated the job of a home health aide as a “tough position that doesn’t pay a whole lot.” When I asked her to identify skills important for the job, Janice replied,


People skills.  I think that’s the most important thing for a home health aide.  I mean why else would you want to do the job, unless you can really relate to people and you enjoy helping people?  Because that’s what that job is.  There’s not a lot of glory to it other than the satisfaction they do get that this person needs me and needs my help and I’m able to help this person.

Consistent with other respondents’ comments about skill requirements, Janice discussed attitudes toward job rewards, rather than actual competencies.  “People skills,” as she used the term, was not meant to connote an ability to communicate or the capacity to establish rapport with patients.  Instead, people skills, in her use of the concept, implied the ability to find satisfaction from interpersonal relationships and helping others – an appreciation for the work.

Managers characterized aides’ skills/job commitment as feelings emanating from their upbringing and experience in caring for others outside the workplace.  They described caring as a trait developed through unpaid work in the domestic realm, particularly from experience as a mother or a caregiver of an elderly relative.  Most managers said that aides’ experiences performing unpaid care work affected their tolerance levels for the stress involved in paid care work.  The ability to handle the stress, Holly, the GentleCare aide trainer, argued, derived through one’s “value system” specifically, one’s experiences as a mother.  Her ideal worker was a woman who, as she put it, is “used to moving….and used to putting her kids in school.”  Some, like Laura, a home health administrator, added a further preference for middle aged workers.  For Laura, the ideal aide would have “helped a grandmother or grandfather or parent through some health problem.”  She would also be a “stay-at-home mom whose kids are now all gone.” 


Extending this logic to the labor crisis, Holly concluded that a worker’s caring disposition is the ultimate measure of whether she stays in the position or exits.  She said, “ SEQ CHAPTER \h \r 1you have to like it.  If you don’t like it, you don’t stay.... [Your level] of concern for other people will probably determine whether you’re going to last or not.”  She suggests that exiting is a natural outcome of some employees’ failure to pass something akin to a “compassion test.”   Work pressure, in this dominant management framework, becomes normalized and unproblematic, even in the face of a labor crisis.  


In sum, managers described workers’ skills as a compassionate approach to the job, rather than a capability.  The dominant emphasis on compassion reinforced the idea that workers should perform aide work for “love,” which was explicitly presented in contradistinction to money.  Next, I demonstrate how managers’ idealized image of a compassionate aide as one who valued non-monetary rewards and eschewed financial benefit was integral to their framework for addressing the labor crisis.
The Ideal Aides “Don’t Work Here For the Money”


Several respondents used a “compassion test” calculus as either a practical consideration or a moral rule.  Bette, an administrator at an assisted living organization, recognized the job of an aide to be laborious.  She described the work as “difficult and low paid.”  However, her assessment of the hiring process for such a job was a practical one, “I mean the person that walks in the door can’t just want a job for money because we can’t pay enough money for all that they do.”  Others, like Nina, another assisted living administrator, held the same view, discussing it, not in pragmatic terms, but in moral terms.   “The main skill we need is caring,” she stated.  In response to my question about the possibility of increasing wages to contend with the labor crisis, she acknowledged its importance, while at the same time downplaying its significance to workers.

I think that’s going to be a benefit, but people working with this [client] population don’t work here for the money.  Obviously it’s important to them.  They need to earn an income.  But, if they truly wanted to make more than this, they wouldn’t be here. 

Nina characterized the ideal workers’ moral approach, their lack of concern for money, rather than her organization’s inability or unwillingness to pay more.  Similarly, Laura, a GentleCare hospital manager, talked about her ideal care worker as having the proper moral orientation to the work: “She wants to work because it feels good…”  She presented this ideal worker in practical terms: “…someone who doesn’t have children and is working to supplement an income, not [providing] the only income.”  In Laura’s case, the practical and the moral justifications for care workers’ low financial rewards complemented one another.



Rather than mentioning practical budgetary limitations, most managers ideologically managed the crisis by invoking moral arguments about a good worker’s desire to help and love.  For instance, Jamie, a human resource director for an assisted living organization, (and one of only two men I interviewed), said that workers’ motivations would be suspect if they were too concerned about the financial aspects of the job.  He claimed, for some dissatisfied employees “it’s just money, [they might say] ‘I want to make more money.’” If this person is hired for the job, he contended, “you just [hired] the wrong person.”  Instead, his organization attempted to hire employees who held, in his view, the opposite motivation, those who might say “I really want something that I can feel good about doing and I’m helping someone.” Similarly, Nancy, a member of senior management in one assisted living chain, explained that her company had raised wages minimally in response to high staff turnover.  Their turnover levels continued to be high; however, she felt they should not pay more.  Her reasoning did not explicitly address any actual financial constraints her organization might have had.  Instead, it rested solely on a conviction about the ideal worker and her reward expectations: those who are either attracted to routine work or motivated by love.  

