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What We Carry Quietly: Guilt at the Bedside

What does silence ask of us?

I do not mean a silence, or a moment of silence, or even the silence that follows a
difficult conversation. I mean silence in its most unqualified form: silence as a condition rather
than a choice, something that settles in long before anyone agrees to it. The kind of silence that
does not announce itself, but nonetheless governs what can be said, what can be asked, and what
must be endured.

When does silence begin?

Not the moment speech stops, but earlier. When language first loses its usefulness. When
words still exist, but no longer reach the place where decisions are made. This kind of silence
does not arrive suddenly. It accumulates, layer by layer, filling the void between action and

conscience, responsibility and omission.
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My family comes from Hilo, a small town on the eastern coast of Moku o Keawe, or
Hawaii’s Big Island. The Big Island is known around the world for its adventure tourism, with
volcanoes, black sand beaches, and hiking trails that climb through misty rainforests, but for
those of us who live here, it is also a place defined by contrasts. Within its borders, eight of the
thirteen climate zones in the world can be found, from arid lava fields to dense tropical forests.
The weather shifts quickly, and the land that feeds us is as demanding as it is beautiful. Hilo
itself, damp and green, is often overlooked by visitors, but for those who grow up here, it is

home in the fullest sense, a place shaped by both its bounty and its hardships.



I am a fifth-generation American of Japanese Ancestry, or gosei. My ancestors left Japan
during the height of imperialism, seeking refuge and opportunity on the Hawaiian Islands. Like
many Japanese immigrants of their time, they came to work on sugar plantations, joining Native
Hawaiians, Filipinos, and other migrant communities in building the islands’ labor force and
economy. Plantation life required discipline, endurance, and cooperation, and those values
became part of our household memory, along with stories of neighbors helping one another
through illness, injury, or loss.

Living in Hilo also comes with unique challenges. The Big Island is geographically
massive but sparsely populated, and many small towns, including Hilo, are far from specialized
medical care, rehabilitation centers, and other essential services. For older adults, this isolation
can make everyday life difficult. Doctors and therapists are often located on a different island,
inaccessible to those who cannot afford the flight or the cost of bringing a specialist to the Big
Island. Grocery runs can be long and expensive, and family members must often choose between
working multiple jobs or providing full-time care. These realities, combined with the state’s
aging population, mean that many families are forced to confront decisions about long-term care
long before they feel ready. The consequences of being remote are felt in both logistics and
emotional weight. Families must consider how to keep elders safe, how to honor their
independence, and how to manage the financial and physical burden of caregiving.

When I was thirteen years old, my great-grandfather passed away. It was the first time [
had experienced death directly, and it left a quiet, lasting mark. In the weeks after, I watched my
family scramble to make plans for the future, investing in long-term care, considering insurance
options, and discussing what it meant to care for the elders in our family. Until that moment,

these conversations had felt abstract and distant, something to consider someday. Suddenly, they



were urgent, immediate, and unavoidable. I began to see how the emotions behind the
responsibilities of care blurred between love and guilt, and how silence, what we did not say

about these difficult choices, often carried as much weight as any conversation.
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A few years later, I began working at a skilled nursing facility in Hilo during the summer.
Most of the people who pass through our doors are not meant to stay. Kiipuna, elders in the
Hawaiian community, arrive after strokes, surgeries, or falls. They remain long enough to regain
a fragile measure of strength, and are discharged when insurance companies determine that
“skilled care” is no longer medically necessary. The phrase sounds clinical, even responsible, yet
it disguises a moral judgment beneath administrative language. What insurance defines as
unnecessary is often what families know to be unsafe. In these moments, coverage does not end
because vulnerability has resolved, but because policy has decided that continued care exceeds
its financial obligation. The language is careful and exact. It sounds orderly. It rarely feels

humane.

