Envisioning
the Future
of Home Care
TRENDS AND OPPORTUNITIES IN WORKFORCE
POLICY AND PRACTICE

ACKNOWLEDGMENTS
PHI wishes to thank the Gordon
and Betty Moore Foundation for
generously supporting this work
(GBMF Grant #6903). We are
also grateful to Dr. Lisa Iezzoni
(Professor of Medicine, Harvard
Medical School and Health Policy
Research Center, Mongan Institute,
Massachusetts General Hospital)
for conceptualizing this project
and inviting PHI’s participation.
Critical insight and input from
Dr. Iezzoni and Naomi Gallopyn
(Program Manager, Mongan
Institute Center for Aging & Serious
Illness), and from a range of other
experts in the long-term services
and supports field, has enriched
this report immeasurably.

Author:
Kezia Scales, PhD
Contributors:
Jodi M. Sturgeon
Robert Espinoza
Stephen Campbell
Allison Cook
Design:
RD Design

Executive Summary 1

CONTENTS
2

Key Terms

3

Executive Summary

16

Introduction

19

Part I: Home Care Demand and Supply
20

Chapter 1: Home Care Consumers

25

Chapter 2: The Home Care Workforce

32

Chapter 3: The Home Care Sector

41	Part II: Recruitment and Retention of the
Home Care Workforce
42

Chapter 4: Improving Job Quality

52

Chapter 5: Optimizing Training Standards and Systems

66	Part III: Opportunities for Innovation
and Sustainability
67

Chapter 6: Strengthening Home Care Payment

78

Chapter 7: Maximizing the Contribution
of the Home Care Workforce

85

Chapter 8: Leveraging Technology in
Home Care Services

94

Chapter 9: Measuring and Monitoring Progress

102

Conclusion and Recommendations

107

Notes

122	Appendix: Summary of Public Data on the
Home Care Workforce

2

Key Terms

KEY TERMS
ACTIVITIES OF DAILY LIVING (ADLS):

ADLs are essential activities performed
every day, including bathing, dressing,
eating, toilet care, and transferring/
mobility.
CONSUMER: A consumer is an

individual who receives paid long-term
services and supports (LTSS) due to
physical, cognitive, developmental,
behavioral health, and/or chronic
health conditions or impairments.
This report focuses on older adults
and adults with disabilities who
receive home care services. Home
care consumers may also be referred
to as clients.
CONSUMER-DIRECTED SERVICES:

Also known as participant-directed or
self-directed services, publicly funded
consumer-directed services enable
consumers to assume more control
over the long-term services and
supports (LTSS) they receive. In the
employer authority model of consumer
direction, consumers are authorized to
hire, schedule, supervise, and dismiss
their own personal assistance workers;
while in the budget authority model,
consumers are allotted a personal
budget from which to directly purchase
goods and services, including (but not
limited to) personal assistance.
HOME AND COMMUNITY-BASED
SERVICES (HCBS): HCBS are long-

term services and supports (LTSS) that
are delivered in private homes and
community settings, including assisted
living facilities and adult day services.
HOME CARE: Home care, which is the

primary focus of this report, refers to
home and community-based services
(HCBS) that are provided to individuals
at home. The adjectives formal and
paid are used interchangeably in
this report to distinguish home care
services provided by home care
workers from assistance provided by
family members, friends, and other
informal or unpaid caregivers.
HOME CARE AGENCY: Home care

agencies, which include home health
care and nonmedical home care
agencies, provide a range of in-home
services for consumers, including
support with activities of daily living

(ADLs) and instrumental activities
of daily living (IADLs). Home care
agencies assume all responsibility
for hiring, training, and supervising
the home care workers who provide
that support, except in the agency
with choice (AWC) model, in which
employment responsibilities are shared
between the consumer and agency.
HOME CARE WORKER: Home care

worker is a term used to collectively
describe direct care workers—
including primarily personal care aides
and home health aides—who provide
assistance to individuals in their
homes.
HOME HEALTH AIDE: Home health

aides are direct care workers who
assist consumers with activities of daily
living (ADLs) and instrumental activities
of daily living (IADLs), and who may
also perform certain clinical tasks
under the supervision of a licensed
clinical professional. In the home care
context, nursing assistants may fulfill
the same duties as home health aides.
INDEPENDENT PROVIDER:

Independent providers are home care
workers who are employed directly by
consumers, whether in publicly funded
consumer-directed programs or
through private-pay arrangements.
INSTRUMENTAL ACTIVITIES OF
DAILY LIVING (IADLS): IADLs are tasks

associated with living independently,
such as preparing meals, shopping,
housekeeping, using a telephone,
managing medications, managing
finances, and attending appointments.
LONG-TERM SERVICES AND
SUPPORTS (LTSS): LTSS include a range

of health and social services that are
provided to individuals who require
assistance with activities of daily living
(ADLs) and/or instrumental activities of
daily living (IADLs). LTSS may also be
referred to as long-term care (LTC).
MEDICAID: Medicaid is a public

means-tested health insurance
program that is jointly financed by the
federal government and each state.
As the primary payer for all long-term
services and supports (LTSS), Medicaid
is the main driver of experimentation
and innovation across the sector.

MEDICARE: Medicare is a federally

administered health insurance program
for people who have worked in the
United States and are above the age of
65 or younger than 65 with a qualifying
disability. Medicare coverage for
personal assistance services has
traditionally been limited to persons
who are assessed as “homebound”
and who also receive “skilled” nursing
or other services, and typically for only
a short period of time. Since January
2019, however, Medicare Advantage
plans have had the option to provide
“non-skilled” home care services,
including personal care aide or home
health aide services, as a supplemental
benefit.
PERSONAL ASSISTANCE SERVICES
(PAS): Personal assistance services

encompass assistance with activities
of daily living (ADLs) and/or
instrumental activities of daily living
(IADLs) provided to individuals who
experience limitations in accomplishing
these activities without assistance.
Also known as personal care services
and related terms, personal assistance
services are central to paid home
care services and are provided
predominantly by home care workers.
PERSONAL CARE AIDE: Personal care

aides are direct care workers who
assist with activities of daily living
(ADLs) and/or instrumental activities of
daily living (IADLs), and who may also
support individuals with employment
and other aspects of community and
social engagement. Personal care
aides are employed either by a home
care agency or directly by a consumer
or consumer’s family. Depending on
context, these workers may also be
known as PAS providers, personal
attendants, personal care attendants,
or by a range of other job titles. More
informally, they may be referred to
as aides, assistants, attendants, or
caregivers.

Executive Summary 3

Executive
Summary

4

Executive Summary

More than 15 million Americans
living at home experience some
degree of difficulty with daily
activities due to physical, cognitive,
developmental, behavioral, and/or
chronic health concerns.
The majority of these individuals seek assistance,
when needed, from unpaid family members and
friends. However, paid home care services fill a
critical gap, especially for individuals with limited
caregiving networks or with more complex needs. As
the U.S. population lives longer and grows older, more
individuals will require support to continue living
independently in their homes and communities—and yet
the home care sector, as the central pillar of the home
and community-based services (HCBS) system, is already
struggling to meet current demand.
The aim of this report is to identify opportunities for
strengthening the home care workforce and improving
home care access and quality for consumers in the years
ahead. The report proceeds from the premise that,
underneath the layers of complexity in the HCBS system,
home care is defined by the direct relationship between
the individual consumer and the home care worker who
assists him or her to accomplish essential daily tasks
and engage in home and community life. To a significant
extent, the nature of this relationship determines the
delivery, experience, and outcomes of care.
From this starting premise, the report is guided by
three broad questions:
1. What are the main factors impacting the home
care delivery system and workforce in the United
States, now and looking ahead?

2. What are the most promising opportunities to
strengthen the home care workforce and maximize
its role within the changing long-term services and
support (LTSS) system?
3. How do these factors and opportunities vary
between states and across different service delivery
models?
Evidence for the report was gathered from academic
journals, policy documents, and reports from public,
private, and nonprofit agencies. Additionally, national
data sets from the U.S. Census Bureau and Bureau
of Labor Statistics were used to generate a range of
quantitative estimates of home care supply, demand,
service provision, job quality, and more. The literature
review and data analyses were informed by interviews
with key stakeholders, including home care providers,
government agency representatives, consumer advocates,
and academic researchers.
The report findings are presented in three parts:
Part I describes the current and projected home care
landscape, focusing in turn on consumers, workers, and
the sector, while Parts II and III begin building a vision
for the future of home care services in the United States.
The report culminates with recommendations
for achieving this vision.
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PART I

HOME CARE DEMAND AND SUPPLY
HOME CARE CONSUMERS
Fifteen million adults living at home in the United States
require some degree of personal assistance, including
7.6 million who require assistance with activities of daily
living (ADLs) and 13.8 million who require assistance with
instrumental activities of daily living (IADLs). Among
those with personal assistance needs, individuals aged
18 to 64 years old currently outnumber older adults
(aged 65 and above), at 7.7 million versus 7.2 million,
but the balance will shift as the U.S. population grows
older in the coming decades. Personal assistance
needs are impacted by a range of other intersecting
demographic factors as well, including gender, race and
ethnicity, nativity, geographic location, and health and
socioeconomic status. Because individuals’ use of paid
home care services increases with age and complexity
of need, overall demand is expected to increase
precipitously in the years ahead. Sociocultural shifts (e.g.,
changing patterns of marriage and divorce, labor force
participation, and family caregiving) and policy trends
(e.g., the rebalancing of services from institutions to the
community) are expected to further drive up demand for
home care services in the future.

THE HOME CARE WORKFORCE
While unpaid caregivers provide the majority of personal
assistance for older adults and people with disabilities,
home care workers—primarily personal care aides and
home health aides, as well as nursing assistants working
in the home care sector—provide more paid support
than any other segment of the HCBS workforce. Home
care workers are predominantly female (87 percent)
and people of color (62 percent), and nearly one in
three (31 percent) were born outside the United States.
The majority of home care workers (54 percent) have a
high school education or less. Given this demographic
profile, home care workers represent a historically
and persistently marginalized group of workers, which
complicates efforts to improve the quality of their jobs.
The home care workforce is growing rapidly. From 2008
to 2018, the workforce more than doubled in size, from
898,600 to nearly 2.3 million workers; personal care
aides constituted 81 percent of that employment growth.

These figures likely understate the size of the workforce
by not fully accounting for workers employed privately
by consumers. Looking ahead, the home care workforce
is expected to add more than one million additional jobs
between 2018 and 2028, with the most growth among
personal care aides (nearly 70 percent of the total). Home
care will add more new jobs than the second and third
U.S. occupations with the most growth combined (namely,
fast food and registered nursing). Although it is difficult
to robustly quantify a home care workforce shortage due
to the lack of comprehensive national data, state and local
evidence on job vacancies, turnover, and unmet need
suggest that the supply of workers is increasingly insufficient
to meet demand. Recent immigration policy trends are
intensifying concerns about the workforce shortage.

THE HOME CARE SECTOR
Home care agencies fall into two main industries
within the North American Industry Classification
System (NAICS): Home Health Care Services and
Services for the Elderly and Persons with Disabilities
(SEPD). These two industries are distinguished by
their primary emphasis on medical versus nonmedical
care; however, there is considerable overlap between
them, as many home health care agencies provide
extensive nonmedical assistance, and SEPD agencies
have expanded into medical services. Across the two
industries, there were an estimated 56,000 home care
and related establishments in 2012 (the most recent year
for which detailed data are available), representing a 71
percent increase from 2002, and industry revenues were
nearly $100 billion, up from $46 billion in 2002.
The current home care sector is characterized by several
key trends, including: increasing for-profit ownership;
the expansion of acute health care providers into home
care; private equity investment in the sector; home
care franchising; and the entry and exit of tech-driven
companies. These trends raise concerns about whether
all home care providers in the diverse sector are equally
prepared (with the necessary expertise and commitment)
to meet care quality and job quality standards. The wide
variation in certification and licensure rules for home care
agencies further complicates efforts to ensure consistent
quality across the sector.
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Alongside the agency model, publicly funded consumerdirected programs (which enable consumers to hire
their own workers) are gaining prominence in the
home care sector. In 2016, there were 253 consumerdirected programs across the country serving just over
one million enrollees, which was an increase of 250,000
enrollees since 2013. Consumer-directed programs
vary widely, including with regards to: the extent of
consumers’ authority; the types of allowable care
providers; and the provision of employment services
and supports for consumers. As with agency services,
the diverse and distributed nature of consumer-directed
programs complicates efforts to develop and implement

universal quality standards—particularly given the critical
importance of balancing individual autonomy and
personalized services against standardization.
Home care workers who are hired and paid privately by
consumers, either as household employees, independent
contractors, or unreported workers, comprise the third
segment of the home care sector. This segment, known
as the gray market, is difficult to characterize and
impossible to quantify—but certainly sizable, given the
large proportion of consumers who do not qualify for
public funding but cannot afford to pay out-of-pocket
for agency services.
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PART II

RECRUITMENT AND RETENTION OF
THE HOME CARE WORKFORCE
IMPROVING JOB QUALITY
Although high-quality home care cannot be achieved
without a strong and stable workforce, especially given
the growing and evolving demand for services, job quality
for home care workers remains persistently low.
The median wage for home care workers is $11.52 per hour
and median annual earnings are $16,200, representing only
a modest increase over the past decade. There are further
disparities within the workforce: the median wage for
women of color is considerably less, for example, than the
median wage for white men. Home care workers’ earning
potential is also limited by part-time scheduling: nearly
two in five home care workers work fewer than 35 hours
per week, although many would choose to work full time if
the hours were available or with support for their personal
caregiving and other responsibilities.

The median wage for
home care workers is
$11.52 per hour and
median annual earnings
are $16,200, representing
only a modest increase
over the past decade.
Given these wage and scheduling limitations, economic
self-sufficiency is an elusive goal for many home care
workers and their families: nearly one in five home care
workers lives below the federal poverty line, and 53
percent receive public assistance. Additionally, nearly
one in five home care workers lacks health benefits
and, among those who are insured, 42 percent rely on
Medicaid or other public programs. Recent efforts to

introduce work requirements in Medicaid may negatively
impact these workers, due to their inconsistent schedules
and the burden of reporting requirements.
Along with better wages, hours, and benefits, the
evidence shows that job quality in home care can be
improved through high-quality supervision, which is
often lacking in home care, and other employer-driven
employment supports. At the systems level, strategies
to improve job quality for home care workers include
increasing the minimum wage and implementing
supportive employment policies for all workers, along
with raising reimbursement rates to fully cover home
care labor costs and directly increase home care wages.
Monitoring and evaluation are critical to ensure these
strategies achieve their intended impact.
JOB QUALITY VISION  Rewarding, sufficiently
compensated, and well-supported home care jobs that
attract and retain a strong and stable workforce.

OPTIMIZING TRAINING STANDARDS
AND SYSTEMS
As changes in longevity, population health, and service
provision have increased absolute demand for home care
and average acuity levels among home care consumers,
the sector needs a training system that produces a
sufficient supply of home care workers with the right
knowledge and skills to meet consumers’ needs.
Home health aides who are employed by Medicarecertified home health agencies are required by federal
legislation to complete at least 75 hours of training
through a state-approved training program. Only 17 states
and the District of Columbia exceed these standards.
There are no federal training standards for personal care
aides; instead, states have enacted a range of entry-level
training requirements, along with different job titles and
job descriptions for these workers. Seven states do not
have any training requirements for personal care aides,
and only 14 states have uniform training standards for all
agency-employed personal care aides.
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Across the majority of states and programs, training for
independent providers hired through consumer-directed
programs is delegated to consumers, which aligns with
the model’s principles of independence and autonomy.
However, as well as raising quality assurance concerns,
a lack of training standards for independent providers
impedes workforce development efforts. Stakeholders
agree that efforts to introduce training standards for
independent providers must meaningfully engage
consumers and must ensure that the key principles of selfdirection are included in any mandated training curricula,
along with other relevant topics.

Although training for home care workers is currently
delivered through a patchwork of different training
providers using a range of methods and curricula, there
are innovative examples of state-level efforts to build
coordinated, competency-based, adult learner-centered
training systems that strengthen the pipeline of home
care workers while also providing a well-structured career
pathway for all direct care workers.
TRAINING VISION  An adequately funded,
competency-based training system that supports the
development of a home care workforce that is wellprepared to provide appropriate, person-centered
services for all consumers.

PART III

OPPORTUNITIES FOR INNOVATION
AND SUSTAINABILITY
STRENGTHENING HOME CARE PAYMENT
The cost of LTSS, including home care, far exceeds most
consumers’ capacity to pay out-of-pocket, and long-term
care insurance covers only a fraction of services. Instead,
the majority of home care is covered by Medicaid, with
Medicare primarily covering short-term, post-acute
services. As the primary payer, Medicaid largely defines
the LTSS sector—and any sustainable innovation in the
sector must be driven through its policies and programs.
Home care services are also funded to a limited extent by
the Veteran’s Health Administration, the Older Americans
Act, and a range of state-level programs for low-income
individuals.
There are a number of health care financing and delivery
trends that will shape and define home care availability,
access, and quality in the years ahead. First, building on the
groundwork laid by the (repealed) 2010 Community Living
Assistance Services and Supports (CLASS) Act, there is
growing momentum at both the federal and state levels to
create a social long-term care insurance system. In 2019,
Washington became the first state in the country to enact a
full, universal long-term care benefit for state residents.
The next two trends are the expansion of managed care
and value-based payment in LTSS. Twenty-three states
now operate managed LTSS programs in Medicaid,

an increase from 16 states in 2012 and just eight states
in 2008. Along with purported improvements in care
quality and cost efficiency, the shift to managed LTSS
offers potential opportunities to strengthen workforce
development. However, these benefits—which are not
guaranteed without best practice guidance, appropriate
approval and monitoring mechanisms, and other
interventions and oversight—have not yet been realized
to a meaningful extent.
Value-based payment, whereby payment hinges on
the value rather than volume of services, also offers
a potential opportunity to improve quality in home
care, including by directly or indirectly incentivizing
investment in the home care workforce. Two primary
barriers to adopting value-based payment are the lack
of standardized quality measures in home care and the
inadequate technological infrastructure within home
care agencies, both of which hinder the collection,
sharing, and reporting of quality metrics. Despite these
barriers, states have begun introducing value-based
payment into HCBS, including into home care.
Two further trends affecting home care are the
implementation of coordinated care models to increase
access to timely treatment, improve continuity of care,
and decrease adverse outcomes; and the identification
of new ways to address social determinants of health
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as part of LTSS, such as by integrating home care and
affordable housing for low-income older adults and
people with disabilities. Both trends offer opportunities
to leverage the role of home care workers in new and
cost-effective ways, as indicated by preliminary evidence
from pilot projects.
PAYMENT VISION  A person-centered long-term
services and supports system that is adequately
funded and, in coordination with other health care and
social services, organized around both individuals and
populations.

MAXIMIZING THE CONTRIBUTION OF
THE HOME CARE WORKFORCE
As home care services expand to assist a larger and more
complex population, two key opportunities to elevate
the contribution of the home care workforce stand out.
The first opportunity is to prepare and support home
care workers to serve a better-recognized role in helping

consumers manage their health. With specialized,
condition-specific training, home care workers are
optimally positioned to observe consumers’ health status
and—with effective communication systems in place—
report any changes to clinical partners, as well as to
provide direct assistance with health-related tasks
(if authorized to do so).
The second opportunity for maximizing home care
workers’ contribution is to create advanced roles.
Examples include: condition-specific specialist roles, such
as diabetes or dementia specialists; senior aides, who can
provide a range of support for home care workers, family
caregivers, consumers, and/or the interdisciplinary team;
health coaches, who can support consumers to achieve
individualized health and wellness goals; peer mentors;
assistant trainers; and assistant coordinators.
Many advanced roles can be implemented within home
care workers’ current allowable practice parameters,
as long as they receive sufficient training, support, and
oversight to fulfill their new roles safely and competently.

10
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In states with more restrictive or ambiguous nurse
delegation rules or norms of practice, however, regulatory
changes may be needed. The more that delegation rules
are standardized across states and settings, the more
effectively the home care workforce can help overcome
gaps and inefficiencies in care.

LEVERAGING TECHNOLOGY IN
HOME CARE SERVICES

There are promising examples of efforts to upskill home
care workers and create new rungs in the home care career
ladder, but the evidence base requires strengthening,
particularly with regards to consumers’ experiences and
outcomes. Across all efforts to elevate the home care
workforce, increased compensation for those workers who
choose to further their education and take on new roles
and responsibilities must be a common denominator.

First, e-learning offers an important opportunity to both
expand access to training for home care workers and
enhance their learning outcomes. E-learning programs can:
extend training to individuals who may otherwise have
few training opportunities; enhance traditional teaching
methods, within and beyond the classroom; enable workers
to develop specialized competencies; and provide asneeded information to workers in the field. However,
the persistent digital divide, limited technological
infrastructure within home care agencies, and the
considerable costs of developing and implementing new
training modalities are all barriers to maximizing the
impact of e-learning in the home care sector.

MAXIMIZING HOME CARE VISION  A home care
workforce that is prepared to support consumers
and families to the fullest extent and empowered to
take on advanced roles within the care team, with
appropriate training, supervision, and compensation.

Without substituting for high-quality personal assistance
services, certain technologies may be leveraged to improve
home care jobs, service delivery, and consumer outcomes.
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Second, assistive technologies are valuable for improving
the safety of personal assistance tasks for both consumers
and home care workers—but more research on assistive
technologies for use in private homes is greatly needed.
Such research must consider a broad set of outcome
measures, including not just the performance of the
technology, but also: its usability in different settings;
workers’ and consumers’ experiences and preferences;
the impact of the technology on caregiving relationships;
and the impact on the safety of workers as well as
consumers. Strategies to fund the development of
assistive technologies for home care and to expand access
for home care consumers are also needed.
Finally, technology can be leveraged at the
organizational level to facilitate effective two-way
communication between home care workers and
clinical partners, thereby enhancing home care workers’
“observe, record, report” role, and to automate or
improve key operational functions, such as workforce
recruitment, scheduling, and oversight.
TECHNOLOGY VISION  The strategic introduction
and use of technology to support home care
consumers’ health and quality of life, improve home
care jobs, and maximize home care workers’ positive
impact on service delivery and outcomes.

MEASURING AND MONITORING PROGRESS
Home care leaders need accurate data on the size,
stability, and compensation of the home care workforce
in order to determine current resource allocation and
plan for the future. The Occupational Employment
Statistics program at the Bureau of Labor Statistics
offers the most accurate national estimate of the
home care workforce; however, outdated industry and
occupational classifications hinder efforts to quantify the
workforce in more detail.
At the state level, administrative data (e.g., from
training, certification, or employment records) may
be used to quantify the home care workforce. Given
the limitations of these data, however, states may
choose to implement alternative methods for collecting
workforce data, such as periodic surveys of payers,
employers, workers, and/or consumers.
Better data on the home care workforce are needed for
numerous reasons. First, data on job vacancies can help
provide proof of the workforce shortage, which is needed

to capture media attention, inform public education,
and compel policy change. Second, data on home care
training programs (such as completion, certification,
and trainee and consumer satisfaction rates) can be used
to guide program revisions and evaluate the impact on
workers and consumers. Third, data on the workforce
can inform fiscal decisions, such as Medicaid rate-setting
policies, and help ensure that policies are implemented
as intended. Finally, data can be useful at a micro-level
to improve deployment of the home care workforce, for
instance through matching service registries.

Technology can be leveraged
at the organizational level
to facilitate effective two-way
communication between home
care workers and clinical
partners, thereby elevating
home care workers’ role.
The trends toward managed care and value-based
payment in LTSS also create an imperative to improve
the measurement of quality in home care, including
both structural measures (such as workforce supply and
job quality) and process measures (such as provision of
competent and person-centered care). Consensus on
which and how many quality measures are appropriate
for use in home care is still needed, as is significant
investment in home care providers’ capacity to collect,
manage, and report quality metrics.
DATA VISION  Improved and integrated data
monitoring and reporting systems in home care to
facilitate better understanding of the workforce
shortage and the connections between workforce
investments, recruitment and retention, and care
quality outcomes.
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RECOMMENDATIONS
To achieve each component of the home care vision
developed in this report, we conclude with two overall
recommendations and a range of topic-specific
recommendations.

OVERALL RECOMMENDATIONS
1. Develop, scale-up, and sustain successful home care
interventions at the state, regional, and/or national
levels. As highlighted throughout this report, the HCBS
sector has seen considerable innovation within recent
decades. However, many efforts have necessarily been
undertaken on a small scale and for limited duration, and
often without robust evaluation or lasting impact. The
time has come to develop and test solutions on a larger
scale—whether in localities, states, regions, or nationally—
that build on and extend existing knowledge and lessons
learned.
2. Promulgate evidence-informed best practices
for recruiting and retaining a home care workforce
that is well-prepared to provide quality services
for consumers. While systemic solutions are being
developed, the challenge of finding and keeping
workers (in the face of a looming workforce crisis) falls
to individual employers, including agency providers
and self-directing consumers. Just as action is needed
to implement collective knowledge at the policy level,
dissemination of lessons learned to the employer level
will also help move the field forward. The range of topics
should include outreach and recruitment, screening
and hiring, orientation and onboarding, training,
supervision and support, compensation, engagement
and recognition, and strategies for supporting career
advancement.

JOB QUALITY RECOMMENDATIONS
3. Through a multi-stakeholder process, develop a
national strategy for improving compensation for
direct care workers, including home care workers.
Albeit with considerable variations between states,
programs, settings, employers, and even individual
workers, wages and benefits for all direct care jobs
remain consistently and egregiously inadequate. If the
HCBS sector is to attract and retain enough workers
to meet demand—and reduce costly churn within the
workforce—nothing short of a national commitment
to raising the floor for these jobs will suffice.

4. Monitor and evaluate the impact of wage passthroughs and other public investments to make sure
that they achieve their intended impacts on job quality.
At the state level, policymakers have various options
for improving compensation for home care jobs funded
by public dollars. However, these efforts do not always
achieve their intended impacts—and in some cases
even reduce total compensation for workers, such as
when incremental wage increases are offset by loss of
eligibility for public benefits. Follow-through is required
to ensure accountability from payers and providers, and
to allow for course corrections when unintended negative
consequences are identified.
5. Consider the impact on low-wage workers, including
home care workers, when designing new employment
protections. Policies that benefit workers across sectors,
such as paid family and medical leave policies, provide
another mechanism for improving job quality for home
care workers. However, if they are to be relevant and
accessible, such policies must be carefully designed to
reflect home care workers’ employment realities, which
include inconsistent hours and multiple employers.
6. Create public authorities or other entities at the
state or regional level that can help improve job
quality for independent providers, while promoting
the principles of consumer direction. Although the wage
ceiling for independent providers may be marginally
higher, in most cases these workers lack systematic access
to the full range of employment benefits and protections
that are required for agency employees. To strengthen
and safeguard the independent provider workforce,
every state should ensure that mechanisms are in place
for supporting these workers and facilitating their access
to group benefits such as health insurance, retirement
accounts, and ongoing training.

TRAINING RECOMMENDATIONS
7. Build partnerships between workforce development
organizations, educational institutions, home
care employers, labor organizations, and industry
associations to create worker pipelines, improve
training, and design new career pathways. Although
home care is adding more new jobs than any other
single occupation in the U.S. economy, these jobs are not
often the target of broad-based workforce development
efforts. This leaves individual employers struggling to
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recruit and train enough workers to meet demand. A
more coordinated, well-funded workforce development
approach is needed, ideally using a competency-based
credentialing framework to facilitate both individual
workers’ career advancement and sectoral workforce
deployment efforts. Medicaid and other funding sources
should be leveraged to finance this approach, ensuring
that training costs are not devolved to individual job
seekers and employers.
8. Develop and strengthen national training standards
for all home care workers. National competency-based
training standards for all home care workers are critically
needed to ensure that workers are prepared to meet
consumers’ complex needs in the community setting.
With appropriate provisions for each segment of the
workforce, these standards must encompass personal
care aides as well as home health aides, and independent
providers in consumer-directed programs as well as
agency workers. Consumers and workers must play a
guiding role in defining core competencies for home care
workers and developing training standards and curricula.

9. Ensure adequate training and support for consumers
who hire their own workers, including with regards to
team-building, communication, and problem-solving
as well as hiring, scheduling, and other employment
responsibilities. Depending on the program, consumers
who direct their own care may have considerable
employment-related responsibilities—including not just
legal responsibilities, but also managerial and supervisory
responsibilities—with implications for their workers’ job
satisfaction, commitment, and performance. Just like
agency employers, consumers need training and ongoing
support to fulfill these responsibilities effectively and to
manage the stress that they might engender.

PAYMENT RECOMMENDATIONS
10. Through a multi-stakeholder process at the state
and national levels, rigorously explore new models for
funding home care as a component of an affordable
and sustainable LTSS system. Alongside efforts to
improve home care within the current LTSS system, it is
critical to continue striving to create a public insurance

14

Executive Summary

system to replace it, building on the groundwork laid
by the CLASS Act. Although a national solution to the
fragmented, inadequate, and unsustainable current
system is needed, state-level efforts are helping build
knowledge and momentum toward this goal.
11. Fund large-scale evaluations of new models of
service delivery in home care, including models that
integrate personal assistance with other services—such
as housing supports—and that explicitly leverage the
role of the home care worker in new ways. The current
emphasis on care coordination and integration offers
an unprecedented opportunity to implement innovative
home care service models that leverage the role of
home care workers to achieve quality improvements
and generate cost savings across the larger health care
system. To achieve lasting impact, these new models
must be funded, tested, and evaluated on a large scale.
One promising service delivery model is the agency with
choice (AWC) model, which promotes more autonomy
than the traditional agency model, while also providing
supports for consumers and workers that may be lacking
in consumer-directed programs.
12. Build minimum standards for home care jobs
into public contracts and/or promote investment
in the workforce through value-based payment
arrangements. Because labor is the primary expense in
home care, efforts to contain costs often target workers’
wages and/or service hours. To offset this tendency,
contracts with managed long-term care plans and with
providers, as well as value-based payment arrangements,
should set minimum standards for home care workers’
total compensation (taking wages, benefits, and hours
into account) and explicitly incentivize investments in the
home care workforce. Innovative thinking about how to
reward workforce investment in the consumer-directed
space is also critically needed.

MAXIMIZING HOME CARE
RECOMMENDATIONS
13. Formalize home care workers’ role in observing,
recording, and reporting key information about
consumers’ health and wellbeing. Although home care
workers often work in relative isolation, there is growing
evidence that better communication links between
home care workers and clinical supervisors can improve
consumers’ outcomes while also boosting workers’ job
satisfaction and retention. Efforts to better connect
home care workers with the interdisciplinary team
(with consumers’ permission) must be supported by

training for all team members (including, for home care
workers, training to strengthen their “observe, record,
report” skills); well-defined structures and processes
for reciprocal information exchange; and adequate
compensation for any additional interdisciplinary
teamwork responsibilities.