If we paid $20 an hour, yes we’d attract a higher level work force, but that higher level 
work force would be bored too quickly with the routine of toileting schedules ....Well, why does a mother do what a mother does, or a father?  I mean, that’s for love.  So in order to do a routine job, it either has to be for love or because routine feels comfortable for you.  That’s your speed, and that’s ok.  ... I could hire a whole house full of RNs, instead of [aids], would that be better?  Absolutely not.

Nancy’s comments suggest that a caring workforce, one with the right “skills” for the job, primarily benefits from the “love” they feel for the clients or the comfort they find in routine tasks, both of which are in contrast to higher wages.  In both ideals, the altruistic or low ability worker, Nancy describes images of those who are unlikely to consider other employment options.  


Low wages in this dominant logic, whether accepted on practical or moral grounds, represented a screening device for “compassion,” connoting both a concern for patients and a willingness to sacrifice monetary gain.  Instead of seeing low wages as unacceptable to workers and responsible for high turnover and vacancy rates, this management ideology supports the labor practice of seeking out a workforce willing to perform the work for non-market-like rewards.  

The preference for a worker who does not “do it for money,” clearly excludes a significant portion of working class women, particularly Black and other racial/ethnic minority women, who may not, as Calliste (1996) suggests, conform to the feminine ideal within the nursing realm, and/or are unable to rely on the primary income of a husband.  These are images of a white middle class woman, constructed around the moral ideal of the housewife-mother.
PROBLEMATIC “BOTTOM OF THE BARREL” WORKERS

Relative to the white feminine middle class ideal, managers expressed that too many aides did not compare favorably.  In this section, I show how, even if they do not use the language of class or race explicitly, managers’ framing of the problematic worker relied on images of a clearly low economic class of (and in select cases, Black) woman.  Because the labor market was tight during the period of my research, managers said that they were forced to hire “low quality” “revolving door” workers from (as one respondent put it) “the bottom of the barrel.”  


The majority of managers felt that the labor problem stemmed from the type of people they were hiring for the positions. “It’s no secret,” Melanie, a GentleCare administrator proclaimed, “we’re not choosing from the cream of the crop.” She proposed that the constant turnover of new hires was caused by workers’ failure to demonstrate a caring attitude and implied that they lacked a feminine middle class or servile working class work ethic.  Melanie regarded what she called, the “diminished quality of staff” as the ultimate source of the labor crisis.  I asked her to elaborate.  She replied, “I mean they don’t understand the work, can’t keep up, don’t have the service mentality or the customer service perspective.”    



Some variant of the “customer service” problem came up in virtually every interview I conducted with managers.  Several respondents talked about the problem as a “soft skill” deficit in new workers.  Some of these deficits, they explained, could not be remedied, resulting in workers being fired or reassigned to other non-patient care positions.  


At times discussions about problematic workers were explicitly classed.  Holly, for instance, at the end of a GentleCare aide training session for new hires, told another instructor and me that she was discouraged by some of the “low quality workers” that she was training.  Referring to GentleCare’s attempt to hire workers from Wisconsin’s welfare-to-work program (W-2), she said “Why do we need to hire W-2 people?  Why can’t we keep them from the middle class?”  In this case, Holly references class unambiguously.  Her negative assessment may have also been a racially-coded preference for white women, since the vast majority of participants in Milwaukee’s welfare-to-work program were Black.  


Although references to problematic workers were not explicitly classed or racialized, both images were implied.  For example, the majority of aides at one of GentleCare’s long-term care facilities were Black (due to the residential racial segregation in the city and the location of the facility in a “Black” area).  During my observation of the clinical training of home health aides at this facility, an aide trainer and RN, Sandy, whispered to me that the facility had “really high staff turnover.”  She attributed this problem to the character of the workforce the facility employed: “These are the kind of people who have no sense of job loyalty.”  She said, “They will pick up and leave for 50 cents more an hour somewhere else.”  Sandy’s characterization of these workers as lacking “job loyalty,” stems from, what is for these workers in the 21st century, a gender/class fiction of a woman able and willing to abandon options for higher pay because she is married and her husband provides a sufficient household income.  This statement also disproportionately applies to racial and ethnic minority women, who are less likely to be able to afford to be loyal to a low-paying job.


