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The following report was compiled and completed in the final months of 2019, 
before the COVID-19 pandemic enveloped the globe. The report details the 
corporate frameworks and driving economic forces of international care in-

dustries. It raises grave concerns about the nature of the economic models that, 
long before the pandemic hit, were already badly failing the vulnerable and those 
in need of care, with wholesale shifts from public to private for-profit health care 
provision.  

The pandemic has brought all of the fatal weaknesses of the care models identified 
in this report to the surface, with terrible consequences in terms of loss of life of the 
cared for and of care workers. International reports since June 2020 have begun 
to shine light on to the fatal outcomes of the under-funded and profit-driven care 
industry this report describes.
  
By June 2020, the World Health Organization estimated that up to 50 percent of all 
COVID-19 deaths in Europe to that point had occurred among care home residents. 
This is an utter condemnation of a failing global social care system. As of June 30, 
total cases in Europe had risen above 2 million (2,004,226) with, according to the 
European Centre for Disease Prevention and Control, 173,280 deaths across the EU 
and the European Economic Area. This means that at least 80,000 care home resi-
dents had by then died of the virus. This damning trend has continued. 
 
By September it was known that thousands of care workers had also died, with tens 
of thousands infected. Research reported in July by the British medical profession 
publication, the Lancet, showed that “44% of Health Care Workers (HCWs) show ev-
idence of SARS-CoV-2 infection…Evidence of infection in our central London HCWs 
was more than double that of the London population.” A study by The Crick Institute 
also reported, “At the height of the pandemic, our own research is that up to 45 
percent of health and care workers were infected. And they were infecting their col-
leagues… reinfecting patients, yet they weren’t being tested systematically.” 

In September, Amnesty International said at least 7,000 health workers had died 
around the world after contracting COVID-19. At least 1,320 health workers died in 
Mexico alone, the highest known figure for any country. Amnesty also recorded high 
numbers of health worker deaths in the US (1,077) and Brazil (634), where infection 
and death rates have been high throughout the pandemic, as well as alarming figures 
in South Africa (240) and India (573), where infection rates soared through August 
and September.  

FOREWORD
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The number of recorded deaths in Britain is the highest in Europe and the third 
highest in the world, with the figure standing at 649 in September. These figures 
are almost certainly an under-recording. Research from the US in April found that in 
many countries, challenges in collecting data, a patchwork of tracking systems and 
patients who die at home mean the true toll of COVID-19 on healthcare workers is 
unknown.  

For over – as the lowest estimate – seven thousand people to die while doing their 
job and trying to save others is a crisis on a staggering scale. Steve Cockburn, Head 
of Economic and Social Justice at Amnesty said, “Every health worker has the right 
to be safe at work, and it is a scandal that so many are paying the ultimate price”. 

A British care worker, interviewed in September, chillingly sums up what care work-
ers the world over have been facing:
  
“We arrive at 7am to someone who’d been coughing all night or be hoisting some-
one and they start coughing. We wash and dress people, in constant close physical 
contact, holding them, comforting them, helping them. Meanwhile the government 
lost millions of respiratory masks and failed to stockpile even basic PPE. Without 
routine testing, PPE or sick pay, we lived every day with the terror that instead of 
bringing care we’ll bring death.” 

The global COVID-19 pandemic must be a wake-up call to anyone and everyone 
concerned about the type of health and social care provision humanity needs. It 
is hoped that the critique of current models developed here, vividly bought to life 
by the enormous and avoidable loss of life since March 2020, will contribute to the 
world adopting new, safe and humane care models for future generations. 

September, 2020
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1. 
Definitions of social care 
and their relations 
to economic forms

INTRODUCTION
 
Contemporary definitions of social care are varied and are currently governed by 
dominant, market-related assumptions. The move to market-driven agendas has tak-
en place over the last 40 years and has accelerated over the last 10 as policies of 
‘austerity’ have been adopted globally. One core feature of this global tendency has 
been the penetration into LMIC health and social care services of HIC-based provid-
ers. This has been facilitated by a wide range of partnership agreements between 
HIC-based multinationals and LMIC national governments. National governments 
have been coerced into cooperating by international bodies including the World 
Bank, the IMF, the WHO and others. This broad international financial alliance gov-
erns health and social care agendas. The period is also witness to a centralisation 
of health and social care capital, through record levels of mergers and acquisitions 
in the sector, producing very large and powerful multinationals who employ workers 
across international boundaries. Strategies are beginning to emerge to address this, 
with recent Global Framework Agreements important in this respect. 

As a consequence of the above, ideologically the dominant paradigm with regard to 
health and social care constructs health as a commodity, for sale from private health 
and social care providers. We must challenge this narrative and insist on health as a 
collective social right. As a starting point our first principle should be that health is 
not a commodity or consumer good. It does not have a ‘private character…it is an 
attribute of social citizenship and a collective social right.’ Viewing health as a collec-
tive human right gives clarity to strategies to organise care workers. Insisting on the 
collective nature of health places trade unionists at the heart of a general struggle 
for good health for all and creates a political space in which to develop alliances with 
the myriad grass roots campaigns, social movements and local and international pro-
test movements globally.
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DEFINITIONS 

There are various definitions of what social care 
is. For example, the British care advice service, 
Contact, calls it ‘a term that generally describes all 
forms of personal care and other practical assis-
tance for children, young people and adults who 
need extra support.’ According to the UK’s National 
Health Service and Community Care Act 1990, it is 
the provision of social work, personal care, protec-
tion or social support services to children or adults 
in need or at risk, or adults with needs arising from 
illness, disability, old age or poverty. Social care in 
the UK, as defined by the 1990 legislation, has a 
broad range of aims including to protect people who 
use care services from abuse or neglect, to pre-
vent deterioration of or promote physical or mental 
health, to promote independence and social inclu-
sion, to improve opportunities and life chances, to 
strengthen families and to protect human rights in 
relation to people’s social needs. The WHO draw on 
the resolution of the Alma Ata conference of 1978 to 
state: ‘Primary health care is essential health care 
based on practical, scientifically sound and socially 
acceptable methods and technology made univer-
sally accessible to individuals and families in the 
community through their full participation and at a 
cost that the community and country can afford to 
maintain at every stage of their development in the 
spirit of self-reliance and self-determination.’

Social care is variously defined with a wide range of 
roles and responsibilities. For trade unionists this is 
potentially both useful and problematic. Its broad 
remit provides the potential for care policy to act 
as an effective framework for ensuring care provi-
sion is properly monitored, given adequate govern-
mental policy and procedures. But its wide range 
also leaves care policy open to interpretation. In a 
context where the majority of care provision glob-
ally is provided either solely by private providers 
or through partnership between public and private 
capital, with very little provided directly by demo-
cratically elected governments, without robust and 

centrally administered safeguards it is very difficult 
to maintain high standards of care. Definitions of the 
care economy tend to be broader and, in some in-
stances, relate to a more wide-ranging understand-
ing of health and to care based on a social determi-
nant of health approach, as championed by the WHO 
and others. For example, the European Institute of 
Gender Equality defines the care economy as ‘Part 
of human activity, both material and social, that is 
concerned with the process of caring for the pres-
ent and future labour force, and the human popula-
tion as a whole, including the domestic provisioning 
of food, clothing and shelter.’ Care work will form 
part of this but in a wider context. 

The vagaries of definitions of what social care is are 
not rooted in semantics, but in the development 
and coming together of the institutions, practices 
and concepts of health, healthcare and social care 
over the last few decades. Meanings and definitions 
are constructed by behaviours and activities which 
come to dominate in any field and the health and 
social care sector is no exception to this. Currently, 
the dominant trend is for health and social care pro-
vision to come together in a decreasing number of 
giant, multinational health industry conglomerates. 
Although the consolidation of care services into 
health industry conglomerates has been slower, 
the trend is accelerating. In the UK for example, 
where traditionally healthcare was provided by the 
publicly-funded National Health Service and social 
care by local government, legislation over the last 
few years has established pathways for private pro-
viders to bring health and social care services to-
gether under one, private and for-profit, roof. At the 
level of trade union organisation, this integration of 
services can potentially have both useful and prob-
lematic outcomes. It may be that the relatively gen-
erally poorly organised care worker sector can be 
strengthened by associating with the often, better 
organised health worker sector. But equally, there 
is a danger that conditions of employment can be 
‘levelled down’ to care worker sector practices.
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CONCLUSIONS

Definitions of care work and care economy are evolving as 
the nature of care work and care services themselves evolve. 
Current definitions are governed by dominant conceptualisations 
of health as a commodity, for sale via a profit-driven healthcare 
market. In this way health becomes an individualised commodity. 
Trade unionists need to challenge this, by insisting on the collec-
tive nature of health as a human right. There are clear trends of 
unpaid to paid care work as rural populations move to urban set-
tings and as the extended family is replaced by the nuclear family.
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2. 
Financial crises and 
the rise of ‘PPP’