Contracts with payers
and providers should set
minimum standards
for home care workers’
compensation (taking
wages, benefits, and hours
into account) and explicitly
incentivize investments
in the workforce.
14. Remove barriers that prevent home care workers
from working to their fullest capacity, with appropriate
training and supervision. An increasing proportion of
home care consumers require assistance with routine
health-related tasks at home. When home care workers
are not authorized to provide such assistance due
to regulations, liability concerns, or practice norms,
consumers may experience missed or delayed care—or
may be forced to move into an institutional setting.
This inefficient situation should be addressed first and
foremost through evidence-informed national regulations
outlining the minimum set of tasks that all personal care
aides and home health aides may perform, regardless of
state or program. These national minimum standards may
then be expanded at the state level through nurse practice
acts and related statutes.
15. Scale-up and test advanced roles for home care
workers to demonstrate the impact on care quality,
costs, and workforce recruitment and retention.
Building new rungs into the career ladder for home care
workers helps improve recruitment and retention as well
as improving care delivery and outcomes. Numerous
advanced roles have been implemented across the

Executive Summary 15

country, primarily by individual providers or provider
groups. The critical next step is to implement the most
promising examples on a larger scale in order to make an
evidence-based case for sustained investment.

TECHNOLOGY RECOMMENDATIONS
16. Invest in the development and dissemination of
e-learning training curricula for home care workers
and consumers. Encompassing a range of technologydriven teaching modalities, effective e-learning can
augment classroom-based training for home care workers
while also filling critical gaps, including for independent
providers and consumers in rural and other underserved
areas. However, the full potential impact of e-learning
in home care will not be realized without parallel efforts
to address disparities in Internet access and computer
literacy across populations.
17. Expand research on technologies that directly
support efficiency and effectiveness in home care.
With the exception of investment in robotics,
technological development in home care remains
relatively limited. In particular, there is a clear need for
research and development on assistive technologies,
information and communication technologies, and
workforce development and management technologies in
home care. In each of these areas, attention to consumers’
and workers’ experiences, and the ethical and workflow
implications of the new technologies—as well as their
impacts on care outcomes and costs—is essential.
18. Designate specific funding for home care providers
to introduce tested technologies into practice,
accounting for upfront and ongoing costs. Operating
on very narrow margins and with minimal existing
technological infrastructure, most home care providers
do not have the capacity to introduce and sustain new
technologies without additional funding, regardless of the
potential downstream cost savings. As well as designated
funding, guidance for both providers and payers,
including managed care plans, about how to effectively
leverage technology in home care is critically needed.

DATA RECOMMENDATIONS
19. Update industry and occupational classification
systems to facilitate robust analyses of the workforce
across roles and settings. Efforts to describe the direct
care workforce, identify trends over time, and plan for the
future are limited by current data-classification systems.
A multi-stakeholder initiative to revise these

classifications to reflect the current realities of the
industry and the workforce could reduce ambiguity and
confusion in the sector and strengthen evidence-informed
planning and policymaking efforts.
20. Develop a core set of quality measures to be used
across the HCBS system, including workforce quality
measures. The multi-faceted nature of HCBS, including
home care, and the heterogeneity across programs,
service delivery models, providers, and beneficiaries
make it exceedingly difficult to measure quality in a
standardized way. Nonetheless, agreement on a minimum
set of quality measures in home care—including in
consumer-directed programs—is essential for setting
standards, incentivizing quality improvement, and holding
providers and payers accountable. Workforce quality
measures could address compensation, training, turnover,
and job vacancies, among others.
21. Capitalize on the data-sharing capabilities within
coordinated care and integrated payment models to
demonstrate the links between workforce investments
and consumer outcomes. The home care sector has
been historically stymied by a lack of robust evidence
on the associations between investments in the home
care workforce and outcomes for both consumers and
workers. However, the current emphasis in health care
on breaking down siloes to provide more coordinated,
effective, and cost-efficient services provides a
new impetus and opportunity to demonstrate these
associations. Large-scale evaluations of training, career
advancement, and other workforce interventions
should make optimal use of these combined clinical and
operational data sources.
As the U.S. population lives longer and grows older,
an ever-larger home care workforce will be needed to
ensure that individuals with personal support needs can
live independently in their homes and engage in their
communities. This report has laid out 21 evidence-based
recommendations for improving home care jobs, boosting
workforce recruitment and retention, and strengthening
the home care sector. Although these recommendations
address specific topics, such as job quality or financing,
they are not designed to stand alone; coordinated
action across the recommendations is required to effect
meaningful and lasting systems change.
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Home and community-based services (HCBS) in the
United States are a complex constellation of programs
and services that vary by funding source, setting,
target population, and provider, among other factors.
As part of the broader long-term services and supports
(LTSS) sector, HCBS are buffeted by changes sweeping
the entire health care landscape, and challenged
internally by competing trends of innovation and
inertia. And as the American population lives longer and
grows older, the HCBS system is straining under everincreasing demand.
This report focuses on home care, the central pillar
of the HCBS system, and the home care workforce.
Our starting premise is that, underneath the layers of
complexity in the system, home care is defined by the

Home care is defined by
the direct relationship
between each consumer
and their home care
worker. Strengthening
this relationship is key to
strengthening the entire
home care system.
direct relationship between each individual consumer
and the home care worker who assists him or her, among
other activities, to bathe and dress, prepare and eat
meals, go to the grocery store, and participate in home
and community life. To a significant extent, the nature
of this direct relationship determines the delivery,
experience, and outcomes of care. Is the relationship
sustained, or frequently interrupted by turnover? Is the
relationship characterized by mutual trust, recognition,
and respect? Is the relationship based on shared
commitment to meeting the individual consumer’s
needs and goals? Is there a relationship at all—or is the
consumer struggling to find anyone to help?
Strengthening the relationship between the consumer and
the home care worker, therefore, is key to strengthening

the entire home care system. This is not a micro-level
proposition, however. Enhancing care continuity for each
consumer requires improving job quality and providing
job supports so that workers are encouraged and enabled
to stay in the workforce. Assisting a consumer to attain
his or her goals requires that workers are adequately
trained, supervised, and authorized to provide the highest
possible level of support. Filling the growing “care gap”
requires concerted recruitment and retention efforts, as
well as readiness to deploy the workforce in new ways to
appropriately and effectively meet demand in a costefficient manner.
The purpose of this report is to examine the current
state of home care in the United States and draw out
opportunities for innovation and improvement, focusing
primarily on the home care workforce as the main
provider of daily personal assistance and support for
consumers.

PROJECT DESIGN AND METHODS
Three broad questions guided this inquiry. First, what are
the main factors impacting the home care delivery system
and workforce in the United States, now and looking
ahead? Second, what are the most promising opportunities
to strengthen the home care workforce and maximize its
role within the changing LTSS system? And third, how do
these factors and opportunities vary between states and
across different service delivery models?
Evidence for the report was gathered from a range of
academic journals, policy documents, and reports from
public, private, and nonprofit agencies. Our search
focused primarily on literature from the past five
years, but older reports were consulted if they were
particularly influential or when more recent evidence
was not available. Additionally, quantitative estimates
of population demand, workforce supply, workforce
and job characteristics, and other indicators were
developed using national data sets, including the U.S.
Census Bureau’s American Community Survey and
National Population Projections, and the Bureau of Labor
Statistics (BLS) Occupational Employment Statistics and
Employment Projections.
To inform the literature review and quantitative
analyses, interviews were conducted with stakeholders
representing home care providers, government agencies,
consumer advocates, and academic researchers (N=7).
These interviews serve as background material for the
report rather than explicit findings.
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ORGANIZATION OF THE REPORT
This report is organized into three main sections. Part I,
Home Care Demand and Supply, looks at current and
projected demand and supply for home care. Chapter
1 begins with a focus on home care consumers—the 15
million Americans living at home who require some
degree of assistance with their daily activities, whether
from unpaid or paid caregivers. This first chapter
develops a profile of home care consumers according
to their demographic characteristics, care needs,
and sources of assistance, before considering future
projections and implications for the home care system.
Chapter 2 considers the home care workforce that
is tasked with meeting current and future demand
for formal home-based LTSS. The chapter begins by
highlighting unpaid caregivers, an estimated 43.5 million
adults who serve as the bulwark of the home care system.
The discussion subsequently turns to focus on paid home
care workers, providing a description of the current
size and demographic profile of the workforce and
considering future demand and the growing workforce
shortage. The third chapter in Part I provides an overview
of the three main segments of the home care sector—
home care agencies, consumer-directed services, and the
so-called gray market—drawing out key trends affecting
access to services and quality of care.
Parts II and III begin building a vision for the future of
home care services in the United States, highlighting
promising opportunities as well as challenges and barriers.
The perspective in these sections zooms in and out,
reflecting the interplay between macro-level policies and
processes, mid-level interventions, and the micro-level
dyad between each consumer and their home care worker.1
Part II, Recruitment and Retention of the Home Care
Workforce, focuses specifically on the home care
workforce as the linchpin of the formal home care system.
Chapter 4 examines job quality for home care workers as
a key driver of recruitment and retention, beginning with
a detailed snapshot of home care workers’ wages and
benefits before discussing other aspects of job quality and
identifying important levers for improvement. Chapter
5 focuses on training for home care workers, which is
another element of job quality that impacts recruitment
and retention as well as care quality. In describing how
home health aides and personal care aides are trained and
prepared to fulfill their roles, the chapter raises concerns
about the current training system and identifies key
elements of a better system for the future.

Part III, Opportunities for Innovation and Sustainability,
maintains a focus on the home care workforce but in
the context of broader trends and opportunities to
strengthen home care. Chapter 6 focuses on payment
for home care. The chapter begins with a summary of
how HCBS are funded, and subsequently considers how
home care may be affected by key trends in payment
reform—including the rise of managed care and the
shift to value-based payment. In the context of payment
reform as well as changing population needs, Chapter
7 examines the expanded roles that home care workers
could play in home care delivery, with adequate training,
supervision, and recognition from other members of the
interdisciplinary team.
Chapter 8 focuses on technology, considering how
technological innovations might be harnessed to address
the needs of home care consumers and workers without
introducing unintended harms. In particular, the chapter
discusses key technological developments that may
enhance the efficiency and effectiveness of the home care
workforce. Finally, linking to concerns raised throughout
the report, Chapter 9 discusses current data collection
and reporting systems in home care and identifies
opportunities to strengthen measurement of home care
quality, workforce development, and the critical links
between the two—toward the goal of achieving sustained
improvements across both.
The report concludes with recommendations for
recruiting and retaining a sufficient supply of home
care workers who are prepared and willing to support
older adults and individuals with disabilities—many with
increasingly complex needs—to live and age in place with
independence, dignity, comfort, and the best possible
health outcomes and quality of life.
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HOME CARE CONSUMERS
More than 15 million Americans living at home experience
difficulty with activities of daily living (ADLs), such as
bathing, dressing, and eating, and/or with instrumental
activities of daily living (IADLs), such as grocery shopping
and attending doctor’s appointments.2 These challenges
arise from physical, cognitive, developmental, behavioral,
and/or chronic health conditions, and in many cases
coincide with the need for assistance with health carerelated activities, such as monitoring symptoms or
taking medications. Adequate and appropriate personal
assistance services—provided in coordination with
other health and social services—are central to a longterm services and supports (LTSS) system that enables
individuals to live their daily lives with independence,
dignity, and comfort.
As we grapple with the growing “care gap” described in the
next chapter, it is critical to start with a clear understanding
of who requires home care and how consumers’ needs may
be changing over time. This chapter begins by constructing
a profile of home care consumers and then draws out key
factors affecting current and future demand, including
demographic differences, geographic variations, and
changing patterns of caregiving.

CURRENT NEEDS AND FUTURE PROJECTIONS
The following figures, unless noted otherwise, are drawn
from the U.S. Census Bureau’s American Community
Survey (ACS), an annual survey of more than 3.5 million
households in the United States.3 In these analyses,
individuals who require personal assistance are defined
as those who report difficulty with at least one ADL or
IADL. As noted above, this definition describes 15 million
individuals who live at home, including 7.6 million and
13.8 million people who require assistance with ADLs and
IADLs, respectively.
Our analysis of the ACS finds that adults aged 18 to 64
years who have personal assistance needs currently
outnumber older adults (aged 65 and above), at 7.7 million
versus 7.2 million people. However, the balance will shift
as the population grows older in the coming decades.
From 2016 to 2060, those aged 65 and over will nearly
double, from 49.2 million to 94.7 million, and the number
of people aged 85 and over will triple, from 6.4 million to
19 million.4 During the same period, the number of adults
aged 18 to 64 is projected to increase by only 15 percent.

This rapid aging of the population suggests that demand
for personal care services will reach an unprecedented
level in the near future; indeed, one out of two people
turning 65 today is expected to require LTSS at some
point in their lives.5 According to one model, this means
that the population of older adults who require assistance
with at least two ADLs will grow by nearly 150 percent
from 2015 to 2065.6 Furthermore, poverty among older
people is increasing, which has cross-cutting implications
for their health and LTSS needs.7
DISABILITY TRENDS OVER TIME

The proportion of individuals requiring personal
assistance has not remained static over time. Evidence
suggests that “late-life disability” (among those aged 65
and over) gradually declined in the decades prior to the
turn of the twenty-first century.8 Reasons for this decline
include: advances in medical care and technology which
weakened the connection between chronic conditions
and activity limitations (e.g., improved treatment for
cardiovascular disease; higher prevalence of cataract
surgery and joint replacements; new medications for
arthritic and rheumatic conditions); socioeconomic
factors such as greater educational attainment, declining
poverty, and the shift from labor-intensive, blue-collar
work to less physically demanding occupations; and
changing health behaviors.9
However, this declining trend appears to have leveled off
in recent years10—and higher rates of chronic conditions,
such as obesity and hypertension, among baby boomers
and subsequent age cohorts may actually reverse the
trend in the coming years.11 The Centers for Disease
Control and Prevention estimate that one in two adults in
2012 had at least one chronic condition, and more than
one in four had multiple comorbidities.12 Considering
these factors, we can assume that the number of
individuals who require personal assistance services will
continue to increase in absolute terms and in proportion
to the total population of older adults, suggesting that
overall demand for services will ascend precipitously. An
added demand factor is the rapidly increasing number
of individuals with Alzheimer’s disease and other forms
of dementia, given that 75 percent of older adults with
dementia require personal assistance.13
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Among adults aged 18 to 64, evidence suggests that there
was an upward trend through the 1990s and 2000s in
the proportion of individuals requiring help with two or
more ADLs and with the most intense care requirements
(defined as needing assistance with four or more ADLs).14
That trend appeared to have leveled off by 2010. However,
as health and medical innovations continue to improve
life expectancy for people with disabilities, a larger
number of younger people with disabilities today can be
expected to require LTSS in the future.15 Further, evidence
suggests that increased longevity for younger people with
disabilities is linked with longer periods of disability; in
other words, individuals are living longer, but with greater
predicted long-term care needs.16
DIVERSITY AMONG CONSUMERS

As described in the previous section, age is a significant
driver of personal assistance needs. But even among older
adults, needs vary according to a range of demographic
factors, including gender, race and ethnicity, immigration
status, and geographic location, among others.17 These
disparities often begin to accrue at a young age, but
become more pronounced over the life course; therefore,
the following analysis of diversity among consumers
focuses on older adults.
GENDER

The need for personal assistance varies considerably by
gender, especially among older adults. According to our
ACS analysis, 19 percent of older women require personal
assistance compared to 13 percent of older men, which
translates to 4.7 million older women versus 2.5 million older
men. Among those aged 85 and over, 1.8 million women
need personal assistance compared to 688,000 men.
Due to longer life expectancy for women, this gap can
be expected to widen as the older population adds more
women than men over the decades ahead.18 From 2015
to 2050, the number of older women will increase by
21.4 million while the number of men will grow by 18.7
million. Related to these gender differences in longevity
and care needs, almost two-thirds of the 5.8 million
Americans with Alzheimer’s disease, the most common
form of dementia, are women.19
In part because women live longer, men and women also
tend to have different caregiving networks. Among people
with personal assistance needs, women age 65 and older
are more likely to live alone than older men (37 percent
and 23 percent, respectively)20 and are more likely than
men to experience unmet care needs.21 Higher incidence
of widowhood and lower rates of remarriage among

older women compared to older men are two key drivers
of these disparities.22
RACE, ETHNICITY, AND IMMIGRATION

The need for personal assistance also varies among
racial and ethnic groups.23 Although white older adults
currently comprise the majority of older adults requiring
personal assistance, this population is less likely to need
assistance than other racial and ethnic groups: 15 percent
of older white adults need personal assistance, compared
to 21 percent of Black/African-American and Hispanic/
Latino and 18 percent of Asian/Pacific Islander older
adult populations.24 Older adults of color are also more
likely to require higher levels of assistance and to report
adverse outcomes due to unmet need.25 Furthermore,
one study comparing white and African-American older

...demand for personal
care services will reach an
unprecedented level in the
near future; indeed, one
out of two people turning
65 today is expected to
require LTSS at some point
in their lives.
adults showed that although longevity has increased for
both populations, white older adults have seen greater
compression of disability (i.e., fewer years with disability)
than older African-Americans.26
Economic and health disparities intersect with race and
ethnicity to help explain the higher prevalence of personal
assistance needs among older people of color. Seventeen
percent of people of color over age 65 live in poverty,
compared to seven percent of white older adults—and
among older adults living in poverty, 26 percent need
personal assistance, compared to 15 percent of people
who live above the poverty line. Early- and mid-life factors
(such as childhood health and lifetime occupation) have
also been shown to contribute to the onset of late-life
disability, along with current socioeconomic status.27
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Also, Black/African-American people are approximately
twice as likely—and Hispanics/Latinos are about 1.5 times
as likely—to have dementia as older whites.28
Race, ethnicity, and cultural norms also influence
whether and how an individual or family seeks personal
assistance. Due to a “cultural justification for caregiving,”
Asian, Hispanic/Latino, and Black/African-American
families may be more likely than white families to
prioritize family caregiving over paid care.29 However,
these differences are neither static nor monolithic;
evidence suggests that collectivist and filial approaches
to caregiving are affected by factors such as education
and tend to weaken over generations.
These differences by race and ethnicity are particularly
important when considering future needs, as the U.S.
population is projected to become much more diverse.
Currently, nearly four in five older adults are white and
22 percent are people of color (including Hispanic/Latino
individuals of any race), but by 2060, people of color
will represent 40 percent of all older people.30 Hispanic/
Latinos are driving this trend: from 2015 to 2060, the
number of Hispanic/Latino older adults will more than
triple, from 3.8 million to 13 million people.
The number of older adults who are foreign-born will
also increase in the decades ahead. Currently, one in
seven older adults over the age of 65 is an immigrant
to the United States, but by 2050, that proportion will
increase to one in four.31 Growth among Hispanic/Latino
older immigrants accounts for nearly half (48 percent) of
growth among all older immigrants.
GEOGRAPHIC LOCATION

A small subset of the 15 million people living at home
with personal assistance needs reside in rural areas.
Using U.S. Census Bureau data, we estimate that there
are approximately 677,000 adults currently living at home
in rural areas who need personal assistance, including
364,000 people between 18 and 64 years old and 314,000
people aged 65 and older.32 Because challenges related to
HCBS staffing, service delivery, and consumer access are
intensified in rural areas, solutions in these areas can help
inform progress nationwide; therefore, it is important to
bring attention to rural home care consumers, despite
their smaller number.33
Eighteen percent of Medicare beneficiaries in rural
areas of the country are dually eligible for Medicare
and Medicaid, compared to 16 percent of urban
beneficiaries.34 This is an indicator of poorer health
and higher need among rural adults, as the dually eligible

population is more likely to have complex medical needs
and the majority (60 percent) require support with ADLs.35
Longevity is another indicator of health disparities
between rural and urban populations. While life
expectancy has improved in most areas of the country,
rural areas lag behind: the difference in life expectancy
between rural and urban adults was about five months
when measured between 1969 to 1971, but two years when
measured again between 2005 to 2009.36 In some rural
areas, life expectancy has actually declined.37 Although
shorter life expectancy may offset the population need for
personal assistance services in the short term, the longerterm success of efforts to increase life expectancy in rural
areas will drive up LTSS demand.
Population aging is also expected to occur more
dramatically in rural areas compared to urban and
suburban areas. According to our analysis of data from
the Urban Institute’s Mapping America’s Futures project,
the population of rural-dwelling adults aged 65 and
older will grow by 984,000 (64 percent) from 2010 to
2030, while the population of rural residents aged 20
to 64 will fall by 638,000 (12 percent).38 These trends
have obvious implications for the caregiving ratio: in
rural areas in 2010, there were 3.3 adults aged 18 to 64
for every person aged 65 and older, but that number
will drop to 1.8 by 2030.39 By contrast, there were 4.7
adults aged 18 to 64 for every person aged 65 and older
in urban and suburban areas in 2010, with an expected
ratio of 2.7 in 2030. By that same year, adults aged
65 and older will constitute more than a quarter (28
percent) of the rural population, compared to one-fifth
(20 percent) of the urban and suburban population.
Another factor to consider is that older adults who require
personal assistance in rural areas are also more likely to
live alone than their urban counterparts: 36 percent of
older adults requiring assistance in rural areas live alone,
compared to 32 percent in urban areas. The gap widens
with age: among people aged 85 and older who need
personal assistance in rural areas, nearly 50 percent live
alone, compared to 42 percent in urban areas.
Finally, the evidence suggests that, even when
controlling for demographic characteristics (including
age, gender, and race), people in rural areas are more
likely to receive LTSS in nursing homes than in the
community—due to state-level Medicaid policies, an
inadequate supply of HCBS in rural areas, and other
factors.40 This evidence suggests that if states focus on
rebalancing services away from nursing homes in rural
areas, demand for HCBS in those areas will outpace
population growth.
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WHERE DO CONSUMERS SEEK ASSISTANCE?
We now consider where consumers with personal
assistance needs receive support. In broad terms, the
provision of LTSS has increasingly shifted to home and
community-based settings in recent decades due to policy
changes and consumer preferences. A 2018 AARP survey
found that three out of four people over the age of 50
would like to remain in their homes as long as possible,41
and adult children support this option for their parents
as well.42 On the policy side, spending on HCBS has
comprised a majority of Medicaid LTSS expenditure each
year since 2013.43
As a result, despite the growing older population, the
number of nursing home residents has actually declined
in the twenty-first century, from 1.5 million in 2000 to 1.4
million in 2014.44 Disability trends show that the average
number of years living with a disability in an institutional
setting declined for both genders between 1970 to 2010,
while the number of years living in the community with a
disability rose slightly.45
People who require assistance at home primarily rely
on friends and family members, but many supplement
unpaid care with paid services, particularly as their needs

increase. According to an analysis of the 2005 Survey
of Income and Program Participation, 92 percent of
individuals aged 15 and above who obtained personal
care assistance received unpaid support, while 13 percent
received assistance from a paid caregiver.46 (There is
overlap between categories because respondents could
cite multiple “helpers.”) People aged 65 and older were
more likely (18 percent) to access paid support, and nearly
one in three older adults (29 percent) with a higher level
of need—defined as the need for assistance with two or
more ADLs—received paid care.
An analysis of the 2011 National Health and Aging Trends
Study also found that higher levels of need correlate
with greater reliance on paid assistance among older
people (see Figure 1.1).47 The analysis showed that
individuals who lived at home received a monthly
average of 164 hours of unpaid care and 29 hours of paid
care. Approximately 50 percent of those who required
assistance with three or more ADLs received paid help
compared to 30 percent of those who required assistance
with one or two ADLs. Also of note, the researchers found
an especially high prevalence of unmet need (nearly 60
percent) among people receiving any amount of paid
assistance, raising care quality questions.

| Older adults with more activity limitations typically require
more hours of paid personal assistance.
FIGURE 1.1
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Living arrangements also impact sources of care.
According to the 2005 Survey of Income and Program
Participation mentioned above, people living alone who
required personal assistance were nearly four times as
likely to receive paid care as those living with relatives (26
compared to 7 percent)—and were also much more likely
to report gaps in service or unmet needs. Living alone
with personal assistance needs is more common among
older adults: 17 percent of people under the age of 65
with personal assistance needs lives alone, compared to
32 percent of people aged 65 and older and 42 percent of
people over 85 years old.48

On the other hand, consumers now and in the future
may seek unpaid assistance from alternative caregiving
networks, such as extended family, friends, and fictive kin
(i.e., non-relatives who are regarded as family members).
For this reason, we cannot predict precisely how changes
in family composition and the caregiver support ratio
will affect caregiving in the future, but subsequent
generations will undoubtedly have different caregiving
networks than their predecessors and an increasing need
for paid services.

CHANGING PATTERNS OF CARE

Currently, older adults constitute about half of all
individuals with personal assistance needs. Although the
prevalence of need for personal assistance has leveled off in
recent years among older adults due to medical advances
and other factors, demand for services will continue to
rise at least in proportion to population growth—a sizeable
trend, given that the older adult population is expected to
nearly double in size from 2016 to 2060.

Sources of personal assistance tend to change over an
individual’s life course. The 2005 Survey of Income and
Program Participation found that people under the age
of 30 tended to receive assistance from their parents
while those aged 30 to 74 relied primarily on children and
spouses—although use of paid care rose among those aged
60 to 74.49 Relying on their spouses less frequently due
to widowhood or shared disability, people aged 75 and
older also sought assistance from adult children, as well
as from other informal caregivers and/or paid caregivers.
The growing numbers of individuals who live past the age
of 85 may be less able to rely on their children for support,
however, given that their children may increasingly have
age-related LTSS needs of their own.
Patterns of caregiving have also shifted significantly
over the generations, due to demographic and social
changes. More women in the labor market, higher rates of
childlessness, smaller and more geographically dispersed
families, rising divorce rates among older people, the
aging of the baby boom generation, and other factors are
creating a care gap between the demand for and supply
of family caregivers (the primary providers of personal
assistance, as noted).50 In fact, the “caregiver support
ratio”—defined as the ratio of those aged 45 to 64, which
is the most common caregiving cohort, to those aged 80
and above—is projected to fall from 7:1 in 2010 to 4:1 in
2030 and less than 3:1 by 2050.51 As a result, the formal
HCBS system will need to “not only plan for an increase
in the number of older adults requiring services … but
also a greater need of care per older individual due to
a diminished availability of primary family resources,”
as one study of cohort differences in family caregiving
resources concluded.52

CONCLUSION

As described in this chapter, the demographic
composition of older adults will affect demand for
home care in the years ahead. Women will continue to
outnumber men in the older adult population, and people
of color will constitute a larger share of the older adult
population than in previous generations—potentially
driving up the rate of demand relative to population
growth overall, due to the higher need for assistance
among these groups. Additionally, the older adult
population in rural areas will grow at a faster rate than
in urban and suburban areas, with implications for the
distribution and delivery of services.
Family members and friends will continue to play a
large caregiving role, certainly, but shifts in family
composition mean that unpaid caregivers are not likely
to provide the same level of care as they did in the past.
Further, it is difficult to predict how service utilization
will change in the future among people who currently
rely on family members the most—namely, people of
color and immigrants.
These trends compel us to think creatively about
strengthening and sustaining the paid home care
workforce, which is the focus of the next chapter.
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THE HOME CARE WORKFORCE
Recent upward trends in the demand for home and
community-based services (HCBS) can be expected to
continue into the future, given the growing population
of older adults, shifting policy priorities, and enduring
consumer preferences. This chapter focuses on the home
care workforce that provides the majority of paid personal
assistance to individuals in their homes—and considers
whether this workforce will be able to keep up with
growing demand.
The chapter begins by briefly discussing family caregiving
as it intersects with the paid provision of care, before
describing the current size and profile of the home care
workforce. We end by considering future demand and the
implications for workforce policy and practice.

THE INTERSECTION OF PAID
AND UNPAID CARE
As described in Chapter 1, individuals who require personal
assistance rely predominantly on family members and
other sources of informal support. According to estimates
from the AARP, 43.5 million adults in the United States
provide unpaid assistance to family members or friends
with disabilities53—and the economic value of their
contribution is estimated at $470 billion, far exceeding
Medicaid expenditure on HCBS.54
The mean age of unpaid caregivers is 49 years, and nearly
one in five (19 percent) are over the age of 65.55 In contrast
with the paid home care workforce described below, four
in 10 unpaid caregivers are men, the majority of whom
support a parent (49 percent) or spouse (13 percent).
Unpaid caregiving also varies by race and ethnicity: while
17 percent of white individuals care for a family member
or friend, the proportion increases to 21 percent of the
Hispanic/Latino population, 20 percent of Black/AfricanAmericans, and 20 percent of Asian-Americans.56
The “caregiver burden” experienced by many family
caregivers, especially by those who struggle to balance
unpaid caregiving with paid work and other responsibilities,
has been well-documented.57 Negative outcomes
include missed work, declining physical health, social
isolation, and depressive symptoms. These challenges
and outcomes are intensifying as caregivers support
individuals with increasingly complex medical needs and/
or cognitive impairment at home.58 Support programs
for unpaid caregivers are therefore an essential element
of a comprehensive long-term services and supports

(LTSS) system, in order to help them maintain their health
and wellbeing and to prevent or delay admission to
institutional care for the individuals they support.
The importance of supporting family members has been
recognized at the federal level in a number of ways,
including in recent rules from the Centers for Medicare
and Medicaid Services (CMS) for state plan HCBS and
for managed care organizations.59 One key resource
is the National Family Caregiver Support Program
(NFCSP), which was established in 2000 under the Older
Americans Act as the first and only federal program
for family caregivers. According to the most recent
report, NFSCP served nearly a million individual family
caregivers of older adults in 2015 through counseling,
training, respite care, and information services.60 New
legislation—namely the Recognize, Assist, Include,
Support and Engage (RAISE) Family Caregivers Act and
the Supporting Grandparents Raising Grandchildren Act,
both signed into law in 2018—will provide further support
for family caregivers, if adequately implemented.
There are promising examples of support for family
caregivers at the state level as well. For example: 15 states
had included a family caregiver assessment as part of
their HCBS client assessment tools as of 2012; several
managed long-term care plans across the country have
begun offering support to family caregivers; and five
states and DC have passed paid family and medical leave
laws (see Chapter 4 for more details).61
As one specific state example, Washington State currently
uses a Section 1115 Medicaid waiver to support caregivers
who assist consumers that are eligible for, or at risk
of becoming eligible for, Medicaid LTSS.62 Under the
program, family caregivers receive financial assistance
for services such as respite, training, and/or health
maintenance and therapy for themselves. According to an
evaluation of the six-month pilot project, 84 percent of
unpaid caregivers reported significant improvements in
stress, burden, depression, and comfort with caregiving,
and the state determined that these services helped
reduced the likelihood of enrolling in Medicaid and
accessing paid supports. Hawaii’s Kupuna Caregivers
program, which is described in Chapter 6, is another
state-level example of support for family caregivers.
Among interventions to support family caregivers,
ensuring adequate access to paid home care workers—
who can share ongoing caregiving responsibilities and/
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or provide intermittent respite—ranks among the most
effective strategies. In other words, while services
targeted directly at family caregivers can reduce burnout
and improve their health and wellbeing, so too can
building a strong and sustainable home care workforce.

