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Introduction

Marie, a widow in her nineties, lived in a cozy house near Washington, 
DC. Four years earlier, after Marie suffered a heart attack, a wealthy 
daughter of a friend generously paid for a home care worker for eight 
or nine months, until the friend’s daughter herself died.1 After initially 
receiving care twenty- four hours a day, Marie slowly reduced the hours 
to twelve and then to eight hours a day because of the cost and as she 
slowly recovered her strength. When I met her in January 2016, a care 
worker came five hours a day, five days a week. Marie paid the agency 
$25 an hour, costing her $32,500 a year. Marie no longer drove, struggled 
for breath, and tired easily. She could not stand for long periods of time. 
Her current care worker, Fatu, a middle- aged woman from Sierra Leone, 
drove her to the grocery store, the hairdresser, and medical appoint-
ments and helped with cooking and light cleaning. They walked very 
slowly together around Marie’s cul- de- sac. Precise and exacting, Marie 
cared that Fatu followed her directions about maintaining the household; 
she did not want a friend. Marie had known a series of care workers over 
the years, from Haiti, Sierra Leone, and Ghana, about whom she had 
definite opinions. Given her extensive experience, Marie thought that, 
despite Fatu’s faults, they could manage.

Marie’s arrangement with Fatu is common among frail seniors in the 
metropolitan area of Washington, DC. Home health workers provide 
hands- on care with basic “activities of daily living” (ADLs, as they are 
called in the industry), such as bathing, dressing, toileting, eating, and 
transferring or lifting, as well as driving, meal preparation, houseclean-
ing, and medication management. Migrants are a growing segment of 
care providers for seniors, constituting 28 percent of home health work-
ers in the United States in 2014 (PHI 2016), with greater concentrations 
in two dozen metropolitan areas (Martin et al. 2009).2 From the perspec-
tive of healthcare experts in the United States, migrants make up for the 
potential shortfall in elder- care workers that is anticipated with the rapid 
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increase in the infirm and senior populations in the United States (Har-
muth 2002; Institute of Medicine 2008; Leutz 2007; US DHHS 2003). 
The first of the baby boomers— or the postwar generation born between 
1946 and 1965— turned sixty- five years old in 2011. Studies estimate that 
those requiring long- term care will rise to 27 million people by 2050, 
double the number in 2000. At the same time, the number of women 
aged twenty- five to fifty- four— the major population pool from which 
most care workers are drawn— will remain relatively stable (US DHHS 
2003).3 Many of those older adults will be helped at home rather than 
in institutions, and many by unpaid caregivers, such as family members, 
friends, or neighbors. However, some will also receive care from home 
health workers, often at a ratio of one patient to one worker, unlike in 
a nursing home, where one worker cares for eight to fifteen residents.4 
Given the demographics of an aging population, the Bureau of Labor 
Statistics expects the number of home health workers to increase rapidly 
to 1.3 million in 2018 and 1.7 million by 2020 (Lockard and Wolf 2012). 
Already, 60 percent of states in 2008 reported shortages of home health 
workers (Martin et al. 2009), as did home health agencies in northern 
New Jersey in 2014 (Gomstyn 2014; also see Graham 2017).

That migrants are such important employees— particularly in specific 
metropolitan regions— speaks to the poor conditions of the work and its 
association with domestic service and women’s labor. Those conditions 
are shaped by the fragmented and market- based healthcare system in 
the United States, in which commercial, profit- driven providers play an 
important role in the provision of health care, including in state- funded 
services. Wealth also increasingly determines the quality of care that 
people receive. Home health care provided by private agencies, the focus 
of this book, is used by wealthy and upper- middle- class seniors, who 
can afford to pay tens or hundreds of thousands of dollars a year. Home 
care offers a window into what is working well and what is not working 
well in the American healthcare system. This book illustrates the dys-
functional system of elder care in the United States from the perspective 
of those who provide care and those they care for.

I talked to Fatu about her life in Sierra Leone and the United States 
and how she had entered elder- care work in the United States. In ad-
dition to helping Marie twenty- five hours a week, Fatu worked full- 
time in a continuing care community, which offers residents relatively 
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easy transitions within the same facility, from living independently in 
a separate apartment to round- the- clock care in a nursing facility. After 
working with Marie from nine o’clock in the morning until two in the 
afternoon, five days a week, Fatu cared for eleven bedridden residents 
in the continuing care community from three in the afternoon until 
eleven at night. She also substituted there on the weekends. At the nurs-
ing home, she was “busy, busy,” she said. After an accident while trying 
to help a resident, her knee gave her trouble, so she was always in pain, 
particularly when she walked. She had been told she needed surgery but 
delayed doing so. She said she would “keep going for now and see how 
it goes.” Between her two jobs, she had very little time. She slept four to 
five hours a night and lacked the time to cook every day as she would 
like, so she froze enormous batches of food when she prepared meals. 
Aged forty- one, she lived in the United States with her husband and two 
of her children, with two other children in Sierra Leone. She worked so 
many hours in order to raise the money needed to bring these children 
to the United States. To save money, she had not visited Sierra Leone in 
ten years, since she first came to the United States, following her hus-
band who came several years before her. Once her children had been 
reunited, she anticipated leaving home care and using the extra time to 
go back to school, perhaps to study food preparation, her first love. She 
planned ultimately to retire to Sierra Leone (interview, January 15, 2016, 
Maryland).

I was surprised when, seven months later, Marie told me that she 
had asked the agency to send a different care worker. I called Fatu after 
hearing this news. Fatu was unhappy, commenting that she had worked 
with Marie for a year. She recounted how much she had done, going 
above and beyond the job description by cleaning the windows and tidy-
ing outside Marie’s house, as well as inside it. She talked about how she 
had worked on holidays when she would rather have been home with 
her family. She was upset that Marie had failed to appreciate her, and 
she thought that Marie would regret her decision to fire her. She grew 
increasingly angry as we spoke. Fatu raged against the agency for not 
asking her about the incident that had caused Marie to ask for someone 
new— an incident caused, in my opinion, by Fatu juggling too many re-
sponsibilities at once. Fatu told me that she felt respected when I asked 
her what had happened, in contrast to the agency. From this experience 
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and others like it, she concluded, “We Africans are treated like nothing” 
(field notes from phone conversation, July 8, 2016).

As illustrated by Fatu’s summation, African migrants generalize from 
their work in care about their position and status. In Fatu’s response, 
she abstracted from her experience to a “we,” naming a collectivity to 
which she felt she belonged or in which she was positioned as “African.” 
Furthermore, her statement strongly articulated an injustice, in which 
Africans were “treated like nothing,” implying that they were not treated 
as they should be, as somebodies or human beings. Although Fatu’s in-
dictment arose from her work, interactions with the agency, and Marie’s 
rejection, the implications also encompassed the United States, the place 
where she was seen as or became “African.” Fatu’s statement illustrates 
how care workers evaluate their belonging in the United States: work 
relationships are taken as a sign of whether America is fair to them and 
willing to incorporate them as full and equal members. Work conditions 
and interactions are interpreted by African care workers as indicative of 
the society at large.

Feeling unwelcome, less than human, or like “nothing” for being 
black or African is not an unusual experience for care workers in their 
employment. To do their work well, they have to manage distancing and 
even aggressive tactics from the people receiving their care. They are 
treated like servants and not as social equals. Low pay, few benefits, and 
disrespect from agency staff indicate a lack of appreciation and cause 
emotional pain, as Fatu’s experience indicates, but also have material 
consequences for their well- being. It shows that their efforts of caring 
for others does not elicit a reciprocal response: care workers might not 
be cared for during their own periods of frailty and vulnerability, which 
all human beings experience at some point in their lives. This realiza-
tion makes them seek other resources to provide for their future care. 
For example, they invest in their own and their children’s education, 
but they also rely on kin resources in their birth countries and plan to 
retire there, aware that their low- wage work cannot pay for their own 
elder care in the United States. Their care work keeps them “perpetually 
foreign,” to echo Rhacel Salazar Parreñas’s elegant title for a paper on 
Filipina domestic workers in Italy (2008). Their perpetual foreignness 
explains their placement at the bottom of a stratified labor hierarchy 
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(Showers 2013, 257) and makes them “much more vulnerable” to the 
racial structures of the United States (Pierre 2004, 159).