In referencing soft skill problems, managers frequently compared care workers with other secondary sector workers, in fast food or retail.  For instance, Robin, a GentleCare manager on an Intensive Care Unit (ICU), referred to an aide (whose race and ethnicity were not mentioned) who was “not cut out for this work,” because she lacked “professionalism.”  To emphasize her point, she noted that this worker had “come from a job at Walgreens.” The worker, Robin explained, held the expectation that the unit might establish a “slush fund” to cover employees’ cigarette purchases (apparently, an informal fringe benefit at Walgreens).  Robin asked rhetorically, “how unprofessional is that?”  Despite the fact that aides and entry level retail workers have comparable educational levels, Robin’s statement suggested that the class of workers previously employed at Walgreens were inappropriate for a job on an ICU hospital unit.  Since aides’ uniforms did not easily distinguish them from RNs employed in hospital settings, this GentleCare manager implied that aides should present themselves, not as secondary sector workers (who pool money for cigarettes), but as “professionals.”  Managers’ preferences for workers who did not, as another manager put it, “come from McDonalds,” implied that work as a hospital aide was a more difficult, important, and even prestigious form of work.  At GentleCare, workers were expected to look and act like professionals, like RNs in hospital settings, contending with the emotionally taxing exposure to illness, disease, and complex social relationships. 


On close examination of my data, I found that these negative statements about other secondary sector workers were not made by managers of the organizations involved in the worker retention program, but exclusively by managers at GentleCare, where the work was more “nurse like,” and the racial composition of the city of Milwaukee and the work sites were more racially diverse than in other organizations I studied.  Also at GentleCare disparaging, possibly racially-coded, references to “Walgreen’s” and “McDonald’s” workers were sometimes made alongside other statements about workers’ “life problems.”  For instance, Lisa, a hospital floor manager, felt that aide turnover primarily stemmed from workers’ “personal irresponsibility.”  She described aides who had their phones shut off, and others whose children had “issues at school.”  These types of problems outside of work impacted work commitments, she reasoned.  She said that the work problems her employees experienced stemmed from their own “life problems,” and she dismissed the need to act as their “social worker.”  Aides who depend on social workers for assistance with childcare, employment, housing, or food, are implicitly understood to be non-middle class welfare recipients, assumed to be Black (in Milwaukee), and are as likely be found working at Walgreens or McDonalds as in a care work position.


Based on my interview coding, the “life problem” theme – which reflected managers’ focus on the class-based (and at times racialized) shortcoming of the current workforce, relative to the gender/class ideal – emerged in over one-half of the interviews.  Though, none of the respondents who mentioned aides’ life problems, even direct managers who worked most closely with aides, suggested that their problems managing their finances and family lives might be in any way connected to their low wages and difficult working conditions.  Instead, the majority of managers presented the labor crisis as a worker problem and themselves in turn as victims of a low quality workforce lacking the stability of a middle class existence outside of work.  

Problematic Workers Don’t Need or Deserve the Money


Managers imagined that the ideal worker does not perform care work for the money.  In a wholly complementary manner, they imagined the “bottom of the barrel” worker to not need or deserve it.  Eleanor, a senior administrator of a chain of assisted living agencies, argued that employees might be disappointed with their wages, but that this was not, in her view, the cause of the labor crisis.  Although her organization was contending with exceptionally high levels of turnover, Eleanor was reluctant to mention any problems related to the work, including wages, which might account for them.  Instead, she said some, particularly younger, employees were just “not interested in fitting the work into their schedules,” since they “care more about entertainment.”  Eleanor attributed the labor problem to the large number of “generation X” staff members they hired who in her view were not equipped for the static realities of care work.  


In a similar vein, when I asked Mildred, an administrator of a mid-sized assisted living facility, if aides’ pay levels might cause them to leave; she said “no, I pay competitive wages.”  Beyond this, she said she would not raise wages in response to high aide turnover, since she doubted any additional money would be put to good use.  In her words, she feared workers would just “blow the money.”  The direct manager of the organization, also present for the interview, agreed, decrying the fact that some of the workers “drive nicer cars” than she did.  
 

