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EXECUTIVE SUMMARY

Care work is central to our collective and individual well-being and to the functioning of our 
economies. This work, however, is often not valued, and responsibility for carrying out paid, unpaid, 
and underpaid care work falls largely on women and girls, creating a heavy and unequal gender 
distribution of care work and leading to economic and social inequalities. 

Advocates have called for 

•	 reducing, redistributing, and recognizing unpaid care work, 
•	 ensuring that paid and unpaid care workers are represented, and 
•	 rewarding paid care workers equitably for their labor. 

A variety of approaches can be used to achieve these goals. This paper explores some approaches to 
the transformation of care by looking at care infrastructure. It examines the definitions, debates, and 
demands from various social actors related to the concept of care infrastructure across six countries 
in which Oxfam has ongoing work on care: Kenya, Mexico, Peru, the Philippines, the United States, and 
Zimbabwe. 

Broadly speaking, care infrastructure refers to the network of resources, services, and systems that 
are available to meet the care needs of people (with special priority to children, elderly people, people 
with disabilities, and sick people), including those who provide care themselves. The paper finds no 
singular approach to care infrastructure across the case studies but identifies six components that 
can constitute care infrastructure: 

1.	 care-supporting physical infrastructure; 
2.	 community networks; 
3.	 care-related knowledge production, including social norms; 
4.	 care regulatory frameworks and public investments; 
5.	 social protection policies; and 
6.	 public care services, programs, and regulations. 

These components of care infrastructure can look different from country to country, based on country-
specific factors, including time use related to care, national laws and legal frameworks, and civil 
society and community mobilization. The existence of different approaches to care infrastructure, 
even between different stakeholders within countries, highlights the need to consider the local 
context of any intervention related to care. 

The paper also examines the responsibilities of different social actors (communities, civil society, 
the state, and the private sector) to support care infrastructure, with a focus on the role of the state. 
Across regions there are significant ongoing debates about the responsibilities of the state, which 
can be categorized into two frameworks: (1) the state and care as a right; and (2) the state and care as 
a public good. Under the framework of care as a right, states recognize a legal obligation to guarantee 
that people can receive and give care with dignity. They accept the need to establish well-funded 
national care systems that recognize the right of care as an integral component of all public policies 
and that address the unequal gender division of care work in an intersectional manner. Under the 
care as a public good framework, states recognize the vital role of care in our societies, economies, 
and well-being by developing strong care-related public policies with robust public investments, 
but they do not use the language of rights. These two approaches are not mutually exclusive; for 
example, under care is a right, care is also a public good. Rather, they highlight distinct framings for 
the state’s responsibility for care. 
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The research has the following overall conclusions:  

States need to expand their co-responsibility for care provision. In all the case 
studies, states fall short of fulfilling a vision of care as either a right or a public 
good. They fail to ensure the high levels of state investment in care infrastructure 
that would allow them to take their share of responsibility for guaranteeing and 
supporting the provision of care and for reducing the gendered inequalities in 
care work. 

Interventions and advocacy by state and non-state actors should recognize and 
invest in community care networks. In some regions, community care networks 
are the ones that supply vital care investments by providing care services, building 
care-related knowledge to identify care needs and challenge care-related 
social norms, serving as intermediaries between the state and communities, 
and redistributing care work. States need to invest in and support community 
care networks, build their leadership and capacity, and support civil society 
and community efforts to expand care-related knowledge, make visible their 
care realities and demands, and challenge social norms related to care. These 
investments are vital to ensure that community care is sustainable and responds 
to the community’s social practices and needs and that there is equitable gender 
distribution of labor within community care networks.

Transforming social norms around care is critical and needs sustained public 
investment in community and civil society efforts. Many of the cases highlight 
how civil society and community efforts to challenge social norms around care 
play a key role in shifting the inequitable division of care work in the household. 
Such efforts need to be supported by continued public investment. 

Care-related public policies need to recognize and address the unequal gender 
distribution of care work. The unequal gender burden of care work is not always 
explicitly recognized in care-related public policies, programs, and frameworks, 
such as women’s economic empowerment or social protection policies. If such 
policies and frameworks, including those related to social protection and gender 
justice, do not recognize and address the unequal gender distribution of care 
work, they may entrench these inequalities in care work rather than mitigating 
them. Moreover, as past Oxfam research demonstrates, universal rather than 
means-tested social protection policies can better address gender inequalities 
and ensure a gender-transformative approach to tackling the unequal gender 
distribution of care work. 
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It is well established that care work is central to the well-being of societies and the functioning 
of economies and that, globally, it is disproportionately women and girls who undertake it. This is 
especially the case, as Oxfam notes, among “those living in poverty and those from groups that 
experience social and economic discrimination based on their gender identity, race, ethnicity, 
nationality, migration status, sexuality, class, and caste.”1 Undoing the unequal gender distribution 
of care work (and its harmful intersections with other systems of oppression such as race and 
class) is critical to tackling social and economic inequalities,2 reducing poverty, and ensuring 
overall well-being. One of the most prominent global frameworks for transforming care work is the 
5Rs Framework for Decent Work, which calls for unpaid care work to be reduced, redistributed, 
and recognized, for paid and unpaid care workers to be represented, and for paid care workers 
to be rewarded equitably for their labor.a,3 To achieve these goals, diverse approaches are being 
undertaken globally. This paper explores some of the approaches to transforming care in our 
societies by examining care infrastructure. To do so, it looks at the definitions, debates, and 
demands of various social actors related to the concept of care infrastructure across six countries 
in which Oxfam has ongoing work on care: Kenya, Mexico, Peru, the Philippines, the United States, 
and Zimbabwe. 

The COVID-19 pandemic reignited global conversation and debate on the centrality of care work in our 
societies. Moreover, governments around the world implemented a multiplicity of public interventions 
and policies to respond to the COVID-19 crisis, reinvigorating debates about the role of the state 
vis-à-vis care work.4 Across countries there is significant variation in the framing of care-related 
policies and interventions, in the role of the state, and in approaches to undoing the unequal gender 
distribution of care work. 

In the context of the COVID-19 pandemic, one framing articulated in the US by civil society actors 
and some national political leaders was care as essential infrastructure. They argued that care 
work underpins the functioning of societies and economies, and as such, just as governments view 
investments in physical infrastructure as long-term investments for the well-being of economies 
and societies, they should make large public investments in care-supporting policies, initiatives, 
services, and physical infrastructure. 

Put another way, this framing argues that care is a public good that governments must invest in. Pan-
African feminists also articulate the need for African governments to invest in care: the Africa Care 
Economy Index argues that a ”socialised, public sector response is crucial to reverse the gendered 
distribution and extreme undervaluing of caring work normalised in the continent.”5

As another example, in countries across Latin America discussions and debates on state 
responsibilities regarding care have framed care as a right. This framework is highlighted in a 
number of regional agreements, including the Montevideo Strategy for Implementation of the Gender 
Regional Agenda (2017) and the commitments through the years of the Economic Commission 
for Latin America and the Caribbean’s Regional Conferences on Women.6 Various countries in the 
region have committed to develop regulatory frameworks to guarantee the right of care through 
the design and implementation of national integrated care systems from a “gender, intersectional, 
intercultural, and human rights perspective.”7 A number of countries (Chile, Colombia, Costa Rica, 
Dominican Republic, Mexico, Paraguay, Peru, and Uruguay)8 have developed lines of work with the 
aim of developing national-level care systems, regulations, and policies. In 2023 the government of 
Argentina submitted to the Inter-American Court of Human Rights a request for an advisory opinion 
on recognizing care as a right.9

a 	 The 5Rs Framework for Decent Work put forth by the ILO builds on Diane Elson’s 3Rs framework: D. Elson. (2017).  
‘Recognize, Reduce, and Redistribute Unpaid Care Work: How to Close the Gender Gap.’ New Labor Forum, 26(2): 52–61. 
https://journals.sagepub.com/doi/10.1177/1095796017700135

1 INTRODUCTION
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The diversity of these approaches highlights the ongoing debates, initiatives, and contestations, 
locally, regionally, and globally, about the core policies, investments, interventions, and systems 
needed to ensure that care is valued and centered in societies. There is enormous variation both 
between countries and within countries in how different social actors (the state, the private sector, 
families, civil society, communities, and the media) conceptualize care and care infrastructure. This 
paper pulls from the six country case studies to offer a typology or range of possibilities of what 
can constitute care infrastructure and describes the types of care infrastructure investments being 
made by the state, communities, civil society, and the private sector.      

This research project was developed collaboratively with members of Oxfam offices and affiliates in 
the six countries where the case studies were conducted, and their inclusion in the study reflects 
their offices’ ongoing engagement around the issues of care. Although the overall research project 
is grounded in a particular set of research questions, it is important to note that each country’s team 
autonomously defined its own foci in relation to their Oxfam office’s programming, advocacy, and 
priorities related to care. The case studies, thereby, reflect a range of methodological approaches, 
including literature reviews, policy analysis, and primary data collection based in qualitative research 
and participatory research methods (primarily interviews and focus groups). 

Although the case studies do not all necessarily center on the term “care infrastructure,” they do 
highlight different components of what can constitute care infrastructure. Furthermore, the case 
studies demonstrate that care infrastructure is intertwined with the social organization of care—that 
is, how responsibility for and provision of care are distributed and organized among different social 
actors and stakeholders (such as women, men, families, communities, states, or the private sector). 
This research does not aim to offer a definitive country-specific approach or understanding of care 
infrastructure, but it does elucidate the salient components of care infrastructure across regions—a 
typology of care infrastructure.

Care infrastructure, broadly, refers to the network of resources, services, and systems 
that are available to meet the care needs of people (with special priority to children, 
the elderly, people with disabilities, and sick people), including those who provide care 
themselves. 

The analysis highlights six components of care infrastructure: (1) care-supporting physical 
infrastructure; (2) community networks; (3) care-related knowledge production, including social 
norms; (4) care regulatory frameworks and public investments; (5) social protection policies; and 
(6) public care services, programs, and regulations. This research finds no singular approach to 
care infrastructure; what each component of care infrastructure entails can vary from country to 
country and is determined by country-specific factors, including time use related to care, national 
laws and legal frameworks, and civil society and community mobilizations. The existence of different 
approaches to care infrastructure, which might vary even among stakeholders within countries, 
highlights the need to consider the local context of any intervention related to care. 

This paper also examines the responsibilities of different actors (communities, civil society, the 
state, and the private sector) in relation to care infrastructure, with a focus on the state. In five of 
the case studies, there are significant ongoing debates about the state’s responsibilities in relation 
to care infrastructure, which can be grouped into two frameworks: (1) the state and care as a right 
and (2) the state and care as a public good. The case studies of Mexico and Peru ground their analysis 
in the state’s responsibility to guarantee care as a right. Under this framework, states recognize a 
legal obligation to guarantee that people can receive and give care with dignity and to establish well-
funded national care systems that recognize the right to care as an integral component of all public 
policies, ensuring that the unequal gender division of care is addressed in an intersectional manner. 
We categorize the case studies of Kenya, the Philippines, and the US under the framework of care 
as a public good. In this framework, states recognize the vital role of care in societies, economies, 
and well-being by developing strong care-related public policies with robust public investments, but 
they do not use the language of rights. These two approaches are not mutually exclusive; when care 
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is understood as a right, for example, it is also a public good. Rather, the two approaches highlight 
distinct framings for the state’s responsibility for care.

This research shows that public investments across the case study countries are insufficient to 
ensure that states can take their share of responsibility in guaranteeing, carrying out, and supporting 
the provision of care and reducing the gendered inequalities in care work. At the same time, three 
of the case studies highlight the ways in which communities and civil society are investing in and 
supporting care provision. States need to invest in and support community care networks, build their 
leadership and capacity, and support civil society and community efforts to expand care-related 
knowledge. 

Finally, the unequal gender distribution of care work goes unrecognized in care-related public 
policies, programs, and frameworks, such as women’s economic empowerment or social protection 
policies that are part of care infrastructure. Some of these policies—including social protection, 
which is vital to tackling economic inequality and poverty—can provide crucial support for caregiving 
activities. If, however, they do not explicitly recognize the gendered inequalities in care work, they 
may exacerbate gender inequalities in care work rather than mitigating them. Moreover, as past 
Oxfam research demonstrates, universal social protection policies work better than means-tested 
ones to ensure a gender-transformative approach toward tackling the unequal gender distribution 
of care work. 

The rest of this paper is organized as follows: Section 2 gives an overview of current trends and 
debates around care and care infrastructure within regions and country case studies, including 
Oxfam’s literature. Section 3 presents the research objectives and questions guiding this study and 
the multicountry study approach used, outlining methods, data, and analysis for each country case 
study and the overall report. Section 4 describes the findings across the case studies, providing a 
synthesis analysis. Section 5 presents conclusions and key lessons. Lastly, the appendix includes 
more detailed information on the methodology and summaries of the case studies.
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This section provides a brief overview of the existing literature on (1) the definitions of care 
and care work; (2) the role of care in societies and economies and the shared responsibility 
for care provision among various social actors; and (3) transformative care agendas and care 
infrastructure.      

 Definitions of care and care work
There are multiple approaches to understanding what constitutes care. Some see care as 
encompassing activities that support the development and social well-being of people.10 Others 
take a broader view, where care encompasses activities for the maintenance and repair of the 
world,11 the sustainability of life,12 and/or the flourishing of life,13 including people and the 
planet.14 15 

In the first approach, care work includes activities that support, assist, or help children and dependent 
persons in their daily lives. It can also include activities that help adults maintain their well-being 
in their daily lives, such as cooking, cleaning, and rest. In a multidimensional understanding of 
care, these needs include not only people’s material, physical, and economic needs but also their 
emotional and psychological needs.16 17

Care work activities may involve direct care and face-to-face relationships, such as taking care of 
children or the ill, or indirect care (or preconditions of care), such as cooking, washing, collecting 
water or fuel, and supervising childcare while direct care work is being carried out.18 19 Direct or indirect 
care and domestic work, including care management, can be targeted toward others, toward self-
care, toward objects, or toward the environment.20 21 Care work can be paid or unpaid. Unpaid care 
work takes place mainly within the home and is provided to family members, neighbors, or community 
members through activities related to domestic and care work such as food preparation, cleaning, 
childbearing, and healthcare.22 23 Paid care work, as its name indicates, consists of work performed 
for explicit compensation and includes workers engaged in various economic activities and services 
as well as domestic workers who perform care work within homes.24

Under the second, broader approach to care, care activities are those that create the “political, 
social, material, and emotional conditions”25 that allow for life (and sometimes, as expressed 
at the 2022 Regional Conference on Women in Buenos Aires,26 for the planet itself) to repair and 
flourish.27

The case studies in this paper, with the exception of Mexico and Peru, use the framing of the first 
approach to care. In the analysis here, however, all of the case studies focus on care activities related 
to the well-being of people and do not include care activities related to the repair or flourishing of the 
planet or nature. 

2 FRAMEWORK AND LITERATURE 		
   REVIEW      
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Care, the Economy, and Society
 
Care Economy and Social Reproduction Theory
Feminist economists have pointed to the ways in which care work—specifically unpaid care—is central 
to the market economy despite the historical lack of economic, social, and political recognition of its 
centrality.28 29 Such care work can include biological reproduction,b education, childcare, elder care, 
care for the ill, self-care, and the reproduction of labor power.c 30 The term “care economy” aims to 
capture this relationship between care work and formal market production and encompasses the 
sectors that are critical to the provision of unpaid and paid care: childcare, elder care, education, 
healthcare, and domestic work.31 

Along these lines, social reproduction theory argues that it is important to recognize the labor required 
to reproduce the workers that produce the economic activity (that is, the production of commodities) 
central to the functioning of capitalism.32 Social reproduction theory takes an expansive approach 
by arguing that this work includes reproductive labor, emotional labor, and domestic labor, inclusive 
of childcare, that is necessary for workers to reproduce themselves to engage in paid economic 
labor. Some social reproduction theorists go further and argue that theory must also include the 
public services (such as housing and healthcare) that are needed for workers to be able to reproduce 
themselves and engage in economic labor.33 Lyn Ossome, drawing on the sub-Saharan context, adds 
to this framework by arguing that in countries where agricultural production remains central to the 
economy, women’s reproductive labor includes not only care work but also “non-capitalist forms of 
production” often tied to their access to land.34 35

Feminist economists have also demonstrated how the care provision undertaken primarily by women 
is often undervalued in social and economic terms; as a consequence, women experience an implicit 
and at times hidden “reproductive tax,” which can create economic penalties for women over the 
course of their lives and perpetuate gender and economic inequalities.36 As Nancy Folbre argues, 
patriarchal systems continue to emphasize care work as women’s work, and some public policies 
that aim to support caregivers can entrench patriarchal systems by reinforcing traditional gender 
roles for care work, thereby failing to mitigate gender economic and social inequalities.37 

Social Organization of Care 
The provision of care should be the shared responsibility (“co-responsibility”) of a number of social 
actors, and the social organization of care refers to how care is organized, produced, and distributed 
among interrelated social actors or stakeholders such as the state, the private sector, families, and 
communities.38 Similarly, Shahra Razavi uses the term “care diamond” to capture “the architecture 
through which care is provided.”39 The points of the diamond consist of families/households, markets 
(private sector), the state (public sector), and the not-for-profit sector (community, civil society), 
which encompasses community provision of care and voluntary provision of care. 

Feminist scholars in Latin America have developed a framework of the social organization of care, 
drawing on Razavi’s care diamond, that captures “the dynamic configuration of care services 
provided by different institutions, and the way in which households and their members benefit from 
them.”40 The framework tries to account for the reality that care policies have socially differentiated 
impacts on families based on their economic status and/or social identity (related, for example, to 
race, ethnicity, caste, gender identity, disability, or religion).41

b	 This includes gestational labor and activities related to childbearing and giving birth; some theorists argue that such 
labor is care work. 

c	 The reproduction of labor power refers to the activities required to ensure that workers have the needed nutrition, rest, 
shelter, etc., to be able to perform paid labor in the market. For more details, see T. Bhattacharya. (2017). ‘Introduction: 
Mapping Social Reproduction Theory.’ In T. Bhattacharya, ed., Social Reproduction Theory: Remapping Class, Recentering 
Oppression. London: Pluto Press. 
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How these actors (families, the private sector, the state, and community/civil society) share 
responsibility for care provision—that is, the social organization of care—is shaped by factors such 
as the gender division of labor and traditional gender roles (which traditionally link women with 
domestic and care work), the levels of heterogeneity in society, socioeconomic inequalities, and how 
public institutions and policies support or provide care work. In addition, as Razavi42 argues, demands 
by social networks and social movements (including trade unions and women’s groups) can shift how 
responsibility is shared. As argued by Martínez Franzoni,43 co-responsibility implies equal sharing of 
responsibilities rather than only aid or support for the responsible agent (most often families and the 
women within them).

Still, the literature shows that care work across countries remains feminized, with women and girls 
carrying out most care activities and tasks. In addition, women and girls undertaking care work are 
primarily from groups that experience discrimination or different forms of socioeconomic stratification 
based on race, ethnicity, nationality, sexuality, caste, or income. Moreover, paid care work is often 
carried out by workers in informal jobs.44 45 

For example, in Latin America, care work is carried out predominately by women and girls, with women 
doing 70% of all unpaid care work.46 A 2021 survey by Oxfam in Peru with the Flora Tristán Peruvian 
Women’s Center found that in 82% of Peruvian households, it is women who assume the largest 
share of care work. The survey also sheds light on the impacts this division of care work can have on 
women’s life trajectories: although the pandemic affected the work and educational trajectories of 
Peruvians in general, women cited care overload as the main reason for stopping employment and 
education, and women exited work and education more often than men. 