THE FINANCIAL CRASH AND ITS 
CONSEQUENCES

As the economist Michael Roberts has con-
sistently argued, the neoliberal era has been 
marked by falling rates of profit across cap-
italist industry, determining industrial strate-
gies adopted to ameliorate this such as the 
centralisation of capital through mergers 
and acquisitions, as well as increasing the 
rates of exploitation through longer working 
hours and a general intensification of work. 
The health and social care industry is no ex-
ception to this general trend. Health industry 
capital has found it increasingly difficult to 
generate profit internally in their home coun-
tries. This has been a key stimulus for attacks 
on wages and working conditions generally, 
for the surge in merger and acquisitions ac-
tivity and for expansionists strategies abroad 
with US and EU-based health providers com-
ing to dominate global markets. The falling 
rates of profit trend is clearly evidenced by 
the US health industry which has seen a de-
cline in profits in the care sector from 8 per-
cent on average in the 1990s to 1.2 percent 
throughout the 2000s. Foreign expansionist 
policies both shape and respond to cuts in 

public health funding, in particular over the last 
decade following the financial collapse of 2008 
and the long depression which followed. Although 
its impact was felt later in LMIC, the 2008 financial 
crash set the context for the nature of the fund-
ing and provision of health and social care. Until 
2010, on average government spending on health 
care in OECD countries had been expanding, but 
following the adoption of austerity policies, sev-
eral years of zero growth in the public sector has 
occurred. Contributions by bilateral aid agencies 
and the International Bank for Reconstruction and 
Development have declined. However, public-pri-
vate partnerships (PPP) have continued to grow 
such that their financial contribution of together 
with that of NGOs has started to overtake govern-
ment spending. This economic development con-
textualises political and policy developments over 
the period. In particular, the growth of PPP, which 
now shape the global social care environment, 
has been central to private social care capital not 
only providing the bulk of care, but also, impor-
tantly, setting agendas and political narratives to 
which governments and other global institutions 
broadly adhere.
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INDUSTRY STRUCTURES AND 
STRATEGIES

In Europe and North America, health care 
chains often provide a range of health-related 
services and are managed by holding compa-
nies controlled by private equity investors. The 
International Finance Corporation (IFC) has in-
vested in several health care companies which 
have become global companies. It is an interna-
tional financial institution that offers investment, 
advisory, and asset-management services to 
encourage privates sector development in less 
developed countries. The IFC is a member of the 
World Bank Group. It was established in 1956, as 
the private sector arm of the World Bank Group, 
to advance economic development by investing 
in for-profit and commercial projects for poverty 
reduction and promoting development. The IFC’s 
stated aim is to create opportunities for people to 
escape poverty and achieve better living stand-
ards by mobilising financial resources for private 
enterprise, promoting accessible and compet-
itive markets, supporting businesses and other 
privates sector entities, and creating jobs and 
delivering necessary services to those who are 
poverty stricken or otherwise vulnerable. It is a 
forerunner of a privatised organisation offering 
a ‘free market’ solution to alleviating poverty 
through growing competitive capitalism, a model 
followed by later PPP projects. 

There are four basic models through which health cor-
porations operate:

1. Vertical integration of products and services: 
Corporations buy and develop health-related 
products and services of a varied nature. 
These might include hospitals, care homes, 
medical technology and pharmaceuticals (e.g. 
Fresenius) 

2. Hospitals: Corporations stick to one sector 
seeking to dominate that through continued 
growth and labour cost controls (e.g. The 
Ramsay Group)

3. Gradual creation of a health care conglomerate: 
Aggressive acquisitions strategies of similar and 
rival companies (e.g. IHH Berhad)

4. Technology expansion: Development and 
purchase of high technology health services 
(e.g. Euromedic International). A number of 
companies of this nature have started up 
hoping to cash in on the so-called ‘Rising 
Billions’ phenomenon. This is the idea that the 
global reach of the internet will bring billions of 
new health ‘clients’ within the ambit of mostly 
HIC-based corporations. 

The nature of social care as a locally based activi-
ty meant that multi-national company expansion has 
been slower, though this is changing as health and 
social care provision is consolidated through mergers 
and acquisitions across the health and social care pro-
vision divide. 



12 PUBLIC SERVICES INTERNATIONAL

An example of philanthrocapitalism and its global reach is provided most glaringly by the influence on global 
health agendas exerted by the Bill and Melinda Gates Foundation (BMGF). Established in 2000, the BMGF is by 
far the largest philanthropic organisation in the world. It spends more money on global health than any govern-
ment other than the US. It is estimated that the BMGF has a budget bigger and exerts more influence than the 
WHO. Vaccine distribution and development are a major focus of its operations, with the foundation earmarking 
over $10 billion over ten years from 2010 to develop and disseminate these. Although important, as history and 
the research overwhelmingly shows, vaccines are, at best, supportive public health tools, historically shown 
to be much less effective than improving living conditions, diet, sanitation, ensuring safe employment and 
the like. It is recognised, for example, that vaccines largely fail to address social determinants of health, the 
approach to health and health and social care provision by WHO and other international health bodies. For ex-
ample, a vaccine against rotaviris to prevent diarrhoea cannot replace action on the fundamental causes of the 
illness – sanitation, safe drinking water and better nutrition.

PHILANTHROCAPITALISM AND 
CONSULTANCY

The growth of the so-called ‘philanthrocapitalist’ 
sector has had a major impact on global health and 
social care provision in the 21st century. Collectively, 
philanthrocapitalist ‘foundations’ spend up to $10 bil-
lion annually. There are more than 200,000 of them – 
around 80,000 each in US and Europe. They are also 
growing in global south with 10,000 in Mexico, 2000 
in China and 1000 in Brazil. The majority of these 
foundations are involved with health and social care 
and/or poverty alleviation generally.  Global NGOs and 
international bodies like WHO, UN, UNICEF and others 
have consistently collaborated with health industry 
conglomerates to promote this PPP-driven agenda. 

For example, in its keynote ‘Closing the Gap’ docu-
ment and world health agenda set out a decade ago, 
WHO stated health and social care provision needed 

to be based on an approach that accepted a ‘plural-
ity of actors across the field – global institutions and 
agencies, governments (national and local), civil so-
ciety, research and academic communities and the 
private sector’. In the process of developing these 
partnerships through PPP vehicles and others, the 
line between public and private provision has be-
come blurred and with it the differences between pri-
vate and public good. Given the broad acceptance of 
this agenda and the vast sums of money potentially 
available via philanthrocapitalism, governments have 
found it difficult to ensure proper safeguards and 
frameworks of control. 

This clearly presents a complex series of prob-
lems for labour organisations seeking to improve 
working conditions by influencing policy simply at 
a national level. Multinationals exert an influencing 
pressure across national boundaries such that any 
response to that similarly needs to be multinational. 

© CC BY-SA 4.0 THE  BMGF
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Philanthrocapitalist consultancy firm 
turned health and social care provider

 z African Mission Healthcare
 z Owned by the Gerson Lehrman Group (GLG). 

Run by Mark Gerson ex Yale 
 z Gerson a ‘neoconservative’ and Republican
 z GLG’s business is establishing ‘expert 

networks’ – send in ‘consultants’ to develop 
quick fix solutions

 z Expert networks a fairly new, aid-driven 
phenomena in Africa, heavily criticised in the 
US for being open to conflicts of interest and 
‘insider trading’. 

 z GLG typically hire out ‘experts’ to Africa-based 
health provision (at high consultancy rates) to 
develop quick fix, biomedical and Big Pharma-
focussed solutions. They are not interested in 
developing long-term health solutions based 
on the social determinant of health approach 

 z African Mission Group and its African Mission 
Healthcare Foundation grown out of the 
Catholic Medical Mission Board with its roots 
in early 20th century colonialism.

Philothrancapitalism takes on many forms, including 
as non-profit organisations. Given the generous tax 
breaks afforded to not-for-profits, corporations now 
see profit and not-for-profit as two complementa-
ry forms of doing business. ’Ten percent of the US 
population is working for ‘non-profit’ organisations 
but they behave like profit organisations. Becoming 
a not-for-profit allows institutions to avoid taxes and 
continue to operate as businesses.