When I think back on my time at the facility, one afternoon clearly comes to mind. I was
helping an elderly man prepare for discharge. After a three-month stay following a stroke, he
could walk short distances with a walker, though his balance wavered and his hands trembled as
he tried to button his shirt. His chart said he was “cleared to return home.” What it did not
include were the details that mattered most: that he and his wife were both retired, living on fixed
incomes, and could not afford to hire outpatient help once he left. Their only child lived on

another island. What would come next was not recovery, but improvisation.



As I steadied him, he asked where he was going after today. I told him he was going
home. He nodded slowly, as if repeating the word to himself. After a pause, he asked whether
someone would be there to help him shower. I hesitated, then said that his wife would help as
much as she could. The answer felt insufficient even as I said it. We both understood what it

avoided.

His wife stood quietly by the door, holding a folder thick with discharge papers, including
coverage limits, follow-up instructions, and timelines formed not by their readiness, but by what
insurance would continue to fund. She did not challenge anyone or ask for exceptions. Instead,
she apologized to me, to the nurse, to no one in particular, for needing help at all. When she
finally spoke plainly, she said she did not know how she would keep him safe when she was
gone during the day. She said she felt guilty for not being able to do more, and guilty for wishing
she could. She asked whether he could stay just a little longer so she could make a plan. I told

her I was sorry.

What stayed with me was not what anyone said, but what remained unspoken. The
facility had followed protocol. The insurance company had followed policy. The family had
adhered to the only option left to them. Yet these actions were not morally equivalent. Protocol
and policy carried institutional authority; the family carried risk. When insurance coverage
ended, accountability did not vanish. It was displaced onto those with the least power to refuse it.
What appeared as compliance was, in truth, coercion softened by procedure. Silence settled over
the moment, not as peace, but as resignation. In that silence, the weight did not disappear. It

simply shifted, quietly and completely, onto those least equipped to carry it.



That afternoon was not an exception. Many of the kiipuna I cared for had spent their lives
raising children, contributing to their communities, and supporting extended families, only to
reach a stage of life in which their needs exceeded what their loved ones could provide. I saw
residents worry quietly about being sent home before they were ready, not because they had
stopped improving, but because insurance would no longer cover skilled care and they feared
becoming a burden. Families sat at bedsides offering reassurances they did not entirely believe,
carrying a particular kind of guilt: guilt for what they could not provide, and guilt for failing to
return the care their parents had once given them. That guilt went largely unspoken, and in its

wake, relationships were strained.
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These situations [ saw at the bedside are not isolated. They reflect a broader issue
embedded in Hawai‘i’s healthcare system, where policy, geography, and insurance limitations
shape what families can say and what they cannot. Hawai‘i faces unique challenges in healthcare
access, particularly for its aging population. Nearly 20 percent of the state’s residents are over
the age of 65, a proportion higher than the national average as Baby Boomers continue to age.'
The number of older adults in Hawai‘i has grown dramatically, with Medicare enrollment nearly

doubling since 1992, proving both increased longevity and rising demand for medical services.*

On the Big Island, these demographic realities are compounded by geography. Medical
centers and specialized care providers are concentrated in Hilo and Kona, leaving many rural

communities far from essential services. Long travel times, limited public transportation, and

' The Elderly Population in Hawaii: Current Living Circumstances and Housing Options.
2 H.B. 649, House of Representatives, 32nd Legislature (State of Hawaii, 2023).



high living costs make routine medical appointments costly and difficult, especially for families

balancing jobs, childcare, and caregiving.

Even with insurance coverage, access does not guarantee adequate care. Hawai‘i’s overall
uninsured rate is low because of local laws requiring employers to offer health coverage and
widespread participation in public programs like Medicare and Medicaid. But coverage alone
does not ensure that insurance will pay for the services families need or that the care allowed will
match the reality of aging, chronic illness, or cognitive decline. Financial barriers add another
layer of complexity. Nursing home care in Hawai‘i can cost more than $10,000 per month.’?
Private long-term care insurance is rare, held by only three to four percent of people aged 50 and
older, partly because of the high cost and confusion about what policies actually cover.* In
practice, families often face the difficult choice of depleting their savings to qualify for Medicaid

or paying significant out-of-pocket costs for care that Medicare will not cover.