PROFILE OF THE HOME CARE WORKFORCE
Home care workers include personal care aides and home
health aides (and in some cases nursing assistants) who
are employed in two industries according to the North
American Industry Classification System (NAICS), which is
used by federal agencies to classify business establishments
for the purpose of collecting, analyzing, and publishing
statistical data.63 The two industries are Services for the
Elderly and Persons with Disabilities (SEPD) and Home
Health Care Services. The following estimates about the
home care workforce are drawn from the Bureau of Labor
Statistics (BLS) Occupation Employment Statistics (OES)
program, which produces annual employment and wage
estimates for over 800 occupations.
Numbering nearly 2.3 million at the latest count, home
care workers constitute about half of the total direct
care workforce, which also includes workers who are
employed in a range of acute care, skilled nursing,
and community settings.64 Broadly speaking, the job
description for all home care workers includes assistance
with activities of daily living (ADLs). Personal care aides
often provide assistance with instrumental activities
of daily living (IADLs) and/or community and social
engagement, while home health aides (and nursing
assistants who are employed in home care) may also
perform certain clinical tasks under the supervision
of a licensed nurse or therapist. These occupational
distinctions often blur in practice, however, due to state
and local policies and other factors. For example, some
states require home care workers to be certified as
home health aides or nursing assistants in order to fulfill
personal care aide roles.
As well as being the largest segment of the direct care
workforce, the home care workforce is also among the
fastest growing. From 2008 to 2018, the home care
workforce more than doubled in size, from 898,600 to
the current 2.3 million; personal care aides constituted
81 percent of that employment growth.65 During the
same period, from 2008 to 2018, the number of workers
in assisted living and continuing care retirement
communities also increased, though not to the same
degree, from 280,900 to 405,500. The number of nursing
assistants in nursing homes, on the other hand, remained
relatively static, at about 600,000 workers.

These OES figures likely understate true demand
and growth in home care, however, given that they
exclude workers who are paid out-of-pocket directly
by consumers. Because consumers and workers might
choose not to report this employment relationship
through official channels, it is very difficult to quantify
these workers’ share of the workforce. The figures also
exclude workers who are classified as independent
contractors by home care agencies or through private
home care registries—usually erroneously. Classifying
workers as independent contractors is a strategy that
may be used to reduce costs by shifting risks and
responsibilities to workers and/or consumers.66

From 2008 to 2018,
the home care workforce
more than doubled in
size, from 898,600 to
the current 2.3 million;
personal care aides
constituted 81 percent of
that employment growth.
Finally, OES figures only include the number of workers
who are employed in the field, not the number of vacant
positions. Given high turnover among home care workers,
paired with tight labor markets across the country, this
likely leads to systematic undercounting of the true
number of home care jobs. Turnover, job vacancies, and the
workforce shortage will be revisited later in the chapter.
DEMOGRAPHIC CHARACTERISTICS
OF HOME CARE WORKERS

The sociocultural legacy of home care as “domestic
service”—undertaken behind closed doors and excluded
until very recently from the protections of the Fair
Labor Standard Act (FLSA)—has produced a workforce
predominated by women, particularly women of color and
immigrant women. Many of these workers face barriers
to employment in other fields based on education,
language, and discrimination—and the sector faces
barriers to elevating home care jobs, given home care
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workers’ historically and persistently marginalized and
undervalued position.

See Appendix A for more data on the home care
workforce.

The following data, drawn from the U.S. Census
Bureau’s American Community Survey (unless otherwise
indicated),67 provide a more detailed picture of this
workforce:

FUTURE DEMAND FOR HOME CARE WORKERS

•

In 2017, 87 percent of home care workers were women.

•

The median age of home care workers in 2017 was 46
years old. The age distribution of the workforce appears
to be shifting toward the two ends of the continuum: from
2007 to 2017, the proportion of home care workers over
55 years old increased from 27 to 30 percent, and those
aged 16 to 34 also increased from 25 to 28 percent. On the
other hand, the proportion of home care workers in their
middle years (35 to 54) declined from 48 to 41 percent.

•

In 2017, 62 percent of home care workers were people
of color. Specifically, 28 percent were Black/AfricanAmerican, 23 percent were Hispanic/Latino (of any race),
and 8 percent were Asian/Pacific Islander. (By contrast,
people of color make up just over one-third of the total
U.S. workforce.) The home care workforce has grown
more diverse in the past decade: in 2007, 56 percent of
workers were people of color.

•

Nearly one in three home care workers (31 percent)
were born outside the United States. Thirty-seven
percent of immigrant home care workers report
speaking English “not well” or “not at all,” which
may pose communication challenges unless workers
receive English-language supports or are matched with
consumers who speak the same language.

•

The majority of home care workers (54 percent) in 2017
had a high school education or less, including 19 percent
who did not complete high school. Education levels among
home care workers vary by race and ethnicity, nativity,
geographic location, and other factors; for example,
65 percent of Hispanic/Latino workers, 59 percent of
immigrant workers, and 57 percent of rural workers have a
high school education or less. The gender gap in education
among home care workers is also substantial: 54 percent of
men in home care have more than a high school education,
compared to 47 percent of women.
These figures indicate that, to some extent, the traditional
profile of home care workers has become even more
entrenched over the past decade, as more people of color
and immigrants have joined the workforce—but there are
countervailing trends, including a slight increase in the
number of men joining the workforce.

No single projection model can precisely predict
future demand for home care workers—but all models
agree that demand will increase in coming years.
Comparing projection models helps indicate how various
demographic and policy trends may impact demand.
According to data from the BLS Employment Projections
Program, which are the most widely used projection data,
the home care field will need just over one million new
home care workers between 2018 and 2028, with personal
care aides accounting for the majority of the expected
growth.68 According to these data, home care will add
more new jobs than the second and third occupations
with the most growth combined (namely, fast food and
registered nursing).
A key strength of the BLS projections is the inbuilt
assumption that the growing demand for LTSS will
be increasingly met in home and community-based
settings.69 The projections also account for the shifting
balance of employment within home care, which tilts
away from home health aides and towards personal
care aides. As a result, the BLS also predicts that home
care job growth will outpace growth in other long-term
care industries; assisted living facilities and continuing
care retirement communities will add 138,900 direct
care workers, and nursing homes will actually lose
about 19,300 nursing assistants.70
While these detailed industry employment projections
are useful, they have limitations. Without data on job
vacancies, the projections must assume that base year
employment fully meets demand—which is often not
the case in home care.71 Also, the projections assume
economic conditions from the past will continue in
the future and do not account for anticipated (nor as
yet unanticipated) demographic trends, which will
undoubtedly impact the future need for home care
services and other forms of LTSS, including assisted living
and nursing homes.
To address these methodological shortcomings, the
Health Resources and Services Administration (HRSA)
has produced separate projections for personal care
aides, home health aides, nursing assistants, and
psychiatric aides, accounting for a range of factors
including population growth, population aging, overall
economic conditions, expanded health insurance
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coverage, changes in health care reimbursement, and
geography.72 According to HRSA’s baseline scenario,
personal care aides and home health aides will grow
by 740,000 workers from 2015 to 2030. An alternative
projection model from HRSA that accounts for potential
improvements in population health suggests that while
these improvements may mitigate short-term care needs,
the resulting longevity (and associated disability) will still
drive up demand for workers in the long term.
Aside from the absolute growth in the older population,
changes in race and ethnicity may also impact future
demand for care. In particular, the population of
Hispanic/Latino people is growing faster than any
other racial or ethnic group, as noted in the previous
chapter: the number of Hispanic/Latino older adults
will more than triple in size from 2015 to 2060 (up to 13
million people). Many Hispanic/Latino older adults are
immigrants who may prefer to receive personal assistance
from family members instead of paid home care
workers.73 However, as caregiving norms and traditions
evolve among subsequent generations born in the United
States,74 demand for paid home services among the
Hispanic/Latino population may increase.75

More than 4.7 million
total home care job
openings are anticipated
over the next decade
(from 2018 to 2028).
Finally, it is important to note that just as demand
rises for home care workers, it will also rise for family
caregivers. For example, Paul Osterman from the
Massachusetts Institute of Technology estimates that
the LTSS field will need an additional 13.1 million family
caregivers from 2015 to 2040—but faces a shortfall of up
to 11 million caregivers due to demographic and other
trends.76 Importantly, although these projections of need
for paid and family caregivers do not inform each other,
it follows that a shortage of unpaid care will drive up
demand for home care workers (and exacerbate the home
care worker shortage described below).

THE WORKFORCE SHORTAGE
IN HOME CARE
As well as new jobs created by growing demand, the home
care workforce will see a considerable number of job
openings caused by workers leaving the field over the next
decade. The BLS employment projections indicate that 3.7
million existing home care jobs will need to be filled from
2018 to 2028 as workers leave the labor force (because of
retirement, disability, or other reasons) or move into other
occupations. When combined with growth, this means that
more than 4.7 million total home care job openings are
anticipated over the course of the next decade.
These predictions do not account for the persistently
high churn within the home care sector. Although there
is no robust national estimate of turnover in home care,
turnover has generally been reported at 40 to 60 percent
or higher.77 The most recent annual benchmarking study
conducted by Home Care Pulse, a market research
and consulting firm that serves private-duty home care
agencies, found that turnover among home care agencies
reached a historic peak of 82 percent in 2018, a 15 percent
increase over the previous year.78
How have these trends impacted the supply of home care
workers? Although quantification of a workforce shortage
is hampered by the lack of national data on workforce
stability,79 reports from the field suggest that the LTSS sector
is struggling to meet explosive demand for home care.
For example, according to Home Care Pulse, three out
of four private-pay home care organizations consider
caregiver shortages as one of their three most pressing
concerns.80 In a 2007 national survey conducted by PHI,
97 percent of responding states reported that direct care
worker vacancies and/or turnover constituted “a serious
workforce issue.”81 A recent study of HCBS program
structures and challenges in five states conducted by the
U.S. Government Accountability Office (GAO) found that
recruitment and retention were top concerns reported
by officials across all states.82 At the individual state level,
a recent survey in Wisconsin found that 93 percent of
personal care providers reported difficulties in filling
job openings, and 70 percent were unable to staff all
authorized hours.83 Likewise, 90 percent of home care
agencies surveyed by the Massachusetts Home Care
Aide Council in 2016 and 2017 reported that workforce
challenges were their top concern.84
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Consumer surveys also indicate the growing shortage
of home care workers. In New York, a 2016 survey of
consumers in the Consumer Directed Personal Assistance
Program found that consumers advertise open positions
three or more times per year, on average, and two-thirds
of open positions take more than a month to fill (while
one in 10 takes more than six months to fill).85 A 2016
survey in Wisconsin found that 95 percent of consumers
struggled to find workers.86
Certain states are taking steps to measure the workforce
shortage on the basis of workforce demand and job
vacancies. For example, Minnesota collects longitudinal
data on job vacancies by industry and occupation.
Combining vacancy data with employment data for home
care reveals a concerning trend. In 2017, the data showed
that there were 24,530 home health aides and 1,020
vacancies (a 4 percent vacancy rate) in the state.87
Demand for personal care aides was much greater
(72,080 workers) and the vacancy rate was also much
higher (6,618 vacancies, or 8 percent). Moreover, there

were more personal care aide vacancies in 2017 than
almost any other occupation in the state, except retail
salespeople. This marked a substantial change over 2007
data, which indicated that there were 28,290 personal
care aides and 209 open positions (a vacancy rate of
less than 1 percent). Given these findings, along with
corroborating qualitative data from the Minnesota
Department of Health, stakeholders have identified the
workforce shortage as the top contributor to service gaps
in HCBS in the state.88
Other states periodically collect home care job vacancy
data as well. In 2016, Iowa Caregivers—an independent
nonprofit organization founded in 1992 in response to
growing concerns about workforce shortages and high
turnover in direct care—partnered with a state agency to
survey long-term care providers.89 The survey identified a
15 percent vacancy rate for personal care aides and home
health aides, primarily due to a lack of applicants. Maine
has also collected job vacancy data—finding in 2016 that
one in five personal care aide positions was vacant.90

| In Minnesota, home care job vacancies grew
as demand increased over the past decade.
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LOOKING AHEAD

The workforce shortage will worsen as the traditional
labor pool for home care workers declines. According to
projections from the BLS, there is a smaller number of
adults aged 20 to 64 entering the labor force compared
to previous years.91 In particular, the number of women
joining the labor force is declining in comparison to
recent decades; whereas the female share of the labor
force increased by nearly 7.7 million workers from 1996
to 2006, the increase was only 3.2 million in 2006 to
2016, and is projected to be 3.5 million in 2016 to 2026.
However, in the upcoming decade, the number of older
people (aged 65 and over) who participate in the labor
force is expected to continue an upward trend.
Based on current trends, Paul Osterman, who was cited
in the previous section, projects a shortfall of more than
151,000 direct care workers by 2030 and 355,000 by 2040.92
Changes in immigration policy will certainly exacerbate
the workforce shortage in home care, given that
foreign-born workers comprise nearly a third of the
current workforce.93 For example, the travel ban
introduced by the current administration (and recently
upheld by the Supreme Court) will impact recruitment
and retention of workers in certain parts of the country.94

As a case in point, one in seven immigrants working in
direct care in Minnesota is from Somalia, one of the
countries included in the ban. The current and future
supply of immigrant workers in home care is also
threatened by the potential termination of Temporary
Protected Status for citizens of several Central American
and Caribbean countries; the ongoing debate about
the future of the Deferred Action for Childhood
Arrivals program; and the push to restrict family-based
immigration.95 Finally, the recent transformation of the
public charge rules will disproportionately affect home
care workers who, as discussed in Chapter 4, are often
required to supplement their persistently low wages
and annual earnings by accessing public assistance.96
Reports from the field suggest that, by creating fear
and uncertainty among workers and employers, these
immigration policies and proposals deter foreign-born
workers from joining the workforce even if they are not
directly implicated. On the other hand, more supportive
policies—along with culturally competent employment
practices—could help shore up and strengthen the home
care workforce in the years ahead.
As well as supporting immigrant workers, another
important strategy for building the home care workforce
will be to recruit individuals from “non-traditional”

| Labor force growth among women and men aged 20 to 64 will slow
in the next decade, while participation among older adults will grow.
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segments of the labor force. For example, older workers—
who are joining the labor force in larger numbers than in
previous generations—may be attracted to home care jobs
by the opportunity to “give back,” to learn new skills, and/or
to balance flexible, part-time work with other priorities, such
as caring for their own parents, children, or grandchildren.97
(Older workers, defined as those aged 55 and over, already
make a substantive contribution to LTSS: one in four direct
care workers fits this age profile.) Efforts to recruit older
workers could be aligned with broader initiatives, such as
the Senior Community Service Employment Program, a
federal program designed to help low-income older adults
“earn and learn” that has been used successfully to recruit
direct care workers in past pilot projects.98
Recruitment efforts may also be aimed at younger workers,
particularly through outreach to high schools and colleges.99
Given the competition among employers for younger
workers, competitive pay and clear career development
opportunities will be critically important for attracting
this segment of the labor force (as described further in
Chapters 5 and 7). Finally, there is an obvious opportunity
to recruit more men, who make up only 13 percent of the
home care workforce but constitute 40 percent of unpaid
caregivers.100 To successfully recruit from any of these
segments of the labor force, it will be necessary to identify
appropriate recruitment messages, methods, and partners
as well as providing targeted job supports.101

CONCLUSION
The home care workforce is large, diverse, and rapidly
expanding, outnumbering direct care workers in every
other long-term care setting. The growing population of
older adults will drive up the need for home care workers,
as will changes in LTSS policy, the shifting demographic
composition of older adults, changing family structures
and patterns of caregiving, and other factors.
But the LTSS system is already struggling to recruit
enough workers to meet demand. Demographic changes
are reducing the traditional supply of workers, while
turnover in the workforce is high and job vacancies are
increasing. Meeting current and future demand depends
on expanding the labor pool, particularly by recruiting
more men, older adults, and young people—and
addressing policy trends, such as immigration restrictions,
that threaten to shrink the workforce.
The growing care gap in home care is a demographic
issue, but it is also a job quality issue. Inadequate
compensation, limited training, ineffective supervision,
and few opportunities for engagement and advancement
all contribute to recruitment and retention challenges in
home care and undermine the capacity of the workforce
to meet growing demand. These factors will be examined
in the chapters that follow.
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THE HOME CARE SECTOR
Individuals who require long-term services and supports
(LTSS) may receive services at home from home care
agencies or by directly hiring “independent providers.”
Independent providers are home care workers who
are hired through private-pay arrangements or, for
eligible consumers, through publicly funded consumerdirected programs.
Behind this simple classification of home care services
is an exceedingly complex system that is difficult to
define and measure for a number of reasons. The first
challenge, as noted in the previous chapter, is that
home care services are classified within two separate
(but overlapping) industries. A second challenge is the
significant variation across and within states with regard
to nomenclature, definitions, payment mechanisms, and
regulation of home care providers, including agencies
and independent providers. This heterogeneity makes it
difficult, though nonetheless important, to compare major
players, practices, and trends across the country, and to
share knowledge across state borders.
The home care sector is also difficult to characterize as it
evolves in tandem with the broader landscape of health
care and social services. For example, traditional home
health agencies are expanding their share of nonmedical
services; primarily nonmedical home care agencies are
experimenting with new models of care; hospital systems
are creating their own home care services; consumers are
moving away from agencies toward self-directed options;
and so on. The scale and pace of these changes make
it difficult not only to coherently describe the current
sector, but also to identify, expand, and sustain the
innovations that hold the most promise for stabilizing and
improving home-based LTSS.
Bearing these considerations in mind, this chapter will
describe the size and key features of the three main pillars
of the home care sector—home care agencies, consumerdirected services, and gray market providers—and the
implications for access to services and quality of care.

HOME CARE AGENCIES
The home care sector spans two industries that are
distinguished by their primary emphasis on medical or
nonmedical care: Home Health Care Services (NAICS
621610) and Services for the Elderly and Persons with
Disabilities (SEPD; NAICS 624120).102

Home Health Care Services provide support for
individuals who require medically oriented services
in their homes. Agencies that fall into this industry
usually offer skilled nursing care and may provide a
range of other services, including: wound care; pain and
medication management; disease management; oxygen
or intravenous services; medical supplies and equipment;
physical, speech or occupational therapy; behavioral
health care; and/or nonmedical services, including
personal assistance. This industry also includes visiting
nurse associations, home infusion therapy services, and
in-home hospice care.

The scale and pace of
change in the home care
sector make it difficult
not only to describe the
sector, but also to identify,
expand, and sustain
promising innovations.
On the other hand, the SEPD industry is comprised of
home care agencies that primarily provide nonmedical
care, including personal assistance, homemaker, and
companionship services. This industry also includes adult
day services and activity centers for older people and
people with intellectual and developmental disabilities.
There is considerable overlap between home care
agencies that are classified into these two industries,
however, as many home health care agencies provide
extensive nonmedical services, and SEPD agencies
are expanding into medical services. More broadly, an
absolute distinction between medical and nonmedical
care can be difficult to uphold both in principle and
practice, especially from a person-centered perspective;
that is, although personal assistance may be nonmedical,
it may be closely linked to physical, behavioral, and/or
emotional health outcomes.
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CERTIFICATION AND LICENSURE

Certification and licensure rules in home care vary by
type of agency and state rules, which is one of the factors
that complicates efforts not only to describe the sector
but also to implement sector-wide standards and achieve
quality improvement.
Home health care agencies that wish to participate in
Medicare are subject to federal certification requirements,
which include: employing at least one physician and one
registered nurse; providing skilled nursing and at least
one other service, such as home health aide services;
establishing and adhering to a physician-approved plan
of care for each care recipient and meeting requirements
related to assessment, care coordination, person-centered
care, and more. Many home health care agencies are
also voluntarily accredited by independent third-party
organizations such as the Joint Commission, Community
Health Accreditation Partner, or the Accreditation

Commission for Health Care, which are all approved by
the Centers for Medicare and Medicaid Services (CMS)
to conduct initial certification surveys, recertification
surveys, and complaint investigations.
There are no federal requirements for nonmedical home
care agencies, nor for home health care agencies who opt
out of Medicare. Licensing requirements for nonmedical
home care providers, including those funded by Medicaid,
are determined at the state level—and consequently
there is significant variation among states with regard to
standards for training, supervision, staffing requirements,
and other quality indicators.103 (Licensure of home health
care agencies is also governed at the state level, although
a small number of states do not require any license or
certificate of need for such agencies.) Twenty-five states
do not license nonmedical home care agencies at all. The
implications of state-level regulation for training and
scope of practice are described later in this report.
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SIZE AND OWNERSHIP

establishment also increased by nearly 40 percent,
while employment in home health agencies shrank by
5 percent. The wide distribution of employment
indicates the diversity of agencies in the sector, which
range from small, privately owned operations to large
national and international chains; nearly a quarter of
agencies (24 percent) had fewer than five employees,
while another 23 percent had 20 to 49 employees, and
12 percent employed 50 to 99 workers.105 Agency size
can have varying implications: small companies may
offer more localized, tailored services, but at the same
time may struggle to comply with rapid changes in
regulations and norms of practice.

Across the two industries, there were an estimated 56,000
home care and related establishments in 2012 (the most
recent year for which detailed data are available), including
approximately 30,100 establishments in the Home
Health Care Services industry and nearly 26,000 SEPD
establishments (see Table 3.1).104 There has been explosive
growth in both industries, including a 71 percent combined
increase in the number of establishments from 2002 to
2012. Revenues across the sector more than doubled in
the same period, from nearly $46 billion to nearly $100
billion (and are now assumed to be much higher). Notably
but unsurprisingly, given the medical/skilled nursing
focus of Home Health Care Services, revenue per SEPD
establishment was approximately 60 percent of revenue
per establishment for Home Health Care Services.

Another key characteristic of the home care sector is its
relative fragmentation: the market share of the four largest
firms was just 7 percent in 2012, and that of the 50 largest
operators was 26 percent.106 By comparison, in the same
year, the 50 largest firms controlled 29 percent of the
continuing care retirement community industry, 31 percent
of the nursing home industry, and 45 percent of the
assisted living industry. The diversity and fragmentation of
the home care market can hinder efforts to uniformly raise
standards of care quality and job quality.

Another indicator of size is employment level: the two
industries employed over 2.1 million workers in 2012,
a dramatic increase from 2002. Employment levels in
SEPD in particular increased by 137 percent, reflecting
in part the momentous growth in the personal care
aide occupation. The number of employees per SEPD

TABLE 3.1

| Key characteristics of home care agencies by industry, 2002 to 2012

Home Health Care Services
(NAICS 621610)

Number of establishments
Revenue (in millions)
Revenue per establishment (in thousands)
Total employment
Employees per establishment
Annual payroll (in thousands)

Services for the Elderly
and Persons with Disabilities
(NAICS 624120)

2002

2012

Change

2002

2012

Change

17,666

30,139

71%

15,156

25,964

71%

$30,386

$65,447

115%

$15,284

$34,087

123%

$1,720

$2,172

26%

$1,008

$1,313

30%

777,128

1,263,528

63%

381,097

901,359

137%

43.99

41.92

(5%)

25.14

34.72

38%

$15,262

$32,759

115%

$6,342

$15,756

148%

Sources: U.S. Census Bureau. 2012. “Industry Snapshot: Home Health Care Services (NAICS 621610).” https://thedataweb.rm.census.gov/TheDataWeb_
HotReport2/econsnapshot/2012/snapshot.hrml?NAICS=621610; U.S. Census Bureau. 2012. “Industry Snapshot: Services for the Elderly and Persons
with Disabilities (NAICS 624120).” https://thedataweb.rm.census.gov/TheDataWeb_HotReport2/econsnapshot/2012/snapshot.hrml?NAICS=624120.
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Although the home care sector was dominated by nonprofit entities in previous decades,107 nearly three-quarters
of home care agencies (74 percent) were for-profit by
2012. Ownership type is an important consideration when
assessing the home care sector, given that the evidence
generally points toward higher costs and lower quality
(including staffing levels) among for-profit providers
compared to non-profit providers in home health and
other health care settings.108 Interestingly, although they
constitute only 26 percent of the sector in 2012, nonprofit agencies employed a slightly larger proportion of
workers (31 percent) and garnered higher revenue (40
percent) relative to their share of the sector.
Among for-profit agencies (numbering approximately
41,000 establishments), just over two-thirds were
corporately owned in 2012.109 Although individuals,
families, and other partnerships owned about one in three
home care agencies, these agencies tended to be smaller in
revenue and employment compared to corporate agencies.
Four trends in ownership of home care agencies should be
mentioned here. First, in the context of the shift toward
“value over volume” in health care (as described in
Chapter 6), health systems and other market-adjacent
providers are expanding into home care, either by creating
or acquiring their own agencies or partnering with existing
home care providers.110 The industry is also seeing large
insurers acquiring home care agencies, especially to better
manage Medicare Advantage beneficiaries.111
Although these acquisition trends may help support
care coordination, efficiency, and quality goals, it raises
several concerns. First, the new market penetration is
likely to edge out smaller agencies that, although unable
to compete with larger providers, may be in the best
position to deliver appropriate, culturally competent care
to local consumers (e.g., agencies that specialize in assisting
specific sociocultural groups). Second, given that hospitals
and health insurance companies operate by definition
within the medical model, home care under their purview
may become over-medicalized, possibly to the detriment of
consumers’ nonmedical needs and care preferences.
A second trend is the investment of private equity in
home care, spurred by the ever-growing demand for
services (as described in Chapter 1). As one example of
the growing investment in home care, 10 private equity
investments were made in Medicaid-funded home
care agencies in 2016, which was more than double the
investments made in 2015, and private equity was involved
in nearly half of all private-duty home care acquisitions in
the same year.112 The concern with this type of investment

is the primary emphasis on financial return to investors,
possibly at the expense of care quality and job quality—
particularly given many investors’ limited knowledge of
home care and/or Medicaid.113 Given the low existing
overhead for home care companies, efforts to increase
profit margins are likely to lead to cutbacks in services
for consumers and/or compensation for workers—unless
investors are explicitly committed to these concerns.
Greater centralization of ownership leading to reduced
consumer choice is also a risk.

Efforts to increase profit
margins in home care
may lead to cutbacks in
services and/or wages—
unless investors are
explicitly committed to
these concerns.
Another key trend in the sector is the expanding role of
franchise ownership in private-pay home care. Although
franchises—such as Home Instead and Visiting Angels—
constitute only 7 percent of the total sector, the number
of home care franchise brands increased from just 13
in 2000 to 56 in 2014, and among the 45 home care
franchise brands that belong to the International Franchise
Association, the number of franchise locations increased
from 300 to 6,000.114 Sixteen home care franchises were on
Entrepreneur Magazine’s Top 500 Franchise List in 2018,
and five of those were in the top 100.115
Low start-up costs as well as market demand appear to
be driving franchise development in home care; a number
of home care brands made it onto the Franchise Business
Review’s 2018 list of top low-cost franchises (requiring
investment of less than $100,000).116 Home care franchises
also rank highly in franchisee satisfaction.117 The benefit
of the franchise model is that it allows individuals to set
up local offices—capitalizing on the community-based,
relational nature of home care—while also drawing on
the brand recognition and infrastructure of a national
or international chain. However, there is no guarantee
that new franchisees are adequately prepared to
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provide quality services or navigate complex home care
and employment rules and regulations. Furthermore,
uniformity of practice and quality across franchise
locations may be limited, especially in light of concerns
about joint employment and liability (between franchisors
and franchisees) and, for multi-state franchises, given
the variation in regulations across state lines.118 Like
other small proprietorships, the lack of standardization
among franchisees can leave both consumers and workers
vulnerable to inadvertent or deliberate breaches of their
rights and wellbeing.