Likewise, some estimates indicate that in the African continent as a whole, 70% of care is provided 
by women within the family.47 Oxfam in Kenya’s policy brief Addressing Unpaid Care and Domestic 
Work for a Gender-Equal and Inclusive Kenya48 surveyed time use in one informal settlement in 
Nairobi. Women reported spending an average of 5 hours a day on primary care, compared with 
about 1 hour a day reported by men, and an average of 5 hours per day on any care, compared with 
just 2.9 hours a day for men. This pattern reduced the amount of time women could spend on paid 
work by about half. 

In a 2020 report on the US, Oxfam America and the Institute of Women’s Policy Research found that 
women spend an extra 2.1 hours a day doing unpaid care work compared with men.49 Furthermore, 
during pandemic lockdowns the unequal distribution of care work within the family, where women 
and girls take more responsibility, continued and increased.50 This care burden can hinder women’s 
ability and capacity to fully participate in social, economic, and political spheres. 

By the same token a family-oriented social organization of care exempts other social actors, such 
as the private sector, communities, civil society, and the state, from the responsibility of providing 
care-related services and infrastructure, and it can discourage the creation of alternatives for the 
provision of care beyond the ones that families, and women, provide. A 2023 survey in Peru similarly 
finds that 8 out of 10 respondents identified a woman as the main caregiver in their home throughout 
the course of their life.51 The survey also finds that respondents place more trust in the family—
that is, women in the family—to provide care, and they see the family as uniquely responsible for its 
provision (for example, only 1 in 10 respondents thought the state also holds responsibility for the 
care of children age 5 and younger). Furthermore, the survey reveals that the majority of respondents 
do not have access to public early education (80%) or public care services for family members with 
disabilities (60%).52

Globally, the public provision of care has been dismal.d Until now, women within the family structure 
have been held responsible for care provision, and the state, the private sector, and communities play 
at best complementary roles. The private sector affects care provision through multiple pathways: 
(1) ensuring labor protections for care workers; (2) ensuring workplace protections and rights that 

d	 For the African perspective see S. Valiani. (2022). The Africa Care Economy Index. Nairobi: Africa Women’s Development and 
Communication Network (FEMNET). 
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support the care work responsibilities of workers, including making contributions to publicly funded 
social protection or social insurance programs; and (3) providing care services. 

Communities also play an important role in supporting care providers and providing care services.  
For example, Ferreyra (2022) argues that “the experiences of community care are based on the 
interdependence between people and communities, which goes beyond family or economic ties, [and 
it] proposes the need for a new paradigm of relationships, which will be oriented to the protection 
of human beings and nature and to care from the community space.”53 Community care can also be 
defined as unpaid work undertaken for those outside of one’s own household, including friends, 
neighbors, or extended family, because of a sense of “responsibility for the community as a whole.” 54 
A number of feminists, scholars, practitioners, and activists have noted the ways in which community 
care was crucial during the COVID-19 pandemic.

Transformative Care Agendas
Various social movements, including the women’s and labor movements, have called for transformative 
care policies and interventions—those that guarantee human rights, agency, dignity, and the well-
being of caregivers and care recipients—to push governments toward increased recognition of care 
and subsequent investments in care.55

Oxfam and Care 

Oxfam advocates for a world where everyone can give and receive care, where everyone has the time 
and resources to care as well as time and space away from care responsibilities, and where care 
work appears visible and relevant in policy and economic decision-making.56 Since 2014, Oxfam’s 
expansive WE-Care Initiative and its research and advocacy in different countries and regions have 
highlighted interventions that are critical to promoting transformative care agendas guided by the 4Re 
and 5R frameworks. Oxfam has also developed innovative research frameworks and methodologies to 
produce context-specific evidence on care work in participating countries.57 58 59 60 61 62 63 The WE-Care 
Initiative seeks to advance gender equality to improve women’s well-being and agency, to reduce 
poverty, and to allow men and boys to benefit from involvement in care. The initiative has highlighted 
the critical roles played by different stakeholders (such as communities, governments, the private 
sector, and civil society) to make visible the realities of care as a societal issue and a public good and 
to challenge social norms around the distribution of care work in society. 

The WE-Care Initiative has had a number of on-the-ground impacts. Among other things, it has 
influenced local government officials in the Philippines to include unpaid care in local budgeting 
efforts. In Zimbabwe it supported women’s efforts to gain better access to water to reduce care 
responsibilities. In Kenya it promoted the government’s recognition of care work by supporting the 
first-ever time-use survey and the development of a national care policy between 2020 and 2023. 
Currently in its fifth phase, WE-Care is being implemented in Ethiopia, Kenya, Uganda, and Zimbabwe. 
In addition to its programmatic interventions, WE-Care research methodologies, such as the Rapid 
Care Analysis and the Household Care Survey, have been used in at least 27 countries. 

Alongside the WE-Care Initiative, Oxfam’s research and advocacy have highlighted the core care 
public policies that are needed to transform how care is received and provided in society and to 
ensure that care is a public good. For instance, Oxfam’s Care Principles and Barometer argue that 
care policies are “public policies that allocate resources to recognize, reduce and redistribute 
unpaid care work in terms of money, services, and time or level of effort invested.”64 And Oxfam’s 
Care Policy Scorecard identifies core categories of care public policy: (1) care-supporting physical 
infrastructure; (2) care services; (3) social protection benefits related to care; (4) care-supporting 
workplaces; (5) labor protections for paid care workers; (6) workplace environment regulations; (7) 
migrant care workers’ protections; and (8) right to organize. It has been applied to Canada, Palestine, 
the Philippines, Puerto Rico, Timor-Leste, and the US. 

e  The 4R framework calls for unpaid care work to be recognized, reduced, redistributed, and for the representation of the 
“most marginalized caregivers.” Please see Oxfam (2020).
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Furthermore, Oxfam’s past research and advocacy have argued that fiscal policies need to support 
significant state-led interventions and investments to achieve transformative care agendas.65 
These include investments in the policy areas identified in the Oxfam Care Policy Scorecard as well as 
investments in gender-responsive budgeting and data production and analysis related to care work 
as part of care-supporting policies.66 Oxfam has also noted the crucial role international financial 
institutions (IFIs) play in advocating for transformative care policies to build a gender-just future.67

The work on care carried out by different Oxfam offices and affiliates in Latin America and the 
Caribbean, including the Oxfam Regional Platform for Latin America (Oxfam LAC), has been central to 
the development of new frameworks within the confederation, such as the understanding of care as 
a way of sustaining life, community care, and care as a universal right (discussed below). Oxfam in 
Bolivia’s recent report Time to Care notes that care should be considered a universal right and part of 
a new social contract that recognizes and guarantees care for the entire society.68 

Care As a Right 

Feminist movements in Latin America and the Caribbean advocate for a transformative care agenda. 
They call for the recognition of care as a universal right, where the government, the private sector, 
society, and families share responsibility—or hold co-responsibility—for care. They also call for 
governments to develop national integrated care systems that recognize the needs and rights of 
caregivers and care recipients as well as the right to self-care.69 The regional commitment to this 
approach advocated by feminist movements, collectives, and civil society is evidenced in a number of 
formal commitments made at ECLAC’s Regional Conferences on Women. Valeria Esquivel documents 
the evolution of the recognition of care in these conferences, from the recognition of the social 
and economic contribution of women’s unpaid care work to social security in the Lima Commitment 
(2000) to the recognition of care as a right and a public good that “involves the redistribution of care 
tasks between the government, market, society and men and women” in the 2013 Santo Domingo 
commitment and the 2017 Montevideo commitment.70 The 2022 Buenos Aires commitment also 
recognizes care as a right and the state as the guarantor of this right.71 

The right to care is often viewed in three dimensions: the right to care, the right to be cared for, 
and the right to self-care. Laura Pautassi argues that the state, as the bearer of obligations, must 
guarantee the right to provide and receive quality and universal care, so that care needs through 
one’s life are not met only by families, communities, and the private sector.72

At the time of writing this report, the Inter-American Court of Human Rights in Costa Rica was reviewing  
a request for an advisory opinion on “the right to care and its interrelation with other rights,” which 
was submitted by the government of Argentina in 2023.73 As part of this request, Oxfam LAC prepared 
and submitted a commentary to the court.74 In the commentary, Oxfam LAC calls for the establishment 
of a legal framework endorsed by the Inter-American Human Rights System that guarantees the right 
to care in the three dimensions identified by Pautassi; for understanding the right to care as an 
autonomous right, as care is essential to a dignified life and to peoples’ development throughout 
their life cycles; and for the recognition of the right to care in national legislation such that the 
central responsibility of care does not fall disproportionately on women or solely on families. 

Oxfam LAC also reaffirms the need to adopt an intersectional and rights-based approach to reduce 
gender, racial, and social inequalities.75 Finally, Oxfam LAC calls for states to guarantee care as a right 
by adopting a rights-based approach to tax justice and public financing that puts “life is at the center 
of public decisions”76 and to allocate “maximum resources” to establish this right.77

Care Infrastructure 
Care infrastructure is related to these calls for a transformative care agenda. When care is viewed 
as integral to society and the economy, states must accordingly invest in policies and initiatives 
that transform how care is provided and who provides it. One definition of care infrastructure (as 
presented in the Peru and the Philippines case studies, and first coined by Nancy Folbre78) refers to 



CARE AS ESSENTIAL INFRASTRUCTURE 15

the network of resources, services, and systems that are available to meet the care needs of people 
(with special priority to children, the elderly, people with disabilities, and sick people), including 
those who provide care themselves.79

Helen Jarvis distinguishes between hard and soft approaches to care infrastructure. Hard care 
infrastructure refers to physical or tangible infrastructure and support for care activities.80 Along 
these lines, the Oxfam Care Policy Scorecard defines basic care-supporting physical infrastructure 
as infrastructure that “can reduce the time and intensity of household/domestic care tasks,” such 
as cooking, cleaning, and washing, and thereby free up women’s time for “studying, engaging in 
income activities, in civic and political life, and in social and leisure activities.”81 Care-supporting 
physical infrastructure can be especially impactful in low-income countries and in low-income and 
rural communities.82 Examples include piped water, household electricity, sanitation services and 
facilities, public transport, and time- and energy-saving equipmentf and technology.83 

Soft care infrastructure consists of policies, services, programs, networks, and social practices 
that help meet the care needs of people, including those who provide care. Examples include social 
protection, care services, or data for care gender-responsive budgeting. Soft and hard components 
are interrelated, as some care services and programs also have physical components. For example, 
some childcare policies call for the construction of physical childcare centers. Past research has 
shown how cutting social protection and services can negatively impact women and girls and 
increase their care workloads.84

f	  Examples provided in the Care Policy Scorecard include “grinding mills, clean-energy cookstoves, washing equipment 
and machines, dishwashers, gas cylinders, and vacuum cleaners” (p. 39). 
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Research questions and objectives 
As mentioned in the introduction, this paper aims to explore the current debates and discussions 
around care infrastructure in different country contexts. It does so by examining the demands, 
definitions, and investments associated with care infrastructure in six countries: Kenya, Mexico, 
Peru, the Philippines, the US, and Zimbabwe. Furthermore, some of the case studies examine the 
ways in which different social actors (the state, civil society, and communities) understand and 
approach the concept of care infrastructure. 

The following questions guided the development of the case studies, though not all case studies 
sought to answer all questions. Rather, they focused on one or more of the following questions:g 

g	  Initially the research considered a fourth research question: what are some relevant examples of care infrastructure 
investments that could foster inclusive economic recovery or social and economic restructuring? However, the case 
studies did not pursue this question as a part of their research focus, particularly given that the case studies find 
inadequate public investments in care infrastructure. 

3 RESEARCH OBJECTIVES AND 			
   METHODOLOGIES

United States

Kenya

Zimbabwe

Peru

Mexico
the Philippines

RQ1. What are 
the definitions 

of and demands 
related to care 
infrastructure 

within and across 
different country 

contexts?

RQ 2. What are the areas 
of common ground and 

differences across different 
country contexts explored in 

question 1? How does this 
shape a working definition or 

typology of care infrastructure, 
demands, and investments?

RQ 3. How are investments in 
care infrastructure connected 
to broader socioeconomic and 
macroeconomic policies and 

broader civil society movements 
or community initiatives in the 

different countries analyzed for 
this paper? 
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Methods, Data, and Analytical 
Approaches 
This research uses a multi-case study approach. The six countries represented in the study all have 
Oxfam offices and a history of extensive Oxfam care-related programmatic work, such as the WE-
Care Initiative,85 the Oxfam Regional Platform for Latin America (LAC) Care Board, and the Care Policy 
Scorecard. Their inclusion in the research was based on their interest in participating in the research 
project and their ongoing programmatic work on care-related issues. 

The study team aimed to foster a collaborative process for developing the research process and 
writing the report. Working collaboratively, the six Oxfam offices formulated the study’s research 
questions, which structured the analysis of the six country case studies. However, each case study’s 
particular thematic focus was developed in relation to its own line of work. As such, the case studies 
and research sought not only to inform the objectives of this synthesis report but to also meet the 
programmatic needs of Oxfam offices in the case study countries. The case studies also sought to 
complement and draw on Oxfam care-related research in their country contexts, namely the WE-
Care Initiative and the Care Policy Scorecard. After the initiation of the research, Oxfam colleagues 
shared preliminary findings of their respective case studies with the research group, which could 
then benefit from preliminary lessons.

All six case studies drew on qualitative analysis. In addition, some studies conducted primary data 
collection as well as policy and document reviews, and other case studies focused only on policy, 
document, and literature reviews. Case studies defined stakeholders as social actors that have a co-
responsibility for care and included households/families, communities, civil society, the state, and 
the private sector. Sources of literature and policy reviews included national and local government 
laws, policies, guidelines, workplans, monitoring and evaluation frameworks and reports, and media 
and other reports. The literature review also included previous Oxfam reports, such as national time-
use surveys, and the WE-Care methodologies (Rapid Care Analysis and the Household Care Survey). 
In addition, where relevant, case studies drew on secondary quantitative data on budget and 
investments.

For case studies engaging in qualitative primary data collection, researchers conducted interviews 
and focus group discussions. Interviews included national and local government officials and 
community and civil society leaders. The cases of the Philippines and Zimbabwe interviewed civil 
society and community actors that are partners in the WE-Care Initiatives, and findings reflect the 
work of these partners. Some case studies also examine private sector policies and initiatives in 
relation to care. For more details, please see Appendix A (“Research Objectives and Methodologies”).

Given that Oxfam offices and affiliates aimed to develop case studies that would also be impactful 
for their own lines of work, three of the case studies—for Mexico, Peru, and the Philippines—were 
published prior to the completion of this synthesis report. The Mexico case study was published as 
an academic article in the journal International Journal of Care and Caring. Preliminary findings of the 
synthesis report and two case studies were presented by colleagues from Oxfam US, Oxfam in Peru, 
and Oxfam Philippines at the Third Global Carework Summit held in Costa Rica in 2023. 

Study Limitations 
One of the strengths of the research approach—the flexibility of each case study to develop its 
research focus, scope, and methodological approach—also creates some challenges for comparing 
the case studies with one another. Some case studies shed light on how different social actors 
define care infrastructure, whereas other case studies focus on existing policies to understand care 
infrastructure. For example, the Mexico case study develops a methodology to evaluate whether a 
state action on care should be considered a care public policy, whereas the Philippines case study 
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focuses on exploring how different actors (from the community and the state) define and understand 
care infrastructure and provides an analysis of current national care-related policies. Furthermore, 
the case studies have different scales of analysis and therefore do not seek to present representative 
results at the country level. In addition, methodological variations mean that some case studies draw 
on interviews and focus group discussions whereas others analyze policy documents. 

This diversity of thematic, scope, and methodological approaches has allowed us to give meaning 
to the concept of care infrastructure and to anchor it in a specific country context. However, this 
inductive design creates challenges for drawing direct comparisons across the case studies. In the 
synthesis analysis, we have worked to clearly articulate how the respective case studies arrive at 
their findings when comparing findings across case studies. 

The term “care infrastructure” is not necessarily popular in all country contexts, and one of the case 
studies, Mexico, does not use the term. In some interviews, respondents’ understanding of the term 
evolved over the course of the interviews. The analysis therefore provides an overview of the different 
types of interventions, structures, and networks that can be considered part of care infrastructure, 
but it does not claim to make a case for how popular or salient the framing of care infrastructure is in 
the country contexts. For example, the Peru case study explores one aspect of care infrastructure by 
examining a community-led health group, and although the group itself does not use the term “care 
infrastructure,” the case provides an analysis of specific components that could constitute care 
infrastructure. 

Thus, although the case studies do not offer a nationally representative definition of care 
infrastructure, they offer typologies of approaches to care infrastructure and reflect debates on its 
components, shedding light on the concept. 
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This section explores the findings from the six case studies by comparing (1) the definitions of care 
and the care stakeholders identified; (2) the demands and definitions related to care infrastructure; 
(3) the components of care infrastructure; (4) the role of the state in care infrastructure; (5 the 
relationship between women’s economic empowerment and care infrastructure; and (6) investments 
in care infrastructure. 

Defining care and identifying care 
stakeholders
The six case studies define care work as activities aimed at caring for others that require dedication 
and time and argue that care work should be valued because of its positive impact at the societal 
level. At the same time, the case studies all emphasize different forms of care work (see Box 1). For 
example, the Philippines case study emphasizes both paid and unpaid care work (direct and indirect), 
the Zimbabwe case study focuses largely on unpaid care work (direct and indirect), and the Peru case 
study focuses on community care. These differences in the types of care work have implications for 
the demands and definitions around what constitutes care infrastructure. 

Box 1. How is care framed in the six country case studies? 

Kenya: Care is framed as care (unpaid and underpaid, direct and indirect) for 
children and elderly, sick, and dependent people as well as indirect care work such 
as domestic work.

Mexico: Care is framed as a way to sustain, repair, and reproduce the life we know. 
It is a way to inhabit the world, not just particular actions. It implies a practice and a 
cosmovision about what constitutes care and how care should be.

Peru: Care is framed in the context of community care, understood as meeting the 
needs of the population through the use of community resources such as collective 
organization, local ties, practices, and communal knowledge to the fulfilment of 
life. Community care implies the collaboration and active participation of community 
members to promote well-being. These activities contribute to central aspects of 
life such as care for children, the elderly, and the sick; supporting mental illness 
prevention; nutrition and food management; and disease prevention.86 The study 
also sees care as way to “sustain life” through a social responsibility and rights-
based approach.

Philippines: Care is understood as unpaid and underpaid care (direct and indirect) 
and can encompass meeting basic needs; caring for dependent adults, children, 
and the sick; and carrying out the daily tasks necessary to sustain life and well-
being.

United States: Care is understood as direct and indirect care, within and outside the 
home, and its contributions to the economy and general well-being of society.

Zimbabwe: Care is viewed as unpaid care work and care and support provided 
to family or community members (caregiving and domestic chores), including 
agricultural activities, without recognition or monetary remuneration.

4 FINDINGS FROM THE CASE STUDIES
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The case studies identify four main stakeholders in the provision of care in society (see Table 1). 
For the purposes of this paper, “stakeholders” refers to social actors and institutions that hold co-
responsibility for care. 

1.	 All the case studies find that society continues to assign and view families, and women within 
families, as the main providers of care. 