CONSULTANCY

Health consultancy firms have blazed a global trail 
for consultancy firms more generally. For exam-
ple, two US consultancy firms, McKinsey and BCG, 
have benefited massively from philanthrocapital-
ist funding and practices, having been involved 
with GFATM, WHO, Roll Back Malaria, World Food 
Programme, Global Vaccine Alliance, Unitaid, World 
Bank’s International Finance Corporation, Stop 
TB and many others. The new global health envi-
ronment is a wedge with which private capital has 
entered new, health-related markets and others. 
Consultancy embeds pro-market solutions into 
health agendas, and with them market-based, prof-
it-driven practices like short-term, outcome-driven 
strategies and agendas. Often, unions and union or-
ganisation are seen as barriers to the goals of con-
sultancy firms and their clients. Philanthrocapitalists 
and consultancy organisations are largely beyond 
democratic control, yet exert huge influence in de-
ciding the type of care provision locally in the coun-
tries they intervene in. Finding ways to hold these 
organisations to account is clearly a key battle front 
in goals to represent and organise care workers.

CONCLUSION

The financial crash of 2008 and the ‘Long Depression’ 
that has followed has been used by governments and 
private health and social care capital to justify the ac-
celeration of the privatisation of healthcare provision. 
Health industry corporations have increasingly adopted 
multi-national, global strategies to grow their business-
es, resulting in an on-going process of the centrali-
sation of capital into fewer and larger conglomerates. 
Philanthrocapitalism has been one of the key devel-
opments during this period, with leading philanthro-
capitalist agencies dominating global health agendas 
through the power of their spending and their political 
influence at and through national and international gov-
ernmental and non-governmental agencies.
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3. 
Health and social care 

providers and the 

concentration of global 

healthcare capital

HEALTH AND SOCIAL CARE AND AN AGE 
OF IMPERIALISM

The phrase, ‘Medical empires’ was developed by US 
health academics in the 1970s to describe the dom-
inant relationships between teaching hospitals and 
their feeder city and local hospitals. It is useful as a 
way of conceptualising this phase of health industry in-
ternational expansion, with dominant industry ‘centres’ 
sited in HIC driving interventions into ‘periphery’ LMIC 
countries and regions of domination. Health industry 
corporations are today some of the most profitable of 
all industries globally. 

For example, in 2017 vast health conglomerates 
dominated the US Fortune 500: market leader was 
McKesson, a pharmaceutical and health technology 
developer and distributor. United Health is another, 
predominantly a health insurance provider, with over 
100 million customers globally. As discussed above, 

this phase of monopoly ownership of health business-
es is supported by interlocking relationships between 
business, global finance capital and government. This, 
along with the concept of the ‘Rising Billions’ (the idea 
that health technologies are about to unleash billions 
of highly lucrative health and social care customers 
globally) sets the contexts for this age of health indus-
try imperialism.

KEY PLAYERS

This section gives examples of some of the key players 
in health and social care provision, with a critique of 
their goals and methods. What are considered the cen-
tral features of each health and social care provider are 
included. This section aim to both provide important 
background information on the range of employers in 
the healthcare sector, and to illustrate how the industry 
works at financial, merger and growth levels.
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Extendicare Incorporated 

 z Canada-based 
 z Owns and operates long-term care centres 

and provides publicly funded home healthcare 
services. 

 z Operates approximately 120 senior care and living 
centres across over four provinces in Canada. 

 z Includes Long-term Care; Retirement Living; Home 
Health Care; Other Canadian Operations, and 
Corporate Canada. 

 z Esprit Lifestyle Communities branded retirement 
living provision 

 z ParaMed Home Health Care operates Home Health 
Care segment 

 z Through its subsidiary, Virtual Care Provider, 
Inc., the Company offers information technology 
hosting and professional services to long-term and 
post-acute healthcare providers across the United 
States

Kindred Healthcare Incorporated

 z Founded in 1985 as Vencor, Inc. The current 
name was adopted in 2001, following Vencor’s 
emergence from Chapter 11 bankruptcy. 

 z In 2011, Kindred Healthcare agreed to acquire 
RehabCare Group for approximately $900 million in 
cash and stock to create, at the time, the largest 
post-acute health care services company in the 
United States.

 z In 2014, Kindred Healthcare, Inc. and Gentiva 
Health Services, a provider of home health care, 
hospice and related services in the United States, 
announced a merger agreement under which 
Kindred would acquire all outstanding shares of 
Gentiva common stock for $19.50 per share in a 
combination of cash and stock. 

 z In 2017, Kindred announced a definitive agreement 
with BM Eagle Holdings, LLC, a joint venture led by 
affiliates of BlueMountain Capital Management, to 
sell the company’s skilled-nursing facility business 
for $700 million. The sale included 89 nursing 
centres 

 z In 2017, TPG Capital, Welsh, Carson, Anderson 
& Stowe (WCAS) and Humana bought Kindred 
Healthcare Inc. for $4.1 billion. The acquisition 
was contested by shareholder Brigade Capital 
Management, who filed a suit with the SEC in March 

2018 and submitted a letter to Kindred’s board and 
management, arguing that the $9 per share price 
offered by the deal was “grossly inadequate.”

 z Upon acquisition, the home health, hospice and 
community care businesses would be separated 
from Kindred and operated as a stand-alone 
company owned 40 percent by Humana, with the 
remaining 60 percent owned by TPG and WCAS. 
Kindred’s long-term acute care hospitals, rehab 
hospitals and contract rehabilitation services 
businesses would be operated as Kindred 
Healthcare, a separate specialty hospital company 
owned by TPG and WCAS

Welsh, Carson, Anderson & Stowe (WCAS)

 z Private equity firm 
 z Formed in 1979 
 z Focuses on investing in two growth industries, 

technology and healthcare, primarily in the 
United States. WCAS has a current portfolio of 
approximately 30 companies and has organized 17 
limited partnerships with total capital of over $27 
billion, consisting of 13 equity partnerships and four 
subordinated debt partnerships. WCAS is currently 
investing equity funds, including WCAS XII, L.P. and 
WCAS XIII, L.P.

 z WCAS has approximately 90 employees, including 
15 general partners. 

 z Also has a Resources Group, which is composed of 
approximately 20 operating partners. The Resources 
Group assists the firm’s portfolio companies by 
identifying and implementing initiatives focused on 
growth and operational improvement. 

 z The Resources Group works with the firm’s 
investment professionals and portfolio company 
management teams to develop value maximization 
plans (“VMPs”) for each new investment. 

Genesis Healthcare Incorporated.

 z Genesis Health Ventures established 1985 with 
acquisition of nine centres. 

 z Between 1985 and 1998, Genesis Health Ventures 
expanded from a $32 million to a $2.4 billion 
public company through the acquisition of nursing 
homes and services such as rehabilitation therapy, 
diagnostic testing, respiratory therapy, and 
pharmacy.
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 z In 1999, the federal government made cuts to 
Medicare which at that time funded virtually all the 
care for individuals admitted to Genesis Centres 
from hospitals. Genesis Health Ventures sought 
Chapter 11 protection in 2000. In 2001, the company 
reorganized and re-emerged from bankruptcy.

 z In 2003, Genesis Health Ventures separated the 
company’s in-patient care and pharmacy divisions. 
As part of the separation, Genesis Health Ventures 
adopted the NeighborCare pharmacy division’s 
trade name and spun off the company’s Genesis 
ElderCare Skilled Nursing Centres and Assisted 
Living and Independent Living Communities, as 
well as Genesis Rehabilitation Therapy Services, 
into a new entity – Genesis HealthCare Corporation.

 z In 2007, Formation Capital and JER Partners 
completed the acquisition of Genesis HealthCare 
Corporation. The total enterprise value of the 
transaction was approximately $2.0 billion. 

 z On April 1, 2011, Health Care REIT, Inc. (now 
Welltower) completed the $2.4 billion acquisition 
of substantially all of the real estate assets of 
privately-owned: 

Genesis HealthCare

 z In 2012 Genesis completed the acquisition of Sun 
Healthcare Group, Inc. Sun Healthcare was formally 
headquartered out of Irvine, California. It operated 
skilled nursing facilities, assisted and independent 
living centres, and behaviour health centres in 23 
states. Sun also owned SunDance Rehabilitation, 
CareerStaff Unlimited and SolAmor Hospice. 

 z In 2015 Genesis Healthcare merged with Skilled 
Healthcare Group Inc. which was based in Foothill 
Ranch, California. The combined company 
operated 500 skilled nursing and assisted/senior 
living communities in 34 states and more than 
1,800 rehab therapy sites in 47 states. It reported 
over 90,000 employees with a combined revenue 
of $5.5 billion. 

WELL Health Technologies Corporation 

Canada-based company that operates primary health-
care facilities, as well as an electronic medical records 
(EMR) business. The Company provides software as 
a service EMR services to doctors across Canada. Its 
clinic network comprises of approximately 19 clinics. 

Its clinics offers a range of services such as walk-in ap-
pointments, family medicine, sleep apnoea facilities, 
Botox treatments, and women’s clinics. 

