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SYNOPSIS

This study examines the experiences of men who undertake the care of sick or
disabled relatives. The modes of entry into carer careers are discussed, and the actual
components of caring are described. The efforts of male informal carers to present
themselves as coherent and worthy moral agents are described. Adaptations to caring
as manifested in fantasy and daydreaming are examined. The entry into caring is seen
to occasion a certain disruption in the continuing self-narratives of the men in the
study, which amounts to a thorough threat to identities. The role of narrative in the
formation and reformation of the self is discussed. It is argued that caring has
disrupted the usual relation to masculinity for male carers, and that this is an
important component of narrative disruption. Its restitution is important to successful
caring. Certain narrative styles are associated with certain responses to caring, and
the relationship between these is adduced and examined. An associati;)n between the
form of narrative reformation, attitude to masculinity and caring style is identified,

and this is correlated with adaptation to, and success in, the caring situation.



1. INTRODUCTION

In previous decades, the subject of informal caring, here defined as health and
personal care directed towards a particular person on the basis of a pre-existing social
relationship, was under-regarded and under-researched. When I became interested in
informal care by men, and contemplated a study of it, I could find little relevant
information. Most work concentrated almost exclusively on the situations of women
who provided care for infirm or elderly relatives. Another body of work concentrated
on the measurement, analysis and possible prediction of the burdens of care, usually
as experienced by those caring for the elderly. It was difficult to find official statistics
on carers, and there seemed to be little official recognition of informal caring

activities.

However, by the time I had completed the study, the situation was quite different.

A national strategy for carers had been launched (DoH, 1999), there was a
government web site devoted to carers’ issues, and there was evidence of increased
research into carers and caring (National Research Register, 2002). In addition, the
2001 UK Census included a question on caring activity for the first time. Combined
with data from the reformed General Household Survey, this provided useful
statistical information. In the literature on caring, there was an increased awareness
of the variety of care situations, and a recognition of formerly invisible categories,

such as child carers, infirm carers and male carers.

In retrospect, I suppose that my own interest in aspects of informal caring was part of
this increasing general regard for the subject. It did not necessarily feel like that at the

time, and I did believe that I was rather alone in my interest. However, it is



impossible to escape from the spirit of one’s times, and the personal derives from the
public and cultural in some curious ways. More recently, I have been happy to see

my small endeavours as part of a wider social and cultural shift.

This increase in interest and awareness is entirely appropriate, given the importance
of the subject. Informal caring is a crucial part of overall healthcare provision, and
strategies for community-based healthcare depend on it. It has been estimated that it
manages a very large percentage of illness experience and, if purchased, would add
hugely to healthcare costs. The 2001 Census established that 5.2 million people
provided some informal care, with 1 million providing care for more than fifty hours a
week. This accords with data from the General Household Survey, which estimated
that 6.8 million people provided care in 5 million households. Gender ratios for
carers in the 50 — 59 years population segment were reported at 24.6% for women,
and 17.9% for men, which has remained approximately consistent across the decade.
On the whole, informal caring is of vital importance to the functioning of formal

health and social care systems.

My own interest in informal caring generally, and in the experiences of men who
engaged in informal caring in particul;'«,lr, began with meeting some remarkable
individuals. I met them through the circumstances of my work, which had very little
direct concern with their caring activities. The first of these had been caring for a
mentally ill wife, and a son with learning disabilities for almost forty years. For most
of that long period, he had been responsible solely for all domestic and financial work
within the family. He had cared physically and emotionally for his wife and son, and

had not sought or received much outside help with any of this. Although he had paid



employment through some of these years, he had never been able to seek promotion
or pursue career ambitions because of his family commitments. He described a life
characterised by severe restriction and curtailment. He was not able to engage in any
activity outside of the family, and did not have many opportunities for private
projects. Somewhat understandably, he was occasionally unhappy, and had received

treatment for depressed feelings.

Another significant meeting, a few years later, was with a man in his late 40s, who
had been caring for a severely mentally ill wife for more than 20 years. His wife was
said to be particularly, and almost uniquely, resistant to any form of ameliorating
treatment. She had some periods of inpatient care. Most distressingly, she had long
periods when she felt that people around her had been replaced somehow with
potentially threatening replicas, and this included her husband. His life was given
almost entirely to the care of his wife, and he had no real separate existence. He was
a powerful mixture of anger, unhappiness, pride, guilt, fierce devotion, uncertainty

about most things, absolute certainty about some things and huge loyalty.

I wondered, measuring their experiences against my own life, just how these men
managed. I was curious about what might constitute the minimum circumstances for
lives to flourish, to continue. I wondered just what they did to survive, what mental
and emotional mechanisms the_y employed, how they justified their restricted lives
and what they said to themselves about their situations. I remembered a few other
men in similar circumstances, particularly the father of a friend, who looked after a
paralysed wife for many years. I began to conceive of male carers as a social

category, undergoing a set of circumstances that made them unusual. Without
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knowing much about it, but using myself as a template, I imagined that the difficulties
of caring must be compounded by issues such as comparative inexperience of care
tasks, social acceptability, gender expectations, social invisibility and what I then

referred to as the male mind-set.

As noted above, when I began to look for studies of caring, and for work on male
carers, I could find very little. What I did find was not helpful. It seemed to be
inadequate and inaccurate, contradicting what I had seen. There was no real
engagement with the actual experiences of male carers, and some generalisations were
made on the basis of some very small samples. Eventually, I read Arber and Gilbert’s
landmark article on male carers, which increased my understanding of some of the

issues, and indicated a manner of proceeding (Arber and Gilbert, 1989).

The following study was conceived, in the first instance, to satisfy my curiosity about
male carers, and to attempt to answer some of the questions that had occurred to me.
I wanted also to investigate the role of what I then called coping mechanisms in that
situation. Specifically, I was interested in how the ability to relate a coherent story
about one’s self and one’s circumstances may be lost as the result of engaging in
informal caring, and under what circumstances it might be regained. Intrinsic to this
were two notions. The first of these is that narrative competence is a necessary
condition of a life that is rewarding and liveable. Secondly, I held the notion that
some people may, under certain circumstances, be helped to regain a narrative
competence that they have lost. I hoped to find some clues as to how this might be

achieved.
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These notions were vague and undeveloped. It was certainly not the case that I
brought a set of developed and congruent concepts to bear on the issues of male
caring. Rather, I was more impelled by rude curiosity, and as that was relieved, I
made use of some of the conceptual tools available to me in order to make some sense
of what I had come to know. That, approximately, is what I thought in the period

before preparing a research proposal.

Further thought made me decide to focus on the way that male informal carers
constructed identity, as an important and continuing task of the caring situation. The
focus would be tight, and would very largely exclude such obvious influences as
social class, kinship networks, group affiliations and personal histories. The unit of
analysis, so to speak, would be the accounts that men gave of themselves. This urged,

or even imposed, a way of proceeding — certain modes of inquiry and of analysis.

Near the end of the study, I became a carer myself. That is, I undertook the principal
care of an elderly person with dementia. This was not on the heroic scale of the men
referred to above and below, but it was sufficient for me to experience some of the
things I had been hearing about: unremitting fatigue, despondency, boredom, anxiety
and so on. This was a salutary lesson indeed, and it gave me a crash course in the
actuality of the caring situation. If I had ever had a tendency to academic dispassion,

it was tested severely. I have not included any of this in the study itself.
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2. LITERATURE REVIEW

INTRODUCTION

This study concerns the experiences of men who undertake the full time informal care
of sick or disabled relatives. Accordingly, this review of the literature examines the
concepts and practice of informal caring, and provides the social context for the
caring endeavour. It goes on to review selectively the key research into, and
perspectives on, male informal caring that have been advanced over the last quarter of
a century. This raises the adjacent and pertinent issues of gender role behaviour and

experiences, which are explored in the final section of the review.

THE CONTEXT OF INFORMAL CARE

Surveying the literature of the past twenty-five years, it is acknowledged that, across
all cultures and geographical settings, and regardless of prevailing theories of illness,
a very large proportion of healthcare work is performed in informal settings.
Kleinman (1985) has suggested that there are three areas of caring in all local health
care systems: popular, folk and professional. He asserts that most healthcare takes
place in the popular area, which includes self-care and care given in families.
Wolfendon (1978) provides a rather different model, arguing that healthcare services
might be obtained from four sections — statutory, voluntary, informal and commercial.
According to this model, informal care is that given by family, friends or neighbours,

and is usually directed towards a particular person on the basis of social relationship.
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This is contrasted with formal care, which is organised to have a wide delivery to all
people within defined categories of need. Informal care is said to be characterised by
care styles that are diffuse, not well specified and fluid; care acts are not prescribed or
limited a priori (Abrams, 1978). Clearly, given these characteristics, and the narrow
person-focused nature of informal care, it cannot provide ‘equal provision for all
cases in particular categories of need, and neither can it adequately meet the needs of
all those who .... receive its services’. (Qureshi and Walker 1989, p.21). Further, it
has been agreed that informal care is different in quality from formal care because it is
embedded in pre-existing social relationships, which give it a different meaning from

the points of view of both carers and recipients of care (Abrams, 1978).

Although there has always been a considerable amount of informal care provided in
families, its incidence has increased markedly over recent decades. There are a
number of reasons for this. One of the most important is the increase in the
proportion and total of elderly people. In 1995, the United Kingdom was,
demographically speaking, one of the oldest nations, with over 16% of its population
aged 65 years or more. It is estimated that by 2010, nearly half the population will be
aged 45 years and over. At the moment, the 80+ age group is the fastest growing
population segment, constituting more than 20% of the aggregate elderly population
in industrial countries (Kinsella 1996; Suzman et.al., 1992; Warmer et.al., 1998).
These statistics are of significance because it is acknowledged that levels of morbidity
and disability are much higher in older people. For example, it has been estimated
that people over 65 years consume more than 45% of total health spending. There is
also a tendency for the oldest of old people to consume health and social services at a

rate that is disproportionate to their number (Suzman, et.al.,1992; Ranade,1993).
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Another important factor in the increase in informal care is the development of
community care policies by central government. It has been argued that the idea of
home-based care has been present in both policy presentation and service provision
since the foundation of the Welfare State, and that community care services were
developed throughout the post-war period (Walker, 1992). Certainly, this is the case
with regard to the mentally ill and the mentally handicapped (as they were referred to
at the time), where there was continued pressure for the closure of long-stay
institutions (DHSS, 1962, 1971, 1975). These closures were to be facilitated by the

parallel development of day care and local residential units of various kinds.

A key underpinning philosophy to this was the notion of “normalisation”, a belief that
the mentally ill and the mentally handicapped (as they were referred to at the time)
have a right to live in, and be part of, the wider community (O’Brien and Tyne, 1981;
Wolfensberger, 1983). This view, which widened eventually fo include all those with
disabilities, gained wide credibility and acceptance by the 1980s, and was used as the
basis for service development (Beardshaw and Towell, 1990; Ong, 1993). The
subsequent de-institutionalisation programme became almost synonymous with
community care (or, in the popular idiom, care in the community). However,
community care policies were much more various, seeking to extend the family’s role
in the care of the elderly, the mentally ill, the mentally handicapped and the
convalescent by adapting care at home support services. There was a growing
tendency to shorten periods of hospitalisation following acute illness, surgery,
childbirth and acute mental illness, so patients were returned to their homes much

earlier than hitherto (Wilson, 1997; Ham, 1999; Bornat, et.al., 1993).
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It is perhaps unfortunate that community care policies became associated, at least in
part, with the critique of the Welfare State formulated by the New Right of the 1980s.
This emphasised personal responsibility for care provision, and promoted what was
identified as traditional family structures and values. It arose perhaps in response to
the financial crisis, which threatened, or seemed to threaten, societies with established
and complex state-organised welfare arrangements, where the costs of welfare and the
subsequent burden of taxation were seen as economically unviable and ideologically
unwelcome. This association is exemplified by the case of mental health, where the
radical/liberal call for deinstitutionalization and desegregation of the mentally ill that
began in the 1960s was adopted and expounded from a very different perspective and
for very different reasons by the Right (see Busfield 1986; Pilgrim and Rogers, 1999;

Scull, 1984)

To summarise, community care policies were justified on the grounds of a philosophy
of normalisation, economic efficiency and social expedience, utilising ideas of moral
obligation and the language of quality assurance. These policies were supported by
the simultaneous implementation of community development initiatives and
community-based social work. (Hodge,1970; Seebohm,1968; Barnes,1997). 1t is
clear that community care policies were predicated on the mobilisation of the family
and the community in general as providers of care. It is unfortunate that this took
place at a time when the family itself was undergoing some profound changes, and

that the very notion of community was nowhere defined or delineated (Barnes, 1997).
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CARE AND CARING

Although decades of community care policy and service provision were codified and
encapsulated in the 1990 National Health Service and Community Care Act, this
document did not provide a definition of care, and used the term with a variety of
qualifiers: health care, social care, residential care, home care and so on (Barnes,
1997). However, an earlier document did manage to provide a statement of the
central objective of care: to achieve maximum independence, acquire/require basic

living skills and to achieve full potential (DHSS, 1989 rephrased in Barnes, 1997).

It is noted that the concept of care, and the allied concept of caring, is complex, and is
informed by a variety of elements and modalities. Some of these have been
delineated as follows (adapting Twigg and Atkin, 1994, p.7.ff). Firstly, care involves
the performance of supportive tasks, doing things that people cannot do for
themselves, including personal and intimate activities. This is distinct from the
personal tending and servicing performed traditionally by women, especially mothers,

for family members (Waerness, 1984).

Secondly, an important element of care and caring is kinship obligation. Care almost
always takes place within the context of kinship. This has been studied extensively,
and the normative rules of kir_lship obligation have been described (Qureshi and
Walker, 1989; Ungerson, 1987; Parker and Lawton, 1991). This is connected to a
third element, which is the very important area of emotional attachment. Caring for a

person in the context of informal care has been seen as synonymous with caring

17



about. This is a more complex, problematic and ambiguous subject than is assumed

usually.

A fourth and often-crucial element in caring is geographical proximity, including co-
residence. It has been noted that ‘sharing a household rapidly affects the experience
of care, and co-residence alerts us to thg important ways in which caring is not just
about the performance of tasks, but the consequences of a relationship’ (Twigg and
Atkin, 1994, p.9). Other studies have indicated the importance of co-residence in
determining which family member adopts the caring role (Qureshi and Walker 1989;
Arber and Ginn, 1991). Other important elements in the care situation are physical
labour — not all researchers emphasise the very heavy nature of some care work — and
feelings of responsibility for the recipient of care. It is worth emphasising that
informal care takes place typically within a pre-existing relationship. Carers are
‘constituted as a subject by the relationship of obligation and care that they may have
with a disabled person .... caring is embedded in relationships of obligation such as
marriage, parenthood, kinship, in which people feel responsible for spouses, children
or parents, and obliged to give care. Thgse are not voluntary relationships, and those
feelings of obligation have consequences for their lives .... . (Twigg and Atkin,

1994, p.10).

MALE CARERS

The body of research into care giving contains a comparative paucity of work on male

carers. There are many reasons for this. Most of the early research focused on the
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family care of either mentally handicapped children (as they were referred to then), or
those who were physically disabled (Baldwin, 1985; Glendenning, 1983; Wilkins,
1979). None of these studies focused on the role of men in family care giving. Later
studies were concerned with the care of aged parents. A very large majority of these
studies concentrated on the experiences of women, and it was accepted implicitly that
the burden of care always devolved to women, and that the task of informal care was
women’s work. (Brody, 1981; Finch and Groves, 1983; Lewis and Meredith, 1988;

Nissel and Bannerjea, 1982).

Much of this early work delineated the gender-ordered rules of kinship obligation,
which impelled women into caring (although later studies have shown this to be a
much more complicated situation than was thought previously). This work allowed
much strong assertions as ‘by far the largest portion of routine tendering of the elderly
infirm is provided by daughters .... The support at a daily level is almost wholly given
by women and is defined as an extension of their routine domestic role’ (Allen, p.95

1985).

A few studies did include information on male carers. One group of studies was
concerned primarily with redundancy and early retirement, from which information
on male carers emerged, in the first instance, as a sort of by-product (Bytheway, 1987;
Cliff, 1993). Noting that manylof his research subjects became carers because they
were available to do so, having no paid employment, Bytheway remarks that ‘men
can become heavily involved in delivering care .... In the most easily typified cases,
this is when the dependant older person has sons but no daughters, and when the

husband cares for his sick wife’. (1987, p.184). He notes that men are sometimes
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impelled into caring situations in preference to women for purely financial reasons,
where men undertake domestic work to facilitate the employment of women —
‘Economic necessity was forcing a redistribution of domestic labour’ (Bytheway

op.cit. p.185)

Another group of studies of caring included some men among the research subjects.
For example, Ungerson’s study of the care of elderly people included four male carers
in a total of nineteen, and Briggs and Oliver’s study of care of disabled relatives
included accounts of four male carers in a total of twenty (Ungerson, 1987; Briggs
and Oliver, 1985). However, in these and similar studies, there has been a tendency
to describe male carers as atypical, somehow constituting a thoroughly aberrant
sample. It has been remarked that for men ‘the entanglement of caring for and caring
about does not, broadly speaking, exist (and where it does, those men are usually
regarded as atypical)’ (Dalley, 1988, p.17.) Other studies have described men in
caring roles as not being “real” carers. This is because they are said to engage in less
intimate or personal care than do women in caring roles and because men are seen to
receive much more support, both formal and informal, than do women. (Arber and

Gilbert, 1989).

The issue of intimate care is important. It has long been argued that men are
significantly less likely than women to be providing personal care (Parker and
Lawton, 1991). Ungerson (1983) has argued that the provision of intimate care is
difficult for men caring for elderly female relatives because it violates strong cultural
taboos that are attached to incest prohibition. However, Ungerson feels that cross-sex

caring is not problematic for marital partners. More realistically perhaps, Parker has
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found that intimate care provided for a spouse can be distressing for both partners,
regardless of the gender of the carer (Parker, 1993). In addition, Bytheway has
reported on men who do provide intimate care, sometimes for other men (Bytheway,
1987). Later studies have shown that over 40% of men caring for someone in the
same household provide intimate care, as compared with 66% of women. This
difference is much less among married couples, where proportionately 59% of
husbands provide intimate care, compared with 71% of wives. In addition, there is a
small gender difference reported in those providing intimate care for disabled children
(Arber and Ginn, 1995). It may be concluded that it is perhaps less problematic for
women to provide intimate care for men than it is for men to provide similar care for
women, because caring acts can be conceptualised in terms of mothering or nursing
roles. However, it should be stressed that this is a matter of relative difficulty, rather

than freedom from difficulty.

As regards the disproportionate help said to be given to male carers, some studies
have shown that although men do receive more informal help than women, this
difference is slight (Arber and Gilbert, 1989). A close study of data from the General
Household Survey of 1980 by the same authors, concludes that there are different
patterns of formal help (such as home-help provision, Meals-on Wheels and
community nurse visits) but that this is ‘not due to a discrimination against women
per se, but discrimination againgt households in which non-elderly married women
predominate as carers’. (Arber and Gilbert, 1989, p.116). This accords with similar
work, where it is concluded that: ‘Male carers were slightly more likely to be getting

any service, but service provision to people being cared for by a relative in the same
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household was at such a low level that this difference is of minimal importance’.

(Parker, 1991, p.30)

A few early studies have attempted to address the disproportionate gender balance
among carers, but none of them investigated the specific issues of men in caring roles
(Briggs, 1983; Charlesworth, et.al., 1984; Levin, et.al., 1983). Recognition of male
carers as a worthy subject of study was provided by the work of Arber and Gilbert
(1989). This study was based on a careful investigation of data from the General
Household Survey of 1980, and on a critical reading of earlier studies. Its essential
findings were matched by a similarly careful analysis of the General Household
Survey of 1985 conducted by Parker and Lawton (1991). In this extended analysis,
Parker and Lawton undertook a separate consideration of male informal carers. They
argued that data from the Survey presented ‘a considerable challenge to previous

comment about men as carers’. (1991, p.4).

As an example of this considerable challenge, data analysis shows that some groups
of men, notably those aged 65 years or more, were more likely than women in the
same groups to become carers. This inversion of received ideas is due probably to the
higher incidence of Alzeimer’s Disease in women (Corder et.al. 2003). Within males,
the age group 45-64 years is more likely to undertake informal care. Analysis goes on
to show that men are more likely to provide care for spouses than for others, resulting
in the surprising finding that men were ‘substantially more likely to be caring for
women than women were to be caring for men (73% and 34% respectively)’(Parker
and Lawton, 1991, p.13). The comparative longevity of women seems to be a factor

in this. Co-residence was seen to be important in propelling men into informal caring.
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It is argued that co-residence over-rides the usual rules of kinship obligation, and men
are much more likely to take up informal caring under those circumstances. Finally,
in terms of duration of care, there was seen to be very little difference between males
and females caring for more than 30 hours a week, while men were much more likely
to provide care for 0-4 hours a week. Parker and Lawton conclude that, if like is
compared with like, ‘men and women carers are much more alike in their caring

profiles than previous evidence might have led us to believe’ (1991, p.31).

This work, combined with subsequent inquiries such as the Welsh Health Survey of
1995, has established the numerical and social significance of male carers. Arber and
Ginn (1989) estimate that about a third of carers are men. The Welsh Health Survey
of 1995 indicates that 39% of carers in Wales are men. Arber and Ginn (1989) show
that equal proportions of men and women — about 4% - were caring for someone in
the same household, and slightly more women than men — 11% compared with 8% -
were caring for someone in another household. Both Arber and Gilbert (1989) and
Parker and Lawton (1991) have argued that men in caring roles should be seen as real
carers, despite what appears to be slightly different experiences in, and of, the caring
situation. Despite this recognition, there are very few qualitative or descriptive
studies of men in caring roles. In addition, most studies to date have tended to
concentrate predominantly on care of elderly relatives, and have not been concerned
with the experiences of comparatjvely younger men caring for comparatively younger

spouses and children. This seems to be a significant omission.
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GENDER AND CARING

The concept and practice of male caring brings issues of gender into sharp focus. For
example, there is an assumption that caring is “naturally” the work of women, or the
assertion that giving personal care somehow contravenes societal and cultural norms
about appropriate masculine behaviour (Graham, 1983). In view of this, it is entirely
necessary to investigate ideas about gender, gender role and gender appropriate

behaviour in order to comprehend fully the male care-giving experience.

Anthropological explorations tell us all human cultures distinguish between male and
female, although the basis of this categorisation, and its depth, vary enormously. In
the same way, the meanings and consequences that attach to sexual differences are
various. Gender has always been of interest to social scientists, in one way or
another. In addition, the growth of feminism and the foundation of women’s studies
have occasioned a greater interest in gender differences. This has led to an adjacent
but connected study of men, maleness and masculinity, conducted from a wide variety

of perspectives and disciplines.

Most thinking about gender is based on the strong assumptions that there are
biological differences between the sexes, that what is biological is “natural” and that
these “natural” differences som&_ehow underpin and inform social practices. In the
past, this has led to a discourse on the morality of gender relations that was essentially
prescriptive. In modern times, this thinking has occurred within a social-scientific
framework, which is a Western invention or construction of comparatively recent

date. Its history is delineated by Connell (1987), and is explored below. For many
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people, it is perhaps reassuring to feel that the pattern of gender relations - the social
relations of gender - is “natural”; conversely, it seems to be difficult, and even
threatening, to see it as a social phenomenon, and there is some continued resistance
to it. Probably, this is one of those cases where explanations appear to run counter to
common sense and to empirical observation that scientists describe occasionally

(Wolpert, 1992).

Gender relations are present, sometimes crucially, sometimes less importantly, in all
social institutions and at all social sites. These include large conglomerates, such as
the modern state, and smaller “natural” formations, such as the family. Gender
relations are entirely pervasive. Connell (1987, p.132ff), in a study that is still
entirely persuasive, has shown how they are present powerfully in such activities as
using a street: there are differentiated work practices (on the whole, women push
perambulators and men drive lorries); the street is a site for female harassment;

conspicuous advertising is sex-typed; and so on.

It is clear that there is not much that is ‘fnatural” about gender ordering. Biological
factors determine fully only a small range of human activities (less full determination,
in the form of inchoate propensities and predispositions, may occur much more
widely, but that is another issue). It has been argued that gender relations are
constructed historically in speciﬁc social contexts. Construction here might be
defined as ‘giving a particular content to a category, establishing particular contrasts
with and distances from other social categories, and constituting an interest around

which identity and action can be organised’ (Connell, 1987, p.137). This leads to
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practices, which become institutionalised - that is, acquires and signifies custom,

routine, repetition and enduringness (after Giddens, 1984).

In conclusion, it might be assented that the social relations of gender are ‘not
determined by biological difference, but deal with it .... ‘Gender’ means practice
organised in terms of, or in relation to, the reproductive division of people into male
and female’ (Connell, 1987, p.140). In this view, gender is seen as a process rather
than a thing, but the establishment of general categories by means of this process
invites and encourages reification. The process, and the reified categories, acquire
weight and solidity in the form of institutionalisation. It might then be stated that
‘gender is institutionalised to the extent that the network of links to the reproductive
system is formed by cyclical practices. It is stabilised to the extent that the groups
constituted by the network have interests in the conditions for cyclical rather than
divergent practices ..... What persists in the organisation or structure of practice, its
effects on subsequent practice’. (Connell, p.141). The importance of this formulation,
and the central role of practice, in understanding the male experience of caring is

established below.

THEORIZING MASCULINITY

When it was recognised that men did engage in informal caring in significant
proportions, it was argued that male caring was different in both substance and style.
Men were thought not to be engaged thoroughly in the care situation because they did

not provide intimate care, and because they had help with caring tasks. It was felt that
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they were not involved at the required emotional depth, and those few who were
involved in this way tended to be seen as aberrant. This issue of emotional
involvement was investigated by Ungerson, who argued that men were much more
likely to provide care from a basis of love and affection than from a sense of duty or
responsibility. The contradictory situation formed by these opposing issues was not
clarified necessarily by more recent work which showed that those of either gender
caring for an elderly person for a significant period of time were more likely to
suggest that love was their main motivating factor (Dalley, 1988; Ungerson, 1983;

Levin, et al, 1983)

As has been shown above and elsewhere (see, for example, Arber and Gilbert, 1989;
Parker and Lawton, 1991) many earlier claims concerning male caring were simply
incorrect or inaccurate. They would seem to be informed by, and presumably

informed, certain stereotypical ideas about masculinity and male behaviour.

Male sex-role characteristics have been described variously over the comparatively
short history of social scientific concern With gender. The early work of Terman and
Miles (1936), conducted at least partially in response to social anxieties about the
military fitness of American men, was important in establishing sex-role stereotypes.
They collected lists of characteristics that seemed to differentiate between the sexes,
and produced a conception of ‘m_asculinity and femininity as two opposing types of
personality, located at either end of a single, bipolar dimension’ (Edley and Wetherall,
1995, p.95). This approach informed much later work, although there were attempts
to reduce characteristics to a small number of core traits. For example, Brannon

(1976) discusses four clusters of characteristics which epitomise masculinity:
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avoidance of all feminine traits, and behaviours; acquisition of high status and
success; showing strength and confidence; displays of aggression, violence, and
daring. More succinctly, Pleck and Sawyer (1974) insisted that male sex-role could
be summarised by the rather gnomic and rapidly ageing maxims “get ahead” and
“stay cool”. Archer and Lloyd (1985) produced a list of terms that were positively
assigned, with a high level of inter-rated agreement, to men. These were:

acts as leader, aggressive, ambitious, analytical, assertive,

athletic, competitive, defends own beliefs, dominant, forceful,

independent, individualistic, leadership abilities, makes decisions

easily, masculine, self reliant, self sufficient, strong personality,

willing to take a stand, willing to take risks

Other studies of that period confirmed high levels of consistent agreement among
people in assigning these characteristics to men rather than women (Williams and

Bennett, 1975).

A survey of recent ideas about maleness and masculinity reveals that it is theorised
generally that men are socialised inté the male sex-role. Socialisation might be
defined as ‘the business of learning the normative standards of society’ (Lee and
Newby, 1984). Role theory asserts that most people, for almost all of the time,
behave in ways, which are prescribed socially. There are a number of theories of sex-
role assimilation, ranging froml the functionalism of Parsons, through social learning
theory to cognitive development theory; the range of theoretical orientation is
reviewed by Edley and Wetherall (1995). An important contribution to cognitive

development theory is provided by Bem’s gender schema theory (Bem, 1974, 1981,
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1993). This theory argues that gender distinction is the most important classificatory
system for humans, and that all experiences, including a sense of self, are conceptual
frameworks, formed as a result of past experiences; they serve to impose order on the

chaos of objects and events of continuing life.

Sex-role theory provides a way of understanding the manner in which people come to
embddy the norms of their societies. It does not rely on biological factors, and can
provide a fully social account of human actions, with a simple framework for
comprehending the vital relationship between the individual and society. It allows a
certain optimism about the probability of changing sex-role norms, and has a degree

of plausibility as an explanatory theory.

However, there are many problems with it. Sex-role theory does rest on male/female
biological differences, and fails to recognise the reificatory nature of the collection of
gender attributes as a research strategy — ‘there is no description without a standpoint.
The apparently neutral descriptions on which these definitions rest are themselves
underpinned by assumptions about gender .... Positivist procedure thus rests on the
very typifications that are supposedly under investigation....” (Connell, 1995, p.69;
and see Kessler and McKenna, 1978). Sex-role theory utilises an oddly realist
concept of the self, in which the “real” self is suppressed in favour of the socialised,
gendered self. This implies that the “real” self does not have its origins in society, but
must be somehow pre-social.- As Dahrendorf (1973, pp 13-14) indicated, still
persuasively: ‘it would be wrong to see the role-playing social personality as an
unreal person who has merely to drop his mask to appear as his true self.... His roles

are more than masks that can be cast off, his social behaviour more than a play for
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which audience and acts alike can return to ‘true’ reality’. A further difficulty is that
sex-role theory fails to distinguish between norms as descriptive and norms as
prescriptive. This has led to the characterisation of activities that vary from the norm
as deviant and defective, and it exaggerates the extent to which men conform to the
normative standards. The focus on the standard normative case has led to a neglect of
anything else, and to the over privileging of a certain form of masculinity (see

Connell, 1987).

Finally, sex-role theory seems to presuppose a stable object of knowledge -
masculinity, femininity - that is constant across all cases and contexts. Some
ethnographic work suggests that this is not the situation at all. Perhaps the most
powerful, and most striking, example of this is Strathern’s (1981, p. 178) analysis of
the utterly alteric use of gender as metaphor by the inhabitants of the New Guinea
Highlands. This use serves to ‘detach posited qualities of maleness and femaleness
from actual men and women. A person of either sex can behave in male or female
ways’. In this culture, gender descriptions are connected strongly to the achievement
of personhood; indeed, ‘the sex stereotyping of modes of orientation is in many ways
the precondition for the visibility of the “person” as a genderless locus of orientation.
Individuals of either sex can be seen to act in a manner typical of the other .... The
deviation of individuals from their gender type makes the “person” visible’.
(Strathern, 1981, p.179; see also Strathern, 1978, 1991). This idiomatic use replaces
the idea of sex differences, and explodes all usual definition of masculinity. This was
further confirmed by the work of Poole (1981) and Meigs (1976), who concludes that,

in her particular field of study, ‘a person’s gender does not lie locked in his or her
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genitals, but can flow and change with context as substances seep into and out of his

or her body’ (Meigs, 1976, p.406).

Despite these manifest and long-identified difficulties with sex-role theory, some of
its concepts and something of its language are retained for use in this part of the
study, even while presenting data that seem to undermine it. This is because the
concépts and language of sex-role theory inform everyday thought on gender issues,
and are thoroughly ubiquitous. It provides normative standards, which people give
assent to, whilst knowing that what is not normative is not necessarily unusual, or
even desirable. It is, of course, good to think with. Its drastic simplification of the
complexities of gender, reducing everything to a single duality and assigning all that
is not standard to the category of deviance, has an easy appeal, and can be grasped
quickly. Importantly for the present study, it was the mode of thought that all
informants used to discuss and, I suspect, to think about, their experiences. Even
when resenting its restrictions and resisting them strongly, informants still used the
language and thought-style of sex-role theory. This, as will be shown later, could be
seen as a major component of their difficulties in reconceptualizing their caring

activities and experiences.

THE COSTS OF CARING
Many studies have noted the physical, emotional and financial costs of informal

caring. Some researchers have found a higher incidence and prevalence of

psychological ill health, sometimes expressed as psychiatric morbidity, among
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informal carers (Bebbington, et. al., 1986; Levin, et.al., 1989; Gillreard, et.al., 1984).
A North American study has shown that, across all indicators of mental health, carers
are ‘more depressed, express higher levels of negative affect, are more likely to use
psychotropic drugs, have more symptoms of psychological distress than the general
population and suffer from physical health problems (particularly diabetes, arthritis,
ulcers and anaemia)’. (Pruchu and Poteshnik, 1989, p.699). This should be noted in
connection with the well-documented higher levels of morbidity and mortality in men,
and the reported propensity of men not to register complaints about ill health of all

sorts, and emotional ill health in particular.

Studies have also noted the social and financial costs of caring. This includes less, or
severe reduction, of income. For some male carers, abandonment of paid
employment to take up the task of caring can occasion permanent unemployment.
Adoption of caring is also likely to cause a severe curtailment of social life and the
range of usual informal social supports. Loss of friendship networks is reported
widely in the literature (Arber and Ginn, 1993; Glendenning, 1992; Evandrou and

Winter, 1993; Parker, 1985).

CONCLUSION

It can be argued that difficulties and comparative slowness in recognising, describing
and comprehending the experiences of male informal caring are part of the general
difficulties of research into caring. Although there are many studies of caring, it has

been asserted that ‘concepts have been defined, variables selected, hypotheses
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formulated, measures and scales constructed, samples selected, inquiries conducted
and data analyzed — all as if the basic meanings and concepts of the home-care
experience were known. Few, if any, have bothered to ask whether care and care
giving have different meanings to those directly or indirectly involved in home care.
None seem to have wondered whether caring and care giving are the same or
contrasting modes of experience. Rarely, if ever, has anyone even raised the question
of whether there may be different versions of the home’s going-on as a sickroom,
which would imply that measurement would necessarily produce multiple, possibly<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>