2.	 All the case studies identify the need for the state to play a role in care, including by, in some 
cases, guaranteeing the provision of care and supporting families in giving and receiving care. 
Some case studies, such as those for Mexico and the US, focus almost exclusively on defining 
the role of the federal state in guaranteeing the right to care or exploring federal care regulatory 
frameworks, which include significant public investment. 

3.	 Most of the case studies identify civil society as a central actor in supporting the provision of 
care, in challenging social norms around care work, and in demanding a more active state role 
in supporting the provision of care and in developing care regulatory frameworks and public 
investments. 

4.	 Three of the case studies (Peru, Kenya, Zimbabwe) identify the different ways in which community 
members and leaders play a role in carrying out, supporting, or redistributing the provision of 
care. As the case of Peru explores, communities and their leaders often have to work to fill the 
gaps in publicly provided care services and serve as bridges between the state and families. 
They do so by assessing the care realities and needs of communities as well as by channeling 
collective demands to state representatives and working with the state to implement care-
related programs and services in communities. 

A few of the case studies also briefly mention but do not focus on three other social actors: the private 
sector (or markets), the media, and care workers associations. Three of the case studies identify the 
role of the private sector as providing some care services (related to childcare, healthcare, and elder 
care); making financial contributions to state social protection programs; protecting the rights of 
care workers; and ensuring the implementation of care-related regulation (such as parental leave). 

All the case studies argue for more equitable distribution of care work not just within the family but 
among different societal actors. For this reason, although the family is traditionally viewed as the 
primary stakeholder in the provision of care, when analyzing the concept of care infrastructure, the 
case studies highlight the need to define the roles of other stakeholders in supporting families and 
addressing women’s disproportionate provision of care. 

Table  1. Stakeholders identified as holding responsibilities for the provision of care

Stakeholders identified 

Kenya
This case study identifies multiple stakeholders:
•	 families, with women mainly responsible;
• ●	national government agencies in charge of social protection, social insurance, adult 

education, daycare services, universal healthcare, healthcare support services, parenting 
training, legal support, and regulations and policies regarding wages and occupational 
health of employees; 

• ●	civil society organizations such as community outreach organizations, community health 
volunteers, and nongovernmental organizations; 

• ●	the private sector, as a provider of care services and implementer of care-related 
employment regulations;

• ●	association of care workers; and
• ●	the media, as an actor that can shape social norms around care work.
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Mexico

This case study focuses on the Mexican state, noting that the state should ensure access to 
public care provision in line with cultural practices, promote principles of justice and equity, 
and adopt a co-responsibility approach.

Peru

This case study focuses on community organizers (agentes comunitarios)—in particular, 
women community organizers. It examines the role the community played in providing 
integrated services to meet health, care, and economic needs during the COVID-19 
pandemic. The study identifies how community leaders act as a bridge between the state 
and families.

Philippines

This case study identifies multiple stakeholders:

• ●	families, with women as primary care providers of the family;

• ●	civil society, to fill gaps in government policies, advocate for the valuing of care, and push 
a care agenda, including investments in care infrastructure;

• ●	the state at the national and local level;

• ●	communities; and

• ●	the private sector, as a provider of care services and as an implementer of care-related 
regulations such as parental leave.

United States

This case study focuses on the role of the state—specifically the federal government—in 
supporting public care infrastructure. The case also highlights the differences within the US 
federal government around the role of the state in care.      

Other actors identified in the case study are

•	 civil society, as an advocate for care as a public good that requires collective and public 
policy-supported solutions; and

•	 the private sector, as a provider of care services and an implementer of care-related 
protections for workers.

Zimbabwe

This case study identifies multiple stakeholders:

• ●	women, as the main unpaid care providers who hold significant care duties and thus 
experience exclusion and discrimination in the public space; 

• ●	civil society and organizations on the ground (WE-Care Initiative) and “Care Champions,” 
including progressive men who openly perform care work; and

• ●	communities, through cooperative practices such as Nhimbe that redistribute care work 
from women to the community, including men and youth.

Source: Authors’ own elaboration based on six country case studies.
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DEMANDS AND DEFINITIONS RELATED TO CARE 
INFRASTRUCTURE 
The case studies all focus on different dimensions of care infrastructure and present distinct findings 
on how care infrastructure is defined and framed in their contexts. For example, whereas Mexico and 
the US cases focus on public policies and care infrastructure, the Peru case focuses on community 
care. The cases of the Philippines, the US, and Zimbabwe also highlight the significant ongoing debates 
in those contexts about how to approach and understand care infrastructure. Below we present 
summaries of the main approaches, definitions, and framings of care infrastructure in each case study. 

Kenya. In examining care infrastructure, the Kenya case study focuses on public policies—in 
particular, those related to social protection and care services. The case study argues that the 
governance of care in Kenya is grounded in the country’s constitution, which stipulates that the 
government must ensure that minorities and vulnerable and marginalized groups can engage in 
socioeconomic and political participation and have access to public services. The case study 
highlights public policies that focus on providing or supporting care services for elderly people, 
children (particularly orphans and vulnerable children), the sick (including professional healthcare 
and community-based care), people with disabilities, and forced migrants (refugees, internally 
displaced persons, and stateless persons). In addition to childcare, healthcare is a significant 
part of the case study’s assessment of Kenyan public care policies, partly because of Kenya’s 
history with the HIV/AIDS epidemic and significant public investment in health infrastructure. 
The case study also highlights care-related regulations designed to protect domestic workers. 
Interestingly, Kenyan care-related public policies formally recognize the care that extended 
families and community members provide. The case study highlights the role of community 
members in providing and supporting care work and the need for public policies to recognize and 
support this community care.

Mexico. The Mexico case study focuses on public care infrastructure or ‘state actions on care’ 
(that is care public policies, programs, and budgets). State actions on care encompass three aims: 
“to transform the social organization of care so that its provision is not based in oppressions and 
inequalities; to constitute a cross-cutting principle of all governmental actions; and to assume 
the responsibility to guarantee the right to care for others, to be cared for, and to self-care.”87 
Care policies impact “caregiving, the conditions in which people care for each other, and the way 
in which we understand social relationships.”88 In addition, an identified state action must have 
a federal budget allocation to be classified as a part of public care infrastructure. The case study 
provides a practical tool to identify gaps and novel possibilities for public policy to address care 
in an integrated way using a care-centric approach with a gender perspective.

Philippines. In the Philippines, interview respondents (community, civil society, and state actors) 
did not identify “care infrastructure” as a salient term. The term prompted “hazy definitions and not 
always an articulation of how it may differentiate or overlap with social protection and healthcare 
infrastructure.”89 Over the course of the interviews, however, respondents began to identify 
various components of care infrastructure. Based on these interviews and secondary literature, 
the study defines “care infrastructure” as a “network of structures, frameworks, and systems 
that enables and supports the delivery, access, and provision of care to a wide segment of the 
population that is necessary for survival and well-being, particularly to those who have less in 
life.”90 These elements of care infrastructure include social norms; high-quality, affordable, and 
accessible childcare services; healthcare services; long-term care for people with disabilities, the 
sick, and the old; social insurance and other forms of social protection; and paid medical, parental, 
and vacation leave. The case study puts forth a typology of care infrastructure: physical care 
infrastructure, care services, care policies and regulations, employment-related care provision, 
and norm-reorienting investments.
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Peru. Care infrastructure in this case study refers to care provided by community organizations 
and their community organizers. Specifically, the case study examines the role of community 
organizers and the community Anti-COVID-19 Committee of Santa Rosa (Anti-COVID-19 Committee), 
which is a subcommittee within the community committee in the urban settlement of Santa Rosa 
in Comas, Lima. The community organizations serve as a bridge between the state, community 
members, and families by demanding and providing direct and indirect care in times of crisis 
such as during the COVID-19 pandemic. The authors of the case study argue that “the community 
occupies a fundamental place in care infrastructures to improve the quality of life of the population 
and reduce inequalities in care.”91 However, if the state does not assume its role as guarantor of 
the right to care, the community is forced to undertake activities beyond its abilities and under 
precarious conditions. Furthermore, the activities carried out by the committee do not escape 
the effects of the gender division of labor, since they are usually carried out by women, whose 
unpaid work supports the well-being of the community. The community also demands access 
to care-supporting physical infrastructure—namely, medical equipment and resources and the 
construction of health center.

United States. The US case study examines definitions of care infrastructure articulated by civil 
society actors and the country’s two main political parties. The civil society definition of care 
infrastructure from the organization Caring Across Generations articulates a demand for a “national 
care agenda” that treats care like “a public good that requires collective, public policy-supported 
solutions.”92 The focus of civil society advocacy in the US around the national care agenda is to 
implement public policies that provide universal access to care services, support and protections 
for paid and unpaid care providers, and universal care benefits. In contrast, one of the two main 
political parties, the Republican Party, does not see care infrastructure as a public good. The 
current US president, a member of the Democratic Party, defines care infrastructure as including 
a state role in providing care (childcare, elderly and dependent care, and child tax credits) and 
entails a responsibility to pass policies (such as paid leave) that make it easier for people to give 
and receive care. This expansive approach has not been pursued and funded by state actors in the 
US outside the context of COVID-19 pandemic.

Zimbabwe. Civil society, state, and community actors in Zimbabwe have differing definitions of 
care infrastructure. Civil society actors define care infrastructure as encompassing physical 
infrastructure, norms, and practices that support care work. These actors did not initially point 
to policies and laws as a part of care infrastructure, but over the course of the interviews, 
urban civil society actors came to identify some policies, such as maternity leave, as a part of 
care infrastructure. In contrast, state actors focused on defining care infrastructure as care-
supporting physical infrastructure that can redistribute or alleviate care work responsibilities. 
The case study defines care-supporting physical infrastructure as “structures and innovations 
such as the immovable physical, visible structures and devices that support care delivery work 
such as obtaining water and sanitation, conducting reproductive chores, and procuring energy 
as well as the general mental well-being of women.”93 Community actors interviewed also 
focused on physical infrastructure, largely because of the importance of this infrastructure to 
meeting the challenges of daily life. Urban and rural community actors did not initially include 
policies, knowledge, and initiatives as a part of care infrastructure, but as the interviews went 
on, they also began to identify practices and community networks and initiatives as a part of 
care infrastructure.      
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Although these components are presented as distinct entities, they are also often interlinked, as the 
discussion below will illuminate. 

  Care-Supporting Physical Infrastructure 
One of the core components of care infrastructure identified in four of the six case studies (Kenya, 
Peru, the Philippines, and Zimbabwe) is care-supporting physical infrastructure, such as water 
infrastructure, roads, mobile clinics, childcare facilities, schools, and community health centers. 
In the Philippines and Zimbabwe, community and state actors (including both rural and urban 
respondents in Zimbabwe) understood care infrastructure primarily as care-supporting physical 
infrastructure. It was only with the prompting of researchers that these respondents discussed 
other forms of care infrastructure. State actors in Zimbabwe defined care infrastructure as including 
physical infrastructure that would redistribute care work, particularly the share of care work that 
women take on. 

The types of care-supporting physical infrastructure highlighted in the Kenya, Philippines, and 
Zimbabwe case studies are tied to the care activities that caregivers, namely women and girls, spend 
their time on in those contexts. In Zimbabwe, rural community members cited water infrastructure 
as a critical part of care infrastructure whereas urban community members cited roads, clinics, and 
schools. Rural community members noted that women spend a significant amount of time collecting 
water, and water infrastructure such as pipes and water containers can significantly reduce time 
spent on care activities. Similarly, rural community members highlighted energy stoves, which would 
reduce the time spent both looking for wood and cooking, as part of care infrastructure. Although 
rural community actors in Zimbabwe also highlighted the importance of roads, schools, and clinics, 
interviewees’ main focus was on water infrastructure and stoves. 

Similarly, the Kenya case study highlights investments in water provision and electricity as core 
to care infrastructure. In the Philippines, community members highlighted daycare centers, health 
centers, evacuation centers, farm-to-market roads, community centers (barangay) halls, water 
systems, and streetlights as physical care infrastructure. Again, community respondents focused on 
physical infrastructure that would reduce the time required to complete care activities. In Peru, given 
the case study’s focus on the Anti-COVID-19 Committee, the community’s physical infrastructure 
demands focused on building and reactivating the community health center post in the wake of the 
COVID-19 pandemic. 

Components of Care Infrastructure 
The case studies do not identify any one singular approach to care infrastructure, but they do 
describe overlapping components that taken together offer a typology of care infrastructure. This 
section explores the common demands, policies, and initiatives that the case studies identify as 
components of care infrastructure (see Table 2 below for an overview). These components are:

(1) care-supporting 
physical 

infrastructure

(2) community 
networks

(3) care-related 
knowledge and social 

norms

(4) care regulatory 
frameworks and public 

investments

(6) public care services 
and programs

(5) social protection 
policies
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In contrast, the US case study highlights a different relationship between physical infrastructure 
and care infrastructure. In the US, physical infrastructure is not widely seen as directly relevant 
to people’s ability to give and receive care. There is overall agreement among various and even 
opposing stakeholders about the role of the state in investing in basic physical infrastructure such 
as roads, electricity, and water systems. At the same time, there is variability in people’s access 
to these infrastructures owing to differences in municipal and state funding for them,94 and these 
differences can impact caregiving. However, given the baseline political support for investing in 
basic physical infrastructure, the case study focuses on the demands around public care services 
and regulations.

In sum, although there is agreement about the types of basic care-supporting infrastructure 
needed (such as water, electricity, transport/roads, and clinics), there are variations across regions 
about the particular infrastructure needed within these broad categories. For example, in Peru the 
community is focused on the need for a community healthcare center and not clinics in general, as 
in the Philippines and Zimbabwe. This highlights the need to have data on the local context and care 
needs relating to care-supporting physical infrastructure. 

  Community Networks   
The findings from Kenya, Peru, the Philippines, and Zimbabwe highlight the vital role played by 
communities in providing networks, interventions, and services critical to the provision of care and 
redistribution of care work. In Peru, a community organization and network provide vital care services; 
in Zimbabwe, community practices play an important role in redistributing and sharing care work; and 
in Kenya, state policies formalize the role that community members play in providing and supporting 
care activities. 

The Peru case study, focusing on the Anti-COVID-19 Committee in the community of Santa Rosa 
in Lima, explores the critical role that community organizing and networks can play in supporting 
and providing care. With the collapse of the limited existing public health services in the wake of 
COVID-19, community organizers in Santa Rosa reactivated the community’s health committee 
to develop networks of support and care management to confront the health crisis. Among other 
things, the committee delivered care baskets to families, supported members who were facing loss 
of income or housing, supported the sale of basic food items at low prices, distributed oximeters, and 

A water tank constructed by MID-P in partnership with Oxfam in Skuma village in Ngaramara, Kenya. March 2023. Photo by Mark 
Wahwai. ©Eyeris Communications/Oxfam.
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initiated a mental health campaign. The committee also worked to slow the spread of COVID-19 and 
supported national vaccination campaigns. These activities not only met families’ critical care needs 
but also strengthened the social fabric of the community. 

Community organizing and networks in the Peru case play a unique role compared with the examples 
in the Kenya and Zimbabwe cases in that they were also vital in identifying the health needs of the 
community during and after the pandemic. The committee bridged the gap between the state and the 
community by making the community’s needs visible and by calling for state action; they demanded 
access to tests, organized testing in the community, demanded access to vaccines, and helped the 
state organize vaccination campaigns. 

Community organizing and networks can thus play an integral and vital role in reducing 
inequalities in providing and receiving care.  

Similarly, the Kenya case study highlights the role played by community members and community 
health volunteers in the provision of care services. The Kenya Community Health Policy 2020–2030 
recognizes “nurturing care,” defined as the environment created by caregivers, as an important 
component of community health. The policy mentions community health volunteers and other 
personnel as having a significant role in ensuring that children in communities receive nurturing care, 
get playful opportunities to learn, and are protected from any form of harmh—with the government 
linking childcare and healthcare and investing in the training of healthcare volunteers, preschool 
teachers, and healthcare workers on “nurturing care.” Through its Alternative Care Guidelines, the 
Kenyan government also recognizes alternatives to the nuclear family structure, such kinship care 
and child-headed households.

The Zimbabwe case offers a slightly different example, showing how community networks can use 
cooperatives and the practice of Nhimbe to redistribute care activities among community members 
rather than providing care services or linking community care needs to the state. Nhimbe refers to a 
practice where community members work together to harvest crops. The sharing of agricultural labor 

h	 The idea of nurturing care has been adopted by numerous counties throughout Kenya. One county, Siaya County, 
implemented a nurturing care framework in 23 of 213 health facilities in 2013. In 2018 this was scaled up, and in 2020 the 
county government launched the Nurturing Care for ECD Strategic Plan (2020–2025) and anchored the Nurturing Care for 
Early Childhood Development in the 2020 Siaya County Health Act. As a part of this program, the county trained frontline 
healthcare workers, community health volunteers, and preschool teachers.

Janet Fuentes talks about the Anti-COVID-19 Committee she leads in her community. The group is walking through the 
community talking about the situation with the neighbors. Lima, Peru. December, 2021. ©Miguel Villalobos/Oxfam



CARE AS ESSENTIAL INFRASTRUCTURE 27

has an impact on women’s care work as women contribute between 60% and 70% of agricultural labor. 
Study participants in two rural areas (Bubi and Zvishavane) use Nhimbe and cooperatives to redistribute 
unpaid care work from women to men and youth in the community. The cooperatives, which are also 
primarily in rural areas, provide assistance specifically to women to complete unpaid care tasks. 

The Philippines case study highlights a similar practice of dagyaw, or dayum, as a form of community-
led care infrastructure.95 Here community members provide labor for other community members 
when needed, pool financial resources to help meet hospital or burial expenses, or provide crops or 
food items when community members are in need. Community members in WE-Care Program areas 
identified this form of community care, but members in non-WE-Care areas did not. Unlike Nhimbe, 
the practice in the Philippines does not necessarily imply a gender redistribution of care work. 

Both the Peru and Kenya case studies, in different ways, highlight the importance of state investments 
in and support for community care. In Peru, the leaders and members of the health committee provide 
community care while their own care workloads remain unaddressed. During the pandemic, women 
leaders’ care work for their fellow community members increased, leaving them with little time for their 
own self-care. Moreover, the gendered division of care work persists: the leaders and members of the 
committee are women, who are providing unpaid care work for the community. The case study highlights 
the need for young people to assume leadership tasks and positions as well as to be willing to learn from 
the experiences of other community leaders in order to make these efforts sustainable. This inequality 
and precarity in the provision of care is exacerbated by the absence of the state in fulfilling its duties in 
protecting care as a right. The long tradition of community organizing and leadership in the country in 
general, and in the community of Santa Rosa in particular, fills gaps left by the state. 

The Kenya case study also finds that the state must do more to support community care. Despite the 
existence of national policy that recognizes community health workers and national care guidelines 
that recognize kinship ties in care provision, this recognition has not been adopted across national 
policy frameworks, and the state does not ensure that it is monitored or enforced. Furthermore, 
these public policies do not do enough to recognize the gender inequality in the provision of care by 
community members. As in Peru, community care work in Kenya is taken on predominantly by women. 
Past research on the role of home-based care workers in sub-Saharan Africa during the HIV/AIDs 
epidemic found that many national policies were formulated to take advantage of unpaid home-
based care, undertaken primarily by women, which created cumulative economic disadvantages for 
vulnerable women in the long run.96 Both the Kenya and Peru case studies highlight the need for state 
support of community care and for public policies to explicitly undo the continued unequal gender 
distribution of such care or risk further entrenching gender inequalities. 