Medical Facilities Corporation
 

 z Formed 2004. 
 z Canada based
 z Owns indirect controlling interests in six limited 

liability entities: Black Hills Surgical Hospital, LLP, 
Sioux Falls Specialty Hospital, LLP, Dakota Plains 
Surgical Centre, LLP, Oklahoma Spine Hospital, 
LLC, The Surgery Centre of Newport Coast, LLC 
& Arkansas Surgical Hospital, LLC Each of these 
entities owns a specialty hospital or an ambulatory 
surgery centre located in the United States. 

Aleafia Health Incorporated

Has been building three new assets: an outdoor cultiva-
tion facility in the Ontario town of Port Perry, its Niagara 
Greenhouse, and an expansion of its growth, extrac-
tion, and logistics facility in another Ontario municipal-
ity, Paris. 79% of the company’s revenue derived from 
cannabis sales. Recreational cannabis sales improved 
by 53% on a quarter-over-quarter basis, while medical 
cannabis saw an increase of 43%.

Akumin Incorporated

 z Provision of outpatient diagnostic imaging services. 
Its services include magnetic resonance imaging, 
computerized tomography, positron emission 
tomography, ultrasound, X-ray, mammography 
and other diagnostic or interventional radiology 
procedures. 

 z Founded 2015. 
 z Canada-based.  

Sienna Senior Living Incorporated

 z Founded 1972.
 z Originally Leisureworld Senior Care Corporation. 
 z In 2005, Macquarie Bank acquired Leisureworld 

for $528 million. At the time, the company had 19 
long-term care homes, two retirement homes, and 
3,200 beds. 

 z In 2013, the company purchased Specialty Care, a 
private senior home operator for $254 million
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 z In 2015, Leisureworld changed its name to Sienna 
Senior Living. Many of the company’s homes also 
changed their names (e.g. from Leisureworld 
Caregiving Centre – Oxford to Secord Trails Care 
Community in Ingersoll).

 z In 2016, Sienna acquired eight seniors’ residences 
in British Columbia for $255 million.

 z In 2018, Sienna purchased 10 retirement residences 
in Ontario for $382 million.

 z By end 2018, the company owned and operated 70 
seniors’ living residences in addition to managing 
17 residences for third parties.

 z Canada-based.

UK

Care UK (Owned by Bridgepoint)

 z Formed as Anglia Secure Homes in 1982, becoming 
Care UK PLC in 1994.

 z In 1997 acquired Care Solutions Limited, a provider 
of residential services for people with learning 
disabilities responsible for 59 homes in Newcastle, 
Bradford, Staffordshire and Guildford. 

 z In 1998, it took on a further seven care homes in 
Hampshire and the South Coast with the acquisition 
of The Care Partnership. 

 z Care UK delisted from the stock exchange in 2010 
following a management buyout. 

 z Bridgepoint Capital major shareholder since 2010. 
 z It bought Harmoni in 2012 from ECI Partners for 

about £50 million. 
 z In 2014 Philippa Slinger, the former chief executive 

of the troubled Heatherwood and Wexham Park 
Hospitals NHS Foundation Trust, joins Care UK.

 z Since the Health and Social Care Act 2012 Care UK 
has won three contracts worth £104m.

 z In 2014/5 its turnover was £728 million.
 z Following the death of a vulnerable inmate at HM 

Prison Chelmsford in January 2017 and criticism 
by the Prison ombudsman, Care UK announced it 
would end its healthcare contract. 

 z In 2018 Care UK operated 114 care homes with 
almost 8,000 beds. 44% of the residents are self-
funding. It supports over 17,000 older people and 
those with disabilities through home care services. 

 z Its NHS treatment centres, out of hours primary 
care and 111 service serve more than 18 million 
patients a year.

 z The company runs two clinical assessment 
and treatment centres (CATS) and nine NHS 
treatment centres, offering a range of procedures 
for conditions such as cataract surgery and hip 
replacements. 

 z It also operates 12 GP-led health centre facilities 
providing walk-in services and a range of specialist 
mental health services, including 18 homes and 
hospitals and residential treatment programmes for 
young people who have serious eating disorders.

 z In 2013 a joint venture with Sussex Partnership NHS 
Trust was created to purchase a 32-bed mental 
health rehabilitation unit in Gosport, and to create 
a 24-bed self-contained accommodation unit later 
in the year.

 z In 2015 the company sold its mental health assets, 
consisting of 322 beds, to Partnerships in Care and 
its learning disability services group to Lifeways 
Group. 

 z In 2015 the home care service, which generated 
revenue of £72.2 million and looks after 
approximately 13,000 people across the UK and 
employs around 6,000 staff members, was sold to 
Mears Group.

 z It is the largest firm providing out-of-hours services 
in England with more than ten million patients.
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World Bank pressure has meant 
publicly-funded health coverage has 
been cut back, while the principal of 
national and local governments moving 
from provider to purchaser of services 
was established – directly through WB 
pressure. Broadly, social democratic 
governments’ plans to extend publicly 
provided provision have been – and 
will be – undermined by international 
bodies along neoliberal, ‘free market’ 
agenda lines.

PPP IN ACTION – THE EXAMPLE OF 
MEXICO AND BRAZIL

Key players in Latin America include Aetna, Cigna 
Global, American International Group and Liberty 
Mutual Fund Group. Below is a critique of these 
companies’ activities in Mexico and Brazil, with 
particular emphasis on the long-term develop-
ments illustrating some of the consequences of 
the PPP-driven approach to social care and public 
health more generally. 

Over the past decade in particular, US compa-
nies have engaged in various ways with local 
healthcare providers to insert themselves into the 
healthcare systems of Latin American countries. 
Aetna, for example, developed numerous joint 
ventures with local companies, providing Aetna 
with an already established customer base and al-
lowing them to circumvent national laws restrict-
ing foreign ownership. Aetna entered into joint 
ventures with domestic companies in Mexico, 
Brazil, Venezuela, Argentina and Colombia. Cigna 
also invested heavily in Brazil via partnerships, and 
in Mexico via joint ventures like Cigna Seguros, 
Grupo Angeles, Hospital ABC and Hospital Medica 
Sur. Health conglomerates from HIC have sought 
to influence US and European governments in or-
der to persuade them to pressure Latin American 

 MEXICO

governments into allowing them access to foriegn 
markets. In this way, influenced by multinational 
corporations, US and European governments exert 
power to achieve disproportionate effects on WTO 
polices – and those of other trade and health-related 
international bodies – in order to take advantage of 
WTOs regulation and provision. As research shows, 
‘When the US and the EC can agree on which di-
rection global regulatory change should take, that is 
usually the direction it does take’. In this way LMIC 
governments are responding to external demands 
and pressures to set their own national, health re-
lated policy agendas such that national health and 
social care policies are undermined and driven by 
PPP priorities. Research clearly shows that interna-
tional financial institutions such as the WB and IMF 
have consistently taken active roles in promoting 
policies that favour the penetration of internation-
al healthcare markets by multinational corporations 
based largely in the US and Europe. In particular, 
international financial institutions have advocated 
reforms that have privatised public sector services 
and have opened them to corporate ownership and/ 
or administration. 

Two major trade agreements, Transatlantic Trade and 
Investment Partnership (TTIP) and Trade in Services 
Agreement (TiSA), now categorise social care ser-
vices as part of the services sector.  After many 
years of public sector reform and the marketisation 
of public services, very few public services oper-
ate on a completely non-commercial basis without 
any form of competition. These trade agreements 
now make publicly-funded health provision sub-
ject to inclusion within the terms of the treaties and 
so more open to competition from global services 
companies.

Policies of international financial institutions have 
fostered reform decisions in Mexico and Brazil that 
have supported an expanded role for multination-
al corporations. This is the case even in previous-
ly relatively progressive Latin American countries 
like Brazil, Venezuela, Ecuador, Bolivia, El Salvador 
and Argentina, who have historically increased ac-
cess to health and social care services. Here, simi-
larly, PPP-driven agendas govern future social care 
developments.
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COLLAPSE OF SUS

In the years after the Unified Health System (Sistema 
Único de Saúde (SUS)) was set up in 1989, sub-
stantial progress towards Universal Health Coverage 
(UHC) in Brazil was made. However, the expansion of 
private health care facilitated through PPP and other 
mechanisms from the mid-1990s economic and po-
litical crises, and austerity policies that have capped 
public expenditure growth, now entirely threaten the 
initial progress and healthcare provision throughout 
the country. Since 2015, as private healthcare took 
over the majority of Brazilian health provision, pub-
lic health expenditure per capita has declined in real 
terms, 2.9million people lost private health plan cov-
erage and there have been outbreaks of infectious 
diseases. The poorest and most vulnerable popula-
tions are hardest hit. Persistent regional and social 
inequalities in resource allocation have left the poor, 
those with lower education and populations living 
in northern regions, with greater unmet healthcare 
needs. 