Some managers resisted the suggestion that there should be opportunities for workers to advance within the organization.  The reasoning used by Nancy, the assisted living administrator, illustrates this sentiment.  She said that the human resource director in her organization was interested in considering a career ladder plan for aides.  Nancy dismissed the idea since, in her view, workers were not interested in this kind of advancement opportunity.  She said the workers employed in the assisted living facilities she oversaw were not willing to “invest in career ladders.”  She elaborated: “They are not the kind to carry day books like you and me.”  Like Mildred and Eleanor, Nancy presented a class-based assessment of workers’ reward expectations that hindered them from taking advantage of career advancement opportunities in the workplace, if made available.  Since in her view problematic workers lacked a specific set of middle class motivations and the proper organizational skills (signified by keeping a day book) to build upon their skills, there was no sense in restructuring tasks and rewarding them for additional training or seniority in order to retain them.  


Managers ascribed negative stereotypes to working class (in some cases implicitly racial minority) women hired to fill aide positions, such as lack of responsibility, poor work ethic, and mismanagement of money.  Managers’ class-based logic about workers’ lives outside the workplace led them to the conclusion that raising wages or offering career opportunities for workers was not the solution to the labor problem, while drawing no connection between work quality and home life.  This shared management distrust and/or lack of confidence in some aides is, like the idealization of compassionate workers, inconsistent with advocacy for better material conditions of work.

DISCUSSION AND CONCLUSION  


In this article, I have examined the discourse managers used to assess their subordinates’ skills, reward expectations, and job commitment during a time of crisis.  I found that the devaluation of care work did not necessarily rely on the social processes assumed by the cultural devaluation thesis: misrecognizing its difficulty or overestimating the abundance of suitable workers in the labor market to perform it.  It did, however, rely upon a shared gendered, classed, and, in some instances, racialized logic about the ideal (feminine, middle class) workers’ willingness to accept, if not, prefer, non-monetary rewards for care work.  The majority of managers revealed this preference consistently, distinguishing it from fleeting loyalty or a demonstrated need for money. 


Although ideologically, managers may have held consistent preferences for workers willing to make monetary sacrifices, they were, because of the tight labor market, forced to hire a different type of worker:  those at the “bottom of the barrel.”  These “low quality” workers– previously on welfare, expecting slush funds for cigarettes, from McDonald’s, and reliant upon social workers – did not possess the right social characteristics or motivations that made for a good aide.   


A minority of low-level managers, whose supervisory or training work put them in close contact with aides, reasoned that workers simply needed to be paid more, assigned fewer patients, and trained more thoroughly in order to relieve the labor crisis.   However, this framing of the crisis as caused by problematic working conditions was clearly not the dominant one.  Instead, most managers focused on problematic workers and were therefore reticent to advocate for change to material aspects of the job (e.g., wages, training, patient load).  

To justify this form of economic exploitation, wherein working conditions are not adjusted in response to high demand and low supply, managers relied on an interpretation of workers’ identities and their needs.  The managers in my study made strong claims about the unique reward preferences and needs of their subordinates, similar to the historical employer practices of paying women and men differential salaries for the same work based on gendered ideology of what workers expect and deserve (Fraser 1989).  Having framed the ideal compassionate worker as not “in it for the money,” workers who appeared to need a self supporting job were seen as uncaring, selfish or uncommitted.  A shared management discourse of care work as a unique form of sacrificial labor served to legitimate non-monetary forms of employee recognition and a stepped up search for “compassionate women” as an adequate response to a labor crisis, rather than an increase in wages.  


Over time, RNs (and other health care professionals) have improved their own status and pay levels by shedding many of the direct hands-on care work tasks, such as cleaning, walking, feeding, and dressing patients, as well as the routine monitoring and attention to patients’ and families’ concerns (Davies 1995; Reverby 1979).  As professionals, they have struggled against the devaluation of their skills and hard work.  Women collectively have used both legal-political strategies (e.g., the comparable worth movement) and professional recognition activities to combat devaluation of the work they do; they have also drawn attention to the economic value of women's unpaid work.  Nonetheless, I found that professional women themselves contribute to the devaluation of these "feminine" tasks when other women do them.  Even as some women move into less feminized roles in the health care arena, these women affirm and perpetuate a work culture that legitimates a wage penalty for care work. 
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� Although known by a variety of subtitles, such as certified nursing assistants, resident assistants, home health aides, and personal care workers, “aides” represent a significant occupational group in the health care industry.  They provide some form of direct patient care in 97 percent of U.S. hospitals (Krapohol and Larson 1996) and the bulk of hands-on care in long-term care settings, such as nursing homes, home health, and assisted living facilities (Stone and Weiner 2001).  	


� Although assisted living organizations care for clients with medical problems, technically they are considered to be “long-term” care organizations.  For the sake of simplicity, I refer to all the organizations, including assisted living agencies, as "health care” organizations.  


� One respondent declined to be taped.








PAGE  
35