  Care-Related Knowledge and Social Norms
The case studies of Kenya, the Philippines, and Zimbabwe highlight how knowledge around care 
work can lead to shifts in care-related social norms as well as in the distribution of care work duties 
within the household. They also highlight the critical role played by civil society and communities 
in challenging social norms around care work. In the Philippines and Zimbabwe, Oxfam’s WE-Care 
programming on challenging social norms around care work has been implemented with Oxfam 
partners. Oxfam’s evaluation of WE-Care programs in the Philippines and Zimbabwe found that efforts 
to increase people’s knowledge about care and to challenge social norms around care have helped 
undo some of the unequal gender distribution of care work in households.97 

Community and civil society respondents in Zimbabwe noted that initiatives that 
increase people’s understanding of how care work is distributed in society and that 
help individuals challenge dominant social norms related to care work are critical parts 
of care infrastructure. 
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In particular, civil society respondents highlighted that Oxfam-supported WE-Care programming, 
which raised awareness of the role of care work in society, has helped to shift attitudes toward the 
distribution of care work in the household. 

The study identifies a few important initiatives: First, as a part of the WE-Care initiative, an Oxfam 
partner, Bethany Project, helped train 20 community members to be “Care Champions.” These Care 
Champions strive to work with communities to explore the gendered dynamics of care work and 
the importance of sharing care responsibilities between men and women. Study participants from 
Bethany noted that they have seen measurable changes, with men taking on some care duties in 
the household. Second, community-based laundry and cooking competitions for men are producing 
knowledge and shifting social norms in Zimbabwe. These competitions not only get men more 
comfortable in the kitchen and at the communal laundry facility but also shift women’s attitudes 
by showing them that men can do these household tasks and show the community that it is not 
shameful or unmanly to do laundry in public. Third, women community members engaging in income-
generating activities as a part of WE-Care programming with Oxfam partners in Zimbabwe have used 
those funds to invest in the water infrastructure of the community.

The Philippines case study also highlights the importance of using trainings and seminars to shift 
community norms in regard to unpaid care work. In the WE-Care Program with Oxfam partners in 
Libungan Torreta in 2019, seminars helped women articulate the importance of their care work and laid 
the foundation for shifting community practices around the unequal distribution of unpaid care work. 

In Kenya, civil society advocacy has been critical to increasing awareness about the role of unpaid 
care work in society. Civil society has used the media to do this, despite the media’s role in also 
upholding social norms around women and girls as the main caregivers in society.

Peru offers another example of the importance of knowledge building. Unlike the other case studies, 
which focus on social norms, the Peru case study explores the role of data. The community health 
committee started its work by gathering survey data to assess the health, economic, and care impacts 
of COVID-19 in the community. They then disseminated this knowledge to the media as a means of 

A WE-Care Champion prepares a meal for his family in Zvishavane, Zimbabwe. 2019. ©Vin Aranas/Oxfam.
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documenting and highlighting the existence of a health emergency in the community and as a strategy 
to reach out to the Ministry of Health and demand intervention. In this case, increasing and sharing 
knowledge about care realities and needs were integral to meeting care needs in a context of crisis.

  Care Regulatory Frameworks and Public Investments
One of the core components of care infrastructure identified directly in the Mexico, Peru, and US case 
studies and indirectly in the other case studies is the need for a systematic regulatory framework 
that guarantees and administers care as a right and/or a public good as a part of the national/federal 
agenda. Furthermore, such systems and frameworks need to be well resourced and funded through 
public investments.

In Mexico and Peru, this regulatory framework uses a rights-based approach that recognizes the 
state’s responsibility as a guarantor of the right to care. In contrast to other case studies, the Mexico 
case study argues that although social protection policies are vital to minimizing social risk, such 
policies “alone do not suffice as care policies”98 (this will be further elaborated in the next section), 
and the state should work toward building a coherent and systematic public approach to care and 
care interventions. In Peru, although the country has a national framework for the state to guarantee 
care as a right, the state falls behind on fulfilling this obligation.

The US case study describes an effort to establish a national integrated regulatory framework 
for care with accompanying public investment. A federal government initiative generated a 
national debate on the passage of systematic care policies accompanied with large public care-
related investments. Care-related civil society actors and one of the main political parties, the 
Democratic Party, argued that these policies would ensure investment in care as essential national 
infrastructure—care infrastructure—for the functioning of society. Although the initiative attracted 
national political opposition and was not passed into law, it highlighted the current demands and 
initiatives pushing for more integrated national care regulatory frameworks and concomitant 
public investment in the US.

National conference on “The Future of Care in Mexico,” May 25 and 26, Mexico City. 2023. © Oxfam Mexico.
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  Social Protection Policies

Two of the case studies, Kenya and the Philippines, identify social protection policies as a component 
of care infrastructure. The social protection policies identified in the two cases are cash transfer 
programs, national health insurance, and national social security. None of the policies mentioned 
here are universal programs with the exception of the universal health insurance program in the 
Philippines. 

The Kenya case study identifies a number of social protection public policies related to childcare and 
elder care as a part of care infrastructure. The programs related to elder care include a cash transfer 
program for Kenyans over the age of 70, the National Health Insurance Fund, and the National Social 
Security Fund. The social security and health insurance programs are contributory programs; employers  
are required to contribute to the funds, and self-employed workers can voluntarily contribute. As a 
consequence, many informal workers, who are primarily women, likely do not benefit. In fact, an Oxfam 
analysis finds that only 15% of workers have employers who contribute to the National Social Security 
Fund, leaving many workers without coverage.99 The case study notes, however, that domestic workers 
can access the National Social Security Fund. The Kenyan government has cash transfer programs for 
poor and vulnerable households, targeting orphans and vulnerable children, elderly persons, persons 
with disabilities, and widows. Social protection related to childcare includes cash transfers for orphans 
and vulnerable children. As will be discussed later in the paper, evidence suggests that these cash 
transfer programs do not have sufficient funds to cover all those who would qualify. 

In the Philippines, community respondents identified the national conditional cash transfer program 
(Patawid Pamilyang Pilipino Program, or 4Ps) as a part of care infrastructure. Poor households (those 
at or below the provincial poverty line) with children aged 0–18 or with a pregnant person in the 
household are eligible and can use the cash transfer for care investments in health and education 
for their children. The program is a poverty alleviation program of the government that contributes 
to care provision through direct cash transfer. At the same time, the policy itself does not explicitly 
connect with or acknowledge the unequal distribution of unpaid care work in the home. Moreover, 
studies indicate that the program falls far short of providing coverage for all eligible households.100 
The case study also highlights the country’s universal health insurance program as a part of care 
infrastructure. 

In contrast, the Mexico case study proposes a wholly different approach. It argues that social 
protection can be a basis for care policies in that social protection policies are instrumental to 
people’s well-being. However, for social protection policies to be classified as care public policies, 
they must be extended to provide care services and transform the social organization of care. The 
Mexico case study classifies one social protection policy as a care public policy: the policy creates 
a precondition for care by providing a cash transfer for working mothers or fathers whose children 
(until the age of 16) have been diagnosed with cancer. The cash transfer covers up to 60% of the 
parent’s salary and can be used to take time off of work or for the medical care of the child.101 This is 
a care public policy because it directly impacts the provision of care and ensures that both mothers 
and fathers can take advantage of the policy to provide care.

Although both the Kenya and the Philippines case studies identify different social protection 
policies as a part of care infrastructure, they also argue that such policies must more explicitly 
acknowledge care work and its gendered division. The social protection policies identified in those 
two case studies do not acknowledge or address the gendered division of care work, although they 
may support caregiving activities; they also do not provide coverage for a significant proportion of 
households that are eligible. 

Social protection systems must be expanded to recognize the integral role of care 
in people’s well-being and must directly address the way care work is distributed in 
society and in the household.102 
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Moreover, as Oxfam’s past research demonstrates, social protection policies and programs must 
be universal, and not  contributory or conditional programs,  to help reduce inequalities, including 
gender inequalities in care work.103 

  Public Care Services, Programs, and Regulations 

All six of the case studies highlight public care services and programs related to unpaid and paid care 
work, targeting both caregivers and care recipients, as a component of care infrastructure. In doing 
so they identify different vulnerable groups that require care services: elderly people, those with 
disabilities, and children. 

Because of Kenya’s national context and history, the Kenya case study is unique in highlighting 
state policies related to the protection of orphans, widows, and forced migrants (refugees, internally 
displaced persons, and stateless persons) as a part of care infrastructure. Additionally, the US is the 
only case study that also examines the ways in which public care services fail to meet the care needs 
of LGBTQ+ communities.

The most common public care services associated with care as infrastructure in the case studies 
include childcare support and systems, elder care, and disability support systems.i The most 
common care-related regulations discussed in the case studies include labor rights for domestic 
and care workers, maternal or family/parental leave, and workplace protections for breastfeeding 
and lactation. However, many of these regulations do not apply to the informal sector, and hence 
many informal workers, who are primarily women, do not benefit from such regulations. The Kenya 
and Philippines case studies note the importance of the private sector in recognizing and ensuring 
these rights for their workers.

Five of the case studies highlight public policies protecting the rights of paid care workers. In 
Kenya, domestic workers can benefit from the two primary national social protection funds (the 
National Health Insurance Fund and the National Social Security Fund). In the Philippines, formal 
government regulations need to do significantly more to protect the rights of care workers. In the 
US, civil society demands around care as infrastructure include improving the rights and dignity of 
paid caregivers. 

Given Oxfam’s past and ongoing work on public care policies through the Oxfam Care Policy Scorecard, 
this section delves into understanding the different national policy approaches to public care services 
and programs identified in the case studies rather than listing the different policies. Specifically, it 
examines different national policy approaches for fostering co-responsibility for care and specific 
public policy interventions for addressing healthcare and childcare. Healthcare and childcare are two 
of the most prominent areas for public care services as a part of care infrastructure emerging from the 
case studies. Policies related to provision of healthcare are discussed in the cases of Kenya, Mexico, 
Peru, the Philippines, and Zimbabwe, and policies related to provision of childcare are discussed in 
the cases of Kenya, Mexico, and the Philippines. 

Fostering Co-Responsibility for Healthcare and Childcare

The Kenya case study’s discussion of national policies around healthcare highlights the role of family 
and community members in the provision of care. The Kenya National Care System Assessment, 
published in 2020, defines family-based childcare “as short-term or long-term placement of a child 
in a family environment with one consistent caregiver and a nurturing environment where the child is 
part of a supportive family and the community.”104 In 2022 the government of Kenya established the 
National Care Reforms Strategy, which focuses on childcare and seeks to strengthen the ability of 

i	 These policies reflect many of the policies captured in Oxfam’s Care Policy Scorecard. Among the case study countries, the 
Kenya and Zimbabwe Oxfam offices are currently conducting research for the Care Policy Scorecard, and the Philippines 
and the US recently completed their national Care Policy Scorecards. 
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families and households, rather than only institutions or the private sector, to provide childcare. It 
thereby aims to support family and community provision of childcare, not just the outsourcing of that 
care to other providers.

Kenya’s healthcare policies include national government guidelines, developed in 2002, for home-
based care for people living with HIV and AIDS. The Kenya National HIV/AIDS Strategic Plan of 2000–
2005 defines health-related home-based care as care given to sick persons in their homes, including 
care that extends from hospital or health facilities to their homes, provided by hospitals, families, and 
communities and covering physical, psychological, and spiritual support. The government developed 
systems and capacities to ensure provision of care for people living with HIV/AIDS, targeting individuals, 
families, and communities, to help reduce demands for care from overburdened national healthcare 
systems. 

More broadly, the Kenya Health Policy, 2012–2030, puts forth a vision of healthcare that ensures 
equity and is people-centered with a participatory approach.  Kenya’s recent Universal Health 
Coverage Program, 2020–2030, aims to ensure that populations can access primary health 
facilities and highlights maternal and child health, including tackling high maternal mortality. In 
this way, healthcare is explicitly linked to aspects of care provision and care work. At the same 
time analysts have found that in implementing universal health coverage, the Kenyan government 
is channeling public healthcare funds to private healthcare providers.105 In 2021, 64% of funds 
from the National Health Insurance Fund went to private health services, compared with only 30% 
10 years earlier.106 This privatization of public healthcare funds has diminished the quality and 
accessibility of healthcare services in Kenya.107

The Kenya case study also critiques existing childcare- and healthcare-related policies for not 
explicitly recognizing the gendered division of care labor, and the role specifically played by women 
and girls in care services. The policies treat the family as a homogenous unit and do not compensate 
home caregivers, even though they are taking on public health responsibilities. 

Similarly, Peru’s public policies do not adequately recognize the work done by community organizers, 
who receive no renumeration or social protection benefits (healthcare, social security) for their labor 
upholding community care. Building on the experiences of the Anti-COVID-19 Committee, the case 
study recommends making civil society and community leaders more visible in the national care 
system, formally including them in national health policies, and providing them with state financial 
and technical support.108 

The US case study’s exploration of the debates surrounding childcare highlights another approach to 
the inclusion or exclusion of families and communities in public care services and programs. Broadly 
speaking, childcare policies, in comparison with other care-related policies, have more support from 
both political parties, as the Republican Party sees childcare as being aligned with its politically 
conservative values. However, the two parties have significantly different policy approaches to 
childcare. The Republican Party supported a national law that would incentivize the private sector, 
rather than the federal government, to offer and pay for family and medical leave. In contrast, 
the Democratic Party advocated for public solutions funded by public investments. Civil society 
advocated for universal childcare benefits as a part of its approach to public childcare services. 
The US case study also highlights US subsidies for childcare such as the childcare tax credit. Under 
current law, subsidies exist at the national level but are not universal public childcare services. The 
provision of childcare still rests primarily with families and individuals, who often rely on the private 
market with minimal state support.

The Mexico case study identifies two public care service programs that aim at creating co-
responsibility for care work. The two programs, with attached budgets, focus on state co-
responsibility for care but do not address the co-responsibility of care between men and women 
within households or between the private sector or the community and households. One program 
is meant to protect the rights of children whose “rights are violated or restricted.”109 The case study 
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classifies this as a program of public care services as it creates co-responsibility between the 
state and households for the care of minors. 

The findings from these case studies highlight how public policies related to care 
services often fail to address the unequal gender division of labor, even when they try 
to redistribute some responsibility to the state (as in Mexico case) or community actors 
(as in Kenya).

Public Care Services and Programs and Infrastructure

The Zimbabwe case study demonstrates a different set of priorities. Instead of focusing on the 
provision of care services related to healthcare and childcare, respondents in rural communities 
identified the need for physical infrastructure in the form of schools and clinics. Study participants 
noted that daycares and preschools can significantly reduce women’s childcare work. In rural areas, 
primary schools are often too far from communities, forcing women to spend a significant amount of 
time taking their children to and from school. 

Similarly, the lack of health centers means that caregivers, mainly women, have to travel significant 
distances to find healthcare for their sick children, increasing their overall care work. Community 
participants in two rural communities highlighted mobile health clinics as an important state initiative 
that reduces women’s care responsibilities by making it easier to ensure appropriate healthcare for 
their children. They called for the Zimbabwean state to invest in and increase the density of health 
centers in rural areas as a part of care infrastructure.     

In the Philippines case study, community participants in some regions (Mangaldan) discussed the 
care-related benefits of local healthcare centers. In particular, they noted that the local health 
center provides free care to pregnant women, who therefore did not have to spend energy worrying 
about paying for pre- and postnatal checkups. They also noted that the policies that ensure free 
immunization and nutrition for children are part of care infrastructure. This discussion highlights the 
ways in which even under the rubric of healthcare and childcare the types of policies and investments 
needed vary by regional context. 

Table 2 outlines the core policies, programs, and initiatives discussed in this section as they relate to 
the different components of care infrastructure. This list is not exhaustive but focuses on the primary 
and illustrative examples from each case study. The table captures much but not all of the diversity 
found within each component across the countries. 
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Table 2. Core policies, programs, and initiatives highlighted in case studies, by care infrastructure component  

Kenya Mexico Peru Philippines United States Zimbabwe

Care-supporting physical 
infrastructure

•	 Water

•	 Electricity

•	 N/A •	 Health center for the 
community 

•	 Health facilities

•	 Education facilities

•	 Water 

•	 Time- and labor-saving 
equipment

•	 Community centers

•	 N/A •	 Water 

•	 Electricity 

•	 Energy-saving stoves 

Community networks •	 Community healthcare 
volunteers 

•	 Kinship care

•	 N/A •	 Community health 
committees

•	 Dagyaw or dayum 
(community pooling of 
labor or funds for burials or 
hospital expenses; in-kind 
support such as crops or 
food) 

•	 N/A •	 Nhimbe (community 
members sharing 
agricultural labor) 

•	 Care cooperatives

Knowledge •	 Civil society’s challenging 
of social norms through 
the media 

•	 N/A •	 Data on care needs 
collected by health 
committee 

•	 Civil society-led training to 
challenge social norms 

•	 National Household Care 
Survey

•	 N/A •	 Community and civil 
society initiatives to 
challenge social norms 
with cooking competitions, 
laundry competitions

Public care regulatory system 
and public investments

•	 N/A •	 National care system 
(under discussion)

•	 National care system •	 N/A •	 Debate on national 
approach to care 
infrastructure

•	 N/A

Social protection •	 Conditional cash transfers 
(orphans and vulnerable 
children; elders; and 
persons with disabilities) 

•	 National Pension Scheme 

•	 National Health Insurance 
Fund 

•	 Health, care, nutrition, 
education, security for 
children (ages 60 days to 6 
years) of working parents 

•	 Cash transfer for parents 
with children with cancer 

•	 N/A •	 Conditional cash transfers 
for children’s health and 
education

•	 Universal healthcare

•	 N/A •	 N/A

Public care policies, programs, 
and regulations

•	 Women’s Economic 
Empowerment Policy 

•	 Labor rights and social 
protection for domestic 
workers

•	 Public care services for 
vulnerable children 

•	 State support for kinship 
care and community health 
volunteer 

•	 Services to groups 
with special needs 
(accommodation services 
and comprehensive 
services for older adults)

•	 Program to protect rights 
of children of incarcerated 
mothers

•	 N/A •	 Protections for decent 
work for care workers 
in the Philippines and 
overseas

•	 Mandatory provision 
of workplace nursing 
facilities

•	 Maternity leave 

•	 Paid leave benefits 

•	 Child tax credits

•	 Child and dependent care 
tax credit 

•	 Home-and community-
based services (HCBS)

•	 Maternity Leave

•	 Mandatory provision 
of workplace nursing 
facilities

•	 Infant care

Source: Authors’ own elaboration based on country case studies. This list of policies is not exhaustive but highlights the main policies discussed in the case studies. 

Note: N/A = not applicable.
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Common Debates around Care 
Infrastructure 
Two themes emerge in common debates about the components of care infrastructure: (1) the role 
of the state in supporting the components of care infrastructure, including in relation to community 
care; and (2) the importance of centering and tackling the unequal gendered division of care labor in 
all public policies. 

The Role of the State in Supporting Care Infrastructure 
A number of the case studies (Kenya, Mexico, Peru, the Philippines, and the US) explore the debates 
over and demands of the role of the state in care infrastructure, showing that this debate remains 
largely unresolved in those countries. At the center of the debates is the question: What are the core 
responsibilities of the state with regard to providing and supporting care work? We categorize the 
five case studies into two buckets: those that frame care as a right and those that frame care as a 
public good. These two frameworks are intersecting and complementary; they do not exclude one or 
the other. For example, the framework of care as right includes providing care as a public good.