Medicaid, the largest public funder of long-term services and supports nationwide, is
under strain. Federal and state budget pressures have put Medicaid reimbursement rates and
eligibility rules at the center of political debate, with proposals to cut funding raising concerns
about the sustainability of services for low-income elders.” In Hawai‘i, one-third of residents rely
on Medicaid coverage, and providers often receive lower reimbursement than for Medicare or
commercial plans.® This limits the number of practitioners willing to accept these patients and

squeezes the capacity of community-based care.’

* Hawaii Senior Living Communities and Housing.

* Long Term Care Insurance

> Nursing home and elder-care residents could be hit hard by potential Medicaid cuts.

6 Stay Well, Stay Covered

" Evaluating the Effects of Medicaid Payment Changes on Access to Physician Services



These structural pressures shape not only what care is possible, but also what families do
and do not talk about. When insurance policies define the end of “medically necessary” care, the
silence around that line becomes moral territory. Families often internalize the limitations of
coverage as personal failure rather than systemic constraint. They avoid asking for more than
policy allows because doing so feels futile and shameful. They suppress frustration not because

the suffering is small, but because the system offers no avenue for redress.

This silence is not just the absence of conversation. It is the product of systems that treat
cost ceilings as ethical ceilings and procedural definitions as moral boundaries. Insurance is not
neutral. It actively shapes what is visible, permissible, and discussable. The ethical tension is not
only that care falls short, but that the structural silence built into insurance policy effectively
shields systems from scrutiny, leaving families to carry guilt, compromise dignity, and absorb

responsibility without support.
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In Hawai‘i’s elder care landscape, silence carries profound weight. It is not simply the
absence of speech, but a vessel for emotions and tensions that cannot be expressed openly. Adult
children, burdened with the knowledge that they cannot provide the full care their parents need,
carry a persistent sense of inadequacy. Even when they do everything within their means,
unspoken pressures remain, leaving families to negotiate responsibilities that the formal system
refuses to acknowledge. Families internalize the limits of coverage as personal failure, balancing
full-time work, caregiving duties, and emotional labor while knowing that no arrangement will

ever fully meet the needs of aging parents. In this way, guilt and unvoiced responsibility are



inseparable, shaping decisions, interactions, and the unspoken rules of daily life, producing a

tension that is constant and inescapable.

Yet this quiet exists alongside the ways communities come together when formal systems
fall short. When insurance companies and institutional policies define the boundaries of care, it is
rarely the system that fills the gaps. Families, neighbors, churches, and extended kin provide
support. They offer rides, share meals, check in on kiipuna, and help with daily tasks, often
without naming the strain this creates. These acts preserve dignity and foster independence, even
as they quietly demand sacrifices of time, energy, and emotional labor. Guilt arises not only from
what families cannot provide, but from the awareness that they are compensating for a system
that has already declared its responsibility complete. Coverage limits fade into the background of
daily life, yet they shape every decision: who can stay home, who must return to work, and how

much care can realistically be given.

I first saw this tension with Mrs. L, a retired teacher recovering from hip surgery. She
lived alone and had no children, yet she had been cleared to return home even though she still
needed help with basic tasks. Her discharge was dictated by the number of days covered by
insurance for hip surgery, a general limit that did not take into account the recommendations of
her therapists or her actual readiness to manage alone. As I assisted her into a bathing chair, she
whispered her fear of falling and reinjuring herself. Each word was weighed down by pride and
shame. Her restraint, the things she did not say about her anxiety and need for support, protected
her dignity, but it also left all responsibility on her shoulders. In that moment, the pressures of

systemic limitations and personal obligation became visible in a quiet, heavy tension.



Mr. H, a World War II veteran recovering from a stroke, showed a similar dynamic. Each
morning, he argued with nurses about taking his medications, refusing help to protect his
daughter’s peace of mind. His insurance had already informed the facility that his 90-day stay
was ending, and his daughter lived on another island. His determination to recover quickly hid

fear, frustration, and exhaustion, but it also preserved a fragile sense of dignity.