PPP IN ACTION

Private care has restricted utilisation of services, 
shortened and terminated contracts, ceased sup-
porting local doctors and established ‘preferred pri-
vate provider’ networks based on cost. The number 
of private health insurance plans have increased. 
New contracts frequently do not cover the mini-
mum services required by law. Insurance compa-
ny profits have soared. Private insurance coverage 
has increased since 2000 from 30.5million in 2000 
to 50.3million in 2014 (17.6%–24.8% of population 
respectively). In 2017, private insurance coverage 
declined to 47.3million (22.8% of population), as in-
come and employment levels fell. Tying health care 
to private health insurance plans does not work in 
unstable and declining labour markets. The total num-
ber of people covered by health insurance fell from 
41 to 35 million from 1998-2003 and has continued to 
fall since then, with a specific crisis over the last two 
years. Despite a constitutional obligation for the state 
to guarantee the right to health through a public sys-
tem, public health insurance covers only 25 percent 
of the population. As private health care replaces 
public provision there is disinvestment in the public 
sector.

CASE STUDY: BRAZIL AND THE COLLAPSE OF 
PUBLIC HEALTH SYSTEMS – PPP IN ACTION
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Public sector subsidises Private sector

The 1988 Constitution defined that the private sec-
tor should be complementary to the public sector. In 
practice it is subsidised by the government through 
tax breaks for privately insured individuals, who obtain 
high-complexity procedures in SUS, due to limited cov-
erage of these procedures in private insurance plans. 
The growth of the FHS and private plans has increased 
coverage of health services, but large disparities re-
main among regions, and many disadvantaged popula-
tions still lack access to high-quality care.

Doctors and ideology

Shortages of doctors persist in rural areas and at Public 
Health Centres (PHC) with specialists concentrated 
in the private sector and unequally distributed around 
the country, leading to large disparities. In 2013, the 
Rousseff government launched ‘More Doctors (Mais 
Médicos) Programme’, to expand PHC by distributing 
more than 18,000 doctors, mostly from Cuba, to under-
served areas across the country. These doctors have 
now been expelled by the Bolsonaro government for 
purely ideological reasons. 

PPP drugs and technologies increase costs and 
price out the poor

Improving access to medicines was also a priority of 
the Lula and Rousseff governments. National polic-
es have increased the number of drugs available on 
the essential medicines list from 327 in 2002 to 869 
in 2017. The Popular Pharmacy Programme (Farmacia 
Popular), initiated in 2004, expanded access to med-
icines with subsidised prices and low level of co-pay-
ments. However, the sizeable demand for medicines in 
the SUS has encouraged industrial domestic produc-
tion of medicines through public–private partnerships, 
providing an open door for international ‘Big Pharma’ 
to begin to dominate. New, high-cost medicines and 
new procedures undermine the sustainability of health 
technology provision in SUS.

No specific research evidence exists, but it is appropri-
ate to speculate on how this slow incursion of ‘free mar-
ket’ principles into Brazil, via PPP healthcare arrange-
ments, hollowed out the political climate of the country 
and prepared the way for the victory of Bolsonaro in 
the Brazilian elections. 

CONCLUSIONS 

There are two key points to highlight in this brief dis-
cussion of the age of medical empire. One derives from 
analysis of the nature of the health industries currently 
dominating global health agendas and narratives. As 
the short list above illustrates, these companies, cor-
porations and conglomerates are entirely focussed on 
generating profit and are fully immersed in the glob-
ally financialised systems for doing this. Companies 
change hands constantly, while the general trend is for 
larger companies to consume smaller ones in search of 
a greater reach of clients and health-related services 
and goods. The list also points to an acceleration of 
this process since 2013-15. The climate in the global 
health industry is aggressive and focussed on growth 
through acquisition. The second point is that PPP, its 
policies, processes, alliances and agencies, have de-
veloped to facilitate this process of the centralisation 
of health capital into a smaller number of increasingly 
giant corporations. National governments, especially 
but not only in the US and the EU, and powerful inter-
national financial bodies, have worked with health cap-
ital to facilitate the growth of empire. These tendencies 
have far-reaching implications for workers and their 
organisations.
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THE ‘AGEING POPULATION’ CONTEXT

The term ‘ageing populations’ sums up the dominant 
and popular narrative regarding older people in our 
global populations. The term has a range of meanings 
from the simple idea that global populations are living 
longer than ever before, to the deeply reactionary ar-
gument that says given the expansions of population 
resulting from longer average lives, future societies 
cannot sustain the services for older people at current 
levels, or indeed at all, as a public good. It is essen-
tial, in order to strengthen the positions of people in 
paid – and unpaid – caring roles that ageing popula-
tions arguments are challenged. Both benign and reac-
tionary versions are factually wrong, whilst the second 
represents a dangerous political and ideological attack 
on the rights of older people, with very serious con-
sequences for the working conditions of those who 
care for older people. At a political level and in terms 
of PSI’s support for care workers, especially but not 
only carers working with older people, an all too often 
uncritical acceptance of ageing population arguments 
has immediate implications. The highly ideological and 
politically charged set of arguments acts to devalue 
the lives of older people and in so doing devalues the 
skills and professionalism of those caring for them. It 

4. 
Care sector case study 
trends in the provision 
for older people

is an ideological tool to depress wages and working 
conditions, as well as obstructing the development of 
career-based, professionally established employment 
qualifications and workplace structures. This chapter 
first gives details of the key players in older people ser-
vices, many of whom are based within the EU but who 
are increasingly providing global services. It finishes 
by providing the facts behind ageing population argu-
ments in order to begin to establish a counter-narrative 
to dominant ideologies.

OLDER PEOPLE CARE PROVIDERS: KEY 
PLAYERS

The following are the leading providers of care for older 
people, headquartered in Europe but increasingly pro-
viding services globally: 

Orpea groupe
 

 z Manages a chain of retirement homes and care 
clinics. 

 z Founded in 1989 by Jean-Claude Marian. 
 z Press reports consistently state conditions in some 

of its establishments are bad, in particular because 
of a lack of nursing staff
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 z In 2015, Orpea acquired Senecura in Austria.
 z In 2017, Orpea acquires the Czech group Anavita 

specialising in nursing homes. 
 z Orpea continues its internationalisation with the 

creation of 1,000 beds in Portugal and 2,000 beds 
in Brazil in partnership with the SIS group.

 z In 2018, the group acquires four companies in the 
Netherlands. 

 z In 2019, Orpea invests in Latin America with the 
purchase of 50% of Senior Suites in Chile, 20% 
of Brazil Senior Living and one establishment in 
Uruguay. In 2019, Orpea has institutions in 35 
countries.

 z In 2014, the General Confederation of Labour (CGT) 
filed a complaint against Orpea, denouncing “a 
system to infiltrate the union”: three actors were 
hired in 2010 under a contract with the private 
intelligence company GSG, to spy on employees of 
three institutions. 

 z Twenty-eight families of residents of the residential 
care facility for dependent elderly people (home) 
“Le Village”, in Boissise-le-Roi, write to the 
Minister of Health and the public prosecutor to 
issue a “report of abuse due to active and passive 
negligence”, believing that the quality of resident 
care “has deteriorated” since Orpea’s acquisition 
of the facility in 2013, pointing to a lack of staff at 
Le Mans.

 z In 2016, employees of the “Les Sablons” 
establishment point to “execrable” working 
conditions leading to a deterioration in the quality 
of service, since the arrival of a new management 
in 2015.

Korian 

 z Korian, founded in 2003
 z Manages Europe’s leading network of nursing 

homes, specialised clinics, assisted living facilities, 
hospital care and home care services, with more 
than 800 facilities in all by 2019. Present today in 
five countries (France, Germany, Belgium, Italy and 
Spain) serving 300,000 patients and residents, 
the Group employs more than 50,000 people.

 z In 2019, acquisition of Seniors, a Spanish company 
which operates a group of seven high-end long-
term care nursing homes around Malaga, in 
Andalusia. This acquisition allows Korian to gain a 
foothold in the Spanish market.

 z In 2019, acquisition of the Omega group, specialised 
in elderly care and based in south-west France. 
The Omega group operates in all sectors of elderly 
care services. They own a network of 14 long-term 
care nursing homes in the Nouvelle-Aquitaine and 
Occitanie regions and in Spain, as well as three 

assisted living facilities (two of which are under 
construction and will open in 2019 and 2020), with 
a total of around 1,000 beds. They also manage 
nine home-based care and services agencies. This 
consolidates Korian’s presence in the Nouvelle 
Aquitaine and Occitanie regions, where the Group 
has a network of 54 long-term care nursing homes, 
22 post-acute care clinics and two hospital home 
care facilities.

 z In Germany, Korian acquired Schauinsland, which 
operates six long-term care nursing homes in the 
Baden-Wurtemberg area with a total capacity of 
around 420 beds. Korian is the leading private 
senior care operator in Germany with a network of 
230 facilities, and this acquisition will strengthen 
its operations in Baden-Wurtemberg, a particularly 
dynamic region, and one which is at the cutting 
edge of elderly care services.

 z In Belgium, Korian has finalised the ownership of 20 
premises, worth €153 m, following the transaction 
announced last September regarding the Belgian 
activities of the group Senior Assist.