The framing of care as a right, which is the dominant legal framework toward care in Latin America, requires 
states to invest resources in ensuring that everyone has a right to care, the right to be cared for, and the 
right to self-care.110 States have a co-responsibility along with families, communities, civil society, and 
the private sector to realize this right and to undo the unequal gender distribution of care work. 

Recognizing care as a right also requires building national care regulatory frameworks 
or systems that put care at the center rather than on the periphery. 

The Kenya, Philippines, and US case studies articulate frameworks of care as a public good. In these 
cases, the debates center on the need for the state to expand public care policies and care-related 
public investments as well as to recognize the integral role of care in societies, economies, and 
people’s well-being. They do not call for the state to recognize care as a right, and thus these case 
studies do not discuss demands that the state develop national care systems to address care and 
its unequal gendered distribution in an integrated policy or regulatory framework. 

The State As Guarantor of Care As a Right

Two of the case studies, Mexico and Peru, examine the role of the state as a guarantor of care as a 
right through the provision of national care regulatory systems. Both case studies note that although 
the ambition for the state to institutionalize care as a right exists, state actions are so far woefully 
behind in recognizing care as a right. 

The Mexico case study authors argue that the central and basic function of the state is to provide 
care to its citizens, and it must therefore assume responsibility for guaranteeing care as a right along 
the three dimensions mentioned. Mexico’s Congress is in the midst of discussing and potentially 
approving a National Care System Law, raising the importance of achieving clarity and consensus 
on the role of state actions (that is, budgets, policies, and social programs) in recognizing care as 
a right. The study proposes that state actions related to care consist of any state policies, social 
programs, or budgetary allocations that (1) provide direct care; (2) meet the needs of caregivers; 
and (3) promote an equitable distribution of care responsibilities between the state, the private 
sector, families, and communities as well as an equitable gendered division of care responsibilities. 
The case study further classifies the types of care infrastructure that the state can provide as (1) 
establishment of institutions and norms related to the provision of care; (2) building of cultural norms 
around the provision of care; and (3) provision of just economic compensation for care work. 

Using this framework, the study finds that of the 56 stated care-related programs and associated 
budgets it examined, only nine can be classified as care programs. Of the nine, the authors classify 
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two as related to direct care provision, five as related to the preconditions for care, and two as 
related to the redistribution of care responsibilities.j Existing policies and programs are thus far 
from realizing care as a right. The case study argues that much can be done to advance progress by 
modifying existing state programs and policies to more directly address one of the three foci of care 
policies identified by the study. 

Similarly, the Peru case study argues that co-responsibility for care requires that the state assume 
its role as holder of the obligation to guarantee care as a right (along the three dimensions mentioned 
above). It must guarantee—among other care policies—coverage, quality, and timeliness in the provision 
of public services, incorporating a focus on disasters and emergencies. Further, it argues that the state 
must recognize the right to care in all its dimensions and scope, including creating the conditions 
for effective community care, and it must plan, implement, and evaluate care services to guarantee 
their quality, accessibility, and coverage. In the context of the Montevideo Strategy of 2017, there is a 
national and regional push to implement national care systems. Yet despite recognition of the state’s 
obligation to guarantee care, organized community networks end up replacing public institutions in the 
face of limited and poor-quality public services and deepening inequalities. The case study explicitly 
calls on the state to increase its investments in community care to alleviate, recognize, and support 
the work taken on by community networks as a part of its obligation to guarantee care as a right.

The State and Care As a Public Good

In three of the case studies—the US, Kenya, and the Philippines—the state’s role relates to care as a 
public good. In all three cases, the state does not yet quite recognize care as a public good, and there 
is continuing debate about to what extent care is a public or private responsibility.

The US case study analyzes the intense 2021 public debate on whether the US government should 
invest in and develop care infrastructure, with significant budgetary allocations oriented to care. On 
one side of the debate, civil society and some lawmakers worked to highlight the central role played 
by care work in the functioning of society and the economy. They sought to ensure that the state 
would support and provide care as a public good, investing in care infrastructure just as it invests in 
physical infrastructure. The US president, Joe Biden, and several lawmakers from his political party, 
the Democratic Party, were able to increase some government funding related to childcare services, 
paid family leave benefits, tax credits for children, and dependent care costs. However, a number of 
initiatives related to childcare, elder care, and care for persons with disabilities advocated for by civil 
society actors, including the Care Can’t Wait coalition, were not adopted. 

 
On the opposite side of the debate, several lawmakers from the opposing political party, the 
Republican Party, asserted that care services are primarily a private rather than a public responsibility 

j	  For a longer discussion of these programs, see the Mexico case summary in Appendix B. 

Oxfam America joined with labor unions and other allies calling on the US Congress to fund affordable, accessible child care, 
and help ensure living wages for providers and all workers. 2022. ©Nancy Andrews/Oxfam.
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and opposed the idea that the state should enact long-term public investment in care services. 
Rather, these lawmakers largely supported state investments in care services if they were short-
term, one-off policies, such as childcare in the context of COVID-19 pandemic. They also supported 
care policies (namely childcare) that would incentivize private sector investment in care services 
rather than expand the state’s responsibilities or investments.k As such, the case study underscores 
the ongoing debate within the US about whether care is a public good and about the types of 
investments required to recognize it as a public good. 

Similarly, in the Philippines, civil society calls for the state to take on more responsibility in relation 
to care, but the state does not invest in care as a public good. Communities and state actors see the 
provision of care as the responsibility of the family, and particularly women in the family, and state 
actors make almost no acknowledgement of the role care work plays in the overall development 
of economy and society. As such, the case study finds that the state plays only a minimal role in 
supporting care, and there is no comprehensive national approach to care. 

There is, thereby, no explicit discussion in national policy circles around care infrastructure, despite 
the Filipino government’s commitment to improving and investing in infrastructure writ large to improve 
quality of life and expand economic opportunities. The country does have a gender and development 
policy framework that articulates the government’s commitment to “making women’s and men’s 
experiences a vital dimension of the design, implementation, monitoring, and evaluation of policies, 
programs, and projects in all spheres for women and men to benefit equally, and 2) assessing the 
implications for women and men of any planned action, including legislation, policies or programs in all 
areas and at all levels.”111 This policy provides a framework for the government to invest in care work, 
but the state does not use this mandate to foster public investments in care infrastructure. 

In addition, although a number of public programs impact the provision of care, from social protection to 
healthcare to childcare, these programs and policies do not explicitly recognize or center the gendered 
redistribution of unpaid care work. National-level discussions of care infrastructure are limited to topics 
related to health and education but omit other direct care-related activities. In contrast, Filipino civil 
society organizations and women’s rights movements argue for the centering of care in the country’s 
economy and society and for the recognition of care as a public good by the state.

The Kenya case study also finds that the state does not fully recognize care as a public good, even 
though the state’s responsibility for the provision of care is grounded in the Kenyan constitution’s 
commitment to fostering access to public services by marginalized communities, including women; 
older people; persons with disabilities; children; youth; and members of ethnic, religious, and cultural 
minorities or other marginalized communities. The Kenyan government’s commitments to care 
work fall under policies that define other public goods, such as social protection, child protection, 
healthcare, labor rights, protection of persons with disabilities, and protection of forced migrants 
(refugees, internally displaced persons, and stateless persons). 

In Kenya, however, as in the Philippines, there is no national framework that explicitly recognizes the 
role of care in society, though a national care policy is currently being developed. State investments 
in care-related sectors are woefully inadequate to ensure that care is provided as a public good. 
However, the Kenyan legal system recognizes that childcare includes not only financial support but 
also the provision of unpaid childcare and that both parents have equal and joint responsibilities for 
childcare. Therefore, there is some legal recognition of the role of unpaid childcare in the Kenyan 
national context, although it has not yet translated into an expanded role for the state vis-à-vis care. 

In all three countries—Kenya, the Philippines, and the US—members of civil society advocate for state 
recognition of care as a public good, but states lag in implementing this framing. The case studies 
highlight the country-specific political and policy contexts that could undergird the state’s responsibility 
to treat care as a public good in Kenya (the constitutional mandate to empower marginalized and 
vulnerable groups) and in the Philippines (the gender and development policy). Yet, as the Philippines 
case points out, in the absence of explicit state recognition of how care is linked to gender equality, 
development, and poverty alleviation, states must do more to recognize care as a public good. 

k 	 An example is the 2021 draft Protecting Worker Paychecks and Family Choice Act, which sought to incentivize the private 
sector rather than the US government to pay for family leave.
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Differentiating Women’s Economic Empowerment and Care 
Work Equity 
The Philippines and Kenya case studies examine the ways in which national policies related to 
women’s economic empowerment differ from policies to address care needs and care inequities. In 
the Philippines, no existing policy framework at the national level explicitly recognizes the role of care 
work in society and the economy; there is a national policy framework for gender and development 
that does not directly address care work. In some instances, because this framework does not 
directly address care work, local governments are unable to fund care-related programs. The case 
study argues that unless policies also address the public-private divide of care provision, policies 
around women’s economic empowerment will be hampered in achieving their goals. Women end up 
having to balance both care work and paid work and often have to redistribute the care work within 
the family (to other women or girls) or to other institutions or people outside the family.

In contrast, the Kenya case notes that the country’s Women Economic Empowerment Strategy (2020–
2025),112 which aims to move women toward paid work, acknowledges the need to address women’s 
unpaid care work. The policy seeks to develop affordable care centers for babies and increase 
women’s access to water, electricity, and roads to mitigate their unpaid care work. At the same time, 
the policy makes no explicit mention of measuring the role of care work in overall development and 
women’s economic empowerment. 

The Kenya and Philippines case studies highlight that economic empowerment policies do not directly 
translate into policies that address the unequal gender distribution of care and again point to the 
need to center care in interventions. 

Investments in care infrastructure 
All six case studies find that public investment in care infrastructure is woefully insufficient. In part, 
the case studies argue that this is because states do not view care as a public good or enforce it 
as a right. As the US case study finds, moments of crisis, such as the COVID-19 pandemic, did create 
brief recognition of the need for public investment in different components of care infrastructure. 
Unfortunately, some of these initiatives were discontinued with the end of the pandemic. At the same 
time, two of the case studies, Peru and Zimbabwe, highlight significant investments by civil society 
movements and community organizations and leaders in components of care infrastructure. Table 3 
provides an overview of the care infrastructure investments discussed in the case studies. 

Table 3. Care infrastructure investments  

Investments in care infrastructure 

Kenya: Kenya has limited public budgetary allocations for early childhood education, health, agriculture, 
social protection, water, and irrigation. Public investments are insufficient to meet the care needs of the 
population and are therefore likely exacerbating unequal gendered division of care work.

Mexico: The state assigns a very limited budget to care actions: only 0.4% of the federal budget 
is spent on the programs selected.

Peru: Two types of investments are made in relation to the work of the community health 
committee: First, there are physical and economic investments in the committee’s activities, 
care baskets, and community health center. Second, there are less tangible investments in 
transforming care regimes and the social organization of care. These investments are made 
by the community, primarily women, and not the state. They often overwhelm families and 
communities, in particular women community organizers. There is a need to invest in younger 
generations of leaders to involve them in communal leadership.
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Investments in care infrastructure 

Philippines: Investments in care infrastructure are limited, and they are often by-products of 
investments in other policies. 

United States: The debate around care infrastructure in the US did not lead to permanent public 
investment, since the proposed “Build Back Better” bill did not pass. The final legislation that did 
pass included limited funding for childcare and paid leave and home- and community-based care 
services for elderly people and people with disabilities. However, there were temporary budgetary 
allocations for temporary care provisions as a part of the COVID-19 relief bills.

Zimbabwe: Zimbabwe has made investments in care-related physical infrastructure, such as laundry 
stalls constructed at strategic places along piped water schemes, water schemes to benefit 
livestock and humans, cooking stoves, clinics and mobile clinics, and schools. In addition, civil 
society and communities have made investments in reducing the care burden and redistributing 
care work. Among these initiatives are the work of the WE-Care Initiative, the “Care Champions” 
interventions, and the support received by cooperatives. Additionally, it is important to continue to 
invest in knowledge as a strong tool for advocating for investments in care and care infrastructure.

Source: Authors’ own elaboration based on country case studies.

 
The Filipino government has made physical infrastructure investments a budgetary and policy 
priority. However, given that the state does not frame or view care work as the responsibility of the 
state, but rather that of households and families, direct public investments in care services and 
programs are minimal. Moreover, although the Philippines has a significant gender and development 
budget, the resulting activities do not fully address the unequal gender division of care work. At 
the local government level, gender-related investments are tied to the gender and development 
budget, and because programs and policies are prescribed in the national gender and development 
framework, local governments have little flexibility to use the gender and development budget for 
directly providing care or proposing new programs or spending. Further, the case study demonstrates 
that even though tackling gender inequality is a priority, there is no explicit recognition of care work 
and thus limited investment in care-related programs. Although the case study does not conduct a 
financial analysis, it highlights how the lack of recognition of care and its links to gender inequality 
and development means there is limited direct investment in care programs. 

The US case study underscores a similar tension around whether investing in care-related 
infrastructure should be considered part of infrastructure and a public good. At the height of the 
COVID-19 pandemic, there was broad-based political support for the state to temporarily invest in 
care as essential infrastructure. Even members of the Republican Party, which traditionally opposes 
investments in care-related programs as a function of the federal government, voiced the importance 
of care work to the economy. However, this broad-based support from political actors was short-
lived, and consequent national bills that would have included long-term federal funding for care-
related programs and policies were not passed. Instead, a number of lawmakers, primarily from the 
Republican Party, argued that the government could subsidize or facilitate families’ investments in 
care services in the private sector.

In a similar vein, the Kenya case study highlights the ways in which care is not viewed as essential 
infrastructure by the state. Although the state’s responsibility to address the provision of care has a 
constitutional basis, the case study argues that the state is not adequately meeting its obligations. 
The case study classifies investments in the following sectors as relating to care: health, early 
childhood education, water, agriculture, social protection, and the State Department for Gender. 
This includes investment by the government to produce a national time use survey. Allocated public 
investments in these sectors comprised 11% of the total budget from 2021–2022. Although 11% may 
seem significant, it is important to note that this covers six different sectors, and the budget for 
national security is nearly 50% of the combined allocation for these six sectors. Moreover, analysis by 
the University of Nairobi Women’s Economic Empowerment hub finds that this spending is inadequate 
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to meet the needs of women and other marginalized groups. In particular, cash transfer programs for 
orphans and vulnerable children, elderly people, and people with severe disabilities do not cover all 
those who qualify. 

Over the years the Kenyan government has taken on significant debt for large-scale infrastructure, 
but these infrastructure investments have not been tied to sectors such as health, early childhood 
education, water, agriculture, and social protections that would impact unpaid and underpaid care 
work. As such, these sectors continue to lack investments despite overall expansionary fiscal 
policies. 

The heart of the issue is that the Kenyan government, like the governments of the 
Philippines and the US, does not explicitly view spending in these categories as 
investments that can spur growth.

The Mexico case study finds dismal levels of state investment in care as infrastructure. The case 
analyzes 56 care-related budgetary programs and identifies nine of them as care programs: two 
direct care programs, five programs that establish preconditions for care, and two equity and co-
responsibility programs. The funds allocated to care in 2020 through these nine care-related programs 
constituted 0.4% of the federal budget. Although state efforts directly toward care are quite limited, 
the state invests in a myriad of care-related activities that can be redirected toward care and that 
could help build care systems from existing efforts in an organized and coherent fashion. 

In contrast, community and civil society actors have heavily invested in care as infrastructure. The  
Peru case study demonstrates the critical role that community organizers play in ensuring that 
basic and critical care needs of a community are met. The Santa Rosa community health committee 
implemented “community care infrastructure that includes economic, material, emotional, and 
physical support.”113 This approach to care as infrastructure is much more expansive than some of the 
interventions of policy frameworks advocated by states. At the same time, this labor by community 
organizers takes a toll on the organizers themselves, highlighting the need for state support and 
investment. The case study argues that the Peruvian state should assume some economic obligations 
for the provision of care as infrastructure and support the work of community organizers. 

Community and civil society actors have heavily invested in care as infrastructure…
At the same time, this labor by community organizers takes a toll on the organizers 
themselves, highlighting the need for state support and investment.

Importantly, the Zimbabwe case study highlights how civil society movements can spur government 
investments in care infrastructure. Geographic areas that were part of Oxfam’s WE-Care Program had 
public care infrastructure investments that addressed women’s needs and economically empowered 
them. In contrast, in non-WE-Care areas there are limited public investments in care infrastructure 
and little focus on the needs of women as primary care providers. Both community and government 
actors note how investments in water infrastructure have helped women and communities in carrying 
out care work. Investments being made by civil society and community actors are building knowledge-
related care infrastructure. Finally, community networks have used care-related programming to 
raise funds for investment in physical water infrastructure.

The Zimbabwe study notes that the state has invested in some forms of care infrastructure, particularly 
water infrastructure and mobile clinics, but interviews and focus group discussions highlighted that 
there are demands for increased investments. Respondents noted that the state needs to improve 
transportation, roads, and the density of school and health facilities.
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This paper examines how care infrastructure is understood and defined across six different country 
contexts where Oxfam has programmatic work related to care: Kenya, Mexico, Peru, the Philippines, the 
US, and Zimbabwe. The case studies, using a qualitative methodological approach, draw on national 
policy frameworks, interviews with community members and state actors, the work of community 
organizations and civil society, including Oxfam’s, and secondary literature to articulate the demands 
and definitions related to care infrastructure in these country contexts. Being exploratory in nature, 
this paper aims to give meaning to care infrastructure as a concept by anchoring it in specific country 
contexts. 

All the case studies highlight communities’ and civil society actors’ high interest in and demand 
for systematic care interventions and more equitable distribution of care responsibilities among all 
social actors (families, communities, the state, civil society, and the private sector). All the case 
studies, in alignment with Oxfam’s programmatic work, advocate for a social organization of care 
under the “care diamond” or co-responsibility approaches. These approaches argue that all care 
stakeholders have a role to play in care work and in maintaining the well-being of society by undoing 
the unequal responsibility of families, and of women and girls within them, for the provision of care. 

Below we outline some key lessons from the paper.  

Care infrastructure embodies six core components that vary and are shaped by 
local contexts, highlighting the importance of centering local context for any 
care-related intervention.

There is no single understanding of care infrastructure. Each component of care infrastructure 
identified in this paper is context specific, determined by country-specific factors including social 
organization of care, time use related to care, legal frameworks, and civil society and community 
mobilization.

This paper finds six core components of what could constitute care infrastructure across the six 
case studies: (1) care-supporting physical infrastructure, understood as physical infrastructure that 
would reduce the labor and time associated with caregiving duties; (2) community care networks that 
provide vital care services, offer ways to share care work duties, and/or serve as a bridge between 
families and the government; (3) knowledge as education or evidence generation around care and the 
care realities of underserved populations, which can lead to shifts in social norms, the distribution 
of care work duties within households, and demands for state care interventions; (4) care regulatory 
frameworks and public investments, understood as the need to create integrated systems with 
accompanying legal frameworks, budget allocations, and public investments; (5) social protection 
policies; and (6) public care services and care-related regulations. 

This paper delves mainly into the responsibilities of the state in relation to care infrastructure (or 
a national system approach to care) and highlights the importance of community and civil society 
approaches to care and care infrastructure as part of novel understandings of care relationships.

States need to expand their co-responsibility for care provision through well-
funded public financing of public care systems or public care services, programs, 
and care-related regulations.  

