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Abstract 

The question of care is globally pertinent and touches not only gendered care and dependencies, but 
also ethics of care, reflected in the ways in which care is governed and what becomes emphasised in 
the analyses. The stated societal ‘care crises’ consist of complex moral, political, economic and social 
dimensions, which need to be contextualised, with the limits of validity articulated, clarity in the 
definitions and frames used, and delimitations of the analyses laid out. The ‘care crisis’ does not have 
one, but many definitions, with analyses that are embedded and rooted in several disciplinary fields, 
with epistemic differences and delineations.  

This chapter addresses the disconnectedness of the societal, economic and political aspects of care in 
the academic literature. The chapter asks why the academic discussions on care, rather than 
addressing the entangled, complex and enmeshed care, operate through separate and disconnected 
fields and lenses. The chapter concludes that the offered remedies for the crisis of care are mainly 
technological and techno-material in nature, and based on digitalisation, technological efficiency, 
surveillance and AI-based algorithmic solutions, while the remedies that relate to the politics of care 
are left untouched in these technological discourses, practices and realities. 

 

Introduction 

The question of care, and how to organise it, is globally pertinent and touches not only gendered care 
and dependencies, but also ethics of care, reflected in the ways in which care is governed and what 
becomes emphasised in the analyses. Societal discourses on the governance of care revolve around 
the issues of quality (ethics), costs (economy) and remedies (technology). The three discourses hold 
separate realms in research but enmesh in everyday life, visible for example in the reactions, actions 
and repercussions in the current Covid-19 pandemic. Globally, the Covid-19 crisis societal discourses 
seem to constitute around three differing logics: the costs to economies due to lockdowns and 
restrictions, the costs to citizens’ health and lives due to loosening restrictions, and the restoration of 
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‘normality’ by vaccination as remedy. Ethics cut through these discourses by questioning, for example, 
the values in the political decisions and the politically set national priorities and reactions. 

Seeing care as an ‘informal’ or ‘formal’, or ‘market’ or ‘non-market’ activity aligns with other societal 
contracts and arrangements that are part of societally accepted patterns, cultures, policies and 
gendered social contracts (Kovalainen, 2004), but also vehicles for transferring embedded 
discriminatory and/or unequal practices and processes. With the emergence of market governance 
mechanisms, the categories of ‘public’ and ‘private’, and formal and informal, are blurred and fluid. 
The bending of boundaries in the organisational and institutional arrangements is reality (eg 
Kovalainen and Sundin, 2012; Sandberg and Elliott, 2019). The creation of quasi-markets (eg Le Grand 
and Bartlett, 1993) intensified ‘marketisation’, that is, the adoption of market as a governance form in 
the public sphere. This ‘market making’ is just one example of the processes of economisation. 
‘Economisation’ refers to the economic instrumental rationalities, processes and practices that 
increasingly rule social life – and even research (eg Çalışkan and Callon, 2009; Fraser, 2014; Vogel, 
2018; Wenzlaff, 2019). ‘Financialisation’ for its part follows economisation and banks on capital 
formation: in care, it can range from global investment funds acquiring private care homes (Horton, 
2017) to the attempts to standardise care as private equity and transform care into a tradable asset.1 
In this process, technologies align with financialisation. 

Globally pertinent questions regarding the organising of care address not only contents, ethics and 
policies, but also costs and deficits. In the Global North, migrant women have supplemented the void 
of care (Parreñas, 2001; Yeates, 2009; Anderson and Shutes, 2014), for example. But when the cost – 
and not lack of – care workers is the main rationale in global care migration, the costs, politics and the 
ethics of care arrangements transcend national boundaries. 

The stated societal ‘care crises’ consist of complex moral, political, economic and social dimensions, 
which need to be contextualised, with the limits of validity articulated, clarity in the definitions and 
frames used, and delimitations of the analyses laid out. The ‘care crisis’ does not have one, but many 
definitions, with analyses that are embedded and rooted in several disciplinary fields, with epistemic 
differences and delineations. Thus, the care crisis becomes differently understood and interpreted, 
and the lenses used in the analyses are multiple. 