Fresenius

 z Global dialysis treatments.
 z Fresenius Medical Care is the world’s leading 

provider of products and services for people with 
chronic kidney failure. Through its network of more 
than 4,000 dialysis clinics in North America, Europe, 
Latin America, Asia-Pacific and Africa, Fresenius 
Medical Care provides dialysis treatments for more 
than 342,000 patients. 

 z World‘s leading provider of dialysis products such 
as hemodialysis machines, dialysers and related 
disposable products. 

 z Fresenius Medical Care’s corporate headquarters 
are in Bad Homburg v.d.H., Germany. The 
headquarters of North America are in Waltham, 
Massachusetts and the headquarters of Asia-
Pacific are located in Hong Kong.

Colisee

 z Fourth largest in EU.
 z Provider of nursing home and homecare services. 
 z Established in France: Colisée, Belgium: Armonea, 

Spain: Saleta and STS, Germany: DPUW, Italy: 
Isenior, and China. 

 z Colisée offers home services with the teams from 
Onela.

 z In 2019, Pan-European private equity firm IK 
Investment Partners  acquired Colisée. IK is a 
Pan-European private equity firm focused on 
investments in the Nordics, DACH region, France, 



23HEALTH AND SOCIAL CARE WORKERS AND THE CRISIS OF NEOLIBERALISM

and Benelux. Since 1989, IK has raised more 
than €9 billion of capital and invested in over 100 
European companies.

Attendo  

 z In 1985: Attendo opened up the market for private 
care in Scandinavian countries by taking over home 
care in Stocksund, outside of Stockholm, with the 
promise: ‘We believe we can do it better.’ 

 z Now one of the Nordic countries’ leading care 
companies. 

 z 24,000 employees at more than 700 facilities 
throughout Sweden, Finland, Norway and Denmark.

 z Ownership Timeline: 
- 1985-1992: State-owned Procordia is the first 
owner and forms Procordia Service. 
1993-1994: Attendo is privatised and Industri 
Kapital (IK – see above) takes over 
- 1995-2000: French services company Sodexho 
buys what later becomes Attendo. 
- 2000-2005: TeleLarm Care take over as owners. 
At the beginning of this period, the name is 
changed to Attendo.
- 2005-2006: Bridgepoint (see above – private 
equity firm who also own Care UK) recruits and 
develops Attendo into a pure health and social care 
company. 

- 2007-2015: IK Investment Partners (Formerly 
Industri Kapital) repurchases Attendo and focuses 
on expanding operations in the Nordic region, i.e. 
through acquisition of MedOne in Finland.

Ramsey Health Care UK

 z Founded by Australian businessman Paul Ramsay, 
who established its parent company: Ramsay 
Health Care, in Sydney, Australia in 1964, and has 
grown to become a global hospital group operating 
151 hospitals and day surgery facilities across 
Australia, the United Kingdom, France, Indonesia 
and Malaysia.

 z In 2007, Capio acquired by Ramsay Health Care. 
At the time, Capio was the fourth largest private 
hospitals operator in the UK.

 z 2017 turnover fell 4.8% compared to 2016, 
down to £208 million, blamed on ‘NHS demand 
management strategies’. 

 z In 2019, it announced that NHS referrals had 
increased by 7.4% and it had benefited from an 
increase in NHS tariff prices.

Venture Capital and Care 

Company has its roots in National Nursery Examination 
Board (NNEB), established by the Ministry of Health 
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in 1945. The NNEB merged with the Council for Early 
Years Awards in 1994 to form the Council for Awards 
in Care, Health and Education, otherwise known as 
CACHE.  After the sale of CACHE in September 2015, 
the Charity changed its name to the Foundation for 
Training and Education in Care (FTEC) whilst trustees 
agreed on a new strategic direction. Following the dis-
cussions and the recruitment of new trustees, Future 
Care Capital (FCC) was established in February 2017, 
with Her Majesty the Queen as Royal Patron. The char-
ity is sustainable and funded through an endowment.

WEAK CONTROLS 

Some estimates claim that between 2015 and 2030, 
the number of people over 80 in the EU will increase by 
40 percent to 37.6 million. According to this estimate, 
by 2030, 500,000 beds must be added in the EU.  The 

 
 
In 2016, the French TV channel France 3 Alsace report-
ed suspicions of abuse in the retirement home of the 
Aar, located in Schiltigheim. Staff members and several 
families reported a recurrent shortage of staff, resulting 
in the elderly residents having diapers changed only 
once a day, dressings changed once a week, and slow 
reaction to residents falling or needing assitance to 
eat. The management of the establishment denied that 
there were any problems. Five complaints and seven 
reports led the Regional Health Agency to inspect the 
home in December 2015. 

In 2016 and 2017, the home of Sevret in the city of Niort 
was the subject of criticism from employees and fam-
ilies, who denounced high staff turnover (dismissal, 
resignations, etc.), a chronic lack of staff and abuse of 
residents. In Echillais, in the Charente-Maritime region, 
some staff of the home went on strike in July 2017 and, 
together with residents and families of residents, re-
ported cases of ill-treatment and a deterioration of the 
conditions for taking care of the children and elderly, 
as a result of lack of staff; employees also spoke of 
harassment.

In 2018, Mediapart pointed out many problems in the 
home “The Banks of the Seine” in Neuilly-sur-Seine: 
residents and employees denounce the recurrent lack 
of staff and reduced spending on the material (diapers, 

gloves, etc.) and food that led to abuse (fewer show-
ers, residents covered in their own urine, etc.) and cas-
es of malnutrition and dehydration among residents, as 
well as ‘to a high turnover in staff’; these facts were the 
subject of several reports by families to the Regional 
Health Agency. Mediapart nevertheless pointed out 
that these problems are not specific to the institution, 
affecting many home in France. 

In 2018, the television magazine Envoyé Spécial broad-
cast a report dedicated to the conditions of hous-
ing and care for dependent elderly people in private 
for-profit homes, in particular the Korian and Orpea 
groups. The latter were denounced by testimonies of 
families of residents and employees, a regular lack of 
staff (including caregivers), insufficient medical care 
and cost-cutting including in the budget allocated to 
meals, while Orpea Group generated 89 million euros in 
profit in 2017. Interviewed in June 2018, Yves Le Masne, 
General Manager of Orpea, responded: ‘today there 
are 87% of families who recommend us…our first con-
cern is our residents and our employees’.  According to 
the weekly magazine Télérama, the Orpea group tried 
to prevent the dissemination of the report of Envoyé 
Spécial, but this was rejected by the High Court of 
Nanterre. In November 2018, federating, unions from 
different European countries tried to force Orpea to im-
prove wages and working conditions.

RISING PROFITS -  
FALLING QUALITY OF CARE

estimate is based on historic rates of life expectancy 
growth which have already largely come to an end as 
shown below. However, competition in the market for 
care provision for older people is intense where econ-
omy of scale is considered crucial.  Large private care 
providers are rapidly taking over the smaller companies 
active in the care of the elderly. Within the European 
elderly care market, the private French players domi-
nate. For example, in February 2019, the Belgian care 
provider Armonea was taken over by the French group 
Colisée as noted above. As a result of this deal, all large 
private retirement home operators in Belgium are now 
owned by three giant French groups with increasingly 
global reach and influence: Korian, Orpea and Colisée.

In 2014, private ownership of nursing homes was the 
highest in the United Kingdom (86%) and the United 
States (70%) and substantially lower in Canada (37%), 
Sweden (18%-19%), and Norway (6%). Large private 
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the bottom half of US society have been declining 
for the last decade and more. This has been espe-
cially true of poorer working-class women. 

b) Ageing population profiles always consisted not 
only of populations living longer but also of a de-
cline in fertility rates. Profiles have been chang-
ing because of developments at both ends of the 
spectrum, with important implications for overall 
care provision, appropriate and changing skill sets 
and care resources generally. 

c) Ageing population arguments assume all older 
people – generally calculated on the basis of num-
bers of people over the age of 65, itself a contest-
able marker for old age given global developments 
and changes in retirement ages – are dependent 
and are therefore a potential cost to the state. This 
is false. Research shows ‘dependency ratios’ are 
based on faulty data and highly biased interpre-
tations. When dependency ratios are calculated 
correctly people over 65’s financial – and social 
– contributions to communities far outweigh any 
costs. Older people do not use up resources, they 
continue contributing to their societies, often pro-
viding so-called ‘hidden care services’ which un-
derpin others’ availability for work through unpaid 
services like childcare of grandchildren, or care of 
dependent spouses and relatives. 

d) Ageing populations arguments claim older people 
‘use up’ valuable and scarce health and social care 
provision due to the high level of medical needs 
associated with longer lives. This is false. Data 
clearly shows that where required at all, the vast 
majority of medical needs occur towards the very 
end of life.