Most of the case studies argue for the need to expand the role of national or federal governments 
in relation to care. They also document civil society and community efforts to push states, 
including at different governmental levels, to recognize their central role in guaranteeing care 

5 CONCLUSIONS AND KEY LESSONS
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as a fundamental right or as a public good. To do so, states should strengthen public policies, 
budgetary allocations, and systematic regulatory frameworks to provide equal access to care and 
public care infrastructure. 

Some of the case studies, such as Mexico, Peru, and the US, articulate already defined pathways or 
demands from civil society related to how states should take on co-responsibility for care. In the case 
of Mexico and Peru, both countries are part of regional agreements to develop national integrated 
systems of care. In these two countries, the state is a guarantor of the fundamental right to care and 
must make public investments following the “maximum allocation of resources” framework. In the 
US, there is an ongoing debate about whether the federal government should consider care essential 
infrastructure or play a leading role in developing and supporting public care policies with expanded 
public investments. Although all the case studies argue for the need for states to play a more visible 
and central role, the case studies also observe that the national or federal governments analyzed 
still have not implemented systematic legal frameworks or allocated significant investments for care 
infrastructure or care systems.

This key lesson is intrinsically tied to Oxfam’s longstanding advocacy for states to invest in free 
public services ensuring universal coverage in health, education, and childcare (in addition to other 
public services, such as water and electricity) and to invest in universal social protection policies to 
reduce economic and gender inequalities.114

The unequal gender distribution of care work must be explicitly recognized 
in care-related public policies, including those related to women’s economic 
empowerment and social protection policies. 

The case studies of Kenya and the Philippines demonstrate that gender justice frameworks or 
women’s economic empowerment cannot be achieved unless public policies with these aims also 
center care and how care work is organized and distributed in society. Both of these case studies, 
along with the Mexico case study, highlight how social protection policies that provide some support 
to caregivers and tackle economic inequalities may also entrench gendered inequalities in care 
provision as they do not address the gendered division of care work. Moreover, the findings from 
Peru show that community care can often be based on women’s unpaid work and impact their care 
workloads at home. 

As such, public  policies—from gender equality frameworks to social protection policies to initiatives 
that seek to support community care—must explicitly address the gendered division of care work to 
achieve gender justice and overall well-being for women caregivers and leaders.

Interventions and advocacy by state and non-state actors should recognize 
and invest in community care networks where they exist and not exacerbate 
gendered inequalities in community care. 

The case studies note the important role played by civil society and community actors in investing 
in and creating care infrastructure. Community leaders, organizations, and networks can engage 
in providing care services, redistributing care work within communities, channeling families’ and 
communities’ care-related demands to state representatives, connecting public officials with 
realities on the ground, and creating knowledge and transforming social norms around care work. 
The Peru case study also underscores the ways in which community care often relies on the labor of 
women organizers or leaders, exacerbating their own care workloads in their homes and highlighting 
the need for systematic state support. In a similar fashion, the Kenya case study highlights a state 
policy that seeks to recognize and support community care but falls short in terms of financial 
support for community volunteers and fails to tackle the unequal gendered distribution of care work. 

As such, an important lesson from this study is the need to recognize, maintain, and invest in networks 
and relationships as central components of care infrastructure. The Peru case study, in particular, 
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highlights the need to invest in capacity building to support a new generation of young leaders, with 
a gender justice focus that does not rely solely on women’s and girls’ provision of community care.

Transforming social norms around care is critical and needs sustained public 
investment in community and civil society efforts.

The Kenya, Philippines, and Zimbabwe cases highlight the importance of investing in community and 
civil society activities to transform norms around who carries out care work in households and the role 
of care work in society. These shifts in attitudes are key components of “soft” care infrastructure and 
can help redistribute care work more equitably. In Zimbabwe, the combination of awareness raising 
on social norms and the provision of new and improved water and laundry infrastructure was key to 
achieve a more equal distribution of unpaid care work tasks. Additionally, Zimbabwe’s experience 
highlights how civil society movements that promote a view of care as essential infrastructure can 
spur government investments in care infrastructure. Thus, investments in care relate not only to 
care services and programs but also to social networks, capacity, leadership, and social movement 
building. 

Areas for Future Inquiry
The findings from this research highlight some important areas for future research. First, most of 
the case studies only touch on the role of the private sector. Some of the case studies (Kenya, the 
Philippines, and the US) examine the private sector as a consequential provider of care services 
(for example, daycares); as an actor responsible for care-related protections in the workplace; as 
responsible for providing decent and dignified work for care workers; and, in the case of Kenya, as 
a contributor to social insurance programs. In Kenya childcare services are predominantly private, 
and healthcare is becoming increasingly privatized. In the US, one side of the public debate on care 
infrastructure argues that the provision of care infrastructure is a function not of the US federal 
government (except during crises) but of the private sector, which plays a significant role in providing 
care services such as childcare and elder care. However, further research across countries is required 
to better understand the shared responsibility of the private sector in providing care, including the 
ways in which it should be regulated. Previous Oxfam research has shed light on the ways in which 
privatization of public services in education and healthcare entrench inequalities and negatively 
impact service quality.115 Last, the private sector’s financial contributions to care-related public 
policies (such as childcare and parental leave) and care-related social protection are areas that 
require further research. 

Second, additional research on public finance is needed. Almost all of the case studies note the 
paucity of public investment in components of care infrastructure or in a public care system. This 
research was not able to comprehensively account for public budgets for each case study. Some of 
the case studies drew on secondary literature to better highlight the gaps in funding, while others 
showed gaps in how the state approaches investments in care-related services and programs. 
Additional research is needed to highlight public investment gaps in care infrastructure and can 
build on the typology of care infrastructure offered by this paper to identify areas for analyzing 
public investments. Future inquiries could also highlight the interlinkages of fiscal and tax justice 
and care investments, which could also shed further light on the links between care and economic 
inequality.

Third, further research is needed on the role of the media. In some of the cases studies (Peru, 
Zimbabwe, and the US), the media appears as an important actor. It can push for shifting the traditional 
gender division of labor within households and families or make visible existing care crises, including 
the care realities of underserved populations. It can serve as a tool of civil society to demand care 
infrastructure or influence a political debate. 
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As an exploratory research piece, this paper could not touch upon every important topic related to 
these themes. Left unaddressed, for example, are the relationship between property rights and care 
as a right and the ways in which racial, ethnic, and class cleavages (among other social identities) 
impact access to care infrastructure and even advocacy around care infrastructure. 

In sum, this paper demonstrates the growing demands and public debates around the recognition 
of care as a public good or as a right and the types of interventions, initiatives, community 
networks, knowledge, and public policies (including care-supporting physical infrastructure, social 
protection, and public care services) that can make up care infrastructure. Although civil society 
continues to shine a light on how care is tied to well-being, poverty alleviation, inequality reduction, 
women’s economic empowerment, and development, state investments in care infrastructure do 
not reflect a sufficient acknowledgment of these ties. As such, there continues to be a need to 
highlight and frame the importance of care investments in states’ efforts to tackle these other 
socioeconomic goals. Findings from the research show that there remain significant challenges 
to ensuring that responsibility for care is more equitably distributed both within the home and 
within society, among families, the state, communities, civil society, and the private sector. As the 
cases of Mexico and Peru demonstrate, it is challenging to ensure substantive changes to policies, 
programs, and investments, even after recognition of the state’s obligations regarding care. To do 
so requires continued investments in care leaders, networks, and organizations already pushing 
for such change.
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Table A1. Research objectives and methodologies by country 

Country Research objectives Methodology

Kenya To assess the status of care 
infrastructure by identifying the care 
policy environment as well as gaps 
and best practices.

Stakeholder mapping, literature and desk 
review on care work, and qualitative data 
collection with stakeholders from the 
government, civil society organizations, and 
communities (46 interviews).

 Mexico To develop a methodology to examine 
state care actions and to assess 
whether these actions can be 
considered care infrastructure or not.

Design and testing of a methodological 
framework to classify state care policies and 
interventions, including examination of Mexico’s 
assigned federal care-related budget in 2020.

Peru To characterize the role of organized 
civil society in generating community 
health infrastructures in the context 
of the COVID-19 pandemic and to 
examine the associated challenges.

A qualitative case study of the Santa Rosa 
Community Anti-COVID-19 Committee in 
Comas, Lima, Peru. Methods included a 
literature review and systematization of 
secondary data, five in-depth interviews, 
participant observation, and a focus group.

Philippines To understand the conceptualization 
and framework of care infrastructure 
and its impacts in women’s lives with 
the aim to develop a typology of care 
infrastructure investments in the 
Philippines.

Methods included literature and desk review, 
complemented with qualitative field research 
and data collection. Qualitative field research 
consisted of interviews with care stakeholders 
(community members, civil society organization 
members, and local government officials).

United 
States

To analyze the debates around care 
infrastructure and related investments 
by the US federal government during 
the COVID-19 pandemic, in the 
executive and legislative branches, 
the civil society space, and the media. 
This was in the context of the US 
federal government’s efforts to pass 
the Build Back Better (BBB) Act in 2021, 
which included unprecedented public 
care provisions.

Content analysis of secondary sources on the 
national discussion and debate around “care 
infrastructure” and “care as infrastructure” 
that occurred in the US in the context of the 
pandemic between March 2020 and July 2022. 
Secondary sources included civil society 
organization reports, news stories, op-eds, 
social media messages, public statements, 
and policy and legislation documents. 

Zimbabwe To examine how care infrastructure 
is conceptualized, contextualized, 
and understood across governmental 
and civil society stakeholders in rural 
and urban Zimbabwe. Furthermore, 
to explore the implications of 
unpaid care work, available care 
infrastructure, and its contribution to 
improving women’s participation in 
decent paid employment, education, 
leisure, and political life. 

Literature review and analysis of secondary 
sources, complemented with qualitative 
data collection. This included key informant 
interviews (27), focus group discussions 
(8) with stakeholders from the central 
government, local government, private sector, 
communities, women’s right organizations, 
local activists, and beneficiaries in targeted 
communities (Budi, Harare, Zvishavane) in 
which Oxfam was implementing the WE-Care 
Initiative.

APPENDIX A. Case Study 
Objectives and Methodologies	
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Kenyal 

Background, Research Objectives, and Methodology 
The Kenya case study examines how the national government, county 

governments, communities, the private sector, the courts, and 
the media conceptualize care work and care infrastructure. The 

case study aims to identify, at the national and county government 
levels, existing laws, policies, and administrative guidelines and 
procedures related to care work as well as government initiatives to 
address the challenges associated with care work. The study uses 
qualitative research methods such as stakeholder interviews and a 
review of relevant published and unpublished literature on care work, 

with special attention to childcare, elder care, care for the sick, and 
domestic work. The literature review includes an analysis of laws, 
policies, and programs as well as community practices. Stakeholders 

in the study are defined as social actors that have responsibility for the 
provision of care; 46 interviews were conducted with representatives of 

government, civil society, and community organizations. 

 
Social Organization of Care 
The study finds that the main stakeholders of care work in Kenya are families, primarily women and 
girls, who carry out the majority of unpaid work; the national and county government agencies, which 
provide public care services and social protection; the private sector, which provides childcare 
services, healthcare, and domestic care and has an obligation as an employer to contribute to 
national social insurance schemes and recognize care-related employment regulations (e.g., 
workplace spaces for lactation); associations of care workers; civil society; and the media, which has 
an important role in shaping social norms about care and domestic work. The study also documents 
the role of the courts in issuing legal judgments that recognize the role of unpaid care work and its 
unequal gendered distribution within the household.

Definitions and Debates of Care and Care Infrastructure
 The governance of care is grounded in the 2010 Constitution of Kenya, which ensures socioeconomic 
and political participation and access to public services for minorities and vulnerable groups (Article 
21[3]) and marginalized communities and groups (Article 260). Under the constitution, public finance 
should work in service of building an equitable society by addressing the needs of marginalized 
groups (Article 201). The constitution defines marginalized communities and groups as communities 
that have “been unable to fully participate in the integrated social and economic life of Kenya as a 
whole,” and “a group of people who, because of laws or practices . . . were or are disadvantaged by 
discrimination on one or more of the grounds in Article 27 (4).” 116

l	  This summary is based on the case study written by the Collaborative Centre for Gender and Development: CCGD. (2022). 
“Care Infrastructure in Kenya: Study Report.” Internal document. Nairobi: Oxfam Kenya. The summary contains citations as 
well as textual references to this country case study.

APPENDIX B. CASE STUDY 
SUMMARIES
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According to the study, there is no singular definition or coherent all-encompassing policy related 
to care in Kenya. As mentioned, the authors state that “the governance of care work in Kenya is 
group-based, focusing on the groups requiring care and/or providing care such as the elderly, 
children (particularly orphans and vulnerable children, child protection in general, early childhood 
development and education and children in conflict with the law), domestic workers, the sick 
(including professional healthcare and community-based care), people with disabilities, and forced 
migrants (refugees, internally displaced persons, and stateless persons).”117 The frameworks for 
the governance of care work are housed under laws and policies related to social protection, child 
protection, healthcare, labor rights, protection for persons with disabilities, and forced migrant 
protection. 

Interestingly, a few courts “have ruled positively in relation to domestic work, childcare, and the 
redistribution of care work”118 between spouses, showing an understanding of the value of care 
work. For example, a decision by the High Court in Kenya in 2021 (MW v AN [2021] eKLR) found that 
housework and care work performed by the mother entitled her to an equal share of the matrimonial 
property at the time of the dissolution of marriage.

Components of Care Infrastructure 

Role of Social Protection in Care Infrastructure 

Many of the public policies related to care in Kenya are enmeshed with the provision of social 
protection policies. For example, care for elders in Kenya is under the State Department of Social 
Protection, Pensions and Senior Citizens Affairs. Policies include the (1) National Policy of Older 
Persons and Ageing (2014), whose goal is to provide an enabling environment for older persons in 
society (a universal benefit) and (2) the Older Persons Cash Transfer program, where Kenyans 70 years 
old and above (who are not in receipt of a civil service or other contributory pension) receive 2,000 
Kenyan shillings ($12) monthly. Social insurance takes the form of the National Hospital Insurance 
Fund (NHIF) and the National Social Security Fund (NSSF), a pension scheme. These are both universal 
benefits to which private employers must contribute and in which self-employed workers can 
voluntarily participate.

Social protection policies related to childcare include Cash Transfer for Orphans and Vulnerable 
Children (CT-OVC), which supports caregiving families with monthly transfer of 2,000 Kenyan shillings 
($12) toward education, health, civil registration, and strengthening of capacities within the 
household. 

Approaches to Childcare and Domestic Work

At the national government level, childcare services are offered by the Directorate of Children’s 
Services (DCS) and the National Council for Children’s Services (NCCS), with interventions mainly 
around educational support, daycare services, healthcare support services, parenting training, legal 
support, community outreach, and economic empowerment. However, the study notes that a number 
of the public institutions that serve and house children have dilapidated conditions and limited 
budgetary allocations. The private sector plays an increasingly large role in the provision of childcare 
services, and there are calls for the private sector to provide different forms of subsidized childcare 
for workers (examples include an employer-funded voucher or reimbursement system or subsidized 
childcare centers for the children of workers). 

The regulatory framework for domestic work can be found in Kenya’s constitution, which provides 
protections for workers, including domestic workers, and in a number of laws that specifically cover 
domestic workers. Domestic workers in Kenya are also covered by two of the major social protection 
schemes in Kenya: the National Health Insurance Fund (NHIF) and the National Social Security Fund 
(NSSF). The Kenya Union of Domestic, Hotels, Educational Institutions, Hospitals and Allied Workers 
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(KUDHEIHA) plays a pivotal role in disseminating information and providing training on conflict 
prevention and dispute resolution in employment relations. 

Health Services As Part of Care Infrastructure 

In terms of healthcare services, the case study focuses on home-based care and palliative care, 
which have been scaled up by the formation of the Kenya Hospices and Palliative Care Association 
(KEHPCA). The Ministry of Health developed a palliative care policy that endeavors to improve the 
quality of life of patients with life-limiting diseases and their families, addressing health concerns 
and related psychosocial and spiritual well-being. The case study also explores the role of 
community care in the provision of healthcare services, primarily in relation to community health 
volunteers and the state’s support of this care via the Kenya Community Health Policy 2020–2030. 
Last, the case study finds that public health services are being replaced by private facilities and 
that an increasing share of public financing for health is being redistributed to private sector 
actors. 

Care and People with Disabilities

The case study also examines public care services for persons with disabilities. The National 
Council for Persons with Disabilities (NCPWD), a state corporation in Kenya, provides a wide range of 
services, including provision of assistive devices, economic empowerment, education assistance, 
infrastructure and equipment grants, and legal and advisory services. The Cash Transfer for Persons 
with Severe Disabilities (PWSD-CT) aims to enhance the capacities of caregivers through cash 
transfers and to thereby improve the livelihoods of persons with severe disabilities. 

Women’s Economic Empowerment and Care Infrastructure 

The case study highlights the national Women Economic Empowerment Strategy (2020–2025)119 for 
the ways in which it seeks to address women’s unpaid care work in efforts to promote women’s 
economic empowerment. The policy encourages the private sector to hire women, develops affordable 
care centers for babies, and strengthens women’s employable skills through formal and informal 
education and training and advocacy campaigns. The policy also articulates the need to invest in 
and improve water, electricity, and road infrastructure to reduce women’s unpaid labor, and it calls 
for addressing the impacts of early marriage, female genital mutilation, gender-based violence, 
and reproductive health. At the same time, the policy has no specific intervention to measure care 
work or its contribution to development. There is a general monitoring and evaluation framework to 
facilitate effective assessment of outcomes, indicators, and impacts in line with the Sustainable 
Development Goals.

Investments in Care Infrastructure 
The case study finds that government financing for key sectors related to care work is inadequate. 
These key sectors are early and basic education, health, agriculture, social protection, water, and 
irrigation. The University of Nairobi Women’s Economic Empowerment Hub’s recent analysis of the 
2021–2022 budget (presented in the case study) found that the total budget allocated to sectors that 
have an impact on women’s care work is 11% of total government spending. This number includes 
investments in health, education, agriculture, water, and energy. 

The hub’s analysis argues that this spending is inadequate to meet the needs of women and other 
marginalized groups and has led to a gap between those who need public care services and those 
who can receive them. This gap includes individuals who need to access the cash transfer programs 
for orphans and vulnerable children, elderly people, and persons with severe disabilities. For example, 
the orphans and vulnerable children cash transfer program targets 540,500 households with 
orphaned children, whereas Kenya has an estimated 3.6 million orphans. Also, the current amount of 
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cash transferred to a beneficiary is 2,000 Kenyan shillings ($12) per beneficiary per month, which may 
not be sufficient to guarantee a decent living standard. The low coverage of the social protection 
schemes means that women continue to take care of the vulnerable population with inadequate 
support systems. 

Moreover, the hub notes that health expenditures between 2018 and 2022 have not been more 
than 4% of the national budget—far below the 15% target that Kenya committed to under the Abuja 
Declaration. Spending on education is only 2.9% of total government spending, which is inadequate 
to ease the financial burden on Kenyan households. At the same time, the case study argues that 
public debt has risen significantly with public spending on large infrastructure projects (but not care-
supporting infrastructure), whereas spending on care-related sectors remains inadequate. 

Finally, the case study argues that the minimal expenditures on water, irrigation, and sanitation (2.1% 
of total government spending) and agriculture (1.7% of total government spending) increase income 
insecurity and precarity for women and girls. Underinvestment in these sectors means that citizens 
will not receive the care they need and women will have unequal opportunities as they continue to 
meet the care needs of families and communities. 