This chapter addresses the disconnectedness of the societal, economic and political aspects of care in 
the academic literature. The chapter asks why the academic discussions on care, rather than 
addressing the entangled, complex and enmeshed care, operate through separate and disconnected 
fields and lenses.  

Several types of academic literature are drawn upon in this chapter, such as feminist scholarship 
within the field of the ethics of care (Held, 2006; Tronto, 2010; Williams, 2011; Collins, 2015), 
economics (Çalışkan and Callon, 2009; Wenzlaff, 2019), science and technology studies (Wilson, 2002; 
Schillmeier and Doménech, 2016), and critical studies on technology (eg Pols and Moser, 2009).  

The chapter concludes that the offered remedies for the crisis of care are mainly technological and 
techno-material in nature, and based on digitalisation, technological efficiency, surveillance and AI-
based algorithmic solutions, while the remedies that relate to the politics of care are left untouched in 
these technological discourses, practices and realities. This chapter proposes that the crisis of care 
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should be analysed contextually as a process. Technologies of care are partially a governance solution 
of the economisation of the crisis of care and need to be addressed mainly as a political problem, and 
not solely as an economic or technological problem.  

Modes of care crisis 

This chapter addresses three fields of care research, ‘ethics of care’, ‘technologies of care’, and 
‘economics of care’, to find out if crossing over of disconnectedness with elements of boundary work, 
such as epistemological transactions between fields, takes place. 

One key aspect in the stated crisis is structural, which follows the nationally constituted economic and 
political solutions in the welfare policies (Fraser, 2013, 2016; Levitsky, 2014). The liberalisation of 
organising principles of the welfare services in European and Nordic countries – creation of quasi-
markets, purchaser–provider split, decreasing state provision and increased privatisation of services 
(Le Grand, 1984; Daly and Lewis, 1998; Kovalainen, 1999) – provided ground for commodification of 
care work and further invasion of market logics into all activities, the public sector included. Markets 
do not, however, supply a normative foundation for care organising; as Krippner (2005, 2011) notes, 
the market is a mechanism for functions, not a principle of justice. 

For rather a long time, the ethics of care research did not incorporate commodification or 
economisation into the analyses of care, or into the embodied and situated care ethics, but instead 
addressed the higher grounds, the moral value of care. But care is commodified. Hospitals as buildings 
and brands, and care business models are already part of the equity markets and tradable capital in 
asset management. Financial capitalism as a concept means that financial markets have a growing 
influence and equity formation has an impact on not only the economy, but on society. 
Financialisation thus not only affects institutions, but also everyday lives and non-economic spheres 
of society (eg Aglietta and Breton, 2001; Krippner, 2011; Levitsky, 2014). Technology as a remedy to 
the care crisis is fuelled by financialisation, but care as an embodied work turns into a financial asset 
only if its commodification leads to capital gains. With the wake of the care crisis, the questions of 
who does care work, and who pays for it, emerge intertwined with gender, but also with money, 
public–private divisions and inequalities of new kinds that are built into the current health care and 
welfare systems. 

For the purposes of this chapter, it is important to dissect how care crises are acknowledged as 
‘crises’ in research. More generally, what types of discursive spaces exist and how do the socio-
material crises become constructed, and consequently, what possible remedies are recognised? Even 
if care crisis is a broad and malleable concept with a wide range of meanings, three different types of 
discussions are addressed here. The interest is to recognise the possible boundary work between the 
different discussions, and the role of technology as the legitimating vehicle for care-related political 
solutions. 

Care crisis as an articulated moral question 

The formation of the ‘care space’ in the welfare state and social philosophy literature is well 
researched and analysed by prominent feminist sociologists, political scientists and philosophers 
addressing the question of care in differing ways in relation to welfare state formation, changes and 
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political state questions (eg Lewis; Williams; Daly; Lister; Tronto; Fraser. See Hanne Marlene Dahl’s 
chapter in this volume).2 The addressing of the care crisis relates not only to the care processes, 
dependencies and vulnerabilities in care relations, but also to the transformations in the role of the 
state. Yeatman (2018) has pointed to the reorganisation of state power in forms that are less open for 
feminist challenge, for example. Developments of the welfare state and blurring boundaries of 
organisations are examples of that. 