These moments show that restraint can protect relationships but also make moral
responsibility feel unbearably personal. Families absorb the weight of systemic failures even as
they care for those they love. Care circulates through the community, yet guilt remains. Families
feel it not only for what they cannot provide, but for stepping in where the system refuses to act.
Silence becomes a language of compromise, a way to navigate tension when policy rather than

compassion defines the limits of what is possible.

Restraint is not always voluntary. When families follow insurance limitations or facility
rules without objection, their silence is often mistaken for consent. Yet, as philosopher Hannah
Arendt noted, harm can persist not only through deliberate cruelty, but through procedural
compliance.® Insurance policies turn moral resistance into administrative impossibility by
defining what counts as medically necessary care. Families stay silent not because they agree,
but because the system offers no way to change the outcome. Accepting these limits is an act of
survival even as it sustains structural inequity. In this sense, restraint is both imposed and

personal, requiring families to balance love, duty, and the realities of systemic limits.

Responsibility in this environment is shared. Institutions, insurers, and policymakers all

play a role in creating the pressures that families face. Families may act with care and intention,

8 Eichmann in Jerusalem: A Report on the Banality of Evil.
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but the system decides what is possible and what consequences follow. Failure is rarely personal;
it is built into structures that treat cost ceilings as moral ceilings and procedural rules as
boundaries. Understanding this shared responsibility helps explain why restraint is not neutral

and why guilt alone cannot capture the full picture.

In the end, the quiet negotiations of care, the guilt carried without complaint, and the
compromises made every day show how families and communities absorb the gaps left by
formal systems. Silence is never neutral. It exposes inequities, preserves dignity, and reveals how
compassion, conscience, and complicity intersect in the lives of those who care. Even as the Big
Island community comes together to support its kiipuna, the tension between what is done and
what cannot be said remains. That tension is fragile, essential, and constant, a reminder of the

weight carried by those who step in when systems do not.
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Returning to the afternoon I spent helping the elderly man with his discharge, the
abstractions take on a human face. I remember his trembling hands, his hesitant questions, and
his wife’s quiet apologies, and I felt the weight of a silence that was both protective and
constraining. That silence shielded the family from immediate judgment, allowed the elder to
maintain composure, and preserved the fragile routines that kept them functioning. Yet it also
betrayed dignity by disguising structural abandonment as personal responsibility, compressing
systemic failure into private guilt. The insurance company did not witness the trembling hands,
the unsteady balance, or the fear that followed discharge; it did not need to. Policy had already

converted vulnerability into an accounting decision. In this way, silence became the final
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mechanism through which care was withdrawn, not loudly, not cruelly, but efficiently, leaving

families to absorb the cost of choices they did not truly make.

Silence, I have learned, is never neutral. In the context of elder care in Hawai‘i, it carries
weight. It holds guilt, responsibility, and the pressure of systems that families cannot control. It is
the quiet negotiation between love and obligation, the tension between doing what we can and
facing the limits of what the system allows. Silence asks us to carry responsibility for what we
can do, but also for what society and policy will not allow. It asks us to reckon with the line
between compassion and complicity, between conscience and constraint, and to navigate that line

with honesty and care.

At the same time, silence teaches. The unspoken negotiations, the guilt held without
complaint, and the compromises families make every day reveal the true weight of living with
responsibility. Through silence, we learn the boundaries of what is possible, the consequences of
systemic inequities, and the complexity of moral choice. Conscience is not just about what we

say or do; it is also about what we hold quietly and how we carry it.

In the end, silence asks something of us. It challenges us to notice the realities in our
systems, to understand how responsibility can be quietly shifted onto those least able to bear it,
and to act when we can. Sometimes courage is in speaking up; sometimes it is in enduring what
cannot be fixed alone. Silence is not escape or acquiescence. It is a call to awareness, a reminder
that the weight of responsibility, spoken or unspoken, is always present, and that living with

integrity is found not only in action, but in how we bear what cannot be undone.
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