Conclusion
The case study of Kenya highlights the unequal care responsibilities women hold and the need 
for public policies to better address this inequality. It argues that the government of Kenya has a 
constitutional responsibility to address care, which it does through programs and policies related 
to domestic care, childcare, elder care, and care of the sick. However, a number of these policies do 
not redress the unequal gender distribution of care work. There is also no overarching general care 
policy or strategy that integrates all of these various policies. Last, the government must increase 
and expand public investments related to care infrastructure. 
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Mexicom

Background, Research Objectives, and Methodology 
 

In Mexico, care has gained relevance in public debate in recent years. A primary 
example of this is the current discussion taking place in the national 

Congress on the development of a National Care System. In this context, 
a number of research investigations have examined the government 
of Mexico’s actions related to care with the aim of developing 
public care policies.120 However, the case study notes that previous 
research efforts faced several obstacles, such as a lack of agreement 

on the methodology for examining public policies 
and budgets related to care, a lack of agreement 

on what policies can be classified as care policies, 
and a lack of a complete view of the multiplicity of 

care needs since most of the care has been confined 
to the private sphere with the unpaid work of women in 

the home. In Mexico, around two billion hours of care work are 
carried out each week, and of them, only 6% are paid.121 For the rest, there are no data regarding the 
needs of people who received or provided care. 

The lack of categorization of state actions on care in the literature and in available methodologies 
complicates the analysis of care systems and budgets. Developing a consistent set of criteria to 
evaluate which public policies and programs are public care policies is important as a fundamental 
resource for current national and regional discussions and the potential approval of a National Care 
System Law. The case study of Mexico aimed to propose a methodology to evaluate whether the 
Mexican state’s actions on care can be considered care public infrastructure or not. With this aim, 
the case study offers a definition of care, develops a categorization of state or government actions 
on care, proposes a definition of public care policy (or care infrastructure), and designs and tests a 
methodological framework, which includes an assessment of the 2022 Mexican federal budget.

Conceptual Framework
The case study discusses various definitions of care and defines care, paraphrasing the work of 
Angela Giglia,122 as “a way of inhabiting the world . . . ‘a way of relating with the world’ to produce and 
reproduce a (world) order. . . . Inhabiting is a way of relating to all aspects of the environment: the 
home, the family, the city, the environment and so on.”123 That being said, the case study focuses on 
public policies related to care practices in relation to people. 

Social Organization of Care

The case study recognizes the existence of different care stakeholders or stakeholders with care 
responsibilities, such as families, communities, the state, and the private sector, with all having 
important and distinctive roles. However, the current social organization of care is characterized by 
inequality based on factors such as gender, race/ethnicity, class, and caste. For the case study, the 
authors focus on the Mexican state as the main stakeholder. The state is responsible for ensuring 
people’s access to public care in such a way that it transforms care practices, undoing inequalities 
in its provision, and brings it close to the social ideal of care, where caring is understood as “a way of 

m	  This summary is based on the case study published as a research article in the International Journal of Care and Caring. 
The summary contains citations as well as textual references to this research article. For more details, see H.A. Garciamarín 
Hernández and A. Heatley Tejada. (2023). “State, Public Policy, and Care: A Methodology for the Analysis of State Policy on 
Care.” International Journal of Care and Caring, 1–16. https://doi.org/10.1332/239788221X16890895484088
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conceiving and experiencing our relationship with our immediate surroundings, with the community 
and with the environment.”124

Care As State Actions and Care Public Policies (As Care Public Infrastructure)

From a public perspective, this case study conceptualizes “care” from a rights-based approach. It 
emphasizes the role of the state as guarantor of this right by pointing out the need to define the 
state’s responsibilities for care, which should be different from the responsibilities of other care 
stakeholders, such as the family. The state’s role should center on implementing policies to transform 
current care practices and the current unequal social organization of care and on “ensuring the 
exercise of the right to care for others, to be cared for, and to self-care.”125 

 Following this conceptual framework, the authors of the case study argue that a state action can be 
considered a care action if

•	 its objectives or operating regulations are directed to care—in other words, if the action’s goals 
are in direct relation to the people who need care or the care providers or aim to ensure equity 
and co-responsibility in care; or

•	 its activities

-	 involve the direct provision of care: policies, budgets, or social programs focusing on 
people’s care needs;

-	 facilitate or allow conditions for care (care preconditions or indirect care): policies, budgets, 
or social programs that provide what is required for a person to tend to another person’s 
care needs or their own; or

-	 promote equity between men and women or co-responsibility between the state, the 
market, families, and communities: policies, budgets, or social programs that promote equal 
participation in care by all agents involved in care.

The case study goes deeper, identifying state actions directly related to care and peripheral to 
care. It develops four categories of implementation strategies for these state actions on care:  
(1) institutional; (2) cultural; (3) transfers and services (that is, policies that provide financial 
compensation for a care service); and (4) mixed (that is, policies that include two or more of the 
aforementioned implementation strategies). 

Investments: Care-Related Budgetary Programs 
Based on this methodological framework, the Mexico case study analyzes 56 care-related budgetary 
programs; based on the framework criteria developed in the case study, the authors classify only 
nine programs as state actions on care. Of the nine programs identified, two are classified as 
relating to direct care, five to preconditions for care, and two to equity and co-responsibility. 

In 2020 the total care budget assigned through these nine programs was 0.4% of the federal 
budget. Of the nine programs, the two direct care policies are related to childcare and elder care 
services.126 In relation to the pre-conditions for care, programs include a child development and 
welfare services program that mandates supervision and compliance with existing services (rather 
than direct services) and a program providing subsidies to the parents of children with cancer.127 
Finally, one of the programs classified as relating to equity and/or co-responsibility in care is 
the Protection and Restitution of the Rights of Children and Teenagers program, which requires 
the state to take co-responsibility for the care of minors who are adopted or whose mothers are 
incarcerated.128 Of the remaining 48 programs, the authors categorize 44 as peripheral to care. The 
case study includes examples and recommendations on how to modify some programs so they can 
be considered care public policies. 
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Conclusion
The authors of this case study call for a clear definition of a state action related to care. They argue for 
differentiating state actions on care from governmental initiatives that relate to health, labor rights, 
or social security. They point out that clearly defining which state public policies can be classified 
as state actions on care is essential in the context of the country’s current discussion on the 
implementation of a National Care System. Furthermore, the study concludes that although the direct 
state efforts and public financing for care are limited, there is an opportunity to organize and give 
more consistency to a number of peripheral care activities that the Mexican state is implementing. 
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Perun

Background, Research Objectives, and Methodology 

The case study focuses on the urban informal settlement of Santa Rosa de 
Comas, located in one of the most populous districts of Lima. It was 
founded by internal migrants who occupied the territory in 1959 
and claimed their right to be part of the city, even before Comas 
was officially a district of Lima. Like many other communities and 
neighborhoods in Lima, in the absence of the state, the community 

of Santa Rosa managed the provision of healthcare autonomously, 
without regulation, and based on the resources of the community 

members and its families. In the context of the COVID-19 pandemic, 
the few precarious public services collapsed, increasing the 
burden on families, who were already assuming most of the 
responsibilities and burdens of care

The Peru case study explores the conceptualization of care 
infrastructure and care investment through community care 
and health infrastructure in urban contexts by focusing on the 
community Anti-COVID-19 Committee of Santa Rosa in Comas 
(Anti-COVID-19 Committee), which is a subcommittee of the Santa 

Rosa Committee that was founded in 1959 by residents of Santa 
Rosa in Lima. By doing so, this case study seeks to characterize the role that organized civil society 
(community-based actors) and community social networks, in particular women leaders, played in 
generating care infrastructures to attend to the effects of the COVID-19 pandemic. Furthermore, the 
case study examines the ways in which women leaders reconcile their leadership role with other 
areas of their lives and their own care responsibilities. 

The case study conducted a literature review and collected firsthand data through in-depth interviews 
with three members of the Anti-COVID-19 Committee and two representatives of the Directorate of 
Health of Northern Lima, as well as conducting participant observation in the community of Santa 
Rosa and a focus group with members of the Anti-COVID-19 Committee.

The research was carried out by the research consultants Chakakuna with the cooperation of local 
leaders and the Anti-COVID-19 Committee, with which Oxfam in Peru had previously collaborated. 

Care and Care Infrastructure
The case study defines care as a way “to sustain life,” recognizing the central function care has 
for society. It examines care from a social responsibility and right-based approach that sees care 
being valued, recognized, and promoted by society as a whole and by the state. Furthermore, care is 
understood through the prism of community care as meeting the needs of the population through the 
use of community resources such as collective organizing, local ties, and communal knowledge and 
practices for the fulfillment of life. Community care implies the collaboration and active participation 
of members of the community to promote community members’ well-being. These activities contribute 
to central aspects of life such as care for children, elderly people, and the sick, mental health care, 
nutrition and food management, and disease prevention. 

n 	 This summary is based on the published case study,  L. Cuba, E. Goñez, and F. Encalada. (2024). Infraestructura de cuidados 
y salud comunitaria: estudio de caso del Comité Comunitario Anti-COVID-19 de Santa Rosa de Comas (Lima, Perú). Lima: 
Oxfam Perú and Chakakuna. https://peru.oxfam.org/lo-%C3%BAltimo/publicaciones/infraestructuras-de-cuidados-
y-salud-comunitaria-de-santa-rosa-de-comas. The summary contains citations as well as textual references to this 
country case study. 

https://peru.oxfam.org/lo-%C3%BAltimo/publicaciones/infraestructuras-de-cuidados-y-salud-comunitaria-de-santa-rosa-de-comas
https://peru.oxfam.org/lo-%C3%BAltimo/publicaciones/infraestructuras-de-cuidados-y-salud-comunitaria-de-santa-rosa-de-comas


CARE AS ESSENTIAL INFRASTRUCTURE54

Care infrastructure in the case study refers to “the network of resources, services, and systems 
that are available to meet the care needs of people, including with special priority girls, boys, 
and adolescents, older adults, people with disabilities, and sick people.”129o A sustainable and 
strong care infrastructure demands a co-responsibility approach with the participation of all care 
stakeholders: the state, as guarantor of the right to care; the private sector; communities; and 
families.130

Social Organization of Care
Although the social organization of care has traditionally been family oriented, with families, 
and primarily women within families, holding the main care responsibilities, the authors of the 
case study articulate a co-responsibility approach, where all stakeholders have a responsibility 
as providers of care. They also describe the regional and national context, in which some actors 
have been working toward the adoption of a rights-based approach, demanding implementation of 
regulatory frameworks that define the role of the state, and calling for implementation of National 
Care Systems. 

That being said, the Peru case study focuses on the role of community organizers (agentes 
comunitarios)—in particular, women community organizers—in providing integrated services to meet 
health, care, and economic needs in the context of the COVID-19 pandemic. This focus acknowledges 
the important role communities played during the pandemic and the resulting care crisis as well as 
the important function community leaders play as a bridge between the state, communities, and 
families as these leaders demand and implement care activities.

Community Care and Community Organizations As Part of 
Care Infrastructure
The study understands care infrastructure as the communal fabric of society in relation to its leaders 
and organization. Community organizations serve as care infrastructure for, among other purposes, 
strengthening well-being (in terms of health) by building bridges between the state and the 
community. These organizations can identify and make visible the community’s needs and advocate 
for them to the state. 

Activities and Approaches Taken by the Santa Rosa Community Anti-COVID-19 Committee 

The case study presents a brief history of the Anti-COVID-19 Committee and describes the main 
activities and approaches taken by this committee during the pandemic. A main milestone was the 
official formation of the committee, which was recognized by the Peruvian Ministry of Health (MINSA) 
in July 2020. The decision to form the committee was a direct response to the high number of people 
dying in the urban settlement, including an important community organizer and leader. 

Among the first committee’s activities were two “rallies for life” to make visible the situation of the 
community’s residents. Their slogan was “We Are Dying in Santa Rosa.” In this context, the committee 
formalized its work plan, including a first overview of the health situation that revealed that between 
150 and 200 people had died within their community. With the increased visibility resulting from 
media attention, MINSA provided community organizers with direct contacts (via WhatsApp) as a way 
to refer health cases directly to MINSA. Besides public campaigns for visibility and direct demands to 
health officials, the committee carried out activities to slow the virus spread by carrying out spraying 
(fumigation) campaigns, health campaigns, and testing and diagnosis campaigns. To support the 
most-affected families, the committee delivered care baskets, and it provided specific support to 
community members experiencing challenging situations (such as facing eviction after losing their 
source of income). It also sold basic food items at low prices, distributed oximeters, and trained 

o      The case acknowledges that care infrastructure was coined by Nancy Folbre in The Invisible Heart, op. cit.
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people in their use. Additionally, a professional with expertise in psychology led a mental health 
campaign.

After focusing on making visible the crisis, gathering evidence to understand the status of the health 
crisis, and taking immediate actions to slow the spread and support the most vulnerable families, in 
2021 the Anti-COVID-19 Committee put all its effort into demanding and supporting the state, which 
was carrying out national-level COVID-19 vaccination campaigns. 

By 2022 the Anti-COVID-19 Committee had established contact with the Ministry of Economy and 
Finance (MEF) to request that an unused physical infrastructure in Santa Rosa be converted to a health 
center with an emphasis on mental health. In May 2022 symbolic tribute was paid to the residents 
of Santa Rosa who had died of COVID-19, and in the same year, the Anti-COVID-19 Committee revised 
its objectives and was renamed the Committee for Life and Health. As of July 2022, according to the 
leaders, approximately 100 neighbors participated, according to their needs and their capabilities.

Women’s Leadership

The community organizers are mainly older adults, age 60 and over, most of whom are women. Many 
of these women joined after seeing relatives die from COVID-19. The authors of the case study 
characterized their leadership along four dimensions: “commitment to the community; knowledge 
of public management; honesty; and experience of activism/militancy”131 that allows them to know 
how to relate to other people as key actors. However, the women of the committee described the 
challenges they faced in balancing their paid jobs, their community work, and their care work 
responsibilities. The women found themselves facing a dilemma in which some dimension of their 
lives must be “sacrificed.” The case study argues that they incurred heavy costs in their personal 
relationships and self-care (understood as invisible costs). For example, some of the women leaders 
reported being called a “bad mother.”

Looking toward the future, the case study identifies the greatest challenge for the community of Santa 
Rosa as the sustainability of the community work. Young people will need to assume leadership tasks 
and positions and be willing to learn from the experiences of other community leaders. Community 
members’ decisions about whether to become involved with the committee may be impacted by 
individual factors (such as the age of their children, the state of their mental health, or mistrust) and 
structural factors (such as socioeconomic status, long working hours, and heavy load of unpaid care 
work). Thus it will be important to consider community members’ characteristics and experiences 
when promoting community participation, especially considering that it is women who contribute to 
a greater extent to these activities132 and also face structural inequality (in the form of, for example, 
a heavy load of care work and higher rates of poverty) that may limit their participation.

Care Investments
The case study documents a high level of investment carried out by the committee, its members, 
and the organized community of Santa Rosa to form the committee and carry out its activities. These 
investments were mostly not economic, although they did demand economic resources from their 
members. They mainly included the time, effort, and leadership knowledge required to strengthen 
social ties and organize community work as well as investments in leadership to develop connections 
and formal relations with different levels of government in order to transfer and implement the care 
demands of the community. The case study strongly recommends public investments in community 
leadership to form the next generation of leaders in Santa Rosa.

The case study also identifies the existence of more tangible investments that the committee 
implemented both on its own, such as the economic relief efforts they carried out for families in 
need, and through the government, such as COVID-19 tests, oximeters, and vaccines. In terms of 
major physical infrastructure, the committee is demanding the construction of a health center in the 
community.
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Conclusion
The case study illustrates an example of community care and the important role that community 
networks play in providing critical care services and in serving as a bridge between families, 
communities, and the state. It also highlights that community networks are filling a vital gap left 
by the state and that the state should support and invest in community care. In particular, so that 
community leaders do not increase their own care work responsibilities and negatively impact 
their own well-being, it also highlights the importance of ensuring that community care does not 
reproduce the typical unequal gendered distribution of care work.
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The Philippinesp

Background, Research Objectives, and Methodology

This case study examines the salience of care infrastructure as a concept in 
civil society, communities, local governments, and the federal government and 
how these actors define what constitutes care infrastructure. It puts forward a 

typology of care infrastructure investments in the Philippines: physical care 
infrastructure, care services, care policies and regulations, employment-

related care provision, and norm-reorienting investments.

The case study uses a review of policies and documents from the 
government, civil society, and businesses. It also draws on 31 key 
informant interviews with local leaders and community members to 
build case stories on how investments (or non-investment) in care 
infrastructure have affected women’s lives and livelihoods across 
four types of pre-selected communities: (1) WE-Care program 
areas, (2) non-WE-Care program areas, (3) urban communities, and 

(4) rural communities. 

Social Organization of Care 
The case study finds that families, and mainly women within them, are the main providers of care and 
considered by other social actors as the main providers of care. State policies reinforce the family 
as the main provider of care while giving some support for care provision for poor and marginalized 
people. The case study examines the role of local governments and their responsibilities and 
flexibility in supporting and providing care. It notes that the private sector is a stakeholder, tasked 
primarily with ensuring the provision of care services such as childcare and nurseries and providing 
state-mandated rights such as breastfeeding areas in workplaces and places of leisure. However, 
affordable, high-quality, and accessible care infrastructure is not uniformly present in all the regions, 
and those with higher incomes access care services in the private market, especially for domestic 
work.

Definitions and Debates around Care Infrastructure
The case study broadly situates care as the “the provision of services, time or effort, and money to 
meet the physical and emotional requirements of an individual, and the normative, economic, and 
social frameworks within which these are assigned and carried out.”133 The case study also elaborates 
on the specific Philippines context of care: Pag-aalaga is taking care of a “person because you need 
to or you provide for their basic needs.” Pag-aaruga is “a deeper variation of care, where you are not 
only providing for their basic needs, but you are also showing them concern.”  Pag-kandili is “where 
you are nourishing, caring, and supporting them.”134 

In the Philippines infrastructure has been at the forefront of the government agenda as it is 
considered a vital driver of economic growth because it creates jobs and connects households to 
the market. The government recognizes that infrastructure promotes access to basic services and 
expands economic opportunities, which improve the quality of life of the households. The importance 
of infrastructure in the national development agenda is underlined by significant public budget 

p  	 This summary is based on the published case study report, J. Angelo, E. Bata, and M. Quiogue (2023). Care Is Essential 
Infrastructure: The Case of the Philippines. Quezon City: Oxfam Pilipinas and Fieldwork PH. https://oxfam.org.ph/
download/care-is-essential-infrastructure-the-case-of-the-philippines/. The summary contains citations as well as 
textual references to this country case study. 

https://oxfam.org.ph/download/care-is-essential-infrastructure-the-case-of-the-philippines/
https://oxfam.org.ph/download/care-is-essential-infrastructure-the-case-of-the-philippines/
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allocations and private sector participation in the past few years, as in the case of the Build Build 
Build Program. However, care-related infrastructure is not considered to be a part of this policy 
framework. The case study notes that the role of care in supporting the development and well-being 
of society remains obscured. 