CONCLUSIONS

As in chapter four, the list of healthcare providers for 
older people clearly illustrates that acquisitive, prof-
it-focussed nature of care in this sector, and the hu-
man consequences of this in terms of poor-quality care 
and deteriorating working conditions. As the chapter 
insists, there is a link between these two things. To 
strengthen and improve working conditions means 
to improve standards of care. The chapter also makes 
clear that arguments of ‘ageing populations’ are, first-
ly, largely incorrect and, secondly, deeply ideological. 
They need to be challenged along the lines indicated 
and other ways. 

care providers have many ownership changes over 
time and are increasingly owned by private equity firms, 
aggressively focussed on generating profit through ac-
quisitions and cost cutting.  In this context, care scan-
dals have emerged all over Europe. In 2011, Swedish 
newspapers showed the country’s largest nursing 
home chain, Hemsö, had consistently provided con-
ditions in which residents were undernourished and a 
large number of unaccounted-for deaths. In Norway, 
it was found that staff of private nursing homes were 
working up to 84 hours a week without overtime pay 
and, in one case, living in a basement bomb shelter. 
Other care scandals surfaced in Finland, Belgium and 
France. 

Issues of falling standards of care for residents and poor 
working conditions for staff go hand in hand. There has 
been some effort to address this, though official safe-
guards are weak and poorly developed. For example, 
the OECD’s Due Diligence Guidance continues to have 
little impact on how the giant health conglomerates 
do business and has largely failed to ensure its sug-
gested Responsible Business Conduct (RBC) policies 
are taken up at company level.  However, the fact that 
problems have been recognised and that international 
RBC due diligence frameworks are becoming increas-
ingly important makes it relevant for trade unions to 
make use of these frameworks to hold multinationals 
accountable and to push companies for good RBC 
policies and reporting. The growing importance of the 
due diligence frameworks is evidenced by the fact that 
an increasing number of countries has made due dili-
gence a legal obligation. In this context can be men-
tioned the ‘the UK Modern Slavery Act’, the anti-child 
labour bill in the Netherlands (‘Wet zorgplicht kinderar-
beid’, May 2019), the French duty of vigilance bill, and 
the California Transparency in Supply Chains Act. Some 
laws have been passed, the challenges seems to be to 
turn those laws into effective tools. 

DEVELOPING A COUNTER-NARRATIVE

As outlined in the introduction above, left unchal-
lenged, ageing population arguments de-value the 
lives of older people and with that the contributions of 
those who care for older people. As such, the argu-
ments can be critiqued on the following basis:

a) The era of ever-expanding life expectances is over. 
Data from the US, UK and other HIC shows globally 
rising average life expectancies have stalled or are 
in decline. Rising life expectancies were always un-
evenly spread along class and geographical lines. 
For example, average life expectancies of people in 
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FAMILIES, WOMEN AND UNPAID CARE 
WORK

Along with the movement of populations from rural to 
urban settings globally, a trend now well document-
ed over the last half century, family structural change 
has been extensive and its consequences far-reach-
ing. With the collapse of the extended family and the 
adoption globally of the nuclear family, there is an in-
creased need for paid carers. Changes to family struc-
tures, often higher care dependency ratios and chang-
ing care needs, combined with an increase in the level 
of women in employment in many countries has seen 
the possibility of unpaid care work fall and resulted in 
an increase in the demand for paid care work. In 2015, 
there were 2.1 billion people in need of care. By 2030 
it is predicted 2.3 billion will need it, implying (in the 
context of structural change in families, the move away 
from extended family structures, the inclusion of more 
women in employment) that there will be a greater need 
for paid care workers. At present, however, unpaid care 
work within a nuclear family context continues to be 
an essential tool for capital, which depends on this pri-
vatised familial structure to raise and maintain present 
and future labour forces, whilst saving vast sums of 
money which would otherwise be needed to employ 
paid carers. It is estimated that 16.4 billion hours spent 
in unpaid care, equivalent to 2 billion people in 8-hour 
jobs. Women perform 76 percent of this work globally 
(though proportions differ markedly dependent on HIC 
and LMIC locations).

5. 
Gender, trade unions 
and communities

Globally, and predominantly in LMIC, unpaid care work 
is most intensive for women, married and of adult age 
with lower educational achievement, resident in rural 
areas and with children under school age. A key point 
here is that this is a hard to reach group which would 
require general and specific strategies even to reach it. 
Women and men have been shown to be in favour of 
paid care work. There is cross-gender agreement on 
this, 70 and 66 percent respectively preferring women 
be paid for care work. This is very encouraging, rais-
ing the possibilities of cross-gender (and cross-indus-
try) alliances in any strategy to strengthen care work 
organisation. It is clear that men do not and also, do 
not perceive themselves as, benefitting from women 
not having paid work. It is essential that labour activity 
and politics highlight the link between unpaid and paid 
care work and the ILO’s formulation of the ‘unpaid care 
work-paid work-paid care work circle’ is useful. How so-
cieties regard its unpaid carers has a direct impact on 
the pay and conditions of paid care workers, so finding 
ways of bringing these two together at a practical and 
conceptual level is important. 

Women in paid care work raises a more general issue, 
namely the very practical demand for universal access 
to care policies which enable women to take on em-
ployment, with services and infrastructures which will 
free women from childcare being particularly impor-
tant. Trade union support for demands for extended, 
free childcare provision is directly linked to the issue 
of paid care work and is likely to be an extremely useful 
political tool with which to engage the hard to reach 
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and other workers providing care services. Research 
repeatedly also shows concern to find ways of improv-
ing the opportunities for men to contribute more to 
families, and how male-dominated industry structures 
disadvantages both men and women. For example, 
research finds ‘the expectation (and actuality) of long 
working hours in some male dominated jobs acts as a 
deterrent for women’ moving into paid care work, disad-
vantaging both partners in families. The simple lesson 
here being that the demand for shorter working hours 
can directly benefit women seeking paid employment. 

Research clearly finds that:

In countries that invest more in a combination of 
care policies to offset the care contingences of the 
working population – maternity, sickness, disability 
– the employment rates for women unpaid carers 
18-54 years tend to be higher than those in coun-
tries investing less, in particular in regions that af-
ford comprehensive maternity protection and paid 
leave for fathers. This, combined with a relatively 
generous provision of early childhood care and ed-
ucation services, generally results in higher aver-
age maternal, employment rates.

DIFFERING DEMOGRAPHICS

Central to strategies to develop union organisation in 
the social care sector is an understanding of gender 
and how this expresses itself differently in different re-
gions. Accompanying this will be an understanding of 
demographics and more specifically differences in the 
age profiles of care workers globally and regionally. For 
example, the figures below are taken from a recent UK-
based survey:

1. Of the 6.5 million unpaid carers in the UK 58%, 
3.34 million, are women.

2. The economic value of the unpaid care 
provided by women in the UK is estimated to 
be £77bn per year.

3. Female carers are more likely to be providing 
‘round the clock’ care, with 60% of those 
caring for over 50 hours a week being female.

4. Women are more likely to be ‘sandwich’ carers - 
caring for young children and elderly parents at 
the same time.

5. Caring falls particularly on women in their 40s, 
50s and 60s. 1 in 4 women aged 50-64 has 
caring responsibilities for older or disabled 
loved ones.

6. Women aged 45-54 are more than twice as 
likely as other carers to have reduced working 
hours as a result of caring responsibilities.
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From this it is clear the majority of unpaid care work 
is carried out by women but it is interesting that, in 
the UK context, over 40 percent of it is carried out by 
men. The age profiles of unpaid women carers is also 
significant. Both of these factors would need to be 
considered by any strategy seeking to address the is-
sue of unpaid work in the UK – and potentially in other 
HIC. Providing a more generalised, global picture, the 
International Labour Organizations’ report ‘Care work 
and care jobs for the future of decent work’ shows that 
globally women account for 76 percent of unpaid care 
work. Were these services to be valued on the basis of 
an hourly minimum wage, they would amount to 9 per 
cent of global GDP or US$11 trillion. 