Local ownership can be
a competitive advantage
in home care, driving
referrals and strengthening
relationships between
the agency, workers,
consumers, and families.
The final trend to mention is the recent entry (and
exit, in some cases) of tech-driven home care startups, including HomeHero, Honor, and Hometeam. The
aim of these companies, in broad strokes, has been
to build economies of scale in home care by reducing
costs and increasing geographic spread. In practice, the
companies do not appear to have disrupted the sector
as much as anticipated, for several reasons. One key
reason, according to HomeHero’s former CEO Kyle Hill,
is that traditional agencies are not as tech-backward as
expected: “While file cabinets are still popular,” he wrote
in 2017 (when announcing the company’s closure), “they
are not sitting in the stone ages,” and some have already
developed their own competitive technology platforms.119
A second reason is that these new companies, no matter
how innovative their intentions, are not exempt from the
financial and regulatory pressures experienced by more
traditional agencies. They must comply with changing
employment laws and keep up with complex regulations
and reforms. In contrast with HomeHero, some start-ups
appear to be leaning into these realities; for example, New
York-based Hometeam has not only switched focus from
private pay to Medicaid, but is homing in on the dually

eligible population, aiming to use the company’s data
and technology capabilities to improve care integration,
quality, and cost.120
A third limitation on the disruptive impact of home
care start-ups is, as noted above, the competitive
advantage of local, community-focused ownership and
operations in home care, which drives referrals and the
quality of relationships between the agency, workers,
consumers, and families.121 Again, some start-ups appear
to be leveraging this lesson. For example, Honor has
formed the Honor Partner Network to partner with,
rather than supplant, independent home care agencies
in local areas; the company’s president, Nita Sommers,
explained that through this network the company aims to
“pair [their] uniquely scaled technology and capabilities
with the best of local providers.”122 In this model, Honor
assumes responsibility for certain business operations,
including recruiting, onboarding, and training of
workers—and shares a negotiated portion of the agency’s
revenue in return. The value of this new approach, and
degree of disruption to the sector overall, has yet to be
determined.123

CONSUMER-DIRECTED SERVICES
Home care services are also increasingly available to
HCBS consumers through consumer-directed programs.
Although consumer-directed home care services overlap
somewhat with the industries described above (given that
consumers may choose to receive services through home
care agencies), these services are predominantly delivered
by independent providers who are hired directly by
consumers.
Also known as self-directed or participant-directed
services, publicly funded consumer-directed services are
designed to shift choice and control to consumers, on
the principle that they know best how to meet their own
needs effectively and efficiently.
Although consumer-directed programs have deep roots,
there is general agreement that the model truly took hold
in the United States with the Cash & Counseling program.
A joint venture between the Robert Wood Johnson
Foundation and the Office of the Assistant Secretary
for Planning and Evaluation (ASPE), Cash & Counseling
initially ran as a demonstration program in three states
(Arizona, Florida, and New Jersey) in 1996 through 2003
and was then replicated in 12 other states through 2009.124
Evaluation results from the demonstration phase—which
involved more than 6,500 Medicaid-eligible individuals
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with LTSS needs who either received traditional agencybased services or began self-directing their services—
indicated that the program significantly reduced unmet
need, improved quality of life for recipients and their
families, and was not associated with higher incidence
of adverse health outcomes (indeed, producing better
outcomes on some measures).
Since then, consumer direction has expanded
exponentially. According to a Kaiser Family Foundation
survey of Medicaid HCBS programs, nearly all states
(N=49) operated consumer-directed programs through
1915(c) and/or Section 1115 waivers in 2016, and 20 out
of 31 reporting states included self-direction in their
personal care state plan.125 Adding more detail, the
National Resource Center for Participant-Directed
Services reported that there were 253 consumerdirected programs operating across the country in 2016,
three-quarters of which were available statewide (189
programs), compared to only 44 percent in 2013.126

These programs served just over one million enrollees in
2016, representing an increase of about 250,000 enrollees
since 2013. California consumers accounted for 51 percent
of the total. Of the 208 programs that responded to the
survey, just over one-third (37 percent) served multiple
populations. Looking across populations, 42 percent
served individuals with intellectual or developmental
disabilities; 34 percent served adults with physical
disabilities; 33 percent served children and 28 percent
served older adults; 15 percent served veterans; and 8
percent served other populations, including individuals
with behavioral health issues, traumatic brain injury,
autism, or HIV. Table 3.2 shows the number of programs
by funding source.
Of note, the expansion of managed long-term services
and supports (MLTSS), discussed further in the next
chapter, does not seem to have affected the growth trend
in consumer direction, even though the two approaches
may be considered somewhat antithetical. The 2016

| Medicaid is the main funder of consumer-directed programs,
particularly through 1915(c) HCBS waivers
TABLE 3.2

Number of
Programs

% of Reporting
Programs
(N=240)

Medicaid State Plan

17

7%

Medicaid Section 1115 Demonstration Waiver

13

5%

3

1%

145

60%

Medicaid 1915(i) HCBS State Plan Option

2

1%

Medicaid 1915(j) Self-Directed PAS State Plan Option

5

2%

Medicaid 1915(k) Community First Choice State Plan Option

4

2%

31

13%

7

3%

13

5%

Funding Source

Medicaid 1915(b) Waiver
Medicaid 1915(c) HCBS Waiver

Veterans’ Administration
State General Revenue
Other Funding Mechanisms

Source: Edwards-Orr, Merle and Kathleen Ujvari. 2018. Taking it to the Next Level: Using Innovative Strategies to Expand Options for Self-Direction.
Washington, DC: AARP Foundation, The Commonwealth Fund, and The Scan Foundation. https://www.aarp.org/content/dam/aarp/ppi/2018/04/taking-itto-the-next-level.pdf.
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National Inventory shows that, among the 21 states
that were implementing or operating MLTSS in 2016,
enrollment in consumer-directed programs had increased
in 16 states and decreased in the other five since 2013;
whereas among non-MLTSS states, 21 increased the
number of enrollees and 10 decreased.127
KEY FEATURES OF CONSUMER DIRECTION

There are two main variants of consumer direction:
employer authority and budget authority.128 Employer
authority, the more limited version, authorizes consumers
to hire, schedule, supervise, and dismiss their own
personal assistance workers. In the budget authority
model, on the other hand, consumers receive a monthly
budget with which to purchase a range of goods and
services to meet their assessed needs (as specified in their
service plan), including but usually not limited to personal
assistance. A key advantage of budget authority is that it
enables consumers to negotiate higher wages and benefits
with their workers—while adhering to employment laws
and regulations, for example the Fair Labor Standards
Act (FLSA) rules on overtime (see Chapter 4)—which can
improve job and service quality and sustainability. In 2016,
47 states offered employer authority in their 1915(c) and
Section 1115 consumer direction waiver programs, while
35 states offered budget authority.129
Regulations about who can be paid through consumerdirected services also vary by program and state, but
overall, an estimated 70 percent of independent providers
in consumer-directed programs are family members or
friends. Consumer-directed programs often do not allow
payment, however, to spouses or parents of children
under the age of 18.130 Reluctance to authorize payments
to such individuals stems from several sources, including
concerns about training, preparation, and oversight
(as discussed further in Chapter 5); concerns about
the budget impact of substituting paid for unpaid care
or the fraudulent use of funds; and cultural and legal
norms about innate caregiving obligations. The evidence
does not appear to support these concerns, however;
the Cash & Counseling demonstration, for example,
found no evidence of care substitution or a “woodwork
effect” (i.e., a marked increase in payment for spouses in
the two states that permitted it),131 and a study of IHSS
recipients in California (N=386,447) found no financial
disadvantages and some improved health outcomes
among those hiring a spouse, parent, or other relative
compared to those with nonrelative caregivers.132 Further,
the argument for compensating family members is
strengthened by the increasing evidence of the physical,
emotional, financial, and other stressors experienced by

many family members who must balance unpaid family
caregiving with paid employment.
Another feature of consumer-directed services is that
participants must have access to a case manager (also
known as a support broker, counselor, consultant, or
by other job titles) to help them liaise with the program
and obtain the services they need. 133 All consumerdirected programs must also make Fiscal Management
Services (FMS) available to assist consumers with the
responsibilities associated with being an employer, such
as billing and documentation, payroll and related taxes,
budget monitoring, and so on. However, states may
choose among different FMS models.134 One is the fiscal/
employer agent (F/EA) model, in which a government
agency or vendor entity acts on behalf of individual
consumers to fulfill key fiduciary obligations, such as
withholding, filing, and depositing employment taxes.
There are two ways for states to implement consumer
direction using a vendor F/EA: (1) select a discrete number
of F/EAs through a competitive bidding process, and bill
the costs as administrative expenses (with a standard 50
percent federal match) or (2) allow freedom of choice for
participants, and bill F/EA costs as service expenses (with
a potentially higher federal match).
An alternative FMS model is the agency with choice
(AWC) model, which is a co-employment arrangement
between the consumer and a traditional home care
agency.135 In this model, the consumer is the managing
employer—recruiting, interviewing, selecting, training,
managing, and dismissing workers—while the agency
is the legal employer for IRS purposes, officially hiring
the worker and managing payroll. There are a range
of benefits associated with the AWC model. The
consumer is released from some of the burden of
paperwork (and associated liability), while retaining
choice and control over the personal assistance services
they receive. Further, the model facilitates more
extensive and sustained support for both consumers
and workers: consumers can access assistance with
any aspect of the employment process, and workers
can benefit from training opportunities, group-policy
benefits (such as health insurance or retirement
benefits), and other job supports. An F/EA, on the
other hand, may only provide limited guidance to the
consumer, rather than direct assistance.
Sharing employment responsibilities through the AWC
model does bring up challenges. One challenge is the
current ambiguity regarding liability around employment
practices, especially given that joint employment is not
recognized in many state and some federal laws. This
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ambiguity is sometimes addressed by agency policies
that shift all liability to consumers, which is a distortion
of the principles of consumer direction.136 Ambiguity
may also be experienced by a home care worker who
does not clearly know who his or her “boss” is. Without
sufficient commitment to the principles of self-direction
on the agency’s part, the AWC model can also result in
limits on consumer choice and control; for example, if an
AWC dictates how many personnel changes a consumer
can make. Notwithstanding these concerns, which
require further examination and testing, the AWC model
is a promising model for serving the needs of both
consumers and workers.

The agency with choice
(AWC) model, a coemployment arrangement
between the consumer and
home care agency, offers
a range of benefits for
consumers and workers.

Atlantic reports that the United Domestic Workers
of America, which represents home care workers in
California, was larger in 2018 than before Harris v. Quinn
(with a current membership count of 75,000 versus
68,000 prior to the ruling)—thanks to the union’s effort
to more proactively engage and support workers through
training opportunities and other services and supports.139
More recently, however, the Centers for Medicare and
Medicaid Services released a final rule on Medicaid
provider payments that prohibits states from paying
union dues on behalf of home care providers, which will
affect independent providers in California, Connecticut,
Massachusetts, Oregon, and Washington (and possibly
others).140 The impact of this rule on home care workers’
union membership and job quality remains to be seen.
As with the traditional agency model described above,
the diverse and distributed nature of consumer-directed
programs across and within states makes it difficult
to develop or implement universal quality standards—
particularly given that quality assurance falls largely to
the individual, in keeping with the model’s principles
of independence and autonomy. A key opportunity,
therefore, is to develop agreement on a robust definition
of “quality” to serve as the basis for assessment and
improvement in consumer-directed services, as discussed
further in Chapter 9.

THE GRAY MARKET

In a handful of states, most notably California,
independent or quasi-governmental entities called public
authorities or workforce councils have been created
to serve as the employer of record for independent
providers. (Whether or not these public authorities
should be categorized as a form of FMS provider is an
unresolved debate.) One of the distinctive roles of public
authorities is to engage in collective bargaining, thereby
helping improve independent providers’ wages and access
to group benefits. While consumers retain employer
authority, public authorities may perform payroll tasks,
and usually also fulfill other activities such as recruiting
and screening workers, maintaining a registry of workers,
matching workers and consumers, and/or offering
training opportunities and support services.137

Comprising the third main pillar of the home care sector
are direct care workers who are hired and paid privately
by consumers, either as household employees (the W2
model), independent contractors (the 1099 model), or
unreported workers.

To note, the nascent collective bargaining power of home
care workers has come under threat recently. In Harris v.
Quinn, the Supreme Court ruled in 2014 that independent
providers funded through Medicaid constitute “partialpublic” rather than fully public employees, and therefore
cannot be compelled to pay union fees if they do not
choose to join the union.138 Despite this setback, the

Anecdotal reports suggest that the benefit of the gray
market is that, like publicly funded consumer-directed
services, it allows consumers maximum scope in choosing
who provides their personal assistance and how.142
This means that consumers can seek workers who are
the best fit in terms of experience, availability, or personal
characteristics such as temperament, race/ethnicity,

This segment of the sector, which is commonly known
as the gray market, is difficult to characterize and
quantify—but certainly sizable, given the large swathe of
consumers who do not qualify for public LTSS funding
but cannot afford to pay privately for agency services,
or do not choose to do so. (According to the Genworth
Cost of Care Survey, the national median rate for
personal assistance services from a home care agency
is $21 to $22 per hour.141)
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or language. It also means that consumers can circumvent
state and/or agency rules that limit, sometimes
inconsistently, what a home care worker is allowed to
do in other employment scenarios (as discussed further
in Chapter 7). Consumers can also choose to pay a
higher wage than workers receive through Medicaidreimbursed or private-pay agency services. The flip side
of autonomy, however, is a lack of oversight, support, and
protection for either consumers or workers—leaving both
parties vulnerable to a range of potential personal and
professional risks.143

In a system that’s both
multi-layered and
fragmented, careful
planning and coordination
are needed to stabilize
the home care workforce
and ensure effective
services for consumers.
The gray market is also seeing a proliferation of privately
owned and operated staffing registries which connect
consumers and workers, but do not by design fulfill
any employment functions, such as hiring, scheduling,
supervision, or training. Although well-structured
registries play an important role in connecting consumers
and workers, particularly in the context of a growing
workforce shortage (see Chapters 8 and 9), they may not
always be managed in the best interests of consumers or
workers; reports from the field suggest that, at least in
some cases, companies are choosing to operate registries
in order to sidestep home care regulations. Educating
registry providers and implementing some degree
of regulation—as seen in Florida, which has a licensure
category for nursing registries144—are important steps
toward protecting consumers and workers, who may not
otherwise know the risks or liability they assume when
using a private registry.145

CONCLUSION
The home care sector is large and complex, with
considerable state-by-state variation due to differing
(or in some cases non-existent) rules and regulations.
In recent years, the number of home care agencies has
exploded in response to consumer preferences, policy
changes, and growing demand.
The home care sector is highly fragmented, with a low
market concentration and large proportion of small
establishments. Recently, there has been considerable
growth among larger agencies, however. Hospitals
and health systems have entered the home care sector,
and an influx of private equity has driven mergers and
acquisitions. These trends carry worrying implications if
investment is not matched by appropriate expertise and
explicit commitment to investing in home care jobs and
improving consumers’ experiences of care.
Along with the burgeoning number of home care
agencies, consumers have also taken on new roles in
directly hiring, training, and supervising workers. In
consumer-directed programs, consumers often share
some employment responsibilities with FMS providers.
These arrangements can, when organized effectively, help
consumers successfully navigate their employment role,
thereby functioning as a support and quality assurance
system that is largely lacking in the private-pay gray
market. The AWC model stands out among FMS models
as particularly well-structured to address the needs and
preferences of consumers and workers simultaneously.
The new home care landscape affords more opportunities
for consumers to choose the home care providers
(whether agencies or individuals) who serve them
best. But rapid changes in the sector pose significant
challenges for workforce development. In a system
that’s both multi-layered and fragmented, states face
considerable barriers to enforcing and implementing
workforce development policies, and workers face limited
options to establish a career in caregiving. In this context,
careful planning and strong coordination are needed to
stabilize the home care workforce and create a home care
system that can effectively serve consumers.
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IMPROVING JOB QUALITY
VISION  Rewarding, sufficiently compensated, and well-supported
home care jobs that attract and retain a strong and stable workforce.
High-quality home-based long-term services and supports
(LTSS) cannot be achieved without a strong and stable
workforce; in the face of growing and evolving demand
for service, this long-established fact is more obvious
than ever. Yet efforts to invest in the home care workforce
are stymied by at least two factors: first, by the historical
dismissal of home care as low-skilled, feminized domestic
labor, and the related marginalization of the home care
workforce; and second, by cost-containment concerns in
the sector and wider health care system.
Recent policy developments, such as rising minimum
wage rates and the revision of the Fair Labor Standards
Act (FLSA) to cover home care workers, suggest progress
toward improving employment conditions for the home
care workforce.146 But these incremental changes are
insufficient to address inadequacies in wages, benefits,
hours, supervision, and employment supports caused by
systemic and persistent underinvestment in home care
and its workforce. Poor job quality makes it difficult to
recruit new workers to the field, including non-traditional
workers, and leads to negative downstream effects,
including high turnover, service gaps, and poor outcomes
for consumers. Thus, improving job quality for home care
workers has been described as a care quality issue, an
economic development issue, and a moral imperative.147
This chapter provides an up-to-date snapshot of home
care workers’ wages, benefits, and other indicators of job
quality, and subsequently describes a range of options
for improving job quality in order to improve workforce
recruitment and retention.

WAGES, HOURS, AND BENEFITS FOR
HOME CARE WORKERS
The following analyses include personal care aides,
home health aides, and nursing assistants in the two
industries described in Chapter 3, namely Home
Health Care Services and Services for the Elderly and
Persons with Disabilities (SEPD). (Nursing assistants
in home care perform the same on-the-job tasks as
home health aides.)

WAGES AND EARNINGS

Direct care wages are notoriously and persistently low,
especially for home care workers. The median wage for
all home care workers in 2018 was $11.52 per hour and
median annual earnings were $16,200.148 Personal care
aides earned the least; their hourly wage was $11.40,
compared to $11.77 for home health aides and nursing
assistants working in home care. (Nursing assistants
working in nursing homes, on the other hand, earned
a median hourly wage of $13.38.)
There are considerable variations among different
populations of home care workers, however, even at this
low end of the pay scale, according to our analyses of
2017 data from the U.S. Census Bureau.149 Women of color
earned $10.48 per hour compared to $10.69 for white
women, according to these slightly older data, and the
difference in their annual family earnings was more than
$7,000 ($44,000 compared to $51,200). Men of color
earned slightly more than women, but less than white
men: their hourly wage was $11.00 and family income was
$50,400, compared to $11.30 and $54,400 for white men.
Interestingly, immigrants (who constitute nearly a third of
the home care workforce), earned slightly more than U.S.born workers per hour ($11.00 versus $10.48) and annually
($17,100 versus $15,100). Finally, men earned $11.00
per hour while women earned $10.52. Although not a
startling difference, this paradoxical pay gap (in a femaledominated field) amounted to a 6 percent difference
in annual earnings ($16,100 versus $15,100). The gender
difference in family earnings was even larger, at 12 percent
($52,500 for male home care workers versus $46,700 for
female workers).
Education also has an effect on home care workers’
wages, even in an occupation with low educational
requirements. High school graduates earned $10.46
per hour and $15,600 annually, compared to $10.18 and
$13,400 for those who did not finish high school. Hourly
earnings increased to a median of $11.20 for workers with
an Associate’s degree or higher, and their median annual
income was $18,100. Another notable pay differential
can be seen between home care workers employed by
non-profit agencies versus those in for-profit agencies.
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While for-profit workers earned $10.48 per hour and
$15,100 annually, non-profit workers earned a full dollar
more on the hour and $18,100 annually.
Although it is difficult to make robust estimates about
independent providers, even those working in publicly
funded consumer-directed programs, the data indicate
that they made slightly more per hour ($11.00 per hour)
but earned slightly less per year ($14,200). Of note, for
the many independent providers in consumer-directed
programs who are family members, low wages can affect
consumers’ financial wellbeing as well; for example,
when a family member leaves a higher-paying job to
provide paid personal assistance, the whole household,
including the consumer, may feel the impact of their
diminished income.

Personal care aides
earned the least; their
hourly wage was $11.40,
compared to $11.77
for home health aides
and nursing assistants
working in home care.
Finally, wages and earnings are also somewhat higher
in suburban and urban areas compared to rural areas
($10.75 compared to $10.20 per hour, and $14,800
compared to $13,800 annually)—though the difference is
not as great as might be expected given the higher cost
of living in urban areas.
WAGE TRENDS

Wages for home care workers have not kept pace with
rising LTSS demand. From 2008 to 2018, inflationadjusted wages for home care workers increased by less
than a dollar (from $10.83 to $11.52).150 There was some
variation between wages for personal care aides (whose
wages increased by $1.07) versus home health aides
(whose wages only increased by 43 cents)—but as noted
above, personal care aides still earned less than home
health aides in 2018.

EMPLOYMENT STATUS

Low annual earnings reflect not just low hourly wages but
also high rates of part-time working. The data show that
two in five home care workers (38 percent) worked part
time in 2018, defined by the BLS as less than 35 hours per
week.151 Among all home care workers, 7 percent worked
part time for economic reasons, meaning that they would
prefer full-time hours but are not able to find them due
to business conditions at their agency or in the wider
labor market. The other 31 percent worked part time
for non-economic reasons, which may be voluntary or
involuntary; these include personal or family obligations,
school enrollment, retirement or social security earning
limits, health or medical limitations, and other reasons.
Our analysis of 2017 data from the U.S. Census Bureau
indicate that part-time workers tended to make less per
hour than their full-time counterparts ($10.25 versus
$11.01), as well as earning significantly less annually
($10,100 versus $21,200).152 Their lower hourly wage
may be explained in part by the fact that more nonprofit workers worked full-time (67 percent) than forprofit workers (60 percent), perhaps due to a higher
commitment to full-time hours for workers among nonprofit providers.153
As a side note, paid time off is relatively rare for
home care workers. A national survey of home care
workers conducted by the National Employment Law
Project (NELP) found that, among approximately 2,600
respondents, only 19 percent received paid sick leave
from their employers and just under 30 percent received
paid vacation days.154 However, union membership made a
difference: 55 percent of unionized respondents reported
receiving either vacation or sick days, compared to 23
percent of non-unionized respondents.
HEALTH INSURANCE

Health insurance is another essential indicator of
compensation and job quality. Without health coverage,
low-income workers struggle to achieve stable
employment and economic self-sufficiency.155 The high
rate of occupational hazards in home care mentioned
in the next section bolsters the argument for health
insurance for home care workers.
However, 16 percent of home care workers lacked health
insurance in 2017, compared to 11 percent of nursing
assistants working in nursing homes and just over 10
percent of the U.S. labor force overall.156 Among home
care workers who are insured, the largest proportion
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(42 percent) relied on public coverage, most commonly
Medicaid, while another 38 percent were insured through
their employer or union. Reasons for the low rate of
employer coverage include workers’ ineligibility due to
part-time hours and, when insurance is available, the
prohibitive cost of premiums or copayments.
Of note, the high rate of coverage through Medicaid is
due in part to the Affordable Care Act, under which states
were incentivized to expand Medicaid eligibility to meet
the needs of low-wage workers (those under 138 percent
of the federal poverty line). A recent analysis showed
that between 2010 and 2014, the uninsured rate among
all direct care workers decreased by 21 percent—but in
Medicaid “expansion states,” the uninsured rate fell 33
percent.157 Home care workers benefitted most from
Medicaid expansion, with their coverage increasing from
22 percent to 28 percent.
A second, countervailing point about Medicaid is the trend
toward work requirements. In 2017, CMS posted revised
criteria for Section 1115 waivers allowing the inclusion of
work requirements. As of August 2019, six states had been
approved for a work requirement waiver and a further
seven had waiver requests pending, while three more

states—Arkansas, Kentucky, and New Hampshire—had
been blocked by the courts from implementing the waiver
program.158 The legal battles revolve around whether work
requirements contravene Medicaid’s main aim, which is to
provide affordable coverage to those who are eligible, and
whether the administration has overstepped in authorizing
these new models.
Evidence shows that, because most enrollees who are
able to work are already employed, Medicaid work
requirements directly target just 6 percent of workingage adults on Medicaid (two-thirds of whom report that
they are retired or unable to find work).159 However, the
new requirements negatively impact other Medicaid
enrollees—including, as shown above, a significant
proportion of the home care workforce. One cause for
concern is the introduction of work-status reporting
requirements (as a condition for continued coverage),
which can be difficult for workers with limited computer
access or experience. For example, among Medicaid
enrollees who were subject to work requirements
in Arkansas, an estimated 25 to 31 percent lacked
Internet access at home.160 In the first month that work
requirements took effect in that state, nearly 7,500 people
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(or 29 percent of the target population) failed to meet
the reporting requirements; and altogether, during the
10-month life of the program, more than 18,000 enrollees
lost their health insurance coverage.161
Moreover, due to the part-time and inconsistent nature
of their work, many home care workers may risk losing
Medicaid coverage if, for example, they lose their primary
client, or experience a major life event that requires
taking time off work. For these low-income workers,
losing health insurance may trigger a downward spiral of
health problems and financial insecurity that causes their
exit from the labor force altogether.
ECONOMIC SELF-SUFFICIENCY

Low wages, part-time hours, and low annual earnings
make economic self-sufficiency an elusive goal for many
home care workers and their families. Nearly one in five
home care workers lived below the federal poverty line
in 2017,162 which was set at $12,060 for an individual
and $24,600 for a family of four, far short of what is
considered necessary to meet basic needs without relying
on public subsidies or other assistance.163 Twenty-nine

Low wages, part-time hours,
and low annual earnings make
economic self-sufficiency an
elusive goal for many home
care workers and their families.
Nearly one in five home care
workers lived below the
federal poverty line in 2017.
percent of workers lived below 138 percent of the poverty
line, and nearly half (48 percent) lived below 200 percent.
Because of these high rates of poverty, 53 percent
of home care workers received some form of public
assistance, including Medicaid (33 percent), food
and nutrition assistance (30 percent), and/or cash
assistance (3 percent).164

Further economic disparities can be seen within the
home care workforce. For example, in 2016, 22 percent
of workers who are women of color lived below the
poverty line, and 56 percent accessed public assistance.165
By comparison, 16 percent of white women in the
workforce lived in poverty and 46 percent accessed public
assistance. Education matters too: nearly one quarter of
home care workers without a high school education lived
in poverty and 60 percent required public assistance.
Immigrant workers are somewhat less likely to live in
poverty (16 percent, compared to 20 percent of U.S.-born
workers), but their use of public assistance is similar (52
percent for immigrants, 51 percent for U.S.-born workers).
This finding underscores concerns about the public
charge rule discussed in Chapter 2.166
See Appendix A for more data on the home care
workforce.

EVIDENCE ON THE IMPORTANCE
OF JOB QUALITY
These data show that, despite the challenging nature of
the work, home care jobs do not ensure economic stability
for workers—a central lesson for efforts to strengthen and
stabilize the workforce.
Individuals are motivated to enter and remain in caring
occupations for intrinsic as well as extrinsic reasons.167
Intrinsic motivations include the desire to help others or
give back; a sense of duty or calling; and/or a preference
for working independently in the field.168 Extrinsic
factors, on the other hand, include wages, benefits,
scheduling and hours, supervision, and other elements
of job quality. The academic literature on job quality and
turnover in direct care, which has been mainly conducted
in residential settings, points toward a combination or
“bundle” of these factors as being important for job
satisfaction, recruitment, and retention.169 Otherwise,
no matter how strong their intrinsic motivation, workers
may not be able to afford to stay in their jobs, or may
experience stress and burnout if they do remain.
Evidence from the Better Jobs Better Care national
demonstration project, which was funded from 2002
through 2006 by the Robert Wood Johnson Foundation
and The Atlantic Philanthropies, is instructive here. Better
Jobs Better Care was a $15.5 million effort to investigate,
implement, and disseminate strategies to improve
recruitment and retention of direct care workers across
long-term care settings, including nursing homes, assisted
living, home care, and adult day services. Participants
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included nonprofit coalitions in five states: Iowa, North
Carolina, Oregon, Pennsylvania, and Vermont. In their
analysis of data from over 3,000 direct care workers
involved in the demonstration, Brannon and colleagues
compared those who were “somewhat likely” or “very
likely” to leave their jobs in the next year against those
who were “not at all likely” to leave—and found that
income was one of the main indicators of intention to
leave.170 This finding was especially strong for home care
workers versus direct care workers in other long-term
care settings.
Another research team analyzed responses to a single
open-ended question on the baseline survey for Better
Jobs Better Care, which was: “What is the single most
important thing your employer could do to improve
your job as a direct care worker?”171 The sample included
nearly 3,500 respondents, a third of whom were from
home care agencies. Among the two out of three home
care respondents who answered the question, 63 percent
reported that increasing compensation was the single
most important thing that employers could do, while a
significant minority also called for better benefits.
A 2009 study of home care workers in Maine (N=507)
helps highlight the association between extrinsic job
factors and turnover among home care workers.172 The
study, which examined the impact of wages, hours, and
benefits on worker retention, controlling for a range of
factors, found that perceptions about “non-monetary
job-related rewards” (i.e., intrinsic rewards) had a strong
impact on intent to leave, but compensation variables
were better predictors of actual turnover. The researchers
concluded by questioning whether “improvements to
reduce job stress and enhance the nonmonetary rewards
of home care work can compensate for low wages and a
lack of benefits.”
Evidence from the 2004 National Nursing Assistant
Survey suggests an association between low wages and
exit from the field altogether.173 From an analysis of
approximately 2,300 respondents, researchers found that
facility characteristics, including supervisor qualities,
training/safety, and benefits, primarily affected job
retention; whereas “profession retention,” measured
by whether the respondent expected to be a nursing
assistant in their next job, was negatively associated
with income (as well as education). The take-home
message from these findings—with relevance, if not direct
applicability, to home care workers—is the need for both
organization-level policies to support workers and higherlevel interventions to improve the competitive nature of
these jobs relative to other occupations.

Finally, the impact of wages and benefits on retention
in consumer-directed programs is also important to
consider—given that the balance between intrinsic and
extrinsic motivation may be different for independent
providers, especially those who are related to
consumers.174 In one early study, Howes looked at the
impact of wage and benefit increases during a 52-month
period (from November 1997 to February 2002) on
retention rates among 18,000 independent providers
in the In-Home Supportive Services (IHSS) program in
San Francisco.175 The findings were startling: the neardoubling of wages and addition of health care benefits
was associated with an 89 percent increase in the annual
retention rate of new workers and a 57 percent decrease
in the turnover rate.
In a second study, Howes examined the impact of wages
and benefits, controlling for personal characteristics,
on recruitment and retention among a sample of 2,260
independent providers working in eight counties in
California in 2004.176 The counties represented the range
of wage and benefit packages available to IHSS workers.
Two-thirds of respondents reported that commitment
to their consumer was the most important and flexibility
was the second most important reason for taking
the job, regardless of wages, benefits, and personal
characteristics. However, wages became a significant
recruitment and retention factor when they rose above $9
per hour (in 2004 dollars), for both family and non-family
providers. The implication from these nuanced findings
is that recruitment may be improved with higher wages
when wages reach a minimum threshold.
Refuting simplistic assumptions that caregiving is “not
about the money,” this brief review of evidence suggests
that wages, benefits, and other extrinsic aspects of job
quality are critical to recruitment and retention in home
care. These other extrinsic elements include supervision
and other forms of support, as discussed in the next section,
as well as adequate training (Chapter 5) and opportunities
for engagement and advancement (Chapter 7).

SUPERVISION AND SUPPORT
Effective frontline supervision is considered essential for
the “development, engagement, and performance of the
workforce,”177 not least for home care workers, whose jobs
are highly autonomous and often weakly tied to any form
of organizational infrastructure or support.
Many of the studies cited above identified supervision
and support, along with compensation, as key elements
of job satisfaction and/or intent to stay or leave.
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As further evidence, in their analysis of the 2007 National
Home Health Aides Survey, Yoon and colleagues found
that organizational and supervisory support had a direct
effect on home health aides’ job satisfaction.178 These
supports also had an indirect effect by weakening the
negative relationship between job-related stressors and
job satisfaction; in other words, proper support and
supervision appears to help workers manage the stress
of their role and attain higher job satisfaction. Another
analysis of the same survey found a negative association
between “job resources” (which included recognition
by supervisor as well as self-confidence in job
performance) and specific job outcomes, namely intent
to leave and turnover.179

Among the home care
workers who responded,
63 percent reported that
increasing compensation was
the single most important
thing that employers could do
to improve their jobs, while
a significant minority also
called for better benefits.
Despite its importance, supervision is an underdeveloped
role in home care. A 2006 report from the Department of
Health and Human Services Office of Inspector General
(OIG) found that supervision was only included in
about two-thirds of the state and program requirements
for Medicaid-funded personal care services (198 out
of 301 total requirement sets), with wide variation in
requirements about the supervisory role, supervision
methods, and frequency of supervision.180 Supervision for
home health aides, on the other hand, is mandated at the
federal level by CMS, but minimally; the rules stipulate
that home health aides must receive a supervisory visit
from a registered nurse every 60 days.
Although the OIG report was published in 2006, there is
no reason to believe that supervision has become a more
uniform or stringent requirement. Reports from the field
suggest that home care workers employed by home care

agencies often do not know who their direct supervisor
is, or have more than one supervisor. Moreover, those in
supervisory roles are often appointed without specific
training or tools.181 As a result, supervisors often fall short,
albeit inadvertently, of adequately supporting workers
and holding them accountable.
The Center for Coaching Supervision and Leadership
(CCSL) provides a promising example of efforts to
improve supervision for direct care workers. Funded
by the John A. Hartford Foundation and The Atlantic
Philanthropies and implemented by PHI in 2006
through 2010, the CCSL initiative was designed to test
and refine an alternative supervision model called PHI
Coaching Supervision®. This model emphasizes clear
communication, high expectations, and supportive
problem-solving as foundational elements of supervision.
According to the evaluation of this project—which
involved 17 nursing home and home care providers—
77 percent of trained supervisors reported “often” or
“always” practicing coaching supervision at work, and
30 percent of supervisors and managers reported that
“time [spent] solving other employees’ problems” had
decreased.182 The evaluation also showed statistically
significant improvements in job satisfaction and
satisfaction with supervision among the nearly 1500 staff
who completed a post-intervention survey.
More research on supervision in home care is required
to identify best practices across different service delivery
models, with attention to supervisory roles and when,
where, and how supervisors communicate with workers
in the field. In particular, little is known about supervision
in consumer-directed programs and how to achieve an
effective balance between consumer autonomy, on the
one hand, and external support and oversight of the
worker, on the other.
Along with effective supervision, additional job supports
can be leveraged to stabilize and improve home care
jobs—even within budget constraints. Home care
cooperatives, which are by definition worker-centered,
lead the way in implementing strategies to support
and empower workers.183 For example, Cooperative
Home Care Associates—formed in the Bronx in 1985
and now the country’s largest worker-owned company,
with more than 2,000 workers—employs peer mentors
to support new and incumbent workers; retains a fulltime case manager to support younger workers to
successfully navigate training and employment; offers
emergency funds and interest-free loans for workers in
financial difficulty; and partners with community-based
organizations to provide financial literacy counseling
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and other supports. Turnover at Cooperative Home Care
Associates hovers around 20 percent, compared to the
much-higher industry norm (reported by Home Care
Pulse as 67 percent in 2017 and 82 percent in 2018).184
Finally, on-the-job safety is an important element of job
quality. Home care workers currently experience a high
rate of occupational injury, particularly muskuloskeletal
injuries: in 2016, injury rates were 144 injuries per 10,000
personal care aides and 116 per 10,000 home health aides,
compared to 100 injuries per 10,000 workers across
all U.S. occupations.185 Better training, supervision,
oversight, and access to safety equipment and supplies
are all elements of a comprehensive approach to reducing
occupational injuries, thereby supporting job quality,
satisfaction, and retention.186

POLICY LEVERS TO IMPROVE
COMPENSATION
This chapter will conclude by describing levers to
improve job quality for home care workers, with a primary
focus on increasing compensation. (Training and career
advancement are addressed in subsequent chapters.)
MINIMUM WAGE AND OTHER BROAD
INTERVENTIONS

Minimum wage increases are one way for states to help all
low-income workers earn enough to support themselves
and their families. Although the federal minimum wage
has held steady at $7.25 since 2009, 29 states and DC have
raised their minimum wage above that rate. There is also
considerable momentum at the local level: since 2012,
more than 40 cities and counties have raised the local
minimum wage.187
A higher minimum wage can benefit home care workers,
but with three significant caveats. The first caveat is that,
in a publicly funded space like home care, increased
wages may actually lead to decreased hours (or even job
loss) for workers if not matched by a targeted increase in
reimbursement rates.
Second, given the interplay between wages and benefit
eligibility, higher wages do not always translate into better
compensation for workers overall, and may in fact lead to
lower total compensation. For example, an analysis of the
impact of increased hourly wages for home care workers
in New York City—triggered by a 2016 state law that
increased the minimum wage to $15 by the end of 2018—
found evidence of “benefit cliffs” and “benefit plateaus.”188
With benefit cliffs, total income drops even as wages

increase, due to reduced public benefits; for example, the
analysis showed that a single home care worker earning
$13 per hour has a higher total income at 35 hours than
at 40 hours, due to a corresponding drop in benefits.
With benefit plateaus, total income remains the same
even when wages increase, because benefits decrease at
the same level; for example, the analysis showed that a
four-person family’s income stayed relatively flat at $11,
$13, and $15 per hour due to graduated loss of benefits.
In sum, these findings show that wage increases are
only part of the solution, as the impact of higher wages
depends on family size, hours worked, and other factors
impacting eligibility for public benefits.
The third concern relates to the impact of minimum
wage increases on recruitment and retention. Because
a higher minimum wage “lifts all boats,” the home care
workforce may lose workers to other sectors that offer
a similar wage but more hours, a stable schedule, or
an escape from “the pressure of keeping someone else
alive.”189 There are ways to combat this risk, however:
in Arizona, for example, reimbursement rates have been
raised in response to a minimum wage increase; and in
Washington, workers have negotiated a $15 wage for
some home care workers beginning in 2020, when the
state minimum wage rises to $13.50 per hour. New York
also raised reimbursement rates in response to minimum
wage increases, but without mandating a wage passthrough, with the risk that home care workers will not
see the benefit.

Minimum wage increases
are one way for states
to help all low-income
workers earn enough to
support themselves and
their families.
Another universal protection that can benefit home care
workers is paid family and medical leave.190 Paid family
and medical leave allows a worker to take paid time off
to care for their own serious medical condition or that
of a family member, or to bond with a new child; some
policies also include leave for a military service member’s
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deployment.191 Given that home care workers are primarily
women in their middle years, maternity and caregiving
leave is particularly important for this workforce. Without
the protection of paid leave, workers who need to take
time off may experience serious financial repercussions
from lost wages, or risk losing their jobs altogether. By
the same token, appropriate paid leave policies can help
address turnover by supporting workers to stay in their
jobs even when significant life events occur.
The federal Family and Medical Leave Act provides up to
12 weeks for unpaid family and medical leave for certain
workers—but the eligibility criteria make it accessible
by only 60 percent of U.S. workers, and less than half of
all low-income workers.192 Furthermore, those workers
who do qualify cannot, in many cases, afford to take
unpaid time off. Some states are beginning to fill the gap,
however, with five states (California, New Jersey, New
York, Rhode Island, and Washington) and the District of
Columbia passing their own paid family and medical leave
laws. The key challenge is to ensure that these policies
are accessible to low-income workers, including home
care workers. For example, partial wage replacement
levels may not suffice for workers who live paycheck-topaycheck by necessity, and strict criteria for tenure or

hours worked may exclude those who work for more than
one employer, which is common in this sector.
REVISION OF THE FAIR LABOR
STANDARDS ACT (FLSA)

Progress toward raising employment standards for
home care workers was recently achieved when the
U.S. Department of Labor published a final rule on the
Fair Labor Standards Act (FLSA) that extends federal
minimum wage and overtime protections to most home
care workers.193
Since its inception, FLSA had excluded “domestic
workers,” a category including cooks, housekeepers, maids,
gardeners, and other employees performing household
services in private homes, including personal assistance
services. This exclusion both reflected and perpetuated
the marginalization of these workers (primarily women
and people of color) and the services they provide—a
stigma that continues to haunt the home care space. Even
when FLSA was amended in 1974 to include domestic
workers, “companionship services”—which included home
care services, even when provided through a home care
agency—were still explicitly exempted.
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After a long rule-making process initiated in 2011, and
several subsequent legal challenges, a final rule that
substantively narrowed the companionship exemption
came into force in 2015. Under the rule, home care
agencies can no longer claim the exemption under any
circumstances, and private employers can only claim it if
the worker provides primarily “fellowship and protection.”
If the companionship includes any medically related tasks,
the exemption does not hold. Outside of the exemption,
home care workers must now be paid at least the federal
or state minimum wage, whichever is higher, for the first
40 hours of the work week; must be paid overtime at
time-and-a-half; and must be paid for travel time between
clients that are assigned by a single employer.
Resistance to revision of the companionship exemption
arose primarily from concerns that it would drive up the
cost of care—which, without a corresponding increase
in Medicaid reimbursement rates, might lead to fewer
authorized hours of assistance, and in some cases, early or
unwanted admission to a nursing home. Mission Analytics
Group, in partnership with Assistant Secretary for Planning
and Evaluation (ASPE), is currently completing a case study
of state actions toward compliance with the final rule. The
findings from this research should provide insight about
how states have managed these funding concerns.
Evidence from the field suggests, in the meantime, that
the revision has fundamentally changed how home care
workers are deployed, given that reimbursement rates have
not kept up with the new overtime requirements. Providers
have initiated strict scheduling restrictions to avoid
overtime costs, and home care workers have been forced to
spread out their work hours between employers (to attain
enough hours without exceeding 40 hours with any single
employer)—with implications for consumers’ continuity of
care. Increased funding, along with technical assistance,
is needed to ensure that employers are knowledgeable
about and able to comply with the new rules in ways that
support both care quality and job quality.
DIRECT INVESTMENTS IN THE
HOME CARE WORKFORCE

States can also directly improve compensation for
direct care workers who are reimbursed through
Medicaid, including home care workers. Fifteen states
reported implementing wage increases for direct
care workers in fiscal year (FY) 2018, and 24 states
reported increases for FY19 (14 states reported wage
increases for both years).194

A common strategy for increasing direct care workers’
wages is through wage “pass-throughs,” by which states
allocate extra funds to Medicaid reimbursement rates
for the specific purpose of increasing compensation for
workers. Wage pass-throughs are important, given that
general reimbursement rate increases may not trickle
down to the workforce.
Montana, for example, implemented a rate increase
through the 2017 budget process that specifically raised
direct care worker wages.195 For developmental disability
service providers, the new law stipulates that “the
department shall phase in the appropriation on July 1
and January 1 of each year of the biennium in a manner
that provides the equivalent of an increase in wages of
at least 75 cents an hour per employee” (or more, if the
appropriation allows). For other home care workers,
the law mandated a wage increase of $1.50 an hour per
employee on July 1, 2017, and a further increase of $2.25
per hour on July 1, 2018. The law makes it clear that these
increases are only for direct care workers, not licensed
nurses or other members of staff.

A better-compensated
workforce will rely less
on public assistance and
put more money into the
economy through higher
spending on transportation,
housing, food, and other
goods and services.
Two states have used Balancing Incentive Program
(BIP) funds to increase wages for home care workers:
Massachusetts enhanced home care workers’ wages by 5
percent, while Texas increased attendant care workers’
wages from the state minimum of $7.25 to $7.86 per
hour.196 (The Texas legislature subsequently increased
their wages again to $8.00 per hour.) As related
examples: DC allocates funding to LTSS providers that,
by regulation, must fund personal care aide wages to
meet a living wage requirement; Minnesota requires
that 72.5 percent of Medicaid payments to home care
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agencies go directly to worker compensation;197 and
Texas allows personal care providers to access enhanced
funding if they agree to spend 90 percent of their total
reimbursements on worker wages.198
Wage pass-throughs are not a panacea, particularly if
they are too low to make a meaningful difference; if they
are enacted on a short-term basis; and/or if they are not
carefully monitored to ensure implementation. However,
limited evidence does indicate that they are a viable
option for improving home care workers’ compensation.
One early study of data from the 1996 and 2001 panels of
the Survey of Income and Program Participation found
that nursing assistants, home health aides, and personal
care aides in states with pass-through programs (23 states
at the time) earned as much as 12 percent more per hour
than the same workers in other states, after the passthroughs were implemented.199
As discussed further in Chapter 6, broader shifts in the
health care landscape that impact the payment and
delivery of LTSS also present opportunities to invest
directly in the home care workforce. For instance,
states can include standards related to compensation
in contracts with MLTSS plans, along with other
workforce quality standards, or in value-based payment
arrangements. Arizona, for example, recently required
managed long-term care organizations to collect
workforce data, develop workforce development plans,
and coordinate with providers to implement workforce
interventions.200 Under Pennsylvania’s new managed
care system, as another example, plans are required
to promote direct care workforce innovation through
training, advancement opportunities, and participation
in care coordination activities.201
As described in Chapter 3, the creation of public
authorities for managing consumer-directed
programs has also been an important way to improve
wages, benefits, and other aspects of job quality for
independent providers.
Finally, a corrective strategy is to ensure that home care
workers are properly classified as employees rather
than independent contractors. The NELP survey of
home care workers cited above found that nearly
a quarter of respondents may be misclassified as
independent contractors, and 14 percent are likely
misclassified, based on their responses to questions about
taxes, wage reporting, and other topics.202 Classifying
home care workers as independent contractors can
create a competitive advantage for employers, who

can then charge rates below the industry norm while
offering a higher paycheck for workers (in some cases).
However, because a worker on a 1099 contract,
which is the tax status for independent contractors, is
considered to be running their own business, they are
responsible for paying Social Security, incomes taxes,
and any other state licensing and insurance requirements.
As well as significantly decreasing their take-home wages,
these requirements impose a large reporting burden
that workers may not be prepared for.203 Further, 1099
status may exclude workers from a range of employment
protections, including minimum wage and overtime pay,
workers’ compensation, and unemployment insurance,
and group benefits such as health insurance or retirement.
For these reasons, 1099 misclassification is a serious
concern and has been challenged in court in a number
of states, including Maryland, North Carolina, and
Pennsylvania.

CONCLUSION
A report published a decade ago on challenges facing the
direct care workforce called for a range of actions aimed
at “enhancing the status and image of the direct service
workforce.”204 Although some progress has been made
since then toward recognizing the direct care workforce
overall, investment in home care jobs remains woefully
low. As a result, as this chapter has shown, home care
workers struggle just to get by, much less achieve financial
stability or long-term security.
Investing in a livable wage and benefits for home care
workers—along with adequate supervision and other job
supports—carries a cost, certainly. But aside from the
moral imperative to adequately reward those who provide
an essential public service, there are financial benefits in
the bigger picture. A better-compensated workforce will
rely less on public assistance and put more money into
the economy through higher spending on transportation,
housing, food, and other goods and services. Moreover,
better compensation and support will make home
care jobs more attractive and sustainable, promoting
retention and driving down the considerable costs of
turnover. In turn, a larger and more stable workforce will
help enhance service access and quality, and therefore
help reduce avoidable hospitalizations and other costly
outcomes for consumers.
Training and career advancement are also central
elements of job quality that impact service outcomes, as
discussed in the chapters ahead.
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OPTIMIZING TRAINING
STANDARDS AND SYSTEMS
VISION  An adequately funded, competency-based training system that
supports the development of a home care workforce that is well-prepared
to provide appropriate, person-centered services for all consumers.
A strong training system is essential for workforce
development, job quality, and care quality. However,
the current training system for home care workers is
fragmented, inconsistent, and often inadequate. Home
health aides (like nursing assistants) must meet minimum
federal training requirements to work in Medicarecertified agencies, but otherwise training standards
are left to states’ discretion, and therefore vary widely
both within and across states. Training is delivered by a
patchwork of different providers, from individual home
care agencies to formal educational institutions, resulting
in uneven emphasis on genuine skills development versus
compliance-driven “seat time.”205
However, there are pockets of promise in the home care
training landscape, ranging from localized pilot projects
to state-level efforts and national demonstrations that aim
to develop comprehensive, competency-based training
standards and systems. This chapter describes the current
training landscape for home health aides and personal
care aides, including those who are hired directly by
consumers, and then explores key components of a
training system that will better prepare the home care
workforce going forward. The chapter begins with a brief
rationale for updating and improving training standards
for home care workers.

health, and service provision have raised acuity levels in
home care, a well-prepared workforce with the right skills
and abilities to meet consumers’ increasingly complex
needs is critically needed.
Without adequate preparation, home care workers must
figure out how to navigate job challenges on their own
and in the moment—a highly individualized process
that, if rushed and/or unsupported, can be emotionally
stressful and fraught with risk for both workers and
consumers.206 On the other hand, good training can boost
workers’ skills while also helping them experience more
confidence and esteem in their role, which can improve
their job performance and satisfaction and thus increase
workforce retention.207

THE CASE FOR GOOD TRAINING

Good training can boost
workers’ skills and confidence,
which can improve their
job performance and
satisfaction — and thereby
increase workforce retention.

For a number of reasons, training is an essential component
of efforts to stabilize the workforce and improve care
quality for recipients of home and community-based
services (HCBS) and other long-term services and supports
(LTSS). First, as described in Chapter 1, the number of
individuals requiring and receiving personal assistance
services at home and in other community settings is
growing rapidly, which drives up demand for home care
workers—therefore, the HCBS training system must draw
in adequate numbers of new workers to meet growing
demand. Moreover, as changes in longevity, population

Finally, clear training standards and pathways help
improve the profile of home care as a career option,
which is critical for both recruiting and retaining workers.
With the opportunity to attain recognized and portable
credentials, workers can craft a career in direct care that
involves lateral and vertical job mobility—whereas without
such credentials, workers may leave the field altogether
when they leave a particular position. This latter scenario
can destabilize not just the home care workforce, but the
labor force altogether. As an example, one study of entry
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and exit trends in the direct care workforce found that
among “job leavers,” 20 percent of personal care aides
became unemployed and 43 percent left the labor force
altogether; the comparable statistics for home health
aides (along with nursing assistants and psychiatric aides)
were 24 percent and 32 percent, respectively.208

HOME CARE TRAINING REQUIREMENTS
The following section describes training requirements for
different segments of the home care workforce.
TRAINING REQUIREMENTS FOR
HOME HEALTH AIDES

Home health aides who are employed by Medicarecertified home health agencies are required by federal
legislation to complete at least 75 hours of training
through a state-approved training program, including at
least 16 hours of practical training under the supervision
of a licensed nurse, and must pass a competency
evaluation. Home health aides must also complete

12 hours of in-service training annually. These
requirements do not apply to home health aides who are
employed by non-Medicare-certified home care agencies
or hired by consumers through private-pay arrangements.
At the latest count, 33 states meet the federal minimum
training standards, while 17 states and the District of
Columbia exceed them.209 Fifteen states and DC require
more than the minimum 16 hours of supervised practical
training, with a range of 20 to 80 hours.
Among the states that exceed the minimum training
requirements, 13 states require 100 hours or more,
and six states plus DC meet or exceed the 120-hour
recommendation set out in Retooling for an Aging
America, the seminal report released in 2008 by the
Institute of Medicine (now the National Academy of
Medicine).210 By comparison, 30 states and DC exceed
the 75-hour minimum training requirements for certified
nursing assistants, with 13 states and DC requiring 120
hours or more—suggesting relatively more progress
toward improving training standards for that segment of
the direct care workforce.211
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STATE-APPROVED HOME HEALTH AIDE TRAININGS
MUST COVER THE FOLLOWING CONTENT:
• Communications skills
• O
 bservation, reporting and
documentation of patient
status and care
• R
 eading and recording
temperature, pulse, and
respiration

• Maintenance of a clean, safe,
and healthy environment

• S
 afe transfer techniques and
ambulation

• Recognizing emergencies
and knowledge of emergency
procedures

• N
 ormal range of motion
and positioning

• Basic infection control

• The physical, emotional,
and developmental
needs of and ways to work
with different populations

• B
 asic elements of body
functioning and reportable
changes in function

• Appropriate and safe techniques
in personal hygiene and
grooming

• A
 dequate nutrition and
fluid intake
• A
 ny other task that an agency
may choose to have the home
health aide perform

Source: Centers for Medicare and Medicaid Services (CMS). 2017. Home Health Services. 42 CFR 484.36.

On a related note, some states have designated nursing
assistant training as the baseline for the home health
aide role. Specifically, 11 states require home health
aides to be certified as nursing assistants, and four more
allow nursing assistants to become home health aides
with supplementary training. In Wyoming, for example,
there is no specific home health aide training program;
instead, “home health CNAs” are certified nursing
assistants who meet skills requirements established by
the Board of Nursing. In Kansas, home health aides must
first be certified as nursing assistants (through a 90-hour
training program) before completing 20 additional hours
of home care training.
Requiring home health aides to train and certify
as nursing assistants presents both opportunities
and barriers. On the one hand, requiring nursing
assistant certification for all workers enhances their
lateral career mobility while also establishing baseline
quality standards across settings. On the other hand,
constructing home care training as an “add-on” risks
underestimating the distinct skills required to provide
high-quality HCBS—unless the training components
are designed around clearly defined competency sets

for each role, as discussed further below. Furthermore,
entry requirements for nursing assistant training
programs are often higher than for home health aide
programs, which can prevent prospective home health
aides from applying (if, for example, they do not possess
a high school diploma or equivalent).
TRAINING REQUIREMENTS FOR
PERSONAL CARE AIDES

Unlike for home health aides, there are no federal
standards governing training for personal care aides
because their services—defined as nonmedical—are not
reimbursable by Medicare. As described in Chapter 6,
most personal assistance services are funded instead
through a variety of state Medicaid programs.
Without federal standards, states have enacted a range
of entry-level training requirements, along with different
job titles and job descriptions, for personal care aides—
with little uniformity across states, or even between
programs within a single state.212 Seven states do not
have any training requirements for personal care aides,
and only 14 states have uniform training standards
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for all agency-employed workers. (Training requirements
for consumer-directed services are discussed below).
Where there are regulations, they tend to be minimal.
Twenty-six states do not require a minimum number of
training hours for personal care aides in any regulations,
and only 11 states and DC states offer or mandate the
use of a state-sponsored curriculum in personal care
aide training regulations.
On the other end of the spectrum, however, five states
and DC require personal care aides to complete home
health aide or certified nurse aide training in at least one
of their Medicaid-funded personal assistance programs.
As one example of more stringent state training
standards, personal care aides in DC’s Medicaid State
Plan and HCBS waiver programs must complete 125
hours of home health aide training, including 40 clinical
hours, with a state-approved agency or licensing entity.
(Although stringent, DC’s training requirements are
designed to promote mobility between care settings; for
example, home health aides can become certified nursing
assistants by completing 40 more hours of training,
rather than the full 120 hours.213) On the other hand, DC
is an example of intrastate variation. Personal care aides
providing consumer-directed services through DC’s
My Way waiver program are only required to complete
CPR and first aid training, with further training left to
the discretion of the consumer.
Aside from entry-level training requirements, 31 states
and DC require annual continuing education for personal
care aides in at least one set of regulations. Twenty-eight
states and DC specify the duration of training (ranging
from 4 to 12 hours, with a mean of 9.6 hours), and six
require specific content, most commonly first aid,
infection control, and abuse and neglect prevention.
TRAINING REQUIREMENTS IN CONSUMERDIRECTED SERVICES

Across the majority of states and programs, training for
workers hired through consumer-directed programs is
delegated to consumers, which aligns with the model’s
defining principles: that individuals receiving supports
“know their needs best and are in the best position to
plan and manage their own services.”214
The evidence on consumer-directed programs supports
these principles of autonomy and self-direction, overall.215
For example, the Cash & Counseling demonstration
evaluation—one of the most robust evaluations of
consumer direction, though not without limitations—

found that the program was associated with fewer
reported unmet needs among participants than the
control group and higher satisfaction with paid care.216
Leaving training to the discretion of consumers raises
several concerns, however, for both consumers and
the independent providers who support them. The first
concern is whether consumers are adequately prepared
and willing to oversee their workers’ training needs.
Information and support for consumers is embedded in
the federal requirements for consumer-directed services,217
but training for consumers-as-employers is rarely an
explicit state or program requirement. One study of
consumer-directed programs in four states (California,
Colorado, New York, and Virginia) found that only one
required a training course and completion of a proficiency
exam for prospective enrollees; the other states offered
voluntary training programs only.218 Another study of the
implementation of consumer direction through managed
long-term care in five states (Arizona, Massachusetts,
New Mexico, Tennessee, and Texas) similarly found that

Seven states do not have
any training requirements
for personal care aides,
and only 14 have uniform
standards for all agencyemployed workers.
only one state required consumer training.219 Aside from
questions about training standards and programs for
independent providers, it is essential that consumers’ own
training needs are met. The mandatory person-centered
planning process in consumer-directed programs provides
a key opportunity to discuss consumers’ training needs,
as well as the specific competencies that their workers
will need, and to identify relevant training programs and
resources accordingly.
The second concern regards quality assurance: how do
we know that independent providers—including paid
family members—are receiving the right training to fulfill
their roles safely and effectively? There is some evidence
that independent providers obtain informal training
through a range of methods and sources, not just from
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consumers but also from physicians, home-health nurses,
and/or therapists, and “that this training is recipient
specific and thus targeted to specific care needs.”220
One study of consumer direction reported mixed findings
about independent providers’ job preparedness: some
with previous caregiving experience or postsecondary
credentials felt prepared, while others commented
on their lack of preparation and training.221 An earlier
comparative study of agency and consumer-directed
models reported more conclusively that “whatever
the service model, adequate training and pertinent
information on the recipient’s condition are associated
with more satisfaction and less stress.”222

One study of former paid
related workers in California’s
In-Home Supportive Services
program found that nearly
half continued in other paid
caregiving jobs. Among those
who left, more than 40 percent
indicated that they would
consider caregiving again.
In particular, just like unpaid caregivers,223 independent
providers are very likely to perform nursing or other
health-related tasks as well as providing nonmedical
personal assistance—which may require a higher
degree of technical training. An analysis of the Cash
& Counseling evaluation data, for example, found
that more than 80 percent of independent providers,
including family and non-family paid caregivers, provided
assistance with nursing care, and more than half helped
with moderate- or high-complexity tasks.224 These types
of tasks, especially the higher-complexity tasks, were
associated with significantly higher caregiver strain.
A third concern is economic and career stability. Currently,
the career of an independent provider is tied directly
to their current appointment; when that employment
relationship ends, the worker is back to square one in
the job market. This is a limitation not just for non-family
independent providers, but also for the significant minority

of paid family members and friends who could help
address the workforce shortage in home care. (One study
of former paid related workers in California’s In-Home
Supportive Services (IHSS) program found that nearly half
(47 percent) continued in other paid caregiving jobs and,
among those who left caregiving, more than 40 percent
indicated that they would consider caregiving again.225)
In summary, although on-the-job experience is valuable
and transferrable, the lack of an accepted credential may
hinder the ability of independent providers to find future
caregiving jobs or transition into those jobs effectively—or
may discourage them from even trying.
EXAMPLES OF TRAINING REQUIREMENTS
IN CONSUMER DIRECTION

Although training often appears to be a divisive issue in
consumer direction—given the tensions between autonomy
and oversight, or between individual choice and collective
concerns—there is actually considerable overlap in goals
related to quality, safety, workforce supply, and more.
According to a set of guiding principles for partnerships in
consumer direction that were developed by leaders from
the disability and labor communities in 2011, consensus
about training standards can be forged when:

•
•
•
•

Training strategies are developed at the local or state
level with collaboration from a range of stakeholders;
Training requirements are funded independently of
individuals’ budgets;
Training requirements recognize the unique experience
of family members and friends who are hired through
consumer direction; and
Training curricula, where standardized, are designed in
collaboration with consumers and workers and reflect
the values and practices of self-determination.226

To summarize, training standards and curricula for
independent providers should be developed with
meaningful input from consumers and their allies and
should include content that is specific to the principles
and practices of consumer direction.
Washington State offers a useful example of an innovative,
although not uncontroversial, approach to developing
training standards for independent providers.227 There
are approximately 37,000 independent providers in
Washington, 70 percent of whom are consumers’ family
members or friends. (Washington State has authorized
payment to family members through consumer direction
since 1981.) All independent providers are represented
by SEUI Local 775, the union for home care and nursing
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home workers in Washington and Montana, through
which they receive medical insurance, paid time off, and
retirement benefits—as well as voluntary and mandatory
training at no cost.
In the past, Washington’s statewide training standard
for personal care aides was set at 28 hours of entry-level
training and 10 hours of continuing education. (Home
care agencies determined their own training requirements
for personal care aides serving private-pay clients.) In the
mid-2000s, however, a statutory Long-Term Care Worker
Training Workgroup was convened to overhaul the state’s
training requirements and fragmented delivery system
in response to the changing LTSS landscape. (By 2017, 9
out of 10 LTSS recipients in Washington lived at home or
in the community, up from one in two in 1992, and there
were twice as many people with high care needs in HCBS
in 2015 than in nursing homes.) The training requirements
are now substantially higher, but calibrated for different
types of providers (see Figure 5.1). Furthermore, the
training system is now more centralized through the SEIU
775 Benefits Group, a partnership between the union
and the state which trains roughly 70 percent of the
workforce—and 92 percent of trainees report satisfaction
with their training, according to the Benefits Group.228
Implementation of Washington’s new training standards
and delivery system has not been without challenges,

however—aside from the considerable costs incurred,
which are intended to be offset through improved
workforce and consumer outcomes.229 One challenge has
been certification: in the new system, the certification
rate for trainees is less than 60 percent, despite a range
of targeted efforts to increase it. Relatedly, consumers
and family members continue to express concerns
about the impact of the new training requirements on
workforce supply and management, including concerns
about finding certified workers, particularly but not only
respite workers (who may not be able to meet the 35-hour
training requirement due to scheduling, transportation,
or other barriers). Consumers also report that their input
in developing and revising the training curricula has
been and continues to be too limited. How Washington
addresses these ongoing implementation concerns will be
instructive for other states considering personal care aide
training reforms.
Another innovative example of training for independent
providers is the IHSS+ Home Care Integration Training
Program.230 This training program is offered by the
California Long-Term Care Education Center, LA Care
Health Plan (the nation’s largest publicly operated health
plan), and SEIU Local 2015 (the largest long-term care
union in California). In the 10-week, 35-hour program,
independent providers study a range of topics including
roles and responsibilities, personal care, infection

| Most personal care aides in Washington State
must complete 75 hours of pre-service training.
FIGURE 5.1

Other Health
Professionals*

Paid Parent
Providers
(Physical
Disabilities)

Paid Parent
Providers
(IDD)

Respite
Workers

2 hours

None

2 Hours

2 Hours

2 Hours

3 Hours

3 Hours

None

3 Hours

3 Hours

3 Hours

Basic Training

70 Hours

70 Hours

None

30 Hours

7 Hours

30 Hours

Continuing Education

12 Hours

12 Hours

12 Hours

None

None

12 Hours

Training Requirement

ConsumerEmployed
PCAs

AgencyEmployed
PCAs

Safety Training

2 Hours

Orientation

Source: Campbell, Stephen. 2017. Training Standards for Personal Care Aides: Spotlight on Washington. Bronx, NY: PHI. https://phinational.org/wp-content/
uploads/2017/11/wa_case_study_pca_training_standards_2017.pdf. * Other health care professionals include registered or licensed practical nurses,
certified nursing assistants, physical and occupational therapists, and home health aides.
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control, nutrition and diet, and more. Each independent
provider must enroll in tandem with their client, who
is also invited to attend the first and final classes of the
program. Nearly 1,000 workers completed the program
in the first year, and evaluation data show, among other
findings, lower levels of depressive symptoms, stress, and
loneliness among trainees, as well as greater confidence
in communicating with the consumer’s care team and
improved knowledge about navigating health services.
TRAINING REQUIREMENTS OUTSIDE THE
PUBLIC FUNDING SYSTEM

Neither Medicare nor Medicaid training requirements
apply to home care workers who work for private-pay
home care agencies or who are employed directly and
paid out-of-pocket by individuals. However, among the
26 states that have a licensure category for all home
care agencies, 22 include some type of entry-level
training requirement for personal care aides in their
regulations.231 Of these 22 states, 13 specify a minimum
number of training hours (with eight states requiring 40
or more hours) and 17 require some form of competency
assessment. Sixteen states include in-service training
requirements in their licensing regulations.
Independent providers employed through private-pay
arrangements (on the so-called gray market) are, for the
most part, exempt from regulatory oversight, including
training requirements. Arkansas is a notable exception
with regards to training requirements for these workers,
however. In Arkansas, all personal care aides must
complete a 40-hour “in-home assistant” training course,
including those who work for private home care agencies
or in gray market arrangements, if they are providing
assistance with activities of daily living (ADLs) to a person
aged 50 years or above.232 Exemptions are granted for
certain workers, including those with at least one year of
experience working in a home health agency, hospital,
hospice, or long-term care facility; certain family members
or legal guardians of the recipient; and individuals with
other qualifying credentials, including physicians, nurses,
social workers, and certified nursing assistants. Those
who are “not compensated” for providing assistance are
also explicitly exempt.

TRAINING COSTS AND DELIVERY
The biggest barrier to improving training for home care
workers is cost, given that pre-employment training costs
are not reimbursable through Medicaid and there is very
limited alternative funding within the health system.

The high rate of turnover within the sector also mitigates
against investment in workers’ training at the agencyemployer level, as well, notwithstanding the links between
training, job satisfaction, and workforce retention.
As a result, most training interventions—from small-scale
pilots to national demonstration projects—tend to be
grant-funded and therefore unsustained.
In the absence of a well-funded training infrastructure,
training for home care workers is delivered by a
patchwork of different training providers, including
home care agencies; colleges, high schools, and other
educational establishments; labor union organizations
and community-based organizations; and proprietary
training schools. Training resources are also available
online; for example, the College of Direct Support
offers nationally accredited training for direct support
professionals, meaning direct care workers who
support individuals with intellectual and developmental
disability.233 (The promise of technology for improving
training in home care is discussed further in Chapter 8.)
Costs for trainees vary by training provider and by state;
some states regulate allowable costs for trainees, while
others do not, and some regulations apply to certain
types of providers only. For example, in New York, home
care agencies may not charge tuition for their training
programs (but may charge up to $100 for training
materials), but the same rules do not apply to community
colleges or trade schools.234 Proprietary training schools
tend to be the most expensive option for trainees, often
costing several hundred dollars.
Integrating training programs into high schools and
colleges is a good way to leverage existing educational
infrastructure in local communities. High school training
programs can help build a pipeline of younger workers
into the field, enabling trainees to attain their high school
diploma (and college credit, in some cases) and move
directly into a job after graduation. Given that nearly
one in five current home care workers does not have a
high school diploma,235 this is a strategic way to reach
potential workers “upstream” and strengthen their career
prospects. Community college-based training programs
are also a good option for some prospective home care
workers but may be inaccessible to others due to: cost;
attendance barriers such as childcare, transportation,
or lost wages; and/or limited confidence in pursuing
postsecondary education.
One way to reduce barriers to training and boost
retention is to bridge the gap between training programs
and employment opportunities. As an example, PHI has
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worked with partners in New York City—including the
New York Alliance for Careers in Healthcare, the City
University of New York (CUNY) system, and home care
agencies—to introduce home care training programs at a
number of CUNY campuses and guarantee job placement
for those who successfully complete the program. Early
evaluation data have been promising: in 2015, the program
enrolled 394 trainees, with 80 percent completing; and
in 2016, 408 enrolled with 88 percent completing. Just
over three-quarters of trainees from the first full year of
implementation went on to secure employment (241 of
394 enrolled), and 75 percent of those retained their jobs
after three months.

In the first year of
implementation,
a program to introduce
home care training and
job placement through
community colleges
showed that just over
three-quarters of trainees
secured employment.
The United States Department of Labor Employment and
Training Administration’s “Long-Term Care Registered
Apprenticeship Program (LTC RAP)” is another
mechanism for linking training and employment. The LTC
RAP includes registered apprenticeships for two HCBS
occupations: direct support specialists (for those who
work with individuals with intellectual or developmental
disabilities) and home health aides. However, although the
goals of the LTC RAP—to improve workers’ skills, increase
job mobility, and enhance care quality—are laudable,
implementation of the program has been limited by
inadequate funding for training costs and associated wage
increases.236 Perhaps as a result, a 2010 evaluation found
remarkably low completion rates, particularly among
home health aides: from 2005 to 2009, 27 percent of all
apprentices completed their training program, versus
34 percent who disenrolled. Among home health aide

apprentices, only 13 percent completed their training,
while 62 percent cancelled their enrollment.237
Individual states are also exploring innovative ways to
invest in training for the LTSS workforce, including home
care workers. A key example is New York’s Managed Long
Term Care Workforce Investment Program, which is
administered through the state’s Medicaid Redesign Team
waiver program to fund “initiatives to retrain, recruit and
retain healthcare workers in the long-term care sector.”238
Through the Workforce Investment Program, managed
long-term care plans (including integrated plans for those
who are dually eligible for Medicare and Medicaid) have
contracted with designated workforce training centers
to develop the LTSS workforce and ensure its effective
deployment, particularly to expand home-based and
respite care.
The 2014 Workforce Innovation and Opportunity Act
(WIOA), designed to strengthen and coordinate the public
workforce system, provides another mechanism for states
to develop education, training, employment, and support
services for home care workers.239 However, WIOA
programs typically skew towards health care jobs that
offer better compensation and career ladders, creating a
catch-22 situation for the currently underdeveloped home
care workforce.
States may also leverage other sources of funding to
build a better pipeline of workers into home care, an
occupation that is projected to add more jobs than any
other in the years ahead. One example is the training and
employment funding under the Supplemental Nutrition
Assistance Program (SNAP) program—an “untapped
resource” within the workforce development system.240
Comprehensive guidance for states about potential
training funds and how to leverage them, however, is
urgently needed.
To summarize, the most promising examples of training
programs for home care workers are those which are
offered at no cost, aligned with workforce supports
that enable trainees to succeed, and closely linked to
employment opportunities. Looking ahead, investment
in a cross-sector, statewide approach for providing
entry-level and ongoing training is essential—leveraging
technology to expand and enhance training, as discussed
in Chapter 8. Without strategic and sustained investments
in the home care training system, funds will continue to
be “diverted to maintaining status quo and responding in
isolation to micro-[level] workforce challenges,” including
the costs of recruitment and turnover.241
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TRAINING CONTENT: MOVING TOWARD
COMPETENCY-BASED CURRICULA
The National Institutes of Health define competencies
as “knowledge, skills, and abilities, combined with other
personal characteristics such as values, initiative, and
motivation, that contribute to successful individual
and organizational performance.”242 Core competencies
can serve as the building blocks for a training system and
career development structure for direct care workers

TABLE 5.1

(including but not limited to home care workers) that
facilitates individual career mobility and advancement
while also strengthening the capacity of the workforce
to provide a consistent quality of care across a range of
settings and for different populations.
As shown in Table 5.1, a number of competency sets for
direct care workers are currently in circulation, but these
vary widely with regards to their level of stakeholder
input as well as their content, reliability, and validity.243

| Competency sets for direct care workers in LTSS, by date of publication

Competency Set

Description

Community Support
Skill Standards
(CSSS): Tools for
Managing Change
and Achieving
Outcomes244

The CSSS represent practice standards for
direct service workers in a wide variety of
human service program settings, regardless
of specific job title or population served.
Development and validation of the CSSS,
which involved a national coalition of
key stakeholders, was led by the Human
Services Research Institute (HSRI) with
support from the Departments of Labor
and Education.
The CSSS became the basis of the College
of Direct Support national online training
program, which is mentioned above.

PHI Competencies
for Direct Care
Workers

PHI’s Competencies for Direct Care
Workers, which apply to PCAs, HHAs, and
CNAs, are the basis of the organization’s
flagship entry-level training programs.
This competency set was included in the
development of the Department of Labor’s
Long-Term Care and Supports Competency
Model described below, and have informed
numerous other training models and
curricula, including the curricula that were
implemented in the PHCAST program.

Core Competencies

1. Participant Empowerment
2. Communication
3. Assessment
4. Community and Service Networking
5. Facilitation of Services
6. Community Living Skills and Support
7. Education, Training and Self Development
8. Advocacy
9. Vocational, Educational and Career
Support
10. Crisis Intervention
11. Organizational Participation
12. Documentation
1. Role of the Direct Care Worker
2. Consumer Rights, Ethics, and
Confidentiality
3. Communication, Problem-Solving
and Relationship Skills
4. Personal Care Skills
5. Health Care Support
6. In-Home and Nutritional Support
7. Infection Control
8. Safety and Emergencies
9. Apply Knowledge to Needs of Specific
Consumers
10. Self-Care
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Competency Set

Description

National Alliance
for Direct Support
Professionals’
(NADSP) Direct
Support Professionals
Competencies245

This set of 15 competencies, which is
based on the CSSS, underpins the NADSP
voluntary credentialing program for direct
support professionals (DSPs) working in
community human services.
There are four levels of the credentialing
program:
•
•
•
•

DSP-Registered (DSP-R)
DSP-Certified (DSP-C)
DSP-Specialist (DSP-S)
Frontline Supervisor (FLS)

The NADSP competency set is used in a
number of competency-based training
programs and statewide certification
programs, including in Georgia, Ohio, New
Jersey, and Indiana, and is the basis of
the national DSP Apprenticeship Program
through the Department of Labor.
Department of Labor
Employment
and Training
Administration’s
Long-term Care,
Supports, and
Services Competency
Model 246

The Employment and Training
Administration (ETA) worked with technical
and subject matter experts from education,
business, and industry to develop this
competency model for the LTSS industry.
The model is designed as a resource for
workforce development such as writing job
descriptions and developing curricula.
Presented as a pyramid (with competencies
within each tier), the model depicts the
increasing specialization and specificity in
the application of skills as workers progress
in their role.

Administration for
Community Living’s
(ACL) Long-Term
Services and
Supports Workforce
Competency
Mode 247

The ACL developed the Long-Term
Services and Supports Workforce
Competency Model from the Department
of Labor model described above.
In the ACL model, the first through fourth
foundational tiers apply to the full longterm care workforce, including direct care
workers such as PCAs and HHAs, but also
care managers, counselors, administrators,
directors, etc. The fifth tier encompasses
competencies required for the specific
setting, such as a home health agency or
Area Agency on Aging, and the top tier
covers occupation-specific competencies.

Core Competencies

1. Participant Empowerment
2. Communication
3. Assessment
4. Community and Service Networking
5. Facilitation of Services
6. Community Living Skills and Supports
7. Education, Training and Self-Development
8. Advocacy
9. Vocational, Educational and
Career Support
10. Crisis Prevention and Intervention
11. Organizational Participation
12. Documentation
13. Building and Maintaining Friendships
and Relationships
14. Provide Person Centered Supports
15. Supporting Health and Wellness
1. Personal Effectiveness Competencies
e.g. interpersonal skills, dependability
2. Academic Competencies
e.g. reading, writing, critical and
analytical thinking, communication
3. Workplace Competencies
e.g. teamwork, problem-solving
4. Industry-Wide Technical Competencies
e.g. supporting daily living, documentation
5. Industry-Sector Technical Competencies
NADSP competency areas
6. Management Competencies/
Occupation-Specific Competence
No competencies specified
1. Personal Effectiveness Competencies
e.g. interpersonal skills, dependability
2. Basic Education Competencies
e.g. reading, writing, critical and analytical
thinking, communication
3. Workplace Competencies
e.g. teamwork, problem-solving and
decision-making
4. Industry-Wide Technical Competencies
e.g. supporting daily living, documentation
5. Industry-Sector Technical Competencies
No competencies specified
6. Occupation-Specific Requirements
No competencies specified
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Competency Set

Description

Core Competencies

Centers for Medicare
and Medicaid
Services (CMS)
Direct Service
Workforce Core
Competencies248

Led by the National Direct Service
Workforce Resource Center, the Direct
Service Workforce Core Competencies
were developed through a rigorous
process involving a literature review and
content analysis with expert input. With
applicability across community-based LTSS
settings, the competency set is designed to
serve as resource for training development
and performance improvement and to
serve as foundation for career ladders and
lattices.

LeadingAge’s
Personal Care
Attendant
Competency
Model 49

LeadingAge’s Personal Care Attendant
Competency Model is designed to specify
the skills, knowledge and behaviors that
will help PCAs deliver effective supports
and services across a variety of positions
and LTSS settings, including HCBS,
residential, and institutional settings.
The model is built around four broad
competency areas.

1. Communication
2. Person-centered Practice
3. Evaluation and Observation
4. Crisis Prevention and Intervention
5. Safety
6. Professionalism and Ethics
7. Empowerment and Advocacy
8. Health and Wellness
9. Community Living Skills and Supports
10. Community Inclusion and Networking
11. Cultural Competency
12. Education, Training, and
Self-Development
1. Technical Skills
e.g. ADL and IADL care, infection control,
role of the direct care worker
2. Applied Understanding
e.g. dementia, end-of-life care,
professionalism and ethics
3. Interpersonal Skills
e.g. relationship skills, teamwork,
communication, accountability
4. Self-Directed Care
e.g. cultural competency,
individualizing care

CNA = certified nursing assistant; HHA = home health aide; PCA = personal care aide

The Personal and Home Care Aide State Training
Demonstration Program (PHCAST), which was funded
through the Affordable Care Act from 2010 through
2012, represents the most coordinated effort to develop
competency-based training for personal care aides.250
Six states participated in PHCAST: California, Iowa,
Maine, Massachusetts, Michigan and North Carolina.
Each grantee developed or adapted training programs
for personal care aides using PHI’s existing competencybased core curriculum (see Table 5.1). States developed
training programs that varied in length from 50 to 120
hours, created competency assessments, and trained
both new and incumbent workers. The PHCAST
evaluation was limited by the lack of standardized
measures for quality of care or quality of life outcomes;
the best measure of training impact was perception of
increased knowledge. However, trainees did report high

levels of satisfaction with the core competencies training,
ranging from 92 to 100 percent satisfaction; and attrition
rates in the PHCAST demonstration were remarkably
low, ranging from 1 to 12 percent, due to the additional
recruitment and retention supports devised by each state.
The PHCAST project did not result in a recommendation
for the minimum number of hours for personal care aide
training, which was one of the original goals; instead,
the evaluators concluded that “given that the duties of
[personal care aides] vary by state, states may be best
positioned to determine the minimum number of hours
of initial training.”251 However, the project did make
significant progress toward promoting competencies as
the appropriate basis of training, credentialing, and career
development for personal care aides.
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Outside of the PHCAST states, there are other promising
examples of competency-based approaches to training
the direct care workforce. For example, through a
lengthy multi-stakeholder engagement process, Arizona
enacted new training standards in 2012 which require
that all direct care workers, not including independent
providers, are trained according to an agreed set of core
competencies. The state provides a model curriculum
based on these competencies, The Principles of
Caregiving.252 (Training providers are also free to use
other state-approved curricula, but few exercise this
option.) Alaska has also developed a core competency
set—the Alaskan Core Competencies for Direct Care
Workers in Health and Human Services, released in
2010—which is designed to meet the training needs of
direct care workers across LTSS settings. There is no state
mandate to use this competency set, however.

TRAINING METHODS MATTER, TOO
Stories from the field indicate that, given time and
resource constraints, home care trainers tend to rely on
traditional didactic methods, such as lectures and rote
practice—leaving many learners feeling unprepared to
critically apply their new knowledge in the field.
An alternative to these methods is the adult learnercentered approach.253 Building on Malcolm Knowles’
concept of “andragogy,” this approach assumes that
adult learners are intrinsically motivated, problemoriented, and focused on acquiring the skills they need
to fulfill specific social or professional roles.254 The adultlearning classroom is oriented around the students’
learning process—not the teacher or trainer’s expertise—
with an emphasis on inquiry, interaction, application,
and reflection. The teacher uses various techniques and
learning activities to facilitate that learning process,
building on what learners already know through life
experience.
Given that home care trainees typically have low
educational attainment, and in many cases limited
workplace experience as well, teaching methods that
also foster a safe and supportive learning environment
are valuable for two reasons. First, trainees are more
likely to complete a training course if they have a positive
experience in the classroom. Second, through the
behaviors that are promoted in a supportive classroom
(such as teamwork and respectful communication),
trainees develop transferrable skills for the workplace—
and are thereby more prepared to work effectively with
consumers, families, and other members of the care team.

The Homecare Aide Workforce Initiative (HAWI) provides
modest evidence of the association between training
methods, trainee satisfaction, and workplace outcomes.255
Designed by PHI and undertaken at three licensed home
care agencies in New York in 2013 through 2014, the
HAWI project delivered a 120-hour adult learner-centered
home health aide training program to all participants,
while also including additional intervention components
that were implemented unevenly across the sites, such
as new recruitment practices, peer mentoring, and case
management. Of the 531 individuals who enrolled, 90
percent completed the training course and 88 percent of
those were retained in their new jobs after three months.
Retention rates dropped somewhat to 77 percent at
six months and 60 percent at 12 months; in each case,
however, retention rates were significantly higher among
HAWI graduates than other new workers. Among the
trainees who responded to a follow-up survey (n=228), 91
percent reported that they were satisfied or very satisfied
with their new jobs after three months. Aligning with the
previous chapter’s arguments on job quality, the HAWI
evaluation also identified a range of reasons for job
dissatisfaction—including compensation, supervision, and
hours—which can dampen the positive effects of preservice training.

BRINGING THE ELEMENTS TOGETHER:
STATE EXAMPLES
Developing a well-prepared and stable yet flexible
workforce requires a competency-based training
system through which workers can achieve recognized
credentials that enable lateral and/or upward career
mobility (as discussed further in Chapter 7).
A small number of states are leading the way in developing
this type of coordinated training system. As described
above, Washington has developed a comprehensive
training program for all personal care aides that is
delivered primarily through a partnership with the SEIU
775 Benefits Group. The program is explicitly built on the
principle of “reciprocity to the maximum extent possible
under federal law” between occupations; therefore,
personal care aides may take certification exams to become
certified nursing assistants after completing an additional
24-hour training course (rather than starting from scratch),
and workers who already hold certification or licensure in
other health care occupations can pass a challenge test to
become personal care aides (again, rather than having to
complete the basic training requirements).
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Iowa, one of the PHCAST states, has also attempted
to create a coordinated, competency-based training
and credentialing system for all direct care workers.256
In 2006, the state legislature convened a Direct Care
Worker Task Force, which recommended the creation
of a streamlined system—to be overseen by a state
governance body—in which all direct care workers would
receive training in the same core competencies, rather
than setting-specific skills. A Direct Care Worker Advisory
Council that was convened in 2010 further developed
these recommendations, suggesting that all direct care
workers should be required to complete a core module
to become certified as direct care associates, and then
have the opportunity to complete further training to
become certified as community living professionals,
personal support professionals, and/or health support
professionals (see Figure 5.2). With PHCAST and other

grant funding, the state developed and successfully pilottested a universal competency-based curriculum, Prepare
to Care, to underpin this occupational framework.
Due to political challenges, Iowa has not yet fully
implemented the advisory council’s recommendations or
mandated new statewide training requirements. However,
many instructors continue to provide the Prepare to
Care curriculum throughout most colleges in the state’s
community college system, suggesting that the model has
momentum and promise for the future.
Tennessee presents a third instructive example.257
TennCare is an integrated managed care program that
provides medical and behavioral health benefits to
approximately 1.4 million Tennessee residents. Since 2010,
TennCare has also provided managed long-term services

| Iowa’s proposed training and credentialing system creates
four direct care occupations based on the same foundational competencies.
FIGURE 5.2

Home Health
Aides / Nursing
Assistants

Personal Care Aides

Training Requirement

Core Training (6 Hours)

Direct Care
Associate

•

Personal Support (9 Hours)
Instrumental Activities of Daily Living (11 Hours)
Home and Community Living (13 Hours)

Community
Living
Professional

Personal
Support
Professiona

Health
Support
Professional

•
•
•
•

•
•
•

•

•

•
•

Health Monitoring and Maintenance (27 Hours)
Personal Activities of Daily Living (48 Hours)
Total Training Duration

6 Hours

39 Hours

74 Hours

81 Hours

Continuing Education Requirements

6 Hours /
2 Years

18 Hours /
2 Years

18 Hours /
2 Years

18 Hours /
2 Years

Source: Campbell, Stephen. 2017. Training Standards for Personal Care Aides: Spotlight on Iowa. Bronx, NY: PHI. https://phinational.org/resource/trainingstandards-for-personal-care-aides-spotlight-on-iowa/.
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and supports (MLTSS) to eligible older adults and adults
with physical disabilities and, since 2016, to individuals
with intellectual and developmental disabilities. Through a
current TennCare initiative known as Quality Improvement
in LTSS (QuILTSS), the state is aiming to overhaul the
training system for direct care workers (to address
problems with quality, consistency, and portability) and
establish direct care as a viable career path.258
The workforce development iniative has seven key
features, including:

•
•
•
•
•
•
•

Importantly, the commission recommended that these
three occupational levels should be consistently adopted
across all home care programs (to resolve inconsistencies
for workers and consumers), and that each must be
accompanied by enhanced compensation to match the
additional training and responsibilities involved.
While a competency-based training system with
recognized and transferrable credentials is not yet the
standard nationwide, these examples show that some
states are moving in that direction.

Competency-based training, corresponding
with the CMS core competencies set;

CONCLUSION

Required demonstration of competence (through
a statewide network of assessment centers);

In summary, the training system for home care workers,
and for direct care workers in LTSS overall, is fragmented,
underfunded, and, for the most part, inadequate. Many
workers enter the field without sufficient training or job
preparation, while others find that their skills are not
recognized from one job to the next. In the bigger picture,
the lack of a clear career pathway in home care—which
should start with a coherent framework for training
and credentialing—thwarts recruitment and retention
efforts. Thereby care quality and equity concerns arise, as
consumers’ access to and experiences with care depend
on the size and competence of the workforce.

Micro-credentialing, to recognize incremental
training achievements (i.e., “competency badges”);
A credit-bearing framework for those
who seek further education;
Portability of credentials using a statewide registry;
Mentorship as an intentional element
across all jobs; and
Clear career pathways.

With these features, TennCare’s QuILTSS program is
leading the way in creating an integrated workforce
development program—linking to secondary schools,
community colleges and vocational schools, and fouryear institutions—that enhances career mobility for
direct care workers.259
Finally, a “universal home care worker” occupation
proposed by the California Future Health Workforce
Commission bears mentioning here.260 The remit of
the workforce commission, which was convened in
2017, was to create a comprehensive strategy for closing
the gap between the existing health care workforce
and the one that will be needed in the future. As one
of their recommendations for strengthening the
“capacity, effectiveness, well-being, and retention of
the health workforce,” the commission recommended
a universal home care worker occupation with three
competency-based levels:

•
•

Level 1: Personal care (ADLs and IADLs);

•

Level 3: Level 2 plus “paramedical services for the
most complex individuals.”

Level 2: Level 1 plus “paramedical tasks for those with
moderate functional limitations and cognitive decline,”
such as oral medications and catheter care; and

What is still needed is consensus on the core
competencies for direct care, including home care,
and their incorporation into a coordinated training
system—with enough standardization to address the
current inefficiencies and inconsistencies in the training
landscape, but simultaneously with enough flexibility
for states or regions to develop the workforce to meet
local and evolving population needs. The training system
must also adequately account for the training needs of
independent providers in consumer-directed programs,
including the significant proportion of paid family
caregivers, in ways that account for their unique position
in the workforce and the preferences of the consumers
they serve. As suggested by the examples provided,
coordinated and standardized training systems, which
rely on strong partnerships between stakeholders, are
critical for enhancing career mobility and supporting
quality assurance across services.
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STRENGTHENING
HOME CARE PAYMENT
VISION  A person-centered long-term services and supports (LTSS)
system that is adequately funded and, in coordination with other health care
and social services, organized around both individuals and populations.
As noted in Chapter 1, individuals who require personal
assistance rely first and foremost on family members
and friends—whose unpaid contribution to the longterm services and supports (LTSS) system was valued at
$470 billion in 2013.261 But as their needs and caregiving
networks change, individuals may turn to the formal,
paid LTSS system. Historically, among those who were
eligible for public funding, accessing paid LTSS services
meant moving into institutional care. With “rebalancing,”
however—which has been driven by consumer
preferences, legal requirements, and cost incentives—
services are increasingly provided in individuals’ homes
and other community-based settings.262
This chapter begins by describing how home and
community-based services (HCBS) are currently funded,
before examining key elements of payment reform in
health care and their real or potential implications for
home care delivery and the home care workforce.

SOURCES OF PAYMENT FOR HOME
CARE SERVICES
The national median hourly cost of home care was
estimated at $21 to $22 in 2017, amounting to a median
annual cost of approximately $50,000 for those receiving
44 hours of care per week.263 Although many consumers
require fewer hours of weekly support, these rates still
exceed most consumers’ ability to pay out-of-pocket for
LTSS, especially as their savings are depleted. Therefore,
only a small fraction of LTSS are privately funded. (It is
not possible to estimate the precise proportion, given that
private-pay arrangements are not systematically tracked.)
An even smaller proportion of services are covered
by long-term care insurance. Just over seven million
Americans had long-term care insurance in 2014,
including approximately 10 percent of people aged
65 and over and just 5 percent of younger people
(a drop from 7 percent in 2002).264 Facing more and

longer uptake of benefits than expected, most companies
have dropped out of the long-term care insurance
marketplace; the number of insurance providers has
plummeted by 90 percent since 2000. The remaining
policies are expensive—one company’s average annual
premium in 2014 was estimated at $2,400265—which
means that coverage is unevenly distributed by income,
and also by race and ethnicity. Policies also tend to have
high deductibles and restrictions that do not align with
consumers’ needs and preferences, including restrictions
related to level of need, duration of benefits, and/or care
setting.266 A more recent alternative to traditional coverage
are hybrid policies that link life insurance with long-term
care, but these policies tend to be much more expensive.267
For these reasons, long-term care insurance coverage is
not expected to increase in the foreseeable future.
The remainder of this section will describe the public
payment sources which comprise the majority of spending
on home care services.
MEDICAID

Medicaid, the primary payer for all LTSS, is a public
means-tested health insurance program that is jointly
financed by the federal government and each state.267
Although the federal government sets broad requirements
for Medicaid programs, states have considerable latitude
over how to administer those programs, which leads to
considerable interstate variation in service coverage,
eligibility requirements, provider reimbursement, and
other program characteristics. Overall, because it is the
primary payer, Medicaid largely defines the LTSS sector—
and any sustainable innovation in the sector must be
driven through its policies and programs.
All state Medicaid programs must cover nursing home
and home health services for those who qualify, and may
also offer optional services such as personal care services
and other HCBS.269 The balance of Medicaid coverage
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has shifted from institutions to the community since the
passage of the Americans with Disabilities Act in 1990
and the 1999 Olmstead vs. L.C. decision, which requires
states to administer services, programs, and activities “in
the most integrated setting appropriate to the needs of
qualified individuals with disabilities.”270 In federal fiscal
year (FY) 2016, Medicaid spending on HCBS was $94.4
billion, which was 57 percent of total Medicaid spending
on LTSS—and HCBS represented a majority of LTSS
expenditures in 30 states (with a range of 27 percent in
Mississippi to 81 percent in Oregon).271

launched in 2007, which aims to transition individuals from
nursing homes to the community. The program, which has
been implemented by 43 states and DC and has served
approximately 88,000 people, is currently funded through
December 2019.276 Another example is the Balancing
Incentive Program, funded in 2011 through 2015, which was
designed to help states streamline and coordinate access to
non-institutional LTSS to achieve a “balancing benchmark”
(at least 50 percent of Medicaid LTSS dollars spent on
HCBS).277 Twenty-one states were approved for Balancing
Incentive funding.

In 2016, Medicaid
spending on HCBS was
$94.4 billion, which was
57 percent of all Medicaid
expenditure on LTSS.
HCBS represented a
majority of LTSS spending
in 30 states.

To contain the rising costs of home care—caused by
growing overall demand for LTSS and the rebalancing
of services from institutions to the community—many
states limit the number of beneficiaries or the amount
of services provided through Medicaid HCBS waiver
authority. In 2016, 42 states implemented some form of
cost control, including hourly limits on services, fixed
expenditure caps, and/or geographic limits on services.278
Nineteen states used at least two of these cost control
strategies, and one state (Minnesota) used all three.
Other cost-containment strategies include enrollment
caps and waiting lists; 39 out of 51 states reported
waiting lists for waiver programs in 2016, with an average
wait time of 23 months (ranging from 5 to 48 months).
According to a different source, among the 48 states with
1915(c) waivers in 2015, 35 states reported a combined
waiting list of more than 640,000 individuals.279 These
figures indicate the pressing need for payment reform to
address significant levels of unmet need for home care
services across the United States.

States can apply for federal permission to provide
HCBS through waiver programs, as well as through state
plans.272 Spending on 1915(c) HCBS waivers in particular
accounted for 51 percent of Medicaid expenditure
on HCBS in FY 2016.273 Each state can have multiple
waivers, and each waiver may have different eligibility
requirements and benefits. For example, 47 states have
approved 1915(c) waiver programs but, depending on
the state, these waivers may target older adults, people
with physical disabilities, people with intellectual or
developmental disabilities, children who are medically
fragile, and/or other specific populations.274 Some
states, including Washington and Vermont, have even
used waivers to expand HCBS access to “pre-Medicaid”
individuals in order to prevent or delay the need for more
expensive LTSS services.275
States have also leveraged other sources of federal funding
to rebalance their Medicaid LTSS systems. A key example
is the Money Follows the Person demonstration program,

MEDICARE

Medicare is a federally administered universal health
insurance program for people who have worked in the
United States and are above the age of 65 or younger than
65 with a qualifying disability.280 Beneficiaries can choose
to receive their coverage in one of two ways: (1) through the
traditional fee-for-service Medicare program administered
by the federal government; or (2) through private managed
care plans, called Medicare Advantage plans.
Medicare covers home health services for those who
are assessed as “home-bound,” but will only reimburse
personal care services for individuals who also require
“skilled” services, such as nursing care or physical,
occupational, or speech therapy. Purely “custodial”
services, such as housekeeping, laundry, and meal
preparation, are not covered by Medicare. Home care
services may be provided daily, but for no more than eight
hours per day or 35 hours per week.
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Although eligible individuals are technically entitled
to the Medicare home care benefit indefinitely (i.e., as
long as they are homebound and in need of intermittent
skilled services), these services are typically provided
only for short-term post-acute care, such as when a
consumer is recovering from surgery.281 Home care
services therefore only account for approximately 3
percent of Medicare payments.282
As of 2019, however, Medicare Advantage plans now have
the option of providing “non-skilled” home care services,
such as personal care aide services, as a supplemental
benefit.283 This benefit has only been offered by an
estimated 3 percent of plans so far, likely due to the short
timeframe for incorporating it into 2019 plans.284 Whether
the new benefit helps expand access to personal assistance
services for Medicare beneficiaries remains to be seen.
SUPPORT FOR DUALLY ELIGIBLE INDIVIDUALS

For dually eligible individuals (i.e., those who are
enrolled in both Medicaid and Medicare), Medicare
is the primary payer for most hospital, physician,
and prescription drug services, while Medicaid covers
LTSS and certain behavioral health services.
The dually eligible population, which numbers more
than 11 million individuals, tends to have higher needs
and health service utilization than the general Medicare
population, and accounts for a disproportionate share of
Medicare and Medicaid expenditures overall.285 Several
programs have been created over the last several decades
to address problems in care coordination, navigability,
efficiency, and outcomes for this population.
One successful example, although limited in reach,
is the Program of All-Inclusive Care for the Elderly
(PACE). PACE providers receive capitated payments
to provide comprehensive medical and social services
for certain community-dwelling older adults, most of
whom are dually eligible. This allows providers flexibility
in determining which services each consumer needs,
rather than having their decisions guided by what can be
reimbursed under one program or the other.286 States are
also testing other approaches to integrating Medicare
and Medicaid coverage, including through Financial
Alignment Initiatives (described below) and Dual Eligible
Special Needs Plans (D-SNPs), a type of Medicare
Advantage managed care plan.
Although promising, these various Medicare-Medicaid
integration programs only enroll about 750,000 dually
eligible individuals (as of March 2017), which is a small
fraction of the total population.287

OTHER PUBLIC PROGRAMS

The Veteran’s Health Administration (VHA) provides
home care coverage, including skilled nursing and
personal assistance services, on an ongoing and respite
basis.288 Since 2008, the VHA has partnered with the
Administration on Community Living to offer the Veterans
Directed Home and Community Based Services (VDHCBS) program. Under this option, veterans who require
a nursing home level of care, but prefer to remain in
the community, receive a budget to purchase their own
services in accordance with an agreed plan of care.
Allowable services and supports include home care
workers (who may be family members, including spouses),
assistive devices, and other types of LTSS. According to
April 2019 data, the VD-HCBS Program currently serves
nearly 2,200 veterans in 37 states, DC, and Puerto Rico.289
Through Title III, the federal Older Americans Act (which
is currently awaiting reauthorization) also supports HCBS
across states, including supportive home care services as
well as nutrition programs, health promotion and disease
prevention services, and family caregiver support.290
Nearly $382 million in Title III grants for supportive
services were allocated to states in FY 2018.291
Finally, there is a limited patchwork of other state-level
programs that support the LTSS needs of low-income
individuals who do not qualify for Medicaid. These
diverse programs may provide home care services and
respite, as well as cash assistance, transportation, adult
day services, assistance with home modifications, and/or
other supports.

TRENDS AND OPPORTUNITIES IN HOME
CARE PAYMENT AND SERVICE DELIVERY
Overall, the home care financing system described above
is fragmented and inadequate. Few individuals can afford
to pay out-of-pocket for the assistance they require, and
private long-term care insurance coverage is negligible.
Contrary to many Americans’ belief,292 Medicaid rather
than Medicare is the main payer of all LTSS and, because
it is a means-tested safety net program, it only covers
individuals who are or become impoverished. As demand
continues to increase precipitously, there is a critical need
to develop new ways to organize and finance home care
services. Here, we identify five trends and opportunities
in LTSS in terms of their implications for home care
availability, access, and quality in the years ahead.
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PROMOTING SOCIAL LONG-TERM CARE INSURANCE

First, it is important to recognize publicly funded longterm care insurance as a payment option for the future.
This option was put forward in the United States in 2010
through the Community Living Assistance Services and
Supports (CLASS) Act, a component of the Affordable
Care Act. Through the CLASS Act insurance program,
working adults would have been able to make voluntary
premium contributions through payroll deduction or
direct contribution, and would then have been eligible
to receive a cash benefit to purchase nonmedical LTSS
in the future.293 The CLASS Act was repealed in 2011 due
to concerns about the cost to individuals and the longterm sustainability of the program.294 However, a number
of proposals to add a complete LTSS or a home care
benefit to Medicare have recently been put forward,295
and momentum around creating social long-term care
programs at the state level has been growing.

In May 2019, Washington
became the first U.S. state
to enact a universal longterm care benefit, which
will provide a $100 daily
allowance for eligible state
residents starting in 2022.
Hawaii, for example, enacted the Kupuna Caregivers
program in July 2017. Through the program, which is
administered by the Hawaii Executive Office on Aging
and implemented through local Aging and Disability
Resource Centers, unpaid family caregivers of older
individuals can receive up to $70 per day to cover the
costs of adult day services, home-delivered meals,
homemaker services, personal care, respite care, or
transportation.296 The program is funded through an
annual appropriation, however, which again raises
concerns about sustainability. As another example,
advocates in Maine developed a universal home care
initiative which would have been funded by a 3.8 percent
tax on incomes above the amount subject to Social
Security taxes; however, this proposal failed to pass a
ballot initiative in November 2018.297

The most groundbreaking development has occurred
in Washington, however, which in May 2019 became the
first U.S. state to enact a full, universal long-term care
benefit.298 Funded through a payroll tax, the program
will provide a $100-per-day allowance for eligible state
residents starting in 2022. The funds may be spent on a
range of services and supports, including in-home personal
assistance (with family caregivers eligible for payment).
SHIFTING FROM FEE-FOR-SERVICE
TO MANAGED CARE

We now examine two broad and related trends within
health care that are reshaping the current home care
payment system: first, the move from fee-for-service to
managed care, and second, the increasing emphasis on
value as the basis of payment arrangements.
In traditional fee-for-service arrangements, providers
are reimbursed for each service they deliver. By contrast,
in managed care, Medicaid (and/or Medicare) pays a
set per-member/per-month capitated payment to an
insurance company to cover applicable services for a
group of consumers. Managed care programs may cover
different types or amounts of services and may serve
different populations (e.g., only older adults, people with
disabilities, or those with intellectual or developmental
disabilities). The trend toward managed long-term
services and supports (MLTSS) is clear: as of May 2019, 23
states were operating MLTSS programs, an increase from
16 states in 2012 and just eight states in 2008.299
States have typically implemented managed care
programs with the goals of improving quality of care and
reducing costs.300 In theory, managed care companies
are more “nimble” than state governments, which
allows them to implement innovative practices to meet
these twin goals. In practice, however, managed care
companies—many of which do not have experience with
LTSS services and populations—may be motivated more
by cost-reduction than by person-centered outcomes. It is
also important to stress that the state remains ultimately
responsible for defining the financing and delivery of
HCBS through Medicaid policy, even in a managed care
environment. Therefore, it is incumbent on states to
establish rigorous approval and monitoring mechanisms
for MLTSS programs, based on appropriate quality
standards as discussed below, and to evaluate and update
rate-setting and other public policies as needed.301
With those significant caveats in mind, this section will
discuss several potential opportunities for innovation in
home care through managed care.
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First, the shift to managed care provides an opportunity
to improve care coordination, which is a long-standing
problem for LTSS consumers. As stated in the U.S.
Senate Commission on Long-Term Care’s 2013 Report
to Congress, the “fragmented, provider- and settingcentered approach (as opposed to a person-centered
approach) results in service and supports needs that
go unmet, putting individuals at risk for injuries and/
or adverse health consequences requiring medical
attention.”302 As care manager, an MLTSS plan can in
theory use capitated funds to secure the most appropriate
configuration of services for each consumer, based on
comprehensive information about the consumer—versus
the consumer receiving a disconnected array of services
that are reimbursed through different mechanisms. In
practice, establishing pathways of communication—
and interoperability of information systems—between
historically siloed providers in order to ensure care
coordination remains an ongoing challenge.
Several states are using managed care as a mechanism
for serving dually eligible consumers, for example with
Medicaid MLTSS plans also offering Medicare Advantage
Dual Eligible Special Needs Plans (D-SNPs), or vice

versa. One vehicle for these efforts is the Financial
Alignment Initiative (FAI) program, created by the
Medicare-Medicaid Coordination Office and the Center
for Medicare and Medicaid Innovation. The FAI program
covers two models: a capitated model (involving a threeway contract between CMS, the state, and a health
plan) and a fee-for-service model. Through the FAI
demonstration projects, states are expected to integrate
care for consumers across medical, LTSS, and behavioral
health systems, and achieve improved outcomes through
“comprehensive risk assessments and health action plans,
person-centered planning, and navigation assistance to
access services.”303 As of May 2019, FAI demonstration
projects were underway in 10 states, with 9 of the 10
states using capitated models.304
Preliminary findings from the capitated demonstration
projects indicate several implementation challenges.305
Plans have struggled to: hire and retain sufficient numbers
of care coordinators; ensure timely completion of health
risk assessments and comprehensive care plans; engage
all interdisciplinary care team members; ensure that
information is shared across providers and systems; and
address providers’ concerns about reporting burden and
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payment adequacy. Consumers do appear to appreciate the
support offered by care coordinators, however, although
some have reported difficulties with the enrollment
process. As CMS has begun tracking experiences with
care coordination through supplemental questions on
the Consumer Assessment of Healthcare Providers and
Systems (CAHPS) survey, more consumer feedback will be
available in the future. Data on the cost outcomes of the
managed care FAI programs are not yet available, although
early evidence from the fee-for-service demonstrations
is somewhat promising; Colorado, for example,
demonstrated savings of $120 per member per month.306
MLTSS has mixed implications for consumer-directed
programs. On one hand, the two approaches seem
contradictory: managed care plans feature top-down
decisionmaking, while consumer direction is intended to

Tennessee, Arizona,
and Pennsylvania are
all examples of states
that have included
workforce requirements
in their managed longterm care contracts.
devolve choice and control to the individual. On the other
hand, the two approaches share similar commitments
to person-centeredness, care coordination, and cost
efficiency. In any case, consumer direction is a required
element of MLTSS programs, according to 2013 guidance
from CMS for Medicaid MLTSS programs.307 Further
work is needed to clarify expectations for the structure
and operation of consumer direction in MLTSS, however,
including through more explicit contract language and
educational outreach—in order to ensure that plans
have sufficient knowledge about consumer direction
and understanding of roles and responsibilities. Specific
quality measures for consumer-directed services in
MLTSS are also lacking. As one exception, Tennessee
has developed 11 performance measures for consumer
direction in MLTSS, including enrollment/disenrollment
rates and average time from referral to services.308

Finally, the transition from fee-for-service to managed care
offers potential opportunities to strengthen workforce
development in LTSS. First, states have the option to
include workforce development requirements in their
contracts with MLTSS plans, thus supporting statewide
efforts to improve recruitment, job quality, and/or
workforce stability. Tennessee, Arizona, and Pennsylvania
are all examples of states that have included workforce
requirements in their managed care contracts. Second,
MLTSS plans could lead the way toward leveraging the
role of home care workers because “theoretically they will
have an incentive to look for the most cost-effective way
to deliver quality care, and making greater use of a large
low-wage workforce fits this strategy.”309 In other words,
from their vantage point as care coordinators, managed
care plans can identify new ways to deploy home care
workers to meet consumers’ needs, and then evaluate the
impact on members’ health and quality of life outcomes.
Uptake of this opportunity to upskill or redeploy home
care workers has been very limited so far. However, one
notable exception is the Care Connections Senior Aide
project described in Chapter 7, which was led by PHI and
Independence Care System (ICS), a nonprofit managed
long-term care plan at the time that served older adults
and adults with physical disabilities and chronic health
conditions in New York City.
MOVING FROM VOLUME-BASED TO
VALUE-BASED PAYMENT

In recent years, the U.S. health care system has been
shifting toward value-based payment models, following
the argument that payment should be based on the quality
rather than the volume of services provided. Figure 6.1
presents a framework for understanding the shift away
from fee-for-service arrangements toward alternative
payment models. Levels of financial gain and risk for the
provider increase with every category in the framework; by
Category 4, providers are incentivized to provide personcentered, coordinated care for an entire population, in
order to reap the financial benefits (and avoid the costs
of falling short). According to one estimate, by 2020
approximately 50 percent of fee-for-service payments will
have moved to alternative payment models.310
Value-based payment holds promise for improving
quality in LTSS services—particularly in programs that
jointly administer Medicare and Medicaid benefits, such
as the FAI programs described above—because it can
incentivize coordination between payers and providers
to improve outcomes and share the financial reward.
Value-based payment also provides a new opportunity
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to directly or indirectly incentivize investment in the
home care workforce.311 For example, workforce targets
may be included in a value-based payment model to
directly reward providers who demonstrate effective
recruitment and retention practices and also to
incentivize others to adopt similar approaches. Further,
many home care outcomes are sensitive to home care
workers’ contributions, including both health and
quality of life outcomes. By explicitly recognizing and
rewarding these quality outcomes, value-based payments
may indirectly incentivize efforts to elevate home care
workers’ role on the care team.
A primary barrier to adopting alternative payment
models in home care, however, is the lack of standardized
quality measures for Medicaid-funded LTSS, as discussed
further in Chapter 9. Quality measurement is particularly
complex since home care serves a diverse range of
populations and spans multiple domains. Some examples
of these domains include: physical health; physical
function and independence; care transitions; quality of
life, person-centeredness, and consumer satisfaction;
and community integration. In the absence of agreement
on the main quality measures in home care, states must
choose their own measures—or import recognized
measures from acute care settings, which may be
necessary but insufficient for home care.312 For example,

FIGURE 6.1

New York utilizes “potentially avoidable hospitalizations,”
as the primary quality measure in home care.313 Currently,
all states report having at least one quality measure in
place in an HCBS program, but these measures vary by
state and between programs within states.314
Further, many home care providers operate with limited
information technology infrastructure, as compared to
primary or acute care providers, which hinders their
ability to report quality metrics to states or MLTSS
plans.315 Evidence from the field suggests that information
blockages also limit the ability of agencies and managed
care plans to meet quality targets in the first place; for
example, agencies or plans often receive insufficient or
delayed information from hospitals about admissions and
discharges, which may impede them from implementing
timely transitional care interventions and thereby reduce
rehospitalization rates.316
Despite these challenges, a number of state Medicaid
systems have begun introducing value-based payment
into LTSS, including Arizona, Minnesota, New York,
Tennessee, Texas and Virginia, among others.317 New York,
for example, is now moving nearly all Medicaid payments
to value-based payment arrangements, including
payments through MLTSS plans. The recent CMS
Medicaid managed care rule which requires states to
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develop standard quality measures for MLTSS contracts
may spur more progress toward value-based payment.318
In April 2018, 10 states were selected to participate in a
Medicaid Innovation Accelerator Program on value-based
payments for HCBS; participating states include Hawaii,
Indiana, Kentucky, Louisiana, Minnesota, Missouri, New
Jersey, Ohio, Texas, and Washington. These states are
receiving technical assistance and peer support to build
knowledge and capacity around value-based payment
in HCBS and to move toward implementation. Texas is
explicitly exploring the potential for value-based payment
arrangements with MLTSS plans “to improve [personal
care aide] recruitment and retention by rewarding a
better-trained PCA workforce.”320 The results from
this project should be very instructive for workforce
development in value-based payment in other states.
Of note, Medicare has outpaced Medicaid in
implementing value-based payment in home health
care, with programs implemented in nine states already
(Arizona, Florida, Iowa, Maryland, Massachusetts,
Nebraska, North Carolina, and Tennessee) and plans in
place for national expansion.321 Through these programs,
Medicare-certified home health agencies were accorded

positive or negative adjustments to their rate starting at
three percent in 2018, with a planned increase to eight
percent in 2022.322 The initial quality measures used in
these payment arrangements are rehabilitative rather than
holistic, reflecting the short-term, post-acute nature
of most Medicare-funded home care—and do not include
workforce measures. This is a major shortcoming when
considering the important role of home care workers
in affecting home care outcomes, as well as the need for
better-quality jobs.
Finally, little is yet known about how to incorporate
consumer-directed services into value-based payment
initiatives, given the lack of standardized tools and
methods for measuring quality and implementing service
delivery changes in consumer direction.
IMPROVING CARE COORDINATION

Care coordination, which is intrinsic but not exclusive
to managed care and value-based payment, has become
a key priority in the evolving U.S. health care landscape.
Care coordination is defined by the Agency for Healthcare
Research and Quality as “the deliberate organization of
patient care activities between two or more participants
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(including the patient) involved in a patient’s care
to facilitate the appropriate delivery of health care
services.”323 Requiring team-based approaches that bridge
the traditional divides among settings, providers, and
payers, care coordination is intended to increase access
to timely treatment, improve continuity of care, and
decrease adverse outcomes and service utilization.324
Aligning payment sources, for example through programs
for the dually eligible population (discussed above) is
an essential step toward achieving care coordination.
Accountable Care Organizations (ACOs) may be another
mechanism for enhancing care coordination. Promoted
by the Affordable Care Act, ACOs are groups of health
care providers who collaborate to deliver coordinated

Clearly, there is potential
for improving service
delivery and outcomes
and decreasing costs
by incorporating LTSS
partners, including home
care providers, into care
coordination efforts.
services to a group of patients in a value-based payment
arrangement. Although 12 states had implemented
Medicaid ACOs as of early 2018,325 the majority focus on
primary care and, to a lesser extent, on behavioral health
services—and do not include LTSS, due to the challenges
raised above, such as data collection and reporting
limitations, quality measurement challenges, and differing
payment streams.326 However, Massachusetts is a notable
exception, with one long-established Medicaid ACO
in place (Commonwealth Care Alliance) and a recently
launched network of 18 ACOs that will provide LTSS,
among other services, through contracts with community
partners.327 Rhode Island, as another example, is in the
process of developing an “accountable entities” system
focused on the total cost of care, including LTSS. One of
the intended outcomes of the program is an improved

balance of LTSS spending and utilization in the community
versus nursing homes by 2020.328
The Medicaid Health Home State Plan Option, authorized
under the Affordable Care Act, is another mechanism for
coordinating physical, behavioral, and long-term care for
Medicaid beneficiaries, specifically those with chronic
conditions and/or serious mental health conditions. As
of September 2018, there were 35 approved Medicaid
health homes in 22 states and DC.329 The evidence base on
the positive impact of Medicaid health homes on service
utilization and costs is modest but promising.330
Clearly, there is potential for improving service delivery
and outcomes and decreasing costs by incorporating
LTSS partners, including home care providers, into care
coordination efforts. As discussed further in Chapter 7,
home care workers are particularly well-positioned to
serve as a link among consumers, families, and other care
providers, due to their frequent and sustained interaction
with consumers. However, effective communication to
support care coordination has long been a challenge
in home care. This becomes particularly obvious and
problematic during care transitions, when there is often
little to no direct interaction between providers across
settings.331 Additional staff and better information and
communication systems are needed to ensure that home
care providers are prepared to participate in coordinated
care teams. In principle, the acute care cost savings that
accrue over time will offset these extra investments, to the
benefit of consumers as well as all other partners in the
coordinated care arrangement.
ADDRESSING SOCIAL DETERMINANTS OF HEALTH

Finally, there are clearly emerging opportunities to better
recognize and address social determinants of health
within HCBS payment and service delivery models.
According to the World Health Organization, social
determinants of health are “the conditions in which
people are born, grow, live, work, and age” that impact
health outcomes—ranging from housing, employment,
and education to discrimination and pollution.332
Collectively, these social, behavioral, and environmental
factors may have triple the impact on health outcomes
than health care or genetics, but historically they have not
been the focus of public spending in the United States.
One research team found in 2009 that of all 30 countries
in the Organisation for Economic Co-operation and
Development, the U.S. had the highest ratio of health
care to social services spending.333 That spending ratio,
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according to the researchers, was a stronger predictor of
health outcomes than total expenditure, a finding which
holds true across U.S. states as well—indicating that
cost savings and improved outcomes can be realized by
rebalancing spending from health care to social services.
As examples of tying social determinants of health into
LTSS, recent changes to the rules for Medicaid managed
care allow certain social services to be covered as plan
benefits,334 and states are exploring a range of models for
incorporating “health-related supportive services and
other non-medical interventions” into their Medicaid
state plans.335 Medicaid ACOs, as noted above, can also
be used to integrate medical, behavioral health, and
LTSS spending to meet each member’s comprehensive
needs.336 Finally, self-directed programs with budget
authority enable consumers to purchase the combination
of equipment and services, including social services, that
best supports their independence and wellbeing.
Housing has been identified as one of the social
determinants of health that is most responsive to
investment in terms of improved outcomes and cost
savings.337 Many states already include some degree of
housing-related services in LTSS, especially through
the Money Follows the Person program. These services
include “transition or relocation services (e.g., case
management, coverage for one-time set up costs etc.) and
services designed to help individuals locate and maintain
housing in the community (e.g., tenancy supports, housing
coordination, or supported housing).”338
Going further, states can better integrate LTSS and
affordable housing for low-income older adults and
people with disabilities through a “housing plus services”
approach. According to the LeadingAge Center for
Housing Plus Services, a national catalyst for innovation
on this topic, housing plus services programs:

•
•
•
•
•

Build on existing housing, health care,
and community services infrastructure.
Offer economies of scale by serving
a concentration of high-risk/high-cost individuals,
many of whom are dually eligible.
Enhance access to services for residents,
encouraging utilization and follow-through.
Provide a more regular staff presence for
residents, which facilitates trust, relationshipbuilding, and early identification of problems.
Help individuals move out of institutions
and/or age in place.339

Among states, Massachusetts appears to be the leader
in offering supportive housing with services for older
adults and people with disabilities, through a program
which is designed to help prevent or delay admission to
nursing homes for eligible individuals. The Massachusetts
Supportive Housing Initiative program is a collaborative
effort between the Department of Housing and Community
Development and the Executive Office of Elder Affairs.
As another localized example, an affordable-housing
development that is currently under construction in
New York City is intended to provide housing for lowincome housing for seniors coupled with on-site support
services offered by Hebrew Home, a nursing home based
in Riverdale, New York.340 The services will be funded
through the Empire State Supportive Housing Initiative,
which is administered by the state Department of Health.
One tested housing with services model is Vermont’s
Support and Services at Home (SASH) program, which
launched in 2011. The program now has 54 groups of up
to 100 members that are hosted at U.S. Department of
Housing and Urban Development (HUD) or nonprofit
affordable housing properties statewide.341 Each SASH
group includes a full-time coordinator and quartertime nurse and provides a range of services, including
individualized assessment and care planning, care
coordination, health and wellness programming, and
links with local service providers to offer direct services,
such as home care. A recent evaluation found evidence
of improved health and functional status among
participants, but mixed results on Medicare expenditure
per participant.342 A future evaluation will consider the
impacts of the program on Medicaid spending and LTSS
utilization by participants.
Financing for housing plus services remains an open
question. A research team from the LeadingAge LTSS
Center @UMass Boston is currently exploring potential
mechanisms, which may include building alternative
payment models into existing programs (such as patientcentered medical homes or health homes); incorporating
housing plus services as a plan benefit in managed care;
and/or creating new “intermediary entities” that can
deliver services across multiple housing properties to a
given population of patients or members.343 The promise of
housing with services models is limited, of course, by the
overall supply of affordable housing in any given locale.
Evaluation of the Medicaid Housing-Related Services
and Partnerships program supported by the Medicaid
Innovation Accelerator Program may also help provide
insight about how to successfully integrate housing
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services into Medicaid programs.344 The program was
developed in collaboration with a range of federal
agencies, including HUD, the Substance Abuse and
Mental Health Services Administration, the Office of
the Assistant Secretary for Planning and Evaluation, and
the Interagency Council on Homelessness. The goals
of the program are (1) to develop public and private
partnerships between Medicaid and housing systems
and (2) to support states in creating action plans for
expanding community living opportunities for Medicaid
beneficiaries. Eight states participated in 2016 (California,
Connecticut, Hawaii, Illinois, Kentucky, New Jersey,
Nevada, and Oregon) and an additional eight participated
in 2017 (Alaska, Massachusetts, Michigan, Minnesota,
Nebraska, Texas, Utah, and Virginia). To our knowledge,
no data on the impact of the program are yet available.

Social determinants of health
are estimated to have triple
the impact on individuals’
health outcomes compared
to health care or genetics,
but historically they have
not been the focus of public
spending in the U.S.
A final point to raise about housing with services is the
opportunity that it creates to deploy home care workers in
new ways. For example, one home care worker assigned
to a particular building or community may be able to
provide more flexible and cost-efficient assistance to
residents than a team of home care workers restricted by
scheduling and transportation concerns. This “cluster care”
approach—whereby designated workers assist a group
of consumers as needed during any given shift, rather
than spending extended time blocks with only one or
two individuals—was tested with 229 consumers at seven
public housing sites in New York City in the 1990s.345 The
approach reduced costs by about 10 percent compared
to the four comparison sites (N=175 consumers), but was
found to be more beneficial for consumers with fewer ADL
assistance needs than for those with higher needs. Updated
research is needed on how a cluster care approach could

be implemented in the contemporary HCBS landscape,
and particularly in the fragmented MLTSS context, and
with what implications for consumers’ health, wellbeing,
and satisfaction with services.

CONCLUSION
This chapter began by describing the main sources of
payment for home care—and making it clear that major
changes in the financing system are needed to ensure that
services are available and affordable for the increasing
numbers who will need them in the years ahead.
The chapter then discussed several payment and service
delivery trends in terms of their potential for improving
home care access and quality and strengthening the home
care workforce, starting with the nascent but growing
momentum around social long-term care insurance
programs. Managed care and value-based payment
were identified as dominant trends in the health care
and LTSS landscape that may be leveraged for positive
impact in home care, but only with careful attention to a
range of existing challenges, including: the lack of agreed
quality measurement in HCBS, home care providers’
underdeveloped data monitoring and reporting capacity,
barriers to communication and system interoperability
between providers, and the need for contracting
requirements and guidelines for new payers entering the
home care space. Finally, we discussed the potential for
improving the cost efficiency and effectiveness of home
care services through care coordination more broadly and
by linking home care with social determinants of health,
with a particular focus on housing.
An overarching message from this chapter is that, because
home care is primarily funded through public dollars,
Medicaid (and to a much lesser extent, Medicare) policies
and payment reforms reverberate across the entire sector.
Some of these changes may directly impact consumers,
for example by determining whether and how they are
able to access services. Much of the impact may be
mediated or moderated by home care workers, however—
because the amount and quality of care provided by the
home care workforce depends on public investment in
training, compensation, and career development. The
next chapter considers how elevating home care workers’
role and maximizing their contribution serves as one such
critical investment in the future of home care.
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MAXIMIZING THE CONTRIBUTION OF
THE HOME CARE WORKFORCE
VISION  A home care workforce that is prepared to support
consumers and families to the fullest extent and empowered to take
on advanced roles within the care team, with appropriate training,
supervision, and compensation.
As part of the evolving health and long-term care
landscape, home care services have expanded in
recent years to assist consumers with increasingly
complex physical, cognitive, behavioral, and/or social
support needs. Although personal assistance remains
central to home care delivery, a more multi-faceted,
interdisciplinary approach is now required.346
Successfully meeting this challenge relies on effectively
leveraging the capacity and contribution of the largest
segment of the care team (aside from unpaid caregivers):
the frontline home care workforce. The primary role of
this workforce is to support consumers’ independence,
wellbeing, comfort, and quality of life. Through close,
regular contact with consumers, however, home care
workers are also well-positioned to directly support
consumers’ health care and outcomes, including by
providing assistance with health-related tasks; coaching
consumers in health behaviors; and/or reporting early
signs of health status changes. However, there is still
considerable progress to be made toward redressing
the historic and persistent devaluation of home care
workers and recognizing their full potential as members
of the care team.
This chapter explores two key opportunities to optimize
home care workers’ role and impact. The first, picking up
from Chapter 5, is to ensure that home care workers are
better prepared to understand and address consumers’
complex needs through specialized training and skills
development. The second is to create and institutionalize
advanced roles within home care, matching enhanced
competencies and responsibilities with increased
compensation. The chapter concludes with a discussion
of how nurse delegation rules can help optimize home
care workers’ contribution.

SPECIALIZED SKILLS: MEETING
CONSUMERS’ CHANGING NEEDS
Home care workers spend more time and develop more
sustained relationships with consumers than any other
paid provider, and therefore tend to have the most
extensive knowledge of consumers’ needs, preferences,
and wellbeing. Consequently, home care workers are
well-positioned to help consumers manage their health on
a day-to-day basis and “observe, record, and report” any
changes of status to clinical partners. In this way, they can
play an instrumental role as part of the health care team
in supporting consumers’ health-related quality of life and
avoiding adverse and costly outcomes, such as emergency
department visits and unnecessary hospitalizations.
To fulfill this role effectively, home care workers
require dedicated training on the signs, symptoms, and
management of common conditions among consumers. Of
particular importance are those that are ambulatory-care
sensitive, such as asthma, chronic obstructive pulmonary
disease, congestive heart failure, diabetes, hypertension,
bacterial pneumonia, and urinary tract infections.347
The Family Care Advocate training program offered
through the Schmieding Center for Senior Health
and Education in Arkansas is an example of upskilling
home care workers to better support consumers’ health
outcomes.348 The 40-hour course is designed to provide
workers with “the motivation, information, skills and
confidence needed to provide person-centered, evidencebased, coordinated care for older individuals with chronic
conditions in their homes,” and includes content on
consumers’ health literacy and self-management and on
workers’ participation in the health care team, as well as
condition-specific information.
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With a $3.6 million Health Care Innovation Award from
the Center for Medicare and Medicaid Innovation, the
Family Care Advocate program was implemented in
Hawaii, Arkansas, California, and Texas in 2012, and
reached nearly 3,500 trainees (164 percent of the target)
within three years. The program evaluation found that
91 percent of sampled trainees (n=727) were satisfied
with the training. The program also had a modest impact
on workforce development when comparing outcomes
for trainees versus non-trainees: trainees’ wages were
slightly higher ($9.37 compared to $8.96), and trainees
were slightly more satisfied with their wages (30 percent
versus 15 percent of non-trainees) and hours (59 percent
versus 52 percent of non-trainees). Of note, the program
also offered micro-loans to help defray tuition costs;
however, the uptake was lower (and default rate higher)
than expected, leading the evaluators to recommend
that the loan program be replaced with non-repayable
grants or scholarships. This last finding underscores the
need to ensure that tuition fees are not a barrier to career
advancement for home care workers, given their low
wages and limited financial resources.

Unfortunately, the impact of the training on consumer
care outcomes was not evaluated, making it difficult to
build the case for its scale-up and sustainability. Thus,
like many innovations in the home and community-based
services (HCBS) sector, the training program is not
expected to continue beyond the award period, except
through the originating Schmieding Center in Arkansas.
Similarly, the Intervention in Home Care to Improve
Health Outcomes pilot program offers a promising
example of specialized training for home care workers,
but so far without evidence on consumers’ care
outcomes.349 The program is designed to prepare
home care workers to identify and manage acute
clinical changes in condition at home, thereby avoiding
unnecessary hospitalizations. A key element of the
program is that trained workers are queried about
possible changes in condition when they telephonically
“clock-out” at the end of each shift. Their responses are
captured through a web-based software program and
transmitted to the agency’s care manager for triage.
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So far, the program has been pilot-tested with 22
franchise offices of Right At Home, a home care company
with more than 310 ofﬁces in 45 states. A process
evaluation found that caregivers liked the system overall,
but identified a key shortcoming: the program lacked
feedback to update workers about the outcome of their
communications. This finding suggests a broader lesson:
that reciprocal communication is an essential component
of efforts to elevate the role of home care workers within
the care team. A randomized trial to evaluate the effects
of this training and communication program on health
care utilization and outcomes is currently underway.

Trained senior aides
reported improvements
in job satisfaction,
inclusion in the care team,
and relationships with
clients and families.
There are also limited examples of specialized conditionspecific training for independent providers, designed
to empower them to serve as a link between consumers
and their care teams—if and when that aligns with each
consumer’s preference.350 One example is a pilot program
for independent providers in California’s In-Home
Supportive Services (IHSS) program.351 With a three-year,
$11.8 million Health Care Innovation Award, the California
Long-Term Care Education Center implemented a 60.5-hour
competency-based training for 6,375 IHSS consumer and
provider dyads. Each of the 17 training modules, which cover
a range of conditions and topics, includes an “integration
activity” to help IHSS workers practice identifying a problem
and communicating with the care team.
According to the evaluation of the program, nearly all (98
percent) of the trainees agreed that “knowledge about
how to care for a person at home increased after taking
this training program.” In focus groups, trainees also
reported that the training increased confidence, which
helped improve communication with both consumers
and primary care physicians. Eighty-six percent of
participating consumers also reported that they
anticipated better communication between their workers
and the care team after training. The program was also
associated with better health outcomes: the average

rate of repeat emergency department visits declined
41 percent and the average rate of rehospitalization
declined 43 percent by the second year after the training.
The evaluation estimated that the program reduced
costs by as much as $12,000 per trainee (due to reduced
emergency department visits and hospital stays) and
improved recruitment and retention.
A second example, also from California, is the St. John’s
Enhanced Home Care Pilot Program, funded within a
non-profit network of federally qualified health centers in
Los Angeles by a grant from the Tides Foundation/Center
for Care Innovations.352 This pilot program was designed
to improve integration of care and health outcomes for
HCBS consumers by upskilling independent providers
in “paramedical tasks and chronic disease management”
and equipping them to play an enhanced role on the
care team and support health service planning and care
coordination.353 Ninety-seven worker-consumer dyads
participated in the program, which included a six-week
training program for the workers as well as the creation
of a care coordinator role to serve as their primary point
of contact. Although modest in scope and duration,
the program showed promising results. Independent
providers attended nearly 80 percent of all medical
visits during the program, and consumers’ medication
adherence improved by 40 percent. The program was
also associated with a decreased rate of hospitalizations
(from an average of 4.3 to 2 per consumer per month) and
emergency department visits (from 7 to 3.3 per month).
Two out of three consumers (67 percent) reported better
health-related quality of life, and consumers’ satisfaction
with overall quality of care increased 13 percent.
Upskilling workers to help consumers manage their
health and to “observe, record, and report” healthrelated information to clinical partners can help optimize
their contribution, without detracting from the central
importance of the personal assistance services they
provide. This upskilling requires targeted, conditionspecific training and clear two-way communication
pathways (which can be supported by technology, as
discussed in Chapter 8)—along with recognition by other
members of the care team. As well as improving quality
of care and potentially reducing costs, efforts to upskill
home care workers through additional training can
boost their job satisfaction and retention and thereby
stabilize the workforce. Moreover, if condition-specific
competencies are standardized and recognized at a
system level—as intended with the TennCare “competency
badges” described in Chapter 5—workers’ job mobility
also improves, which can help reduce workforce attrition.
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ADVANCED ROLES: SHIFTING THE PARADIGM
Alongside efforts to upskill the workforce overall,
adding new rungs in the career ladder for capable and
motivated workers can help improve recruitment and
retention and ensure a more skilled and stable care
environment for consumers.
For example, building on the specialized training
described above, home care agencies can create
condition-specific specialist roles, such as a diabetes
specialist or dementia specialist. These specialist workers
may be deployed in a number of ways: to work directly
with particular consumers; to support and advise other
home care workers on best practices; to liaise directly
with the interdisciplinary team; and/or to assist with
training on these conditions.

Upskilling workers to
support consumers
manage their health and
to “observe, record, and
report” health-related
information to clinical
partners can help optimize
their contribution.
Related, but more generalized, is a senior aide position.
Senior aides can provide on-the-job coaching, support,
and supervision for entry-level home care workers;
provide enhanced support and education for family
caregivers; help resolve care challenges or add extra
support during care transitions; and, again, serve as a
resource to the interdisciplinary care team.
One example of an advanced role for home care workers
is the Care Connections Senior Aide program that was
implemented in 2014 by PHI and Independence Care
System (ICS), a managed long-term care plan in New
York City (now a care coordination provider), along
with three home care agencies: Cooperative Home Care
Associates, JASA, and Sunnyside Community Services.354
The project was designed to test an advanced role for
experienced workers while strengthening care transitions

for consumers. The evidence clearly shows that care
continuity during periods of transition is critical for
consumers’ wellbeing and health outcomes. For example,
one study of more than 43,000 home health episodes
following a hospitalization found that handoffs between
skilled nursing providers (as an indicator of discontinuity
of care) substantially increased hospital readmissions—
a single handoff increased the likelihood of a 30-day
hospital readmission by 16 percent.355 Given the oftenprohibitive cost of ensuring care continuity at the skilled
nursing level, this indicates an opportunity for “taskshifting” to an advanced aide who can provide consistent
support to the consumer and care team through the
transition period.
To become a Care Connections Senior Aide, participants
completed a three-month training program which focused
on improving their observation and documentation
skills, preparing them to support and educate other
home care workers, and deepening their knowledge of
the chronic conditions that were most likely to cause
avoidable rehospitalizations among ICS members. The
Care Connections program also included a technology
intervention, similar to the Intervention in Home
Care to Improve Health Outcomes described above.
According to the evaluation of the small-scale pilot
program (N=8 participants), the trained senior aides
reported improvements in job satisfaction, inclusion in
the care team, relationships with clients and families, and
communication with clinical managers. Earnings for the
senior aides increased by about $11,000 per year above
entry-level earnings, a 60 percent increase. Furthermore,
the project was associated with an 8 percent drop in
emergency department visits in the first full year of the
program compared to the previous year, and caregiver
strain appeared to improve for at least half the family
caregivers involved. These findings suggest promise for the
Care Connections model as a way to optimize the home
care workforce, improve care transition practices, and
leverage technology to reduce costly adverse outcomes.
Another advanced role for home care workers is as
a health coach who supports consumers to achieve
individualized health and wellness goals. Although sharing
skills with community health workers, experienced home
care workers who are trained as health coaches are
uniquely positioned to integrate health coaching with
personal assistance, the linchpin of their role.
In 2014, Partners in Care, Visiting Nurse Service of New
York’s licensed home care agency, pilot-tested health
coaching as an advanced role.356 In the program, home
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health aides who had worked for Partners in Care for
at least a year were invited to participate in a one-week
intensive training program on health coaching, which
covered topics such as symptom identification, selfmanagement, readiness to change, and medication
adherence. The trainees were then deployed through
two pilot programs: one targeting high-risk heart failure
patients after discharge from hospital, and the other
incorporating health coaching into usual care for Fully
Integrated Duals Advantage and managed care plan
members. A mixed-methods evaluation found statistically
significant improvements in self-care maintenance
practices for both program groups and in health-related
quality of life for the post-acute patients. The participating
home health aides also responded positively to the
training and career development opportunity; in their
in-depth interviews, participants expressed “enthusiasm
for health coaching as a career opportunity” and reported
that the “transition to health coaching was seamless and
enjoyable,” among other themes. The evaluation report
does not indicate whether the participants received a pay
increase for participation, however, which is a critical
component of meaningful career development.

Health coaching is a valuable way for home care workers
to support consumers with behavioral health problems,
many of whom experience physical co-morbidities and
“far too few [of whom] receive the help they need.”357
As well as providing personal assistance as needed,
home care workers may support these consumers with
scheduling and attending appointments, medication
adherence, goal-setting and accomplishment, and more.
This may be a particularly vital role in rural areas where
there are pressing behavioral health care needs but
limited services available.358
Finally, other advanced roles for home care workers
include peer mentors, who support both new and
incumbent workers in navigating on-the-job challenges;
assistant trainers, who support licensed professionals
in delivering entry-level or in-service training and
provide one-on-one support to trainees; and assistant
coordinators, who help improve care coordination.
Of note, a limited number of advanced roles have been
implemented at the state level. Massachusetts, for example,
has a long-standing Supportive Home Care Aide (SHCA)
program, developed in 1995 and updated in 2014.359 In
addition to 75 hours of entry-level home health aide
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training, SHCAs complete 12 hours of advanced training to
become either Mental Health Supportive Home Care Aides
or Alzheimer’s Supportive Home Care Aides. Importantly,
a three-hour supervisory training, called Partners in
Care, has been added to help supervisors develop
complementary competencies. SHCAs also participate in
quarterly team meetings which feature further training,
group supervision, and case reviews. These elements
of the program appear to help ensure that SHCAs,
although receiving fairly minimal advanced training, are
continuously supported and upskilled over time.
Washington State, as another example, launched the
Advanced Home Care Aide Specialist program in 2012.360
An apprenticeship program through the SEIU 775 Benefits
Group (described in Chapter 5), the program includes 70
hours of advanced training along with peer mentoring.
Trainees are paid to attend the program, receive an
additional 50 cents per hour upon completion, and earn
a nationally recognized apprenticeship certification from
the Department of Labor. Washington is also developing
a Behavioral Health Advanced Home Care Aide program
to enable those with severe and persistent mental illness
to receive services at home. The first cohort of trainees in
the latter program is expected to graduate in 2020.361

When rules for delegation
are narrowly defined or
conservatively interpreted
(through agency policies
and/or norms of practice),
they can create inefficiency,
irrationality, and inequity.
As the examples in these two sections suggest, there
is some momentum gathering around specialized
training and advanced roles for home care workers,
but the evidence base is still very limited. However, the
Improving Care for Vulnerable Older Citizens through
Workforce Advancement Act, introduced in Congress
by Representative Cartwright (D-PA) in July 2017, is an
opportunity to strengthen the evidence base.362 The
Act would amend the Older Americans Act to direct

the Administration on Aging to award demonstration
grants to test models of care involving direct care
workers in advanced roles, namely those requiring
“deeper clinical responsibilities” to support consumers
with complex and serious health conditions. Although
the future of the bill is unknown, it represents a step
toward a national conversation on optimizing the direct
care workforce in LTSS.

DELEGATION OPPORTUNITIES AND BARRIERS
Many of the expanded and advanced roles described
above can be implemented within home care workers’
current allowable practice parameters. In other cases,
however, amendments to nurse practice acts or other
state or local statutes to allow delegation to home care
workers may be required.
Nurse practice acts, which vary by state, determine
which nursing services (i.e., “skilled nursing” or “health
maintenance” tasks) can only be performed by or under the
direct supervision of a licensed nurse.363 (Medicaid rules
defer to nurse practice acts on this point.) As such, nurse
practice acts can facilitate—or hinder—efforts to better
leverage home care workers as part of the health care team.
Family caregivers and independent providers are
generally exempt (implicitly or explicitly) from nurse
practice acts. On the other hand, agency-employed
workers are subject to delegation rules in nurse practice
acts, which range from broad (with no limits on
delegation) to narrow (specifying a limited number of
allowable tasks or settings), with variation in between.364
Nurse delegation has been called “a force multiplier” in
expanding access to LTSS in the community rather than
skilled nursing facilities.365 But when rules for delegation
are narrowly defined or conservatively interpreted
(through agency policies and/or norms of practice),
they can create inefficiency, irrationality, and inequity.
Inefficiency occurs because consumers must wait to
receive certain services, at a higher cost, from a licensed
nurse rather than a home care worker. Irrationality arises
from the fact that agency-employed workers, independent
providers, and unpaid caregivers may all assist the same
consumer, but under very different legal requirements.
Inequity results because non-self-directing consumers
may experience service delays at best and, at worst,
adverse outcomes, such as unnecessary hospitalizations
or nursing home admissions, if their agency-employed
workers cannot provide the same level of care as an
independent provider.366
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Nurse delegation is included as a performance indicator
on the AARP’s LTSS State Scorecard, with states
scored on the number of health-related tasks that can
be delegated to direct care workers.367 (States receive
a quarter point for each of 16 health maintenance tasks
that can be delegated, for a total of four points; these
points are then combined with an indicator for “nurse
practitioner scope of practice” for a composite score.)
According to the 2017 Scorecard, 24 states have improved
on this indicator; 16 states (compared to 9 in 2013) now
allow nurses to delegate all 16 health maintenance tasks;
and 32 states and DC permit delegation of at least 12
tasks. Four states, however, still do not allow any of the 16
tasks to be delegated: Florida, Indiana, Pennsylvania, and
Rhode Island.
New Jersey provides a notable example of how research
can be used to drive changes in nurse delegation.
Historically, attempts to expand HCBS in New Jersey
faced at least two barriers: first, the New Jersey Board of
Nursing (NJBON) did not permit delegation of medication
administration to home health aides, and further, nurses
and agencies were reluctant to delegate other tasks due
to fears of liability.368 With permission from the NJBON,
a pilot demonstration project was implemented from
2008 to 2010 to test the impact of allowing nurses
to delegate a range of nursing tasks to home health
aides. The demonstration was deemed a success:
participating consumers reported more timely medication
administration, as well as improvements in family respite,
peace of mind, health, and independence—and no adverse
outcomes were reported.369 Moreover, the evaluation
found that delegation helped address unmet need: in
approximately one out of five cases, the delegated task
had not been performed at all prior to delegation, while
in other cases, the task had been performed irregularly
or without authorization. Given these findings, in 2016
the NJBON adopted new regulations that explicitly allow
nurses discretion over delegation to home health aides,
including medication administration.
The Advanced Home Health Aide (AHHA) role in New
York State provides another example of expanding
delegation while also creating a career pathway for
home care workers.370 AHHAs are home health aides
who are authorized to administer medications, under
nurse delegation and supervision, to consumers who
are medically stable. This is a modest step forward—
an advisory group informing the development of the
advanced role recommended a much larger set of
allowable tasks371—but it does achieve some parity,
at least in principle, between home health aides and
independent providers in consumer-directed services.

(New York’s nurse practice act was amended more than
two decades ago to explicitly allow consumer-directed
personal care aides to perform a range of skilled nursing
tasks, including medication administration, that are not
permissible for agency-employed workers.372) However,
given the lack of designated funding for AHHAs’ training,
supervision, or increased wages, widespread uptake of
the new role does not seem likely.

CONCLUSION
This chapter has discussed opportunities to elevate
home care workers’ role and contribution, including
by enhancing their condition-specific knowledge and
“observe, record, report” skills and by creating advanced
roles for workers who wish to move up the career ladder.
The success of these efforts relies on several foundational
elements. Effective training and supervision are needed
to ensure that workers have the baseline competencies
and sufficient ongoing information, support, and oversight
to fulfill their roles effectively. Workers must also be
explicitly authorized to perform specialized or advanced
tasks, either through organizational or public policy
change. The more these policies are standardized across
settings and states, the more the home care workforce can
help prevent gaps and inefficiencies in care.
If home care workers’ voices are to be heard and
respected within the interdisciplinary care team,
enhanced teamwork and communication skills are
also required by all members of the team. Given that
team science in health care has largely been developed
in acute settings, more research on how to build and
support strong teams in HCBS is needed.373 Formal
structures are also needed to facilitate communication
between home care workers and clinical partners, such
as the technology-supported communication pathways
described here and in the next chapter.
Finally, success depends on the availability of sustainable
funding to cover the costs of training and compensation
for home care workers who develop their skills and take
on new roles and responsibilities. Otherwise, particularly
given the high rate of turnover within the workforce,
individual employers are unlikely or unable to invest
directly in enhanced training and advanced roles—and
workers lack any extrinsic incentive to invest their own
time and resources. If all these elements are in place,
evidence suggests that efforts to leverage the home care
workforce will result in cost savings to the health system;
more timely and appropriate support for consumers;
and better recruitment and retention in the workforce.
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LEVERAGING TECHNOLOGY
IN HOME CARE SERVICES
VISION  The strategic introduction and use of technology to
support home care consumers’ health and quality of life, improve home
care jobs, and maximize home care workers’ positive impact on service
delivery and outcomes.
As described throughout this report, increased
longevity and the growing number of older people are
two primary factors driving up demand for home and
community-based services (HCBS). At the same time,
the diminishing proportion of working-age adults and
the poor quality of home care jobs are undermining
recruitment and retention in home care, creating a
workforce crisis that impacts the availability and quality
of HCBS nationwide. Part of the solution to this crisis—
alongside improvements in compensation, training,
career development, and other domains—is technology.
While not a replacement for high-quality direct care,
certain technologies may be harnessed to improve home
care jobs, service delivery, and consumer outcomes.
Acknowledging that there are many cross-cutting
technological developments impacting HCBS—
including telehealth, smart home devices, and wearable
technologies374—this chapter focuses on four categories
of technology that most directly affect the efficiency and
effectiveness of the home care workforce. These include
technologies that:

•
•

Support workers’ training and skills development;

•
•

Facilitate interdisciplinary communication; and

Augment direct assistance with activities of
daily living (ADLs);
Improve workforce development and management.

In discussing each of these categories, the chapter
provides specific examples of technological developments;
highlights potential benefits and risks or barriers; and
considers the cost implications, from initial investment
through training and ongoing operations.

TECHNOLOGICAL DEVELOPMENTS
IN HOME CARE
As stated, with widespread technological changes as the
broader context, this chapter focuses on four types of
technology that most directly impact individual home
care workers and the home care workforce overall,
starting with e-learning.
SUPPORTING WORKERS’ TRAINING
AND SKILLS DEVELOPMENT

As discussed in Chapter 5, due to the inadequacy of current
home care training standards and systems, many workers
start their jobs feeling unprepared—and benefit from few,
if any, opportunities to accrue new skills through ongoing
training. Even where training opportunities exist, workers
are often prevented from participating by time, cost,
accessibility, and other barriers.
Given these challenges, e-learning represents an
important strategy for improving access to training for
home care workers while also enhancing their learning
outcomes. E-learning uses a variety of methods and
modalities—ranging from non-interactive resources,
such as audio and video files and PowerPoint
presentations, to interactive lessons, real-world
simulations, online collaborative learning projects,
and interactive classrooms375—to expand access to
educational curricula both within and outside traditional
classroom settings.
E-learning can augment in-person training for home care
workers—or fill a training gap—in a number of ways. First,
e-learning courses can extend training to workers who
may otherwise have few training opportunities—including
independent providers and workers in rural areas or other
locations with limited training infrastructure.
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The MOBILE UP program, which is offered by the
California Long-Term Care Education Center (CLTCEC)
through a partnership with the Workforce and Economic
Development Division at the California Federation of
Labor, provides one modest illustration of this benefit
of e-learning.376 Supported by SEIU Labor-Management
Training Funds, MOBILE UP is an e-learning program
built to provide “anytime, anywhere instruction” through
workers’ mobile phones, without requiring Internet
access. Currently, the program offers instruction in
English as a second language for home care workers,
although it may be expanded to offer additional training
and personalized career coaching in the future. According
to a short documentary about MOBILE UP, users report
that the program is convenient to use and that it helps
improve their self-confidence as well as communication
skills, which in turn enhances their career progression
opportunities.377
Second, e-learning can be used to enhance traditional
teaching methods, within and beyond the classroom.
Instructors can integrate technological teaching tools into
in-person training sessions, that is, but may also invite or
require students to deepen their learning by accessing
complementary training content and activities between
sessions. Virtual reality is one example of a technological
teaching tool that is increasingly being used to reinforce
and strengthen existing training content. Embodied
Labs in California, for example, offers virtual reality
simulations for hospice care, Alzheimer’s disease, macular
degeneration, and hearing loss.378 These simulations are
designed to help workers understand the complexity
of consumers’ experiences and needs in “real-world”
settings, bridging the gap between training and practice.
Third, e-learning can provide opportunities for
workers to develop specialized competencies, such as
population- or condition-specific competencies. PHI
is currently developing a suite of specialty curricula for
home care workers on topics ranging from diabetes to
falls prevention to palliative care. For each topic, the
training curriculum prepares workers to observe and
report early signs and symptoms that may lead to health
complications, and to promote lifestyle practices that
support consumers’ health, such as diet, physical activity,
and medication management. These curricula are based
on a blended training model—with in-person instruction
complemented by progressive levels of interactive
technological content, designed to suit different settings—
with the goals of ensuring consistent training quality,
enhancing learners’ engagement, and reducing the length
of training needed to convey complex health information.

Finally, e-learning can enable workers to access asneeded information, using handheld devices, when
they encounter unfamiliar situations in practice. This
functionality is particularly important given that home
care workers, in many cases, work in isolation with limited
access to in-person support.
For employers, e-learning provides a potentially costeffective, scalable way to train workers—supplementing
existing training or addressing an unmet training need.
For workers, including agency workers and independent
providers, e-learning can help introduce new training
content and reinforce existing knowledge. Moreover,
e-learning tends to be self-directed and self-paced, which
aligns with adult learner-centered principles as well as
practical scheduling limitations.

E-learning can enable
workers to access asneeded information, using
handheld devices, when
they encounter unfamiliar
situations in practice.
Although the evidence base for the effects of
e-learning on competency development in home care is
underdeveloped, a recent Cochrane review found that
e-learning among health care providers more broadly
improves learners’ knowledge and skills compared
to no training, and that outcomes of e-learning are
comparable to those of in-person training.379 Systematic
reviews in nursing have found that e-learning can be
particularly effective for novice learners380; and, as above,
indicate that knowledge and skills development, as well
as satisfaction with training, are comparable between
e-learning and traditional teaching programs.381 One
intervention study that compared an e-learning program
on handwashing to conventional instruction provides a
useful example, although the participants were nursing
students rather than home care workers.382 The study
found that knowledge scores increased significantly from
baseline in both groups and skill performance scores
were similar two weeks later. The study concluded,
therefore, that e-learning is at least as effective as face-
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to-face methods for teaching both the theory and skills
of handwashing. While this evidence supports the value
of investing in e-learning, more research on the efficacy
of e-learning for building the competencies of home care
workers in particular is critically needed, including with
attention to the optimum balance of in-person instruction
and self-directed learning content.
Just as with classroom training, methods matter in
e-learning—to encourage student engagement, maximize
learning, and minimize attrtition. The evidence suggests
that successful elements of e-learning design include:
multimedia and visual teaching methods; game-based
learning activities; scenario-based learning; real-time or
delayed feedback; and pre- and post-test assessments
to gauge impact.383 PHI’s specialty curricula, described
above, illustrate a number of these best practices. With
each topic, the learner is introduced to a consumer using
a narrative approach, developed through pictures and
audio. Learners are then guided through scenarios which
give them the opportunity to practice key caregiving
skills with that fictional individual. The narrative and
related scenarios are designed to unfold in unexpected
ways, with opportunities for learners to reflect on their
experiences and learning.

There are a number of systemic challenges that must
be addressed in establishing e-learning as a widespread
training tool for home care workers. One is the persistent
digital divide, which separates those with computer and
Internet access and computer literacy skills from those
without. According to the most recent federal report on
broadband access, over 24 million Americans still lack
access to high-speed terrestrial broadband (defined as
25 Mbps/3 Mbps), while 15.2 million Americans living
in rural areas or on tribal lands lack mobile broadband
(10 Mbps/3 Mbps).384 The report also found that poverty
is a key differentiator in Internet access rates. These
figures indicate that access to e-learning for those who
might benefit the most—individuals in rural and other
underserved areas—may be the most limited, until
broader disparities in digital connectivity are addressed.
Another challenge is the cost associated with e-learning.
Although e-learning may save money in the long run
and/or at a systemic level—by reducing overhead costs
and facilitating scale-up to a wider pool of learners—there
are significant upfront and ongoing costs entailed for
individual organizations (such as home care agencies)
in developing, updating, and implementing e-learning
curicula. Off-the-shelf software, online programs, and
mobile apps can now be used to develop sophisticated
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digital teaching tools, and the prices of more specialized
software have dropped in recent years. However,
organizations must still possess a significant amount of
in-house technological capacity—including computer
hardware and tech-savvy staff—in order to make use of
these tools. As this level of technological capacity is not
currently the norm for most home care agencies, policy
action is needed to drive the development and expansion
of evidence-based e-learning programs for home care
workers. Targeted funding to disseminate training content
to independent providers via e-learning—which is a
promising option for helping those workers increase their
knowledge and skills in line with training standards and
their consumers’ needs and preferences—is also required.
AUGMENTING DIRECT ASSISTANCE WITH
ACTIVITIES OF DAILY LIVING

The second category of technology that directly impacts
the provision of personal assistance services is assistive
technologies. Also known as assistive products, these
technologies include “any product (including devices,
equipment, instruments, and software), either specially
designed and produced or generally available, whose
primary purpose is to maintain or improve an individual’s
functioning and independence and thereby promote
their wellbeing.”385 Assistive technologies address a range
of domains including sensory functioning, mobility,
communication, cognition, environment, and self-care.386
Assistive technology is a rapidly developing field. The
AbleData database of assistive technology, which is
an online resource funded by the National Institute
on Disability, Independent Living, and Rehabilitation
Research (under the Administration for Community
Living), contains information on almost 40,000 assistive
products.387 However, research and development on
assistive technologies that support home care workers
and consumers together—for example, technologies
to help reduce the strain associated with lifting and
repositioning—lags somewhat behind.
A recent review of approaches to preventing back injury
during ADL care identified two main types: approaches
that “fit the worker to the task” and those that “fit the
task to the worker.”388 This simple taxonomy is useful for
considering the role of assistive devices in ADL care more
broadly. Traditionally, the emphasis has been on fitting
the worker to the task, primarily through training on body
mechanics, ergonomics, and safe technique. While such
training is necessary and valuable, there are limitations
to this approach: training may be inadequate, may not
be sustained in practice over time, and cannot account

for every configuration of setting and consumer need.
A more recent technological development is to provide
“movement-centered task-specific feedback” to help
workers adjust their posture and help reduce injury. For
example, a back-injury prevention training intervention
which combined an educational video about safe handling
and spine biomechanics with real-time auditory feedback
was found to significantly reduce “end-of-range spine
flexion” (a common over-extension that can lead to injury)
among novice aides performing simulated care tasks,
compared to the control group.389

In one focus group study,
home care workers
reported that they
lacked adequate tools to
overcome the danger and
difficulty of providing care
in consumers’ bathrooms.
However, even when workers have sufficient training
and correct technique, risks of injury persist with certain
ADL assistance tasks. Indeed, rather than setting a
maximum weight limit for “manual patient handling” as
it does for manual lifting tasks, the National Institute for
Occupational Safety and Health (NIOSH) recommends
that “the goal of safe patient handling programs should
be to eliminate all manual lifting whenever possible.”390
This highlights the need for the second set of approaches
that “fit the task to the worker,” an area that requires more
research and product development. Particularly needed
is translational research that addresses the specific
challenges that workers and consumers face in private
homes, such as narrow spaces, unreliable electricity, and
lack of Internet access.391
Consumers’ bathrooms exemplify the challenges that
tailored assistive technologies may help address. Often
small and restrictive, bathrooms generally cannot
accommodate existing assistive devices such as sit-tostand aids—but nonetheless are the site of essential
assistance activities.392 As a result, home care workers
must rely on manual handling techniques, without
necessarily being able to deploy optimal body mechanics
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(and while trying to uphold consumers’ privacy and
dignity). In one focus group study, home care workers
reported that they lacked adequate tools to overcome
the danger and difficulty of providing care in consumers’
bathrooms.393 Moreover, the workers’ observations
indicated that “the wide variation in home bathroom
layouts requires [them] to problem-solve in each
specific care encounter to find a way to provide care,”
underscoring the limitations of generic safety training.
There are examples of research into assistive technologies
that bridge these two approaches, namely technologies
that fit the worker to the task and vice versa. One
leading example is the UMass Lowell Safe Home Care
program of research.394 Funded for more than a decade
by NIOSH, the Safe Home Care research team partners
with home care industry stakeholders—including home
care agencies, industry associations, labor unions, and
government agencies—to “investigate a broad range of
occupational hazards and good practices” in home care.
One of the team’s recent studies, for example, compared
the physical impact on the worker of using transfer boards
compared to manual transfer techniques in a simulated
home care setting.395 The study concluded that, compared
to manual handling, all transfer board types reduce
hand force and improve workers’ “posture dynamics.”
The researchers also identified the type of board most
preferred by both home care workers and consumers
and recommended specific techniques (such as proper
body mechanics and positioning) for achieving the safest
outcomes.
Looking to the future, the literature on assistive
technologies suggests that further research on assistive
technologies for ADL care must consider a broad set
of outcomes, including not just the performance of the
technology itself, but also: its usability in the home;
workers’ and consumers’ experiences and preferences;
the impact on caregiving relationships; and the impact
on the safety of workers as well as consumers, among
other outcomes.396 Learning from the limited literature
on informal caregivers’ use of assistive technology, it will
also be important to consider how technological supports
interact with other elements of the caregiving relationship
and environment to impact home care workers’ and
consumers’ experience and outcomes.397
Finally, there are two primary cost concerns regarding
assistive technologies for ADL care. First, investment in
developing and testing new types of assistive technologies
has been inadequate thus far. The low-tech nature of
many of these technologies (consider the slide boards
mentioned above), the liability risks associated with

them, and the extended approval process all appear to
discourage the type of short-term, high-impact venture
capital investments seen in other technology domains.
The second, downstream cost concern relates to
consumers’ and workers’ access to assistive technologies.
There is broad variation in payment for assistive
technology across Medicaid programs, which can lead
to inequitable access by population, region, and other
characteristics.398 Individuals who are not enrolled in
Medicaid may receive funding through their private
health insurance plans if assistive products are deemed
“medically necessary,” but that designation may not align
with the individual’s own preferences for support and
in most cases excludes assistive technologies aimed at
workers.399 Finally, some consumers may also receive
support for accessing assistive technologies from nonprofit organizations, many of which focus on specific
conditions or diseases.400 Otherwise, consumers must pay
out of pocket for assistive technologies; according to one
estimate, over $7 billion was spent directly by consumers
on “durable medical equipment” (i.e., assistive devices) in
the United States in 2017.401
SUBSTITUTING FOR PERSONAL ASSISTANCE?

Increasing automation across industries, including
health and social care—where research suggests
that more than a third of work activities could be
automated402—raises a question about the extent to
which assistive and other technologies may actually
replace home care workers over time.403
There is certainly a growing range of technologies—
from wearable technologies and smart home devices
to fully developed robots—which fulfill tasks that may
otherwise be completed by home care workers, such as
monitoring vital signs, providing medication reminders,
and mitigating falls risks.404 Some robotic prototypes are
also designed to provide direct physical assistance.405
Engineers in Japan, for example, have developed a robotic
bear that can lift an individual from a standing position
or from the floor, transfer them to a wheelchair, carry
them between locations, and turn them in bed.406 Another
example is Juva, in development in the United Kingdom,
which is a ceiling-mounted robot that can be fitted
with different extensions to accomplish different tasks,
including direct assistance with ADLs and IADLs.407
Despite these developments, a vision of the future
in which robots fully substitute for personal support
remains distant. Instead, technology is likely to remain
supplementary to paid personal assistance services for at
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least two key reasons (not including cost, as mentioned
above). First, the relational and reciprocal nature of home
care cannot be replaced by robotics. Although technology
may support independence and improve quality of life
in some cases or for some consumers,408 for others
the substitution of technological for human support
may exacerbate social isolation, loneliness, and unmet
needs.409 As the developer of Stevie, another socially
assistive robot prototype, stated: “None of this will mean
we won’t need human carers anymore… Instead, we’re
trying to develop technology that helps and complements
human care. We want to combine human empathy,
compassion and decision-making with the efficiency,
reliability and continuous operation of robotics.”410
Second, implementation science has clearly demonstrated
that the uptake and outcomes of any new technology
must be understood in the service delivery context.411
This observation brings home care workers back into the
frame, as they often serve a critical role in introducing,
monitoring, and trouble-shooting new technologies.
As one example, home care workers often provide inperson education and support with remote monitoring
technologies.412 The Visiting Nurse Association of
Rockford Area’s telehealth program relies on home health

aides to set up equipment in the home, train consumers
on using the equipment, and answer any questions they
may have. One program manager clearly articulated the
importance of this intermediary role: “We have to get
over [the consumer’s] fright at first… It’s important how
it’s presented. If the home health aide or nurse doesn’t go
in with a very positive attitude and sell of the technology
then uptake might be worse. … If they don’t buy in to this,
then they are eventually going to fall back into their old
habits.” In other words, the success of the technology
relies on the personal support provided by workers—
rather than replacing that support altogether.
The argument that assistive technologies are more likely
to augment than replace the role of the home care worker
is supported by research.413 For example, one analysis
of the 2004 National Long-Term Care Survey which
focused on community-dwelling respondents receiving
ADL assistance found that assistive technologies reduced
informal care hours but not paid care.414 Although
the landscape has certainly evolved since 2004, the
study’s conclusion that assistive technologies serve as
“complements for formal personal assistance services
rather than substitutes” still rings true.

Part III / Chapter 8: Leveraging Technology in Home