The question of ‘to whom care belongs’ is conceptually close to the questions of classical moral 
theory (Held, 2006), and partly contrasting with the idea of ‘feminine’ voices and moral principles of 
care (Gilligan, 1987). Held developed the ethics of care towards a general moral theory relevant not 
only to the so-called private realms, but also to medical practices. (Held, 2006). The care experienced 
and care received as bodily engagement transits these principles into intersectionalities and lived 
practices (eg Hamington, 2015). The ethics of care relates to the moral definitions of the care crisis 
more generally, as care ethics relates to the arrangements of care and deficiencies in them (eg 
Sevenhuijsen, 2004). The prescriptive ethics of care focuses on the professional caring relationships, 
and thus brings forward normative definitions of good care (Menon, 2018). The policy documents act 
as ‘vehicles for normative paradigms’ (Sevenhuijsen, 2004, 14-15) that configure knowledge in ways 
that certain positions become privileged and others not, for example.  

How does the moral dimension of the care crisis relate to the aspects in ethics of care? For Tronto 
(1995), the moral disposition and a set of moral sensibilities, issues and practices arise from taking 
care as a central aspect of human existence. Tronto (eg 2010) and earlier, Sevenhuijsen et al (2003), 
view care as a continuous social process characterised by a holistic view of care not restricted to and 
concerning only privatised relations, but more importantly, social and political institutions as well as 
societal values. The ethics of care is for them one measuring stick for the normative frameworks of 
social and political value systems of the state. 

The question of the crisis is also dependent on the aspects of normatively defined ‘good’ and 
solutions distilled through that definition. According to Pols (2015), care ethicists see it as their task to 
define or normatively describe the essence of good care, but it may create a problem from the 
political point of view (see for example, Walker, 2007). What happens to the normatively described 
essence of good care if the parameters for or practices of care change? This may happen with the 
introduction of technology, as the description of the essence of good care may be subject to change.  

In empirical studies concerning the elements of ‘good care’, technology within care – as devices or 
assisting tools, or as replacements for humans – is usually not ranked high as an element of good care 
by care professionals (eg Nieboer et al, 2014). Similarly, among care professionals, technology is not 
considered as the best solution for the deficiencies in care. A typical research result among care 
professionals is that technology is seldom seen as a replacement for humans in any adequate 
meaning, despite the visions of robots that abound (Pols, 2012, 2015; Coeckelbergh, 2015). Several 
empirical studies have shown that care professionals appreciate the technology they already use in 
care if professional values, tailoring of technology and training for the users are present both in the 
design and in the use of technology (eg Palm, 2013). Usability challenges with technologies continue 
to have and have had unintended consequences, ranging from patient harm due to poor electronic 
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patient registries (Ratwani et al, 2019) to biased gender testing of technology (Schiebinger and 
Schraudner, 2011).  

One conclusion from the literature is that the ethics of care literature and technological care 
literature do not align with the scrutinised care. The ethics and ideals of good care do not necessarily 
go hand in hand with technology (Walker, 2007; Nieboer et al, 2014; Timmerman et al, 2019). 
Technologies may offer new care practices and improvements, and in doing so, they transform the 
understandings of what good care is about. The possibility for tensions and conflicts in values needs 
articulation, however, as the construction of principles and values are realised in the multitude of 
practices of care, and in those processes, the technology should align to serve and support values in 
care, not set the value standards for care. 