At the same time, caring also leads to deep connections in some cases, 
particularly when a care worker has helped a patient for many years. 
Some care workers and their children are temporarily adopted by pa-
tients, and vice versa, with invitations to key ritual occasions— birthday 
parties, funerals, Grandparents Day at school— at which they want their 
close relationship to be recognized by others. Many care workers mourn 
a beloved patient who passed away years before. Some wealthy patients 
act as patrons of care workers, who often struggled financially, by giving 
them small presents as well as major, one- time gifts of tuition assistance, 
cars, and housing, worth thousands of dollars. These gifts function as 
a quasi- inheritance when the patient dies, acknowledging the kin re-
lationships that temporarily developed between care workers and their 
patients.

Popular concerns about migrants often highlight their failure to 
adopt national norms and values, symbolically marked by dress or 
fluency in English. The concern about these performative aspects of 
identity masks the ways that migrants’ belonging is shaped by their em-
ployment. Although this is not the only site that affects their belonging, 
it is an important one given how many hours of their day they often 
spend working. Home health care, like other employment sectors, af-
fords particular social hierarchies, language use, collegial networks, and 
employment conditions that impact migrants’ interactions, networks, 
and economic mobility in the United States. In the case of home care, 
the structural weakness of care workers as a labor force contributes to 
African care workers’ sense of vulnerability and mistreatment in the 
United States. For long hours and low wages, they care for someone who 
can hire or fire them on a whim, on whose fragile health their contin-
ued employment depends, and on whose satisfaction the agency, their 
nominal employer, relies. The emotional and material exchanges forged 
in care work affect care workers’ sense of belonging. The ability to create 
and solidify interpersonal bonds accounts for the pleasure in care work, 
but humiliation and denial of connection cause tremendous hurt.

This book highlights a more complex process of racialization and in-
corporation than is commonly posited in the literature on migration. 
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The classic work of John Ogbu (Gibson and Ogbu 1991; Ogbu 1978) con-
trasts the worldviews of migrants with those of caste- like or subordinate 
minorities in the United States. Migrants see economic opportunity in 
the United States, Ogbu argues, and dismiss the racism and humiliations 
that they encounter as a temporary phenomenon, which their children 
will overcome by becoming Americans. Caste- like minorities, on the 
other hand, with a longer history of discrimination in the United States, 
tend to embrace an oppositional narrative that economic mobility might 
not be possible for them, given structural racism. Further studies of mi-
gration from sociology have shown that the first generation of black mi-
grants from the Caribbean proved Ogbu’s theory: they had a positive 
view of America that dismissed structural inequalities. However, some 
of the second generation assumed the viewpoint of caste- like minorities 
as a result of their experiences with the police and other public figures 
(Waters 1999).5 The African migrant care workers I encountered, how-
ever, did not conform to this model. Instead, like the West African nurses 
discussed by Fumilayo Showers (2015b), they had a sense that the United 
States was unfair to them because they were African or black.6 Their care 
work led them to an oppositional view, in which they felt that they did 
not belong or were treated unfairly, like the interpretation of Fatu above. 
After a decade or more of care work, they felt less like newcomers and 
attended more to the conditions of work and their social position in the 
United States. This is similar to what Michael Piore (1979) and Héctor 
Delgado (1993) suggest, through their research with different migrant 
groups, is part of the transition from being temporary migrants to per-
manent settlers. However, the response to such injustice does confirm 
Ogbu’s theory, in that the African care workers I interviewed tended to 
respond by “exit”— by investing in their home countries— rather than 
“voice”— by speaking out, becoming politically active, or participating 
in unions in the United States (Hirschman 1970). They realized through 
their care work that the United States was a place where a good life and 
a respected personhood were not possible for them. Their emotional 
response was one of bitterness, in which they were angry about the lack 
of gratitude for their output of energy, through which they lost their 
strength and health. However, they felt that there was no course of ac-
tion to pursue in the United States. I argue that this interpretation had 
implications for their political belonging in the United States.
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Political Belonging through Care Work

By “political belonging,” I mean the affective ways in which people 
identify with political orders and political forms of membership, or 
feel excluded from them, through perceptions and performances of 
commonality, mutuality, and material and immaterial attachments. 
This definition includes but surpasses the narrow meaning of formal 
citizenship, participation in social or political movements, or voting 
in national, state, or local political elections. I treat political belong-
ing as one kind of belonging, as understood in anthropology. Joanna 
Pfaff- Czarnecka (2011, 201) usefully defines belonging as containing 
three aspects: perceptions and performances of commonality; a sense 
of mutuality and modalities of common allegiance; and material and 
immaterial attachments that often result in a sense of entitlement (see 
also Crowley 1999; Feldman- Savelsberg 2016; Geddes and Favell 1999; 
Soysal 1994; Yuval- Davis 2011). Furthermore, anthropological stud-
ies have argued that belonging is not given and determined by birth 
but constructed processually through nurture and care, such as eating 
together and giving gifts, which develop feelings of mutuality, common-
ality, and attachment (Carsten 1997; Weismantel 1995). As a subset of 
belonging, political belonging entails these elements of mutuality, com-
monality, and attachment— made and unmade by everyday interactions 
and exchanges, in relation to a political unit— whether the nation- state, 
local government, unions, ethnic groups, or broader collective mem-
berships, such as humanity. These political units are “means, like the 
nation- state, by which rights and access to resources are claimed” 
(Thelen and Coe 2017, 5).7

There are several reasons why this definition of political belonging is 
more productive than a more limited one focused exclusively on voting 
rights or active political participation in the nation- state. First, global-
ization has weakened attachments to the political order of the nation 
(Holston and Appadurai 1999). Social and economic forms of inequality 
fracture the sense of commonality among fellow citizens and disengage 
workers and the owners of capital alike from national projects. As a re-
sult, the nation- state is currently failing to “produce convincing fantasies 
of the commensurability of its citizens” (16). Political identifications are 
becoming untethered from formal processes of citizenship and, instead, 
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are emerging in “proliferating sites,” not all of which are connected to 
the nation- state as a political order (Soysal 2002, 139). Furthermore, 
such political identifications are no longer primarily constituted through 
territory and culture, which were used to imagine the nation and control 
population movements in Europe in the nineteenth century and in post-
colonial states in the twentieth century (Balibar 1991; Coe 2005; Handler 
1988; Herzfeld 1997). Urban social movements in India, where squatters 
claim land rights “outside the normative and institutional definitions 
of the state and its legal codes,” are one indication that political mem-
bership— as a basis for claims to resources and rights— is finding “new 
social bases” (Holston and Appadurai 1999, 11, 12). Another indication is 
the rise of right- wing movements in the United States and Europe and 
their articulation of race- based forms of belonging, which attempt to 
shore up affective ties to the nation by moving the signifier of national 
belonging from democratic citizenship to whiteness. Given the waning 
emotional pull of the nation, political belonging is claimed and denied 
in multiple contexts that do not, at first glance, appear political.

I argue here that work is one site where political belonging is negoti-
ated in everyday life. Workplaces are hierarchically organized and dis-
tribute resources accordingly, with those on the bottom receiving lower 
pay, fewer benefits, less respect and autonomy, and greater scrutiny and 
surveillance. Work gives people social identity and status, within both 
the workplace and the wider political community, especially in occu-
pationally differentiated societies in which work is linked to prestige 
and pay. Workplaces are often ethnicized. New migrants are frequently 
clustered in particular economic niches, such as taxi driving, dry clean-
ing, or meat packing, and work under the management of more estab-
lished residents (D’Alisera 2004; Lamphere, Stepick, and Grenier 1994; 
Waldinger and Lichter 2003). The micropolitics of elder care has placed 
African migrant care workers into particular gendered and racial hi-
erarchies with extensive histories in the United States. Furthermore, 
the workplace, rather than the state, has become a major vehicle for 
providing a social safety net in the United States, functioning as mini– 
welfare states through the provision of retirement benefits, health in-
surance, and sick leave (Hacker 2006). Thus, workplaces become sites 
outside state institutions for making claims and establishing rights to 
wages and benefits. In these ways, the belonging established and denied 
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through work becomes indicative, to care workers and patients alike, of 
care workers’ political belonging in the United States, above and beyond 
more formal measures of political incorporation, such as citizenship or 
political participation. As we saw with Fatu, she interpreted her inter-
actions with nonstate actors— Marie and agency staff— as a denial of her 
political belonging as an equal member of society due to her othering: 
“We Africans are treated like nothing.” She took her treatment at work as 
indicative of her treatment as a member of a political collectivity, above 
and beyond the workplace.