It is clear that unpaid carers, and globally predominant-
ly women unpaid carers, save global capital an enor-
mous amount. But this huge number of unpaid carers 
has a more structural implication also, acting as a vast 
reserve army of labour which serves to hold down the 
average wages of paid carers in employment. To ad-
dress the poor levels of pay, working conditions and 
union organisation in paid work then, strategies need 
to find ways of acknowledging and valuing the work 
of unpaid carers. An example to illustrate this is in the 
UK, where older people in caring roles can claim tar-
geted care support benefits. However, these benefits 
remain largely unclaimed, often simply because people 
don’t know about them. Is there an audit PSI could do 
to establish in which countries such benefits exist and 
publicise their existence? Would this empower the un-
paid and provide examples of state benefits as a way 
of acknowledging and adding value to the work of un-
paid carers? Would it help to highlight the broad issue 
of unpaid care work? Equally, would such a general 
campaign add strength to strategies focussed more 
specifically on organising and empowering paid care 
workers?

UNIONS AND CARE WORKERS IN AFRICA

A small survey of care unions in three African countries, 
Chad, Mali and Nigeria, help illustrate the experiences 
and expectations of care workers on that continent. 
An overview and short commentary of the responses 
follows. 

They were asked the following:

1. What does social care mean to you?
2. What is the ‘care economy’?
3. Who funds care systems in your locality?
4. Who are the key private funders?
5. How would you describe pay and conditions in 

your care workplace?
6. What is the gender make-up of your workplace?
7. How strong is the union in your workplace/region?
8. Does the union impact on quality of care?
9. What stands in the way of union growth?

Responses to questions 1 and 2 show that social care 
is perceived as a social right and a social duty govern-
ments owe to their citizens. Social care was described 
by all three contributors in the broadest of terms taking 
in ‘social security’, ‘safety in the workplace’, pensions 
and ‘basic amenities’. It is clearly perceived in very 
different and broader terms than the commodified in-
terpretations of social care that private care providers 
attempt to enforce.  On funding of health and social 
care provision, responses reflected a mixed provision, 
with a slight trend towards increased privatisation most 
recently. In Chad, for example, public sector workers 
were provided for by national and local governments, 
though to a poor standard, while private sector workers 
contributed to health schemes, with employers paying 
80 percent of costs and employees paying the rest. 
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There was general dissatisfaction with the quality of 
provision whether public or private. There was a gen-
eral lack of knowledge of key local private care pro-
viders, beyond reference to larger international bod-
ies like the IMF. This suggests private care provision 
locally is directed through government channels. It 
was known that the ‘Bill Gate’s’ foundation was active 
in Chad. Question 5 on pay and conditions showed a 
wide range of responses. In Chad they were described 
as ‘austerity and total precariousnes dilapidated, ex-
posed to bad weather and pollution’. The respondent 
from Mali revealed that workers there had enjoyed a 
recent 20 percent wage rise while in Nigeria pay and 
conditions were described as ‘adequate to inadequate’. 
All three felt union strength to be a factor. Responses 
here ranged from ‘strong but faces obstruction from 
government’ to union strength being described as ‘ex-
cellent’ by the Nigerian respondent. This feeling is sup-
ported by the fact that a minimum wage has recently 
been established for care workers in that country, and it 
was felt that union strength both helped and has been 
further strengthened by this. Barriers to union growth 
included the divide and rule tactics of governments in 
Nigeria, government obstructions including ‘govern-
ments refusal to allow the check-off…disciplinary sanc-
tions’ and others, while the respondent from Mali sited 
general ‘violations of trade union rights, harassment 
and social injustice’. 

This short survey starts to paint a distinct picture of care 
and of care work as perceived by those working in the 
industry globally. There is a clear indication that work-
ers perceive care as a collective human right that gov-
ernments have a duty to control and maintain. Private 
health care providers have little profile in this research, 
suggesting that private providers are either concealing 
themselves behind government-led schemes, or have 
failed to establish themselves as an important means 
of care provision. There is a clear understanding in the 
survey that organised workers and their unions can im-
pact positively on standards of health and social care, 
and that better organised unions facilitate that. This is 
an important first step in building the link in understand-
ing between the conditions of work for care workers 
and quality of care issues.
 

UNIONS AND COMMUNITIES

As we have discussed, care work is changing as global 
trends in urbanisation continue and familial structures 
adapt to these new surroundings. Formerly unpaid 
care work, carried out within the extended family, is be-
ing replaced globally by paid care work, with predom-
inantly women workers – especially in LMIC – being at 
the forefront of this change. In many senses this has 

brought the world of work and paid employment clos-
er to local communities with its networks of informal 
relationships and care structures. Some unions have 
recognised this trend and are seeking to bring their 
work closer to the communities from which workers are 
drawn. The union ‘Community’ in the UK is one of these. 
Community was formed in 2004 when the Iron and 
Steel Trades Confederation and the Knitwear, Footwear 
and Apparel Trade Union joined together. These two 
traditional unions had deep roots and strong region-
al identities in the UK’s steel, textiles and footwear 
towns and local communities. Their members had ex-
perienced large-scale de-industrialisation through the 
eighties and nineties and Community came together to 
seek to represent them. This alliance of now relatively 
small unions is growing and establishing themselves 
throughout the UK. However, there are numerous other 
examples of successful community-workplace allianc-
es from around the world, as well as successful un-
ion-based victories for organised care workers. There 
are important developments to consider going forward.  

GLOBAL FRAMEWORK AGREEMENTS 

These are pay and working conditions agreements ne-
gotiated between global unions and multinational com-
panies. They are a relatively new phenomena. Given 
the changing nature of global healthcare capital and the 
trends outlined in this report of the increasing concen-
tration of healthcare capital across global boundaries, 
GFAs are potentially one important method for unions 
and union alliances to engage with. GFAs have recent-
ly been shown to be achievable and useful following 
a dispute with Fresenius. Twenty-one unions formed 
a coalition to insist Fresenius cease its anti-trade un-
ion practices, especially in the United States, Peru and 
South Korea. Subsequently, the Retail, Wholesale and 
Department Store Union (RWDSU) in the US was able 
to establish its first contract with Fresenius. This con-
tract sets a scheduling protection precedent, which 
will bring stability to both workers and patients’ lives. It 
should set a standard not just for the global employer, 
but for the industry generally. The union is also current-
ly in negotiations for a contract at another Fresenius 
facility in Alabama and is confident that the strong pro-
visions secured here will be part of that contract as 
well. The contract guarantees: up to 6% wage increas-
es in the first year of the contract, as well as ratifica-
tion bonuses; guaranteed union access to the facility 
to ensure the collective bargaining agreement is being 
properly adhered to, and guaranteed scheduling pro-
tections, which will bring stability to both workers, and 
patients’ lives.



30 PUBLIC SERVICES INTERNATIONAL

After more than a decade of denial the government in South Africa agreed to a plan to 
distribute Antiretroviral Therapries to people living with HIV/AIDS in late 2003. There is 
no doubt that activists from the country’s Treatment Action Campaign’s multi-strategy 
campaigning had a pivotal role in this development.

In El Salvador and the National Health Forum, its ‘56th MP’ campaign around acceptance of 
health-related loans; mobilising and marches impacts at level of social policy.

Luz Fany Zambrano Soraca, of SINTRASALUDCO in Colombia, described persevering to 
victory, despite death threats and hostile employers. International solidarity is critical, she 
said, because of the reality of the care economy. ‘Many employers have merged and gotten 
bigger, and they have gone into new countries. They are only interested in profit wherever 
they go, and through the international supportwe have made workers aware that they are 
not in this fight alone.’

Rojila Karki Basnet, of UNIPHIN in Nepal describes how support and training through trade 
union -based international links helped her union organise two private hospitals.

Striking home care workers celebrate after Birmingham city council backed off from attacks 
on their jobs. Some 280 workers at the home enablement service have been fighting for 
almost two years against a series of attacks on staffing, pay and working conditions.

 UNIONS AND COMMUNITY ACTION
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6. 
Some general 
conclusions

Transforming health systems should guarantee the right to 
health and institutional space: Public health programmes 
should be constructed as a road map, they must clarify 

the values, principles and objectives that guide the transforma-
tion. Trade unions need to ensure that their goals and objectives 
are explicit – eg Ministry of Health needs to improve general 
health conditions and achieve universal and equal coverage and 
access to services – this means extending and professionalising 
the paid care sector.

 z strategies must be general and targeted, especially with 
regard to hard to reach groups from which unpaid carers are 
drawn

 z free childcare for all supports the movement into paid care 
work and benefits women and men

 z an eight-hour day for family health and wellbeing
 z consequence for supporting change means alliances with 

and providing leadership for grass roots movements
 z influence on policy of unelected global capital means 

negotiating meaningful local policy more difficult and complex
 z growing old in an inclusive society, professionally cared for 

and with dignity
 z strengthen, expand and publicise state benefits for unpaid 

carers to validate unpaid carer roles
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