Interviews with stakeholders revealed that the phrase “care infrastructure” is not salient in the 
Philippines. In interviews, the term “care infrastructure” prompted “hazy definitions”135 or an 
articulation of how it may differentiate or overlap with social protection and healthcare infrastructure. 
One reason for this response could be that unpaid care work is still considered to be within the 
ambit of the private sphere. Over the course of the interviews, respondents’ understanding of care 
infrastructure moved beyond care-supporting physical infrastructure, and they noted that such care 
infrastructure has positively impacted the lives of women.

The study defines care infrastructure as a network of structures, frameworks, and systems that 
enables and supports the delivery of, access to, and provision of care to a wide segment of the 
population that is necessary for survival and well-being, particularly to those who have less in life. 
These care infrastructures include social norms; high-quality, affordable, and accessible childcare 
services; healthcare services; long-term care for people with disabilities, sick people, and elderly 
people; insurance and other forms of social protection; and paid medical, parental, and vacation 
leave. In other words, care infrastructure includes not only physical care-related infrastructure but 
also services and regulations geared toward providing high-quality, affordable, and accessible care. 

Components of Care Infrastructure
Care-Supporting Physical Infrastructure 

For both community and government respondents, care infrastructure was at first understood as 
physical infrastructure (such as daycare centers, health centers, evacuation centers, farm-to-
market roads, community (barangay) halls, water systems, and even streetlights). When prompted, 
however, respondents were able to expand their perceptions of care beyond the physical.

Social Protection and Care Infrastructure

The case study identifies a number of social protection policies as a part of care infrastructure: 
the Pantawid Pamilyang Pilipino Program (4Ps), a conditional cash transfer program conditioned on 
parents’ investments in their children’s health and education; government social security services, 
including the national pension scheme; the national insurance program (PhilHealth); and the 
Sustainable Livelihood Program. Respondents noted that these programs provide baseline protection 
for meeting everyday expenses. 

Knowledge and Care Infrastructure 

The Philippines case study also highlights how trainings and seminars can shift community norms 
in regard to unpaid care work. In the WE-Care Program in Libungan Torreta in 2019, seminars laid a 
foundation for shifting community practices around the unequal distribution of unpaid care work. 
Interview respondents noted that such trainings helped women articulate the importance of the 
care work they provide and the ways in which their husbands could support their work. As a result, 
community norms, especially of men, shifted.

Community Networks and Care Infrastructure 

Respondents in WE-Care areas of the study mentioned dagyaw or dayum as a form of community-
led care infrastructure.136 In this practice, community members help each other by providing needed 
labor, giving neighbors crops or food items, or pooling monetary contributions to help pay for hospital 
or burial expenses. Community respondents in all four areas of the study identified the barangay 



CARE AS ESSENTIAL INFRASTRUCTURE 59

(smallest/local administrative division) and barangay captains as having responsibility for care: 
“respondents view their immediate community as an extension of their family life, and they trust 
their barangay captain to look out for them.”137 Respondents also highlighted community-related 
care infrastructure in the form of shared laundry areas in communities that have obstacles with piped 
water and community sharing of childcare responsibilities. 

Investments
Investments in care infrastructure exist in the Philippines, although they are often inadequate or 
not directly and explicitly related to care work. These care infrastructure investments are often by-
products of other programs and initiatives. Communities demand increased investment.

In most cases, the government categorizes care infrastructure under social welfare programs. At the 
local government level, investments are tied to the gender and development (GAD) budget. The study 
argues that local government units seem to be stuck with programs and policies prescribed by the 
national government and have little flexibility to use GAD funds for direct care-related services. Often 
local governments cannot propose new programs or spending as it is considered “redundant with 
existing policies such as the gender and development (GAD) policy and health policies.”138 The case 
study notes that there is no clear differentiation between care-related programs and GAD programs, 
a situation that reduces investments in care-related programs. 

Conclusion
The case study finds a public-private divide, with care located in the private sphere (that is, within 
households and families). Public care provisions treat the family as the basic unit of intervention; 
thus the state’s role is to support care provision for those who are poor and marginalized. Additionally, 
government policies on gender equality do not explicitly link care and gender equality. To ensure that 
care is on the public agenda, care work should be central to the government’s development, poverty 
alleviation, and gender equality frameworks. 
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united Statesq

Background, Research Objectives, and Methodology 

The COVID-19 pandemic resulted in unprecedented 
pressures on systems of care, which informed 

a public debate on care infrastructure in the US 
between March 2020 and July 2022.

This case study examines how the US federal 
government (executive and legislative branches), civil 

society, and the media defined “care infrastructure” 
and care infrastructure investments in the context of a 
public debate surrounding the Biden administration’s 
efforts to pass the Build Back Better (BBB) Act in 

2021. Additionally, this case study extends its framework 
to understand whether LGBTQ+ issues are considered in mainstream conceptualizations of care 
infrastructure. 

In their methodology, the authors of this case study conducted content analysis of secondary 
sources on the public and national debate around “care infrastructure” and “care as infrastructure” 
that occurred in the US during the pandemic between March 2020 and July 2022. Secondary sources 
analyzed included policy and legislation documents, civil society organization reports, news stories, 
op-eds, social media messages, and public statements.

Social Organization of Care 
The study identifies different stakeholders in the national public debate around care infrastructure. 
Among them are the US federal government (executive and legislative branches, presided over by 
the Democratic and Republican Parties), civil society organizations, and the private sector. The 
primary civil society organization that the case study focuses on is the Care Can’t Wait Coalition, 
which includes care worker organizations. It is important to mention that the public debate focused 
on the role of the federal government as the primary stakeholder in providing care and supporting 
care provision. 

Debates around Care Infrastructure
Executive Branch of the Government

The Biden administration’s (2021–present) efforts to pass care-related policies were significant 
and without precedent, although these efforts were not able to reach final consensus in Congress. 
The case study notes that Joe Biden was the first president in US history to release a proposal on 
caregiving while he was still on the campaign trail.139 Within weeks of being inaugurated, President 
Biden worked with the Democratic majority in Congress to pass the American Rescue Plan Act (ARPA), 
which included the biggest investment in childcare since World War II, an extension of the paid leave 
benefits introduced in the Families First Coronavirus Response Act (FFCRA),140 and an expansion 
of both the child tax credit141 and the child and dependent care tax credit.142 The BBB framework 
included provisions on childcare, care for the elderly and those with disabilities, and an expanded 
child tax credit, although many of these provisions did not make it into the last version of BBB that 
passed the House of Representatives. The subsequent American Families Plan and American Jobs 

q	 This summary has been developed based on the internal  case study, R. Rewald and L. Pascarella (2022). “United States: 
Debates and Discussion around Care during COVID-19.” Internal document. Boston: Oxfam America. The summary contains 
citations as well as textual references to this country case study. 
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Plan from the Biden administration included the same care-related provisions, plus an expanded 
child and dependent care tax credit and a plan to provide all workers with 12 weeks of family and 
medical leave.143 Additionally, Biden’s agenda included efforts to increase pay and strengthen labor 
rights for paid care workers.

Congressional Debate

Because the initial version of the BBB Act that passed the Democrat-controlled House of 
Representatives included all the of the care-related provisions proposed by Biden, the authors of 
the case study find it difficult to distinguish large differences between the Biden administration’s 
and the Democratic lawmakers’ conceptualization of care infrastructure, with the exception of a few 
individual members of Congress. 

In an attempt to dampen opposition to the bill, paid family and medical leave were ultimately dropped 
from the bill. The authors argue that the fact that paid family and medical leave was sacrificed while 
other care-related provisions were not might shed light on different Democrats’ conceptualization 
of care infrastructure. Additionally, while the Biden administration initially proposed $400 billion 
for home-and community-based care services for elderly people and people with disabilities, the 
BBB Act included only $150 billion for this provision, perhaps indicating that this issue is less of a 
priority for Democratic lawmakers. The case study discusses more deeply the internal discussion 
and opposition from a few Democratic senators that led to the passage of a final reconciliation bill 
without any care provisions in it.

On the Republican side of the debate, the case study finds no examples of lawmakers explicitly 
supporting the framing of care as infrastructure. Furthermore, the authors argue that the Republican 
framing of infrastructure means that Republicans are less likely to support an investment in “care 
infrastructure,” or even use the term. Senior Republican Party leaders directly opposed framing 
government support for care services as infrastructure spending. During the COVID-19 pandemic, 
Republicans did support individual care-related policies, often agreeing to enact these policies for 
short periods of time, but they tended to view care measures as one-off policies. 

Specifically, the immediate federal response to the pandemic, the first year of which happened 
during the Trump administration, heavily centered on supporting care, albeit in the short term. For 
example, the Coronavirus Aid, Relief, and Economic Security (CARES) Act,144 passed during the Trump 
administration in 2020, included emergency funding to childcare providers to help stabilize the 
childcare industry. The FFCRA included temporary emergency paid sick leave and paid family medical 
leave provisions for millions of employees who otherwise did not have access to these benefits.145 
However, subsequent legislation to permanently codify paid family leave resulted in significant 
Republican backlash.146 

The authors of the case study argue that Republican officials recognize the need for care policies in 
emergency situations (such as COVID-19) but do not necessarily recognize the lack of care support as 
an ongoing problem of infrastructure and as requiring long-term public investment. Some Republican 
Party members frame care, and specifically childcare, as a private rather than a public responsibility. 
At the same time, the case study observes that childcare-related policies gained the support of 
some Republicans due their alignment with conservative values.r 

Later Republicans introduced the Protecting Worker Paychecks and Family Choice Act, which 
addressed childcare as well as paid family and medical leave. Among other things, the childcare 
portion of the bill focused on “leveraging” the $50 billion already passed for childcare funding through 
the various COVID-19 relief packages rather than issuing any new funding. Rather than have the 

r	 Republican Senators Joni Ernst and Maggie Hassan introduced a bill in March 2021 called the Improving Child Care for 
Working Families Act, and as a response to the childcare provisions in BBB, Senator Richard Burr and Senator Tim Scott 
co-sponsored the Child Care and Development Block Grant Reauthorization Act of 2022 (CCDBG). The biggest differences 
between the two bills are that the Republican bill does not include a funding commitment, does not address childcare 
workers’ pay, and limits the number of families that would receive financial subsidies for childcare.
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federal government pay for family and medical leave benefits for workers, this bill would incentivize 
the private sector to offer and pay for this leave.147 This Republican childcare proposal underscores a 
framing that does not view care as infrastructure but approaches care through narrow policies that 
limit public investment and rely on incentivizing the private sector to invest. 

Civil Society Approaches 

While the debate around the federal government’s role in care continued, there was also a heated 
debate taking place within civil society spaces. The authors argue that care-focused civil society 
organizations provided an integrated vision of care infrastructure that included framing care as 
a public good or as a part of a national agenda. For instance, the advocacy group Caring Across 
Generations called for a “national care agenda” that treats care like “a public good that requires 
collective, public policy-supported solutions.”148 From their point of view, care infrastructure should 
include (1) universal long-term services and support, mainly for elderly people and people with 
disabilities; (2) universal childcare; (3) paid sick and safe days and paid family and medical leave 
policies; (4) support for “sandwich generation” caregivers, including provision of training, financial 
compensation, and health assistance; (5) assurance of dignity for domestic workers and all care 
workers; and (6) mechanisms for people to better access care benefits.149 Similarly, the Care Can’t 
Wait Coalition, which includes Caring Across Generations and 15 other organizations, adopted a 
broad definition and conceptualization of care infrastructure.150 In 2021 the coalition introduced a 
separate policy agenda that includes the narrower list of policies that appeared in the Build Back 
Better agenda: childcare and early learning, home- and community-based services, and paid family 
and medical leave.151

LGBTQ+ Communities 

The case study argues that discussions on care infrastructure must consider the care needs of 
and discrimination faced by LBGTQ+ communities, an issue that typically receives little attention. 
Drawing on the work of Sage, a national-level organization drawing attention to intersections 
of LGBTQ+ populations and care infrastructure, the case study notes that that LGBTQ+ children 
encounter exclusion in care settings (particularly schools) and LGBTQ+ elders face discrimination 
in care settings. Given the risks faced by LGBTQ+ youth, the need for better childcare support for 
families is critical. Additionally, LGBTQ+ elders are much more likely to live alone than are cisgender 
heterosexual people and as a result are heavily reliant on paid caregivers. LGBTQ+ elders report fears 
over discrimination in their care and describe discrimination in care settings, with minimal legal 
protections against discrimination.152 

Conclusion
The US case study highlights an important and unprecedented debate regarding the state’s role 
in care and care infrastructure, despite the fact that the BBB bill did not become law and many of 
the visionary changes related to public care services did not become a reality. On one side of the 
debate was an understanding of care as a “system” critical to the functioning of an economy and 
society. This conceptualization goes beyond pure economic framing since it includes the well-being 
of communities. Civil society, the executive branch of the government, and much of the Democratic 
Party understood and pushed for a set of care policies and large financial public investments as 
part of the national infrastructure that supports the functioning of society. On the other side of the 
debate were individuals, organizations, and the majority of the Republican Party in the legislative 
branch advocating a much narrower understanding of infrastructure that excludes care. A number 
of senior Republican leaders understood infrastructure more narrowly as referring only to physical 
infrastructure and largely excluding care services, with exception of one-off, short-term policies 
related to some spheres of care—namely, childcare. Moreover, this framing does not view care as a 
public good for which the state provides large-scale investments. 
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Zimbabwes

Background, Research Objectives, and Methodology

The objectives of the case study of Zimbabwe are to (1) 
explore the definitions, experiences, and debates related 
to care infrastructure across different social actors and 
across urban and rural settings; (2) understand how unpaid 
care work impacts women’s lives; and (3) understand how 
infrastructure can address women’s unpaid care work. 

The research is based on a review of relevant policy 
documents, 27 key informant interviews, and eight focus 
group discussions. Interviews were conducted with 

community and local leaders, government actors, and 
members of civil society organizations (CSOs). Interview 

subjects were identified through a stakeholder mapping 
exercise with a focus on communities in which Oxfam and Oxfam 

partners are implementing projects related to care work. The focus group discussions had between 
15 and 20 participants selected from individuals participating in Oxfam programming; the focus 
groups were conducted in three districts. 

Definitions and Demands of Care Infrastructure
The case study presents the perspectives of CSO, state, and community actors on how to define 
care infrastructure. Study participants defined care work as activities “done to give care/support 
to family or community without any recognition and or remuneration whatsoever.” CSO actors see 
care infrastructure as encompassing physical infrastructure, norms, and practices that support 
care work, but the CSO actors interviewed did not immediately identify policies and laws as a part 
of care infrastructure. In the course of the interviews, urban CSO actors did identify policies such as 
maternity leave as part of care infrastructure, but rural CSO actors did not. 

State actors defined care infrastructure as physical infrastructure that can alleviate and redistribute 
care work responsibilities. Such care-supporting physical infrastructure encompasses “structures 
and innovations such as the immovable physical, visible structures and devices that support care 
delivery work such as obtaining water and sanitation, conducting reproductive chores, and procuring 
energy as well as the general mental well-being of women.”153

Community actors also focused on physical infrastructure, in large part because of the importance of 
this infrastructure for meeting the challenges of daily life. Initially, neither urban nor rural community 
actors included policies, knowledge, or initiatives as a part of care infrastructure. Over the course of 
the interviews, however, community actors began to identify practices and community networks and 
initiatives as a part of care infrastructure. 

Components of Care Infrastructure 
Physical Infrastructure 

Through interviews and focus group discussions, the case study identifies the following types of 
physical infrastructure as a core part of care infrastructure in Zimbabwe: water infrastructure, roads, 

s	 This summary has been developed based on the internal case study report commissioned by Cowen Dziva (2022), 
“Understanding Care Infrastructure by Civil Society Groups in Rural Areas and Government Actors in Zimbabwe.” Harare: 
Oxfam in Zimbabwe. The summary contains citations as well as textual references to this case study.
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schools, and health facilities. In rural communities, respondents most strongly identified water 
infrastructure, owing to the significant amount of time women spend collecting water. This water 
infrastructure incudes the refurbishment of water wells, solar-powered water pumps, the building 
of water tanks, and piped water infrastructure. These types of infrastructure can reduce the time 
women spend collecting water and thereby reduce their care duties.

Respondents in rural areas also highlighted the importance of having an adequate density of rural 
health facilities and school buildings in helping reduce care workloads. Respondents identified the 
need for good roads and proper transportation in order to ensure that women can reduce the amount 
of time they spend taking their children to schools and health facilities. 

Another type of physical infrastructure that respondents identified is the Tsotso stove, which reduces 
the labor and time required for cooking. These stoves allow cooking to take place inside the kitchen, 
reduce the amount of firewood needed, and allow for cooking while standing. This innovation not 
only makes it easier for women to cook but also encourages men to take on cooking activities. 

Laws and Policies

As noted, research participants did not emphasize policies when discussing care infrastructure. 
However, urban-based respondents, particularly those in civil society, highlighted labor policies such 
as maternity leave and protections for pregnancy, birth, and lactation. Some respondents also noted 
the need for parental leave for both men and women, although some civil society actors interviewed 
were worried that fathers may not use parental leave to share care responsibilities. Participants in 
Bubi and Zvishavane districts also lauded local authorities’ efforts to hold monthly clinics to immunize 
children. This policy reduced the amount of time mothers had to spend to travel to the nearest clinic 
for medical checkups.

Knowledge, Social Norms, and Practices 

CSOs noted the importance of building and sharing knowledge around care and care work as a 
part of care infrastructure. Civil society participants highlighted, in particular, Oxfam- and partner-
supported WE-Care programs that raised awareness of how care work responsibilities are distributed. 
Respondents also noted the critical role that WE-Care programming plays in educating state actors on 
the importance of care infrastructure; state actors who had not participated in WE-Care programming 
were less knowledgeable about care. 

One of Oxfam’s WE-Care partners, Bethany, noted that they have worked to train and educate 
communities to embrace a more gender-equal division of care work. Bethany staff reported that 
20 CARE Champions work in communities to explain the gendered dynamics of care work and the 
importance of shifting responsibility for care work so that it falls on both men and women. These 
initiatives have resulted in measurable changes, with men in the household taking on some care 
duties. 

Community respondents also highlighted the impacts of cooking competitions. Men participated in 
the cooking competitions and in the process debunked social norms that men are “bad cooks” or that 
“the kitchen is a women’s place.”154 The competitions also impacted women’s social norms around 
the role of men and cooking. 

Participants spoke of community practices that promote shared labor as important to care 
infrastructure. In the practice of Nhimbe, rural people come together to harvest crops. This practice 
has an impact on women as they contribute between 60% and 70% of agricultural labor. There are 
also cooperatives through which women can get assistance in completing unpaid care work. These 
cooperatives and the practice of Nhimbe help redistribute care work from women to men and youth 
in the community. 
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In another example of community networks, through the income-generating activities in WE-
Care programming, women community members raised money to invest in the community’s water 
infrastructure. 

Care Investments
Civil society and community actors are investing in building knowledge-related care infrastructure. In 
addition, community networks have used care-related programming to raise funds for investment in 
physical water infrastructure. Although the state has invested in some forms of care infrastructure, 
particularly water infrastructure and mobile clinics, interviews and focus group discussions 
highlighted the demand for increased investments. Respondents noted that the state needs to 
improve transportation, roads, and density of school and health facilities.

Conclusion
The case study describes how care infrastructure is defined by different social actors. While 
all actors had some understanding of care infrastructure, they perceived it largely as physical 
infrastructure. At the same time, the case study highlights other components of care infrastructure, 
including community networks, social norms, and care-related policies. There is a need for increased 
investments in care infrastructure such as investments in the care-related capacity of civil society 
actors, communities, and policymakers. 
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