Care crisis as an articulated economic question 

When the crisis of care is articulated and framed in monetary terms in research, it is typically 
addressed as ‘spending’, ‘expense’, ‘cost’or ‘projections of expenditure’, such as budgets. The 
monetary measures of care are deceptive, however, as they conflate many of the unmeasurable 
elements of care and persuade with the ‘clarity’ of numbers. For example, the rising cost of health 
and care are estimated, for example by the OECD (2019a, b). In these estimates, the health and care 
expenditure costs are calculated as a share of GDP. The GDP as conventionally defined differs from 
welfare; for example, it does not include the non-market activities that bear on economic wellbeing 
(eg Dynan and Sheiner, 2018). While mainstream cost projections concentrate on monetary values 
and how care is financed, there are fewer projections concerning the quality of care, accessibility to 
care, affordability and availability of care in relation to costs, or in relation to informal unpaid care. 
The growth of requests for broader measures of welfare which are not bound to GDP is evident (eg 
Jorgenson, 2010). While many of these discourses are pertinent, they also raise new questions 
regarding the relationship between economy, values and care practices. 

The crisis of care as an economic question corresponds to the lack of funds within the health and care 
sector, and/or the lack of funds of those in need of care. It is a well-known fact that many high-
income countries have cut public health care spending since the global economic downturn and 
austerity since 2008. The economic crisis, manifested by job and wealth losses and financial fragility, 
leads to reductions in the use of routine medical care, and the cross-national differences are aligned 
with differences in the out-of-pocket costs of care across countries (WHO, 2014; Lusardi et al, 2015). 
The economic crisis of care is highly value-laden, and structural. 

Even if the boundaries between ‘public and non-profit’ and ‘private and for-profit’ activities may seem 
clear, when based on the universality of care, payment for care, insurance policies and out-of-pocket-
cash payments, there are many more dynamic transactions and blurring of the boundaries in the 
actual functions, organising, practices of operating and activity logics of arranging care. The adoption 
of market mechanisms as one integral mechanism in the public sector has brought marketisation into 
public activities and changed the ways in which care is organised, delivered and monitored within the 
public sector. It is one manifestation of the New Public Management (Kovalainen and Sundin, 2012, 
but more importantly, it is not limited to financial or economic transactions. The bidding and 
procurement systems in public provision and purchasing emphasise and underline the economies of 
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care. The cost-cutting mechanisms in the form of quasi-market ideology permeate both the public 
and the private sector, from health and social care, cleaning work to library service work. 

The transformation of the Nordic welfare model – even if it has not changed its basic principles of 
universality and publicly funded and at least partially publicly provided care – means that many of the 
private sector practices and organising models are in use in the public sector care regime. Managerial 
practices and processes, the organising of work, responsibilities and even job titles resemble one 
another. The awareness of the costs increased with the economic crisis of the 1990s in some 
countries (such as the UK, Finland) and finance became part of the everyday vocabulary (Simonen and 
Kovalainen, 1998; Kovalainen and Österberg-Högstedt, 2011; Wouters and McKee, 2017). Indeed, this 
‘monetary care’ was adopted as one new task among the old tasks in care jobs, first because of 
budget cuts, and then through budget responsibilities, in the 1990s, and almost equally in both the 
public and private sectors. ‘Monetary and budget issues’ are one key part of the new responsibilities 
in all care jobs aligned with the economic crisis, the growth of entrepreneurialism and the rise of New 
Public Management. The transformation and restructuring of welfare services concerned the 
gendered care work. The active role of the public sector in creating and constructing markets, and 
shaping the existing markets, meant the immersion of New Public Management ideology into social 
and health care sector work practices, and for many women, doing the ‘worrying’ about the finances 
of care in their everyday care work, ideological displacement from care ethics to monetary ethics. 

Research suggests that in order to maintain their legitimacy, care organisations and care corporations 
engage in two different operational logics (French and Miller, 2012). These logics for their part 
increasingly engage all care activities, processes and practices with either technological innovations or 
entrepreneurial activities, irrespective of whether the production logic of care is public or private. 
These engagements of technologies and entrepreneurialism are at the core of the new politics of care 
both in the public sector and in the private sector. It is highly interesting that only the technological 
innovations, to be implemented within the existing organisations, but not entrepreneurial activities 
offering new organisational models, are being offered by politics as solutions to economic crises. 

Empirical studies on the economies of care at the population level show a global rise in the number of 
countries that allow people to access their health data electronically, but fewer than half of them 
have the digital tools available for it (OECD, 2019b). The emphasis on the economies of care has 
increased the grey economy and labours of love by relatives: if care services, such as transportation 
for disabled persons, are not available in sparsely populated areas, technologies can be a helpful 
solution, but only to a certain point. The ministerial and official reports seldom tackle the new social 
questions in relation to the cost savings that new technology solutions bring. Economies of care 
should not detach values from that equation. 

Care crisis as an articulated techno-political question 

In political discourses, the care crisis refers often to a structural mismatch between the needs of care 
and inputs to care, or to the unsustainable organising of care systems and commodification of care 
through profit-making institutional solutions. Partly because of this, the crisis of care is articulated 
through a variety of discourses: the increasing care needs of the growing elderly population, the care 
deficits borne from the declining number of care jobs and expenditure due to state budget cuts, to 
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mention a few. These structural aspects govern much of the rising inequalities within the care 
systems and the rising price tags of the care, and put the political system into the limelight.  

Policies and practices also reach care practices and processes diffusely, in contrast to articulated or 
formal care and health policies. Work practices, new technologies adopted in care processes, and 
decisions to use AI or apps in care-related work are all examples of the ways in which technologies 
become amalgamated into care, without deliberate policies, or articulated and written policies or 
decisions. Techno-politics, a mode of politics based on techno-scientific knowledge that informs 
decision-making activities, functions as an organising principle in care practices (eg Saborowski and 
Kollak, 2015; Sampedro, 2011. How do techno-politics change care governance and/or practices? 
Technologies are incorporated into all work, care work included. Solutions such as AI, algorithms, 
apps and robotics are rendered with care and aligned with care work practices and processes. The 
technological processes in care often take place either under ‘cost-cutting’ or ‘development’ 
procedures, such as work procedure and control apps, or monitoring devices. 

Part of the care work is subsumed with innovations and AI-operating robots and ICT-dependent care 
devices and supporting, controlling or surveillance mechanisms. Surveillance is regulated through 
privacy laws, such as GDPR in Europe, with attempts to lessen the opaqueness of surveillance. No 
such legislation exists in the US at the federal level (Ajunwa, 2017). Monitoring work performance 
through timetables is part of the new work practices of digitalisation. The new practices become 
adopted through gradual work practice adoption and through cultures of experimentation: in a 
nationwide survey in 2019, half of the nurses in Spain used health apps for professional purposes, 
even without validation of apps by the health or professional institutions, and similar results were 
found in a UK study (Mayer et al, 2019; Leigh et al, 2020). One of the interesting questions for further 
analysis is how financialisation, technologies and state interests align in care practices, and to what 
extent technologies transform the different elements of care.  

Technologies offer novelty aspects to care work, and they provide care workers as users with tech 
prowess and turn them into active agents, developers and co-creators of care technologies. It is 
through the practices in actual care work where the use, intensification and entanglement of 
technology in every aspect of care takes place. In this process, the New Public Management 
governance undoubtedly enables the enactments of technologies in care work and in care practices to 
become part of the entrepreneurial solution to the problem at hand. Technologies offer solutions to 
care work and care activities, and during the global Covid-19 crisis, telemedicine and virtual software 
platforms, chatbots and wearable devices are being adopted as part of the new care routines. 
Technologies are powerful agents in reshaping care and redefining the view into the care crisis. 
Techno-politics in care come with a number of ethical, social, political and legal challenges, including 
changes and redefinitions in care work cultures, ranges of expertise and subjects of care.  

Technology as a remedy? 

Technology as a techno-political or socio-technical ‘remedy’ to the care crisis relates to the novelty of 
the technological solutions offered. The use of telehealth technologies in home care (home 
telehealth) has seen globally a rapid growth since the late 1990s (Demiris, 2016). Most often, the 
offered technological remedies are based on successful and widely used health monitoring cases, 
where wideband connections and mobile phone apps are used to monitor patients in their homes, 
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often without patient interference or participating activity, such as remote monitoring of pacemakers, 
and blood pressure and glucose monitors which require only minimal activity from the patient. 
Pacemaker remote monitoring requires a broadband connection, allowing the monitoring to take 
place hundreds of miles away without the patient participating in the monitoring work. The data 
surveillance informs of deviations, and a human expert interferes with a physical check-up only if the 
data alerts the need to interfere. Covid-19 is acting as a rapid catalyst for the growth of digital care 
services ranging from mental health interventions and delivering teletherapy to more somatic 
consultations, with the need to meet systems‐ and policy‐level requirements (Taylor et al, 2020). 

The technological care practices have produced positive outcomes in terms of health monitoring 
(Hampton, 2012), assistance in mobility and care work (eg Beedholm et al, 2016) accuracy of the data 
and also in terms of cost reduction (eg Bedaf et al, 2015), just to mention a few examples. This list 
could be extended ad infinitum, with global (IBM Watson, Google Health), national and even local or 
consumer-targeted variations in health and care trials, uses and technological adaptations. The 
examples above bring forward the technology as part of the care procedure and augmentation, and 
all these examples mentioned also require well-developed – and universally available – health and 
technology infrastructures, in order to function properly. 

One of the discourses in the health care robotics literature is that the digitalisation of care, that is, the 
technology-assisted care devices and monitoring of care, reduces the monetary expenses and costs of 
care. Howeever, the connection between care technologies and cost structures is not straightforward. 
The historical analyses of the cost growth in health care show that especially in the US, but also 
elsewhere, the private insurance system has been a major factor in the growth of health care costs 
and the major promoter in the development of new medical technologies (Peden and Freeland, 1995; 
Chernew et al, 1998; Bodenheimer, 2005). Technologies may, when adopted, directly lower the costs, 
as for example the remote-controlled surveillance system diminishes the number of in-person patient 
visits at their homes and thus also personnel costs. However, the indirect costs of remote care may 
also be much higher and, overall, more difficult to calculate. Functioning technologies in care 
presuppose robust societal and legal infrastructures, IT infrastructure included, as well as training of 
health care personnel and modifications to workflows and information flows in health and social care 
infrastructure. Most technological health care innovations will generate higher expenditure on health 
care services at the aggregate level, but also contradictory evidence exists: a body of evidence 
indicates that the cost of technology varies by disease and that, overall, technology lowers the care 
costs (Chernew et al, 1998; Westbrook and Braithwaite, 2010; Leite et al, 2020) in cases and in 
countries where the infrastructure functions well and technologies are supported by in-person care. 

In an ideal world, combining data from different sources would allow patient care and overall health 
and social care to be applied in the delivery of care by the personnel. The costs of this ideal world, 
that is, online and data-driven care decision-making systems, are difficult to put against alternative 
cost structures. In fact, trying to distinguish the costs and the nature of care with or without 
technology is somewhat outdated (Keesara et al, 2020), as the examples of the pacemaker remote 
monitoring mentioned earlier, and care based on mobile sensors such as smartwatches or oxygen 
monitors, have been enabled with the development of specific surveillance technologies. 



9 
 

Even without the rapid and global Covid-19 crisis, technology as a remedy for the care crisis is not a 
straightforward solution, despite the investments. The new technology platforms are addressing 
citizens as consumers, and they have the potential to decrease some of the costs and increase some 
of the efficiency of care (eg Taylor et al, 2020). But not all technology platforms are used by citizen-
consumers. The use of electronic health records (EHRs) in the US is still quite low, despite the 
investments (Wang and Huang, 2012). The personalised health records (PHRs) for citizen-consumers 
have not achieved the prediction of long-term usage in care either. Mobile health applications are 
designed to improve health care delivery and communication between patients and hospitals, for 
example, but they are also used for informing patients of their appointments, among other features 
(Gagnon et al, 2016). While there is limited scientific evidence supporting the effectiveness of general 
mobile health monitoring, the number of health-related apps has increased globally from 
approximately 40,000 apps in 2012 to over 300,000 apps in 2019 (Mobile, 2020). Technology is thus 
also about a promise of delivery, not only about delivery. 

Technology in social and health care can be used in a multitude of ways: the use ranges from mobile 
phone apps to time and separate the work tasks of nurses and home helpers, or sending home 
helpers to the next location, to monitoring and surveying workers, as in the Swedish home-care 
helpers’ app use (Frennert, 2019). The division of home carers’ work into smaller tasks that are 
measurable units means also that the recipients of care only get the kind of help that is articulated in 
those measurable terms, which is predetermined and predefined, and planned according to the 
requests and support item schemes. The care service work becomes ‘taskified’ (Kovalainen et al, 
2020) with standardised and optimal time indications and time-paced service logics. It is indeed the 
case that the after-effects of Fordism are not dead, but have simply taken a new form in the transfer 
of time sheets used in industrial factories and assembly lines into mobile surveillance apps carried by 
workers. Timesheets are uploaded to care service workers’ phones, pacing their work and service 
rhythm and care work in ways that are not visible to outsiders, but only to care recipients – and not 
even to the worker him/herself. The regulating power of the app is in its ability to compile data and 
use it in multiple ways. 

Another aspect of technology in care are the gendered boundary conditions. By these, I refer here to 
the ‘socioemotional’ machines. Lucy Suchman’s seminal analysis of the creation of human-like 
machines, where she analyses what becomes an imagined representation of humans through the 
eyes of roboticists (Suchman, 1987, 2003), gives an understanding of the use of gender stereotypes in 
standardising the human–robot interaction, thereby reproducing and reinforcing existing stereotypes 
(Weber, 2005). 

Robots have become a well-established component of assisted living scenarios and smart-home 
scenarios for the near future. In most of these scenarios, the human–machine interface is a 
technology-based solution, a simplified idea targeted at easing everyday life and giving assistance to 
people in need of support. It is interesting that extensive research exists, such as about pet robots in 
day-care centres, nursing homes or residential care home settings (eg Preuss and Legal, 2017), but in 
these research papers, there is very little, if any, analysis of the aspects of the agency of elderly 
people, their willingness to adopt the technologies, or indeed, the sociality of machines and 
technologies. Sociality is interpreted to be an outcome of the interaction between individuals and not 
a feature of social life, and this then becomes transferred into robots (eg Sharkey, 2014).  
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Most studies on the use of robots in care lack reflective analysis of the methods used to gather and 
analyse research data, and instead new categorisations emerge. Weber (2005) has for instance 
distinguished between two kinds of interaction-relations in the human–robot interface that 
dominate, namely, the ‘caregiver–infant relationship’ and the ‘owner–pet relationship’. This division 
obviously excludes health care robotics such as exoskeletons, helping frail or paralysed persons to 
mobilise themselves, assistance in surgery, and monitoring and surveillance robotics, to mention but a 
few.  

It is obvious that ‘technology as remedy to care’ discourses emerge not from the discourses of unpaid, 
informal, invisible, time-consuming and messy caring work, but from the discourses where care can 
be sliced into clear tasks that can be targeted for bids, and delivered, monitored and priced 
accordingly (Poutanen and Kovalainen, 2017). In a parallel manner, technologies of care receive 
attention as high-tech solutions such as assisting robots, and less when mobile phone care apps used 
by the home-care helpers are discussed.  

It is estimated that roughly half the activities people are paid to do globally in current capitalism could 
be automated. Automation is not, however, straightforward but related to the complexity of 
transformation of production, reskilling and heterogeneity within occupations, for example 
(Kovalainen et al, 2020; Poutanen et al, 2020; Vallas and Kovalainen, 2019). It is important to ask, who 
are the users of technologies, and who are the beneficiaries of investments in technologies: is it the 
state, investors, citizen-consumers, or those who are being cared for? Some of the care work has 
already been automated and is among those activities to be in principle replaceable by technologies. 
Such technology is already in use in robot surgery and, for example, as assistive interpretation 
vehicles that do not merely help nurses or surgeons, but replace them (Coeckelbergh, 2012). In a 
similar manner, as medical technologies transform medical practices, also technologies within care, 
especially when ingrained into care work, monitoring and detailing care activities in work, also change 
the contemporary and prevailing care practices and processes, and undoubtedly also gradually 
transform the normative elements of what is understood as ‘good care’. 

Conclusion 

Rather too easily, catch-all phrases such as neoliberalism and New Public Management are being 
brought in as the only or key explanations for the care crisis, whichever definition it is given, or to 
depict the uncertainties in care. Setting the historical context in place is a crucial aspect, as it calls for 
a deeper understanding of not only capitalism and its turns, but also the ways populism in politics 
turns into current actions manifested, among others, in the care crisis. This chapter has addressed 
some of the theoretical discussions, connected some discourses and critically reflected the current 
care policies prevailing across the Nordic countries and beyond where, for example, technology and 
the care crisis do not seem to easily meet. This chapter has offered insights into the point that care 
ethics, economics of care, technologies of care and politics are currently inseparable and tightly 
intertwined. These aspects are kept apart in academic discussions alike in much of the societal 
discussions.  

As the discussions in this volume show, more nuanced gender analyses, for example, have to some 
extent been lacking, and unpaid care work is one of these fields. Unpaid care work makes a 
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substantial contribution to most countries’ economies, as well as to individual and societal wellbeing. 
How to address the care crisis discourses in ways that shed light on the complexity of struggles and 
persistence of inequalities that care work includes is highly needed.  

There is also the need for real as opposed to virtual care, and for real as opposed to virtual social 
interaction. The development of robots for the care and companionship of older people increasingly 
opens up the possibility of meeting some of their needs by means of technology (Broekens et al, 
2009; Borenstein and Pearson, 2010; Martin et al, 2015; Pillinger, 2019). As a ‘remedy’ to crisis, the 
various discussions seem to offer very different kinds of medicine as the question of the care crisis is 
not a one-dimensional question but a layered one that covers several aspects of care in society. 
Technology as a remedy and a promise of a remedy is justified mainly through the economic rationale 
that may carry constrained choices and may suppress several of the dimensions in the care crisis. 

The tension between human work and technological aid in that particular work has been argued to 
diminish by building so-called ‘moral machines’ (Wallach and Allen, 2009). Automatisation is indeed 
rather naively being offered as a key remedy to care worker deficiency, but the practices prove 
otherwise, as studies among care workers’ experiences with assistive technology show (eg Williams et 
al, 2014; Saborowski et al, 2015). Technology has enabled the panopticon – omnipresence and 
measurement of all activities. More importantly, technology and digital care are seen as valuable 
economic assets that affect the process of care as ‘value production’. The ‘investments in technology 
of care’ have replaced ‘the investments in the care workers’, and this has several gendered 
repercussions (Poutanen and Kovalainen, 2017).  

The discourse analysis of globally influential policy documents, such as OECD documents, shows the 
ushering in of ‘technology as remedy’ and as a new paradigm and emerging frontier in which the 
development of health care and social care should be directed (Kovalainen, 2020). The promise of 
technology lies in its ability to enhance activities, from selection of personalised care to the 
improvement of service delivery of that care. The potentialities of ‘technology as remedy’ are 
boundaryless, and in stark contrast to embodied care work and care provider costs with limited 
renewal and no scalable skills. Another part of the ‘technology as promise and remedy’ discourse is 
the enhancement of consumeristic citizenship through self-monitoring and self-management through 
their own heath care data. The disparities between socioeconomic groups in the use of technologies 
and digital illiteracy, or indeed the messiness of embodied care work are not cured by technology, 
however. 

Finally, ‘technology as remedy’ relates seamlessly to the late-capitalist societies’ state-level political 
decisions of innovation investments and production potentialities of technology that encompass all 
polities, care included. Most national innovation policies use technology as their springboard, and 
connect care with technology, but only at the level of innovation or industrial policy. And as much of 
the economies are built around high-tech industries, care services are only a logical extension to the 
development of new technologies and to the expansion of tech industries to new fields. For these 
reasons alone, the questions of the care crisis cut across the ethics of care, economics of care, politics 
of care and technologies of care, and presuppose alignments rather than detachments between these 
research fields. 
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