The second reason to consider political belonging more broadly, in-
cluding its affective dimensions, is that research has revealed the limits 
of formal citizenship in generating “inclusion, voice, and rights” and the 
ways that citizenship is not coextensive with political belonging (Krause 
and Schramm 2011, 119). Latino scholars in the United States have ana-
lyzed the distinction between formal citizenship status and belonging 
(termed “cultural citizenship”), where Latino citizens may feel excluded 
on the basis of their racial classification (Rosaldo 1994). One example 
is being lumped with noncitizens, as when they are stopped by police 
while driving. Another sign of the separation of formal citizenship from 
affective belonging is that many unauthorized residents of the United 
States consider it to be home, despite their lack of citizenship (Boehm 
2012). Because of their feeling of affective political belonging, people 
who migrated to the United States as children have been active politi-
cally, making claims to the rights of citizens as Dreamers. The everyday 
recognition of rights by state authorities as well as nonstate actors may 
be as important as the formal rights that citizens are accorded. Simi-
larly, Blair Rutherford argues that we need to “avoid assuming that legal 
categories and social identities actually operate on the ground as they 
do on paper, or presuming that some actions are caused by improper 
consciousness on the part of some social actors. Rather, through this 
heuristic tool one can attend to the varied forms of dependencies and 
interdependencies and their associated cultural styles, through which 
power operates in specific localities during particular political economic 
conjunctures.” I follow Rutherford’s lead by exploring the ways that 
power operates through a local “cultural politics of recognition,” in this 
case, in care relationships (Rutherford 2008, 95). Relationships of de-
pendence and interdependence between migrants and more established 
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residents, constructed through care practices and workplace hierarchies, 
generate political belonging on the basis of local cultural politics of ac-
knowledgment and disparagement.

This point leads to the significance of recognition, a key and con-
troversial concept in political philosophy. The philosopher Axel Hon-
neth has forcefully articulated the importance of recognition in liberal 
political systems (Fraser and Honneth 2003). Honneth argues that rec-
ognition is a way to achieve egalitarian self- realization and to correct in-
justices in liberal societies, in which all individuals have an equal claim 
to political power. He bases this political ideal on human development, 
in which, from very early on, human beings desire to recognize and 
be recognized by others, through making eye contact, responding to 
smiles, and imitating one another (Honneth and Whitebook 2016). The 
political version of recognition derives from a psychological model of 
emotional health in which others are recognized qua others— located 
outside of and distinct from the self— and as having similar rights to 
respect and integrity as the self.

African care workers evaluate both the “thick” relations formed 
through paid care work and the “thin” relations of being fellow members 
of a political and social community according to recognition. While I 
appreciate Honneth’s consideration of the political salience of recogni-
tion, I take a more poststructuralist approach that sees recognition as 
not only positive or necessarily mutual between two people. Instead, as 
Fatu said, one can be recognized as “nothing.”8 All acts of recognition 
create personhood, but depending on the kind of recognition, they cre-
ate certain sorts of personhood. As Judith Butler argues, “One ‘exists’ 
not only by virtue of being recognized, but, in a prior sense, by being 
recognizable” through a particular discourse (1997, 5). Paddy McQueen 
similarly argues that “recognition functions to produce and regulate 
particular forms of identity” (2015, 43). Acts of recognition both enable 
and constrain a person. Constituted dialogically, for example, “African” 
or “black” are designations that do not have much salience in the coun-
tries from which Africans come and that gain most of their emotional 
and political charge from African migrants’ experiences in the United 
States. In her brilliant study of African migration to Portugal, Kesha 
Fikes (2009) provides an example of this social phenomenon of recog-
nition, although she does not call it that. She argues that daily interac-
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tions in a fish market in Lisbon teach migrants how to be migrants and 
Portuguese citizens how to be citizens. Although recognition may seem 
less significant in institutional mechanisms of power and domination, 
such as redlining by insurance agencies (McNay 2008), I would argue 
that these processes rely on a construction and representation of certain 
people even if those being recognized are not aware of them.

Care work requires recognition. Lisa Stevenson (2014) defines care 
as the way in which people come to matter in a particular way. Or, said 
otherwise, “An act of caring requires a differentiated other to focus par-
ticularist attention upon” (Hamington 2015, 94). Care is the product of a 
moral imagination situating people within a moral universe (Livingston, 
2005); some people become deserving of care— as kin members or fel-
low citizens, for example— within this moral community, and others are 
excluded from care (Thelen and Coe 2017). Furthermore, care is oriented 
around shared constructions of need, such as “activities of daily living” 
or companionship (Thelen 2015). Exploring his own experience of car-
ing for his grandfather, Joel Reynolds (2016) notes that care entails treat-
ing the person as an object momentarily, which he terms leveling; he 
argues that temporary dehumanization is necessary for the work of care 
to actually be done. Care therefore requires fluctuating kinds of recogni-
tion, in which different aspects of the person and context need attention 
at various moments. Mutuality and interdependence also do not result 
in equality, as paid care work strongly illustrates. In paid care work, both 
care worker and patient have a mutual, interconnected dependency, but 
their dependency is not the same: the care worker needs income and 
appreciation, and the patient needs help with certain activities or medi-
cal care. The recognition of these dependencies is negotiated. Practices 
of attending to and coordinating action in care create intense feelings of 
recognition and belonging, or misrecognition and exclusion.

Care also has material consequences. It requires labor and an ex-
penditure of energy and attention (Buch 2015a; Chen 2015; Held 2005). 
Whether paid or unpaid, care work in the United States is often deval-
ued and associated with feminized labor. Key elements of recognition, 
I argue, are reciprocity and exchange: What is the economic and social 
value of care? From the care workers’ perspective, does care work pay off 
in the ability to sustain themselves and those for whom they are respon-
sible? Do they receive gratitude and respect, if not in the here and now, 
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then at least in the future? From the perspective of patients, are they 
receiving the kind of care that they have paid for? The consideration of 
who is entitled to what and under what circumstances is fundamental 
to understanding not only the frustrations and disappointments of paid 
care work but also the political arguments for the right to care.

In the United States, African care workers often use material ex-
changes and reciprocity to evaluate their political belonging. These 
exchanges are not solely within the realm of interpersonal employer- 
employee relations but also concern claims to national belonging 
through state forms of care, such as affordable health insurance, Social 
Security, and retirement benefits. Although Western ideology separates 
care and money into different spheres of endeavor (Zelizer 2005), care 
often entails exchanges in which people share material resources with 
one another (Folbre 2001). One of the signs of kin in the United States is 
the willingness to share resources. Among the Korowai of West Papua, 
Rupert Stasch argues in his beautiful ethnography, “material actions 
are how people express and experience their emotional, moral involve-
ment,” and the main material action signifying kinship is giving and 
sharing resources (2009, 134).9

Honneth argues that struggles over the distribution of material 
and immaterial resources take place through a politics of recognition, 
whereas Nancy Fraser and many other political philosophers disagree, 
arguing that the politics of distribution should not be overtaken by con-
cerns about recognition (see Fraser and Honneth 2003). My research 
tends to support Honneth in this philosophical debate: care workers 
speak about recognition as a key issue and aim for a particular kind of 
recognition. Interpreting injustice as humiliation and disrespect, they 
want to be treated as human beings. Their desire for recognition is si-
multaneously a claim for the distribution of material benefits.

Finally, the third reason to approach political belonging through 
this wider lens is that registers of belonging that are not overtly po-
litical are used to indicate political membership. Political belonging is 
discussed using nonpolitical registers signaling commonality and mu-
tuality (Thelen and Coe 2017). For example, members of a nation may 
be represented symbolically as kin or brothers (Thelen, Coe, and Alber 
2013). Political discourses in colonial Zanzibar used metaphors of race 
and kinship, in addition to that of national identity, as ways of catego-
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rizing and differentiating people (Glassman 2011). Racism supplements 
nationalism and is “indispensable to its constitution” but also exceeds 
the nation- state by positing longer histories and different categories of 
persons (Balibar 1991, 54). Race is a political category, not simply a social 
identity (Sheth 2009). Thus, discourses of race and kinship should be 
examined as fundamental to modern politics, in that they define mem-
bership in political orders in concert with competing discourses more 
overtly concerned with the nation.

The way that a person recognizes another is shaped by power, in-
cluding both contemporary and historical relationships of power. Butler 
argues that “the terms that facilitate recognition are themselves con-
vention, the effects and instruments of a social ritual that decide, often 
through exclusion and violence, the linguistic conditions of survivable 
subjects” (1997, 5). As noted above, it was through registers of belonging 
that the care workers and patients in this study became recognizable to 
one another. The registers that seemed close at hand in care relation-
ships concerned racial identity, geographic origin, kinship, slave- master 
relationships, and human- animal distinctions. Care workers and their 
patients used multiple terms of belonging because none entirely ac-
corded with their sense of reality. A surfeit of terms was articulated in 
conversations with me and in interactions with one another to try to get 
a handle on complex relationships created through care, to name the 
kind of emotions being generated, and to feel the proper emotions in re-
sponse to the situation (Reddy 2001). These registers of belonging were 
used to define one another and articulate the terms of relationships.

These registers overlap in various ways, yet I discuss them in their 
specificity. For example, the difference between animals and humans has 
long been used by racist, hierarchical constructions of some kinds of 
peoples as more human than others (Balibar 1991, 57). Similar to kin-
ship, registers of race, ethnicity, nationality, and humanity are invoked 
in multiple domains to distinguish insiders from outsiders and thus, I 
argue, are deeply political. Race, national origin, and humanity “evoke 
the ideology of a vast genealogical unity that is at once more restrictive 
and more abstract” than kinship (Faubion 2001, 14). These registers, par-
ticularly when used in conjunction, have histories that are mobilized in 
the present to interpret what is happening and to persuade others of the 
legitimacy of a particular action. The belonging enabled or constrained 
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by these registers of recognition is deeply political because of their his-
torical resonances and their reenactment in the present.

While all these registers— including kinship— signal hierarchy, they 
differ in that kinship expresses mutuality and commonality despite hi-
erarchy and social difference, whereas race, geographic origin, servant-
hood, and animality express lack of mutuality through hierarchy and 
difference. For African care workers, narratives about insults or humilia-
tions using registers of race, origin, servanthood, and animality become 
paradigmatic stories that encapsulate their experience in the United 
States, including challenging work conditions, poor remuneration, and 
lack of appreciation from patients and agencies. They use these stories 
to highlight their political exclusion within the United States. Modes of 
political belonging instead use the language of kinship and humanity, in 
which differences in race and geographic origin that mark other inter-
actions are ignored or downplayed to foreground mutuality and attach-
ment, at least partially or episodically. The political belonging of African 
migrant care workers is mediated by the conditions of home care work, 
which distributes material resources and social recognition in particu-
lar ways and rejuvenates many long- standing discourses of racialization 
and othering.

Home Care in the United States

Elder care in the United States is haphazard, fragmented, and impro-
vised. Elder care relies on different streams of government funding 
whose rules and regulations vary from state to state and require exten-
sive paperwork and management by individuals. Neoliberalism as a 
philosophy has dominated thinking about the role of the state since 
the 1980s, generating a complex brew of state, for- profit, and nonprofit 
elder- care services that can be reimbursed by state funding. This mix 
results in discontinuities in care as people transition between hospitals, 
nursing homes, and home care, all managed by different entities.

Neither medical practice nor state funding for care has adjusted to 
treating the older and infirm individuals who increasingly constitute 
the population of patients in medical facilities (Kaufman 2005, 2015). 
Medicare and Medicaid, the major forms of public financing for elder 
care, were developed over fifty years ago, and healthcare experts con-



Introduction | 15

sider them to be too focused on acute care rather than the management 
of the chronic conditions and disabilities that beset older adults today 
(Institute of Medicine 2008). Medicaid, the major funding source for the 
medical care of the poor and the disabled, does pay for skilled nursing 
care (such as wound or catheter care) and personal care services (such 
as cooking or bathing) at home for those eligible. To qualify for Medic-
aid, seniors need to meet certain medical and financial requirements— 
including having few assets, such as a house or savings— making 
Medicaid a last resort for many older adults. Medicare, which funds 
medical care for seniors, pays only for hospitalizations, physicians’ visits, 
and short- term rehabilitation following a three- night hospital stay.10 The 
only home care it provides is skilled, intermittent care and occupational 
and physical therapy— not personal care, such as bathing, cooking, and 
companionship. As a result, a third of home care services are purchased 
directly by individuals, and elder care falls mainly to family caregivers 
(Buhler- Wilkinson 2001). Furthermore, Medicaid and Medicare have 
not kept pace with the development of various services that create care 
options beyond nursing care (Institute of Medicine 2008). As the ad-
vocate Ai- Jen Poo notes, “This [system of elder care] doesn’t make any 
sense, it doesn’t work for anyone, and many people are at the brink of 
their capacity to live in this upside- down world” (2015, 67).

Most older people would like to avoid nursing homes as long as pos-
sible, fearing neglect and loss of autonomy. By purchasing home care, 
the wealthy can delay living in institutional facilities or, if they have to 
reside there, can supplement the labor of the overworked nursing- home 
staff with a privately hired care worker. For example, Essenam, a short 
and cheerful Togolese woman in her fifties, provided home care for Sha-
ron for four years and then accompanied her to a nearby nursing home 
for two years until Sharon’s death. Essenam found the nursing home a 
little boring, as Sharon mainly slept during the day by the sunny win-
dow in her room. Essenam roused Sharon to feed her meals, a slow and 
laborious process, as Sharon closed her eyes sleepily, ignoring the spoon 
before her, or swatted Essenam away. Essenam always responded gently 
and patiently, where the nursing staff, who cared for multiple patients, 
might have tried to rush Sharon. If Sharon did not finish her tray of 
food, Essenam gave her a bottle of the protein drink Ensure, which she 
drank eagerly (summary of field notes from four visits, January 6– July 
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15, 2016, Maryland). Although wealthier seniors can handle the gaps in 
public forms of coverage through their own savings, low-  and middle- 
income seniors cannot.

The patients featured in this book purchased home care services 
through long- term care insurance or private savings. Home care, like 
independent and assisted living, devours a frightening amount of 
money— tens or hundreds of thousands of dollars a year— making it 
affordable only to the upper- middle class and the wealthy and, even 
for them, for only a few years at the ends of their lives. For example, a 
retired professor spent $9,000 a month, out of retirement savings, for 
round- the- clock live- in care for his wife with a dementia, at a cost of 
$108,000 a year. Those with long- term care insurance paid thousands of 
dollars a year for decades before they started making insurance claims, 
and many still paid hundreds of dollars in premiums. They were also 
fortunate to come of age at a time when long- term care insurance plans 
were much more favorable to patients than they are today, now that in-
surance companies have learned the true costs of long- term care.11

In the Washington area, many of the patients I encountered were 
highly educated members of the upper- middle class, including retired 
academics, scientists, lawyers, and mid- to- high- level civil servants in 
the federal government. Mainly born in the 1920s and 1930s, they had 
entered adulthood during the postwar economic boom and the national 
project of making America into a middle- class society (Ortner 2003).12 
They lived in one of the wealthiest areas of the United States, benefitting 
from the federal government’s proximity (Lerner 2017). Those over the 
age of sixty- five represented about 13 percent of the population, similar 
to the nation as a whole.13 All of the patients I met were white, except 
for one African American woman, a retired nurse. One agency staff 
member commented that their patient population was the top 1 percent: 
“Very wealthy people, former senators, very accomplished people” (in-
terview, January 5, 2016, Maryland). Another said about their clientele, 
“They are highly educated, intellectual, extremely independent. They are 
used to doing things for themselves. It is not easy for them to accept 
help” (interview, February 4, 2016, Maryland). My own sense is that they 
were in the top 10 percent, rather than the 1 percent, because they relied 
on savings from income derived from a lifetime of working. Many were 
Jewish, and three were themselves migrants from Europe who left in 
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childhood or early adulthood during or after World War II. This clien-
tele appreciated home care because it allowed them to stay in their own 
homes. Their homes were single houses, surrounded by lawns, azalea 
bushes, and flowering trees, in leafy suburban neighborhoods in or near 
Washington, DC, requiring a car to get around.14 Receiving home care 
allowed them to maintain their independence and autonomy, of which 
they were fiercely protective. Some used home care to delay a move to an 
assisted- living facility or nursing care; others hoped to die at home. For 
those who lived independently in apartments in continuing care com-
munities also located in these suburban neighborhoods, home care pre-
vented the transition to less spacious residential arrangements, higher 
monthly fees, and more hospital- like environments in assisted- living or 
skilled nursing care units in the same continuing care community.

In the Washington area, there was a plethora of for- profit agencies 
offering home care. In the United States as a whole, in 2014, there were 
12,400 home health agencies, 80 percent of which were for profit (CDC 
2016b). There were 66 home care agencies serving Montgomery County, 
Maryland (Montgomery County 2016), where this research partially 
took place. I interviewed staff at a few agencies that offered services to 
Medicaid patients, but most of those whom I interviewed only accepted 
patients who paid privately. Some agencies were family- owned busi-
nesses, others franchises of chains, and still others large corporate agen-
cies with a national or regional presence. Because of their involvement 
in health care, African migrants sometimes express interest in opening 
a home care agency, where more money can be made than as a care 
worker, and I met three agency owners who were migrants from Camer-
oon, Ghana, and Nigeria.15 Some agencies operate as registries, in which 
the home health workers are independent contractors who manage their 
own taxes, Social Security contributions, and benefits.

The national median hourly wage for home care workers was $10.87 
in May 2016 (BLS 2017a), reflecting Medicaid reimbursement rates 
(Graham 2017). Among my interlocutors, living in expensive areas of 
northern New Jersey and Washington, DC, hourly independent con-
tractors earned $14– $18 an hour, and hourly employees earned $10– $13 
an hour— about half of what their patients were charged by the agencies 
($20– $25 an hour). However, in the end, both earned about the same, as 
independent contractors paid a fee to the agency: in some registries 20 
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percent of their salary, in others $2– $5 an hour. Live- in care workers in 
northern New Jersey and the Washington, DC, suburbs earned $100– 
$120 a day, resulting in a daily wage of about $75 after taxes. Live- in 
care was reckoned as ten hours of work, even though care workers are 
expected to be on call day and night, in case the patient needs to go to 
the bathroom or asks for a drink of water. Deborah, an intelligent young 
woman from Ghana, said about live- in work, “Of course you can’t ignore 
them at night. Night is where everything happens” (interview, February 
18, 2016, Maryland). Yaw, who provided live- in care in Pennsylvania, 
commented, “It is not enough. If you calculate it, it is not good money. If 
you earn $1,000 a week, for twenty- four hours a day, it is like $4 an hour 
[perhaps after taxes; my calculation, pretax, is $6 an hour]. If you sleep, 
they will call you. You can get up five times a night. You think it is not a 
big deal [but it is]” (interview, May 14, 2016, Pennsylvania). Both hourly 
and live- in care workers complained bitterly about the low rate of pay. 
One agency manager commented, “The care workers barely make a liv-
ing wage. They work so hard” (interview, February 17, 2016, Maryland). 
Nationally, the average income of home health workers, both live- in and 
live- out, is $13,300 annually, with one in four living below the poverty 
line and over half relying on public assistance (PHI 2016). I did not en-
counter a widespread use of public benefits among African care workers; 
only a few said that they used food stamps (Supplemental Nutrition As-
sistance Program, or SNAP) to pay for infant formula after giving birth, 
when they took an unpaid parental leave, and the children of some used 
the government- funded Children’s Health Insurance Program (CHIP), 
which is available only for minors.

Reports by healthcare experts note that low pay and few benefits con-
tribute to the labor shortage of direct- care workers (Institute of Medi-
cine 2008). Although the conditions of home care make it unattractive 
to many workers, many African migrants encourage those in their social 
networks to enter this field.

“The Only Job You Can Do Quick”: African Migration and 
Home Care in the United States

African migrants in the United States have been aptly described as 
“invisible sojourners” (Arthur 2008). In the United States, the number 
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of African migrants remains small in comparison to migrants from 
other countries. The 2008– 12 American Community Survey estimated 
that there were only 1.6 million Africans living in the United States dur-
ing that period, out of a total foreign- born population of 39.8 million 
people, of whom half were from Latin America and the Caribbean. Afri-
cans were therefore about 4 percent of the foreign- born population and 
less than 1 percent of the US resident population. Nigerians, Ethiopians, 
Egyptians, and Ghanaians were the largest single national groups among 
Africans in the United States, together constituting 41 percent of African 
migrants (Gambino, Trevelyan, and Fitzwater 2014), although a wider 
range of countries was beginning to be represented (Capps, McCabe, 
and Fix 2012). While census figures undercount the number of African 
migrants (D’Alisera 2004), they give some sense of where Africans are 
concentrated. My research took place in areas with some of the larg-
est African- born populations: northern New Jersey, which is considered 
part of the New York City metropolitan area, and the Washington, DC, 
metropolitan area. Africans represent 13 percent of all migrants in the 
Washington metropolitan area (McCabe 2011). Montgomery County, 
Maryland, has the second- highest number of African migrants for 
any county in the United States, after Los Angeles, with approximately 
50,000 African migrants, roughly 5 percent of Montgomery County’s 
population of 1 million residents and roughly 10 percent of the nation’s 
total African migrants. Of the African migrants in Montgomery County, 
the major countries of origin were Ethiopia (27 percent), Cameroon (12 
percent), and Ghana (11 percent) (CountyStat 2016).

African migration to the United States increased sharply in the 1990s. 
The Immigration and Nationality Act of 1965 dismantled long- standing 
quotas that discriminated against residents of countries outside Europe. 
In an effort to atone for this previous discrimination and diversify mi-
gration streams, the Immigration Act of 1990 put in place lotteries to 
distribute green cards to citizens of countries with low rates of migra-
tion to the United States. African nationals have benefitted from this 
provision, receiving 41 percent of the fifty thousand green cards distrib-
uted worldwide through the lottery to those who meet certain educa-
tional or work experience requirements. Among African migrants who 
arrive through authorized means, the major routes are through family 
reunification and the diversity lottery and as refugees and asylum seek-
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ers (McCabe 2011). Three- quarters of African migrants have come after 
1990, indicating that voluntary African migration is relatively recent and 
growing rapidly (Kent 2007).

At the historical moment at which this research was conducted, Af-
rican migrants were becoming interested in settling permanently in the 
United States, resulting in a change of perspective in which they care 
about their political and social positions in the United States. In con-
trast to my earlier research in 2005– 10 (Coe 2013), African migrants are 
slowly becoming more of a second- generation community, oriented to-
ward the United States (Piore 1979). Because many African migrants ar-
rived in the past ten to thirty years and are here in small numbers, they 
are much less politically and socially organized than migrant groups 
with larger communities and older migrations, such as Latinos. Thus 
far, African migrants have mainly organized houses of worship. Care 
workers do not have much cultural or symbolic capital in their migrant 
communities; they are often invisible because their long work hours pre-
vent their attendance at community functions, and they do not become 
wealthy enough to serve as patrons of community projects (Donkor 
2018). In response to my research presentation at a meeting of Mont-
gomery County’s African Affairs Advisory Group, a male participant 
commented that nursing assistants are important, but “their work is not 
appreciated” in his Sierra Leonean migrant community (field notes, De-
cember 2015, Maryland). Instead, the educated people with professional 
jobs assume leadership roles in churches and hometown associations, 
including on the advisory board for the county government, and dis-
tance themselves from more low- wage compatriots (Showers 2015a).16

Because the routes of entry favor the highly skilled, the average Af-
rican migrant is more educated than the average American (Capps, 
McCabe, and Fix 2012). Forty- one percent of African migrants had a 
bachelor’s degree or higher in 2008– 12, compared to 28 percent of 
Americans aged twenty- five or older (Gambino, Trevelyan, and Fitz-
water 2014), although there are certainly less educated and working- 
class African migrants in the United States (Manuh 2006). Despite the 
high average educational levels and very high labor participation rates 
for both African migrant women and men, they tend to earn less than 
Americans with comparable levels of education (Capps, McCabe, and 
Fix 2012). This suggests that the problems they face in the labor mar-
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ket are perhaps due to racial discrimination, the length of their stay in 
the United States (because earnings and career mobility correspond to 
length of employment), or the undervaluing of their African academic 
credentials and employment experience (Zeng and Xie 2004). A study of 
new green- card holders in the United States in 1996 found that 50 per-
cent of those surveyed experienced occupational downgrading (Akresh 
2006). Like other migrants, Africans are generally overqualified for the 
jobs they have (Capps, McCabe, and Fix 2012; D’Alisera 2004; Dodoo 
1997; Kent 2007). They thus experienced what Boris Nieswand (2011) has 
called the “status paradox” and what Rhacel Salazar Parreñas (2001) has 
termed “contradictory class mobility”: migrants who had a low- paying 
but high- status job in their home countries may find a higher- paying 
but low- status job abroad, which some may convert into high status at 
home.

Kwadwo was a teacher for over twenty years in Ghana and, after ob-
taining a college degree, rose to an administrative position in the local 
education office. He described his anticipation when he had received a 
green card through the diversity lottery four years earlier: “Somehow, 
when I was coming here, there was a miscalculation of benefits. When 
I was coming with the lottery visa, we thought [that] whenever you are 
coming, you would get your preferred job. They gave [presented] a list of 
job opportunities at the interview, so I was thinking, ‘I’m going to have 
it so easy’” (phone interview, December 17, 2014). Instead, he was disap-
pointed to be a live- in care worker in northern New Jersey, although 
he conceded that the pay was much better than what he would have 
received in Ghana as a teacher.

African migrants enter home health work because it is entry- level 
work that pays somewhat better than retail and fast- food services, par-
ticularly if one can work more than forty hours a week. Because of the 
high demand for care, the work promises continuing employment. Com-
fort, who came to the United States from Ghana in 1995, noted that “this 
nursing— nursing- assistance job was the only job you could do quick” 
(phone interview, January 18, 2016). Speed was important because many 
in the home country, sometimes including the migrant’s children, were 
awaiting financial support.

Africans’ concentration in the field of home health work is one 
sign that their previous credentials and experience have little value in 
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the United States. Sixty- two percent of African migrant direct- care 
workers— including personal care assistants, home care workers, and 
nursing assistants— have some college education or a college degree. 
This is a much higher education rate than the direct- care workforce as a 
whole, 7 percent of whom have a college degree (Campbell 2018; Khat-
utsky, Weiner, and Anderson 2010; Leutz 2007; McCabe 2012). Some of 
the African migrants with high educational levels whom I encountered 
were working as home care workers temporarily, while they worked 
through the bureaucratic and examination processes required to prac-
tice their previous professions in the United States. Yet, many had given 
up their old professions or had chosen to go back to school in another 
field, mainly in health care and nursing. Some who had been middle- 
class professionals or white- collar workers in their birth country— as 
office secretaries, international bankers, teachers, or lawyers— initially 
looked for similar work in the United States. However, they were told by 
friends or relatives who had more experience in the United States that 
such dreams were impossible.

Africans constituted 11.7 percent of direct- care workers in the 
United States in 2003– 9, with the numbers doubling from 2005 to 2015 
(Campbell 2018; Martin et al. 2009). The countries best represented 
were Nigeria, Ghana, Liberia, Kenya, and Ethiopia. Thirty- nine per-
cent of Africans working in health care were nursing, psychiatric, or 
home health aides (McCabe 2012). However, in some cities, such as 
Washington, DC, and New York City, the foreign- born share of care 
workers was much higher (Martin et al. 2009) and has increased since 
2009. The agencies that I interviewed in the Washington metropolitan 
area and northern New Jersey in 2013– 16 reported that their work-
force was 60– 80 percent African. In the expensive housing market of 
the Washington metropolitan area, African home care workers lived 
in cheaply built and shabby- looking rental apartment complexes, 
oriented around parking lots, in the far suburbs of Montgomery and 
Prince George’s Counties. Some live- in workers, who stayed with their 
patient for weeks or months at a time, lived an hour or two away, in 
Frederick, Maryland; Smyrna, Delaware; or York, Pennsylvania. They 
had long commutes by car or bus through heavy and unpredictable 
traffic to their patients’ residences in the more expensive and wooded 
neighborhoods close to or in Washington, DC.
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Because of the agency requirement that workers have a nursing- 
assistance certificate regulated by the state, most home health workers 
are legal migrants. However, agencies do report that, once in a while, a 
potential employee presents the papers of another person as if they were 
her own, or the person who applied at the office has substituted a friend 
or relative (no doubt without proper work documents or a license) to 
work in the patient’s house in her stead. Care workers employed directly 
by patients are more likely to lack work authorization and licensure than 
those hired or screened by agencies. All of my interlocutors had legal 
work authorization, although some had lacked authorization in the past, 
and they knew of others working without documents. Like other schol-
ars of West African migration (Showers 2015b), I did not actively seek 
out unauthorized care workers and hesitated to ask about immigration 
status.

Africans’ employment in home care affects not only their experiences 
of the United States but also patients’ experiences of care, illustrating 
the ways that the global restructuring of capital affects both migrants 
and nonmigrants (Glick Schiller 2012). Both patients and migrant care 
workers are engaged in a social context that is new to them— having a 
paid care worker in the case of the patient, doing paid care work on the 
part of the care worker, for example— which is the result of the growth of 
a private market in home care in the United States. Through care work, 
migrants’ belonging is shaped by their interactions and interdependen-
cies with more established residents.

Understanding Africans’ Experiences as Care Workers

I became interested in elder care during my previous study on Ghana-
ian transnational families (Coe 2013), when most of the migrants whom 
I interviewed about parenting worked with seniors, reflecting that it 
served as a niche employment for Ghanaians in the United States. In 
that study, I learned that their work experiences shaped their evaluations 
of life in the United States, including whether the United States was a 
good place to raise their children (Coe and Shani 2015). I decided that 
my next project would explore their experiences with elder care. These 
interests were also stimulated by observations concerning changes in 
elder care in Ghana (Coe 2017).
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I began the research by taking a six- week certified nursing- assistance 
course in a school run by a Sierra Leonean couple in a Philadelphia 
suburb in September and October 2012, to learn about the training of 
home health workers. The other members of the class were four women 
in their twenties and thirties: an African American already work-
ing in health care; a second- generation Jamaican American, who was 
taking the course to retain welfare benefits; a first- generation migrant 
from Ghana, who had recently arrived in the United States; and a first- 
generation migrant from Sierra Leone, who had worked previously as a 
home health worker but whose licensure lapsed when she had a baby. I 
learned about my fellow students’ dreams and histories as well as, more 
technically, how to take someone’s blood pressure, lift someone without 
hurting myself or the patient, and wash my hands to prevent the spread 
of disease.

I toyed with the idea of working as a nursing assistant in a nursing 
home, as some ethnographers have done (Diamond 1992), but ulti-
mately decided it was too ethically problematic, since I wanted resi-
dents and staff to be properly informed of my purpose. I then tried 
to obtain access to a long- term care facility as a volunteer/researcher, 
the route Nancy Foner (1994) used to study a nursing home. I spent 
several years attempting to negotiate access to a long- term care facility 
through my contacts in Philadelphia, southern New Jersey, and Mary-
land. My failure did not surprise my interlocutors; they thought that 
long- term care facilities had too much that they wanted to hide. My 
research participants, at least, felt forced by those facilities to cut cor-
ners because they were assigned too many residents. I am not as clear 
as my interlocutors were on the reasons for my lack of success: One 
facility, which was part of a corporate chain, worried about worker 
unionization and litigation of resident abuse, despite my reassurances. 
Another, a nonprofit continuing care community linked to a religious 
organization, was concerned that its nursing- home residents had de-
mentias that would preclude their ability to give consent, despite my 
protocols to ask their relatives for permission.17 In general, frontline 
care workers were much more excited about my research than the 
managers. Other studies (Diamond 1992; Rodriquez 2014) have noted 
the financial and regulatory pressures on long- term care facilities; my 
interpretation is that these pressures made nursing- home managers 
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cautious in their operation of a complex institution, instead of curious 
about what an anthropologist might offer them.

Ultimately, because of my lack of success with long- term care facili-
ties, I focused on home care, where individuals, and not institutions, 
could give consent. This switch meant I was studying the most unregu-
lated sector of elder care. One home health agency in northern New 
Jersey was interested in my research because most of its live- in work-
ers came from Ghana. I attended two daylong orientations that it gave 
to potential employees (on November 25 and December 18, 2014). The 
agency facilitated my contact with seven live- in Ghanaian home health 
workers but did not want me to interact with their patients. Our ar-
rangement was that I could call the care workers every other week for six 
months (December 2014– May 2015), so long as I did not get in the way 
of the patients’ care. Through these multiple thirty- to- forty- five- minute 
phone interviews, I saw situations change over time, both for patients 
and care workers. I have remained in contact with some of these care 
workers into the present, including visiting Monica in Ghana in Janu-
ary 2017, when she returned to stay with her teenage children; meeting 
Kwadwo and Ohemmea separately for lunch in Newark, New Jersey, 
near where they stayed when they were not working (in August 2015 and 
August 2016, respectively); and attending a church revival with Janet and 
her four children in northern Virginia in October 2015. In May 2016, I 
followed up with six care workers by phone to see how they were doing.

Talking to live- in care workers made me realize that it would be ben-
eficial to hear patients’ perspectives on the same issues and to talk to 
home health workers whom I did not encounter through an agency. I 
also decided to expand the study to Africans in general, rather than fo-
cusing on Ghanaians, because of how they were described in this labor 
market and also, to some extent, how they talked about themselves— as, 
for example, in Fatu’s complaint in the incident above. In December 2015, 
I relocated to a suburb in Montgomery County, Maryland, near Wash-
ington, DC. I stayed in Maryland for seven months, until July 2016, and 
drew on several diverse networks to find care workers and their patients. 
One set of contacts came from my Ghanaian friends, whom I knew from 
doing research in Akropong, Akwapim, in the Eastern Region of Ghana, 
since 1997. My parents— my father in his early eighties and my mother 
in her late seventies— provided another source of contacts. Their social 
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networks of friends, neighbors, and fellow congregation members in-
cluded people receiving home care. The final resource in Maryland was 
an agency that agreed to link me to five pairs of patients and care work-
ers. Ultimately, over the seven months, I interviewed forty- six African 
care workers, and three non- Africans— a Jamaican migrant, a US- born 
African American, and an Indonesian migrant— as a limited compari-
son. I also used my networks from previous research to connect with 
four additional Ghanaian home health workers in central New Jersey, 
Connecticut, and Minnesota, as well as one who had retired in Ghana.

Out of the sixty- two care workers interviewed overall— during my 
initial research in northern New Jersey, the more extensive period in 
metropolitan Washington, DC, and from other contacts elsewhere— 
fifty- nine were from Africa. There were nine men; the rest (fifty- three) 
were women.18 Of the fifty- nine African participants, fifty- three were 
West African: thirty- four from Ghana, five from Togo, five from Nigeria, 
four from Sierra Leone, three from Guinea, and one each from Camer-
oon and Cote d’Ivoire. The remaining six were from Congo- Brazzaville 
(one), Ethiopia (one), Tanzania (two), Kenya (one), and Burundi (one). 
The age range was twenty- three to eighty- two years. The median age of 
those working (a range of twenty- three to sixty- six years old) was forty- 
eight years, similar to the median age of forty- five years for home health 
workers as a whole (PHI 2016), with the two oldest (aged seventy- three 
and eighty- two) retired in Ghana. None of those whom I interviewed were 
new migrants who had arrived in the United States in the past year. They 
had been working in elder care for one to thirty years, with most having 
worked for ten to twenty years, an average of twelve and a half years.

I relied on interviews more than I would have liked, although I saw 
that interviews respected the limited time available to care workers, 
given their multiple jobs and long work shifts. Much of their emotional 
lives were conducted through the phone, particularly for live- in workers. 
Interviews by phone delocalized the fieldwork, which seemed to accord 
with the ways that care workers experienced geographic space (on the 
use of interviews, see Ortner 2003). Where there was interest and will-
ingness, I followed initial interviews with ongoing conversations and 
interactions. I attended a church picnic with one care worker and a baby 
shower for another. I visited Elizabeth in December 2016, after she re-
tired to Ghana, where we sat under a mango tree and cooked together. 
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I retained contact with a few patients, calling occasionally and visiting 
them when I was in Maryland for a short visit in March 2017. I attended 
the funeral of one patient in May 2017, which was also attended by three 
of her care workers, and the funeral of another in July 2017. In general, 
however, I struggled to find ways to participate more meaningfully. Oth-
ers, such as Elana Buch (2013, 2017), have been more successful in this 
regard. Instead, I worked to maintain relationships over time. Balanc-
ing out these more limited interactions were multiyear relationships 
with four care workers from Ghana, with whom I had regular discus-
sions about health, house building, children, marriage, and the ups and 
downs of employment. These four women deepened my understanding 
of home care work and the family life of home care workers, particularly 
over time. I use their experiences to supplement and contextualize my 
interviews with a broader range of care workers who told me mainly 
about their work experiences.

I also interviewed twenty- five patient families, over thirty- one inter-
views in total. Sometimes, I just interviewed the patient or, if the patient 
had a dementia or had recently died, the patient’s spouse or adult child; 
sometimes, I interviewed multiple members of the patient’s family unit, 
such as a patient and two of her children (counted as one patient fam-
ily). All lived in the Washington area, except for one in Ohio, whom I 
encountered by chance and interviewed by phone. Twelve of these pa-
tients were cared for by care workers whom I also interviewed, and three 
of these pairs allowed me to visit them between three and five times, for 
about an hour at a time, to observe their care interactions or accompany 
them on outings. For one pair, my mother also visited with me several 
times, and I went on two outings with them: to a noontime free concert 
popular with seniors on one occasion and for lunch and a walk around 
a lake on the other.

The twenty- five care recipients ranged in age from their sixties to 
one hundred years old, with a median age of eighty- five years. Ten were 
male; fifteen were female.19 A dementia affected twelve of the patients.20 
In addition, Parkinson’s afflicted four men in their seventies— relatively 
young in age within the larger population requiring care. Four patients 
used home care workers for driving, light housekeeping, and compan-
ionship; others needed lifting, more skilled nursing care, or supervision 
due to a dementia. Twelve of these patients were married, and their 
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spouses provided a lot of care as well. I also interviewed sixteen staff 
members of fifteen nursing agencies and ten staff members of govern-
ment agencies and advocacy organizations interested in African mi-
grants, workforce issues, or elder care.

My own relationship to care work is complicated. Until the age of 
eleven, I grew up in Chile, Ghana, and India, the daughter of a diplo-
mat. In these contexts, as was not unusual in middle- class households 
in these countries, I was cared for by servants and nannies: a middle- 
aged woman in Chile, an older woman in India, and two young women 
in Ghana. I remember them as warm but strict; I was often chastised 
by them. Some of my habits differ from those of my parents, which I 
attribute to my upbringing by these other mothers, who had higher 
standards of hygiene for self and household and stricter notions of ap-
propriate demeanor than my liberal- minded parents. I regret losing 
contact with these other mothers and not being able to thank them or 
develop new memories about them today. But I also feel shame about 
these relationships: I remember at the age of six or seven being angry 
at my Indian ayah for her scolding and using my status position as her 
employer’s daughter to say that she was “dirty” for her darker skin color. 
I knew at the time that I was wrong, and it was a serious insult to some-
one who valued cleanliness so much. I do not think word got back to 
my parents; at least, I was not punished for my racist remarks. I do not 
remember apologizing in words; I can only recall the feeling of shame. 
Speaking directly to the issue of power between children and their nan-
nies in another context, Spyros Spyrou argues that racist ideologies al-
lowed Greek Cypriot children to assert power in relation to domestic 
workers from Sri Lanka and the Philippines, maintaining racial modes 
of dominance while overturning age- based ones (2009, 167). I kept 
remembering my other mothers during my research on home health 
workers, where older American patients sometimes compensated for 
the vulnerabilities of being dependent and frail through representing 
themselves as white, educated, and wealthy, reproducing privilege and 
dominance as they could. From my childhood cruelty, I could under-
stand this, and such understanding was itself horrifying; I cringed at this 
understanding and felt shame all over again.

Within the social hierarchies that pervaded care encounters, the pa-
tients and I had much in common. I was white, financially secure, and 
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well educated, a professor at a university. I shared patients’ class posi-
tion and their class projects. My loyalties swung back and forth between 
patients and care workers in their sometimes- conflictual relationships. 
Those with whom I most identified were the children of patients, a de-
cade or so older than me, who were often overwhelmed by the practical 
complexities and emotional distress of organizing care for their parents 
and whose questions (and sometimes answers) mirrored my own. For 
example: I asked Seth, a fifty- year- old son of a former diplomat, “How 
does watching the aging of your mother affect your thinking about your 
own aging?” He replied, “I had better die young” (interview, March 23, 
2016, Maryland). His reply was my answer too, now that I better under-
stood the costs of care. To compensate for this bias, I kept reaching out 
to care workers, keeping in touch by phone and visits, helping out when 
I could, and accompanying them on outings, where possible, to under-
stand their perspectives.

Some care workers, including Millicent, talked to me because they 
considered me a potential source of new jobs, due to my social networks 
among local seniors. Millicent was caring for my mother’s neighbor, 
whom my mother checked in on occasionally, when my mother real-
ized that both Millicent and I would be in Ghana simultaneously in the 
summer of 2015. I met Millicent in Ghana and saw the house she was 
constructing in a suburb of the capital, Accra. After she returned to the 
United States, in October 2015, she brought over her daughter, who was 
in her twenties and had been living in Ghana, and it was a challenging 
transition for everyone. In my weekly calls to her, Millicent appreciated 
my willingness to listen to her troubles and seemed to treat our conver-
sations somewhat therapeutically. Aged sixty- two when I first met her 
in 2015, she spoke with excitement about building a house in Ghana, at 
the same time as her house in the United States was going through fore-
closure. I went with her to see a lawyer about the foreclosure and helped 
occasionally with transportation, since she did not drive. Millicent had a 
series of patients during the spring of 2016, both private duty and agency 
hired in an independent- living facility. Open, voluble, and self- effacing, 
Millicent was highly focused on work as a way to earn money. She knew 
that my mother was prominent in her neighborhood and therefore a po-
tential source of new patients, and she called me when she needed more 
work. My mother did in fact help Millicent obtain one job.
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For some care workers, my closeness to the patient side of the re-
lationship made me untrustworthy. I tried to mitigate this perception 
by highlighting the sides of myself learned through living in Ghana. I 
spoke to care workers about staying with my parents, as a good daughter 
should, and they responded appropriately with appreciation, although 
in many ways my parents were supporting me by providing free hous-
ing and did not need much care beyond help with heavy chores. My 
“Ghanaianness” was also important to Elizabeth. Elizabeth, whose niece 
Deborah introduced us, commented when we first met that she thought 
Ghana must have affected me. She had not believed I was a white person 
because of the way I approached her on the phone. She told me she had 
called her niece after we hung up to ask, “Are you sure she is white?” 
which Deborah had affirmed. Thinking back to what I had said, I could 
only recall that I had been respectful by Ghanaian standards, calling her 
“Auntie.”

Other care workers enjoyed having someone listen to their troubles, 
and they considered my proposed book important to their cause of 
being recognized for their labor. Fatu, for example, was willing to talk 
to me initially because she was glad that I was working on a project that 
“appreciated” African home care workers (field notes from introduc-
tory phone conversation, January 7, 2015). Binta was a forceful and com-
manding woman from Guinea who replaced Millicent in caring for my 
mother’s neighbor. Binta enjoyed speaking with me and recommending 
her friends to me because she was so angry at the agencies. She said that 
someone needed to advocate on behalf of care workers; I would be their 
“arrow” in this effort (field notes from phone conversation, February 
25, 2016). Care workers thus approached me with a variety of different 
agendas and purposes of their own. I hope this book addresses Binta’s 
expectations, at least to some extent.

Conclusion

In the new kinship literature, care and nurture are often considered 
critical to the making and breaking of kin relationships. I argue, build-
ing on this scholarship, that care is central to processes of belonging 
in general, including political belonging. Elder care mobilizes feelings 
of belonging across different scales, from interpersonal interactions to 
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larger polities, as Tatjana Thelen and I have argued elsewhere (Thelen 
and Coe 2017). Here, I focus on the intensities of recognition created by 
care. Care becomes a complicated site of dependency by which migrants 
can be included in kin networks and humanity as a whole while also 
being cruelly and unpleasantly denied mutual recognition, whether 
interpersonally by more powerfully positioned patients or by the more 
impersonalized conditions of employment.

Much of the scholarship on kinship has focused on the positive as-
pects of belonging— that is, on the ways that belonging is generated and 
nurtured, such as through adoption. The ways that belonging is broken 
or denied is less elaborated in this scholarship (Edwards and Strathern 
2000; Lambek 2011). In the philosophical discussion of the ethics of care, 
as well as in much anthropological work on the subject, care is too often 
seen as positive, an assessment that ignores the kinds of hierarchies, hu-
miliations, and power struggles that are generated through care. Care 
does not solely entail positive associations, sentimentality, or good 
intentions but rather involves tensions and frictions, including power 
asymmetries (Mol 2010; Stevenson 2014; Thelen and Coe 2017). Through 
this research, I hope to correct these emphases and focus on the ways 
that political inclusion and exclusion operate in tandem through care in 
care workers’ lives.

It is especially important to understand the processes by which po-
litical belonging is generated in the current period of global aging and 
global migration, when both nation- states and kin work are being re-
configured (Dossa and Coe 2017; Sassen 2014). These reconfigurations 
affect how political identifications are made. For adult working mi-
grants, political subjectivity seems to be shaped in part by the contexts 
of their work. The state constructs political identifications through its 
social- welfare provisions and labor laws but so too do more established 
residents and nonstate representatives in their complex interdependen-
cies on and interactions with migrants.

In the following chapters, we will explore the racialization of the care 
labor force by care workers, patients and their kin, and agency staff; the 
processes of making servants out of care workers through racial insults 
and the exercise of power; and the ways in which care workers become 
the temporary kin of patients. Then we will turn to a discussion of the 
significance of reciprocity and redistribution for recognition and be-
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longing, through both personal interactions with individual patients 
and the more standardized and depersonalized conditions of work, such 
as pay, health and retirement benefits, sick and vacation leave, and the 
contingency of employment. Between these chapters are short interludes 
that focus on particular topics around which belonging is negotiated: 
food, house building in Ghana, leisure activities, gifts at the end of life, 
and home foreclosure in the United States. Through these narratives, I 
illustrate the complex dynamics of political exclusion and inclusion for 
African care workers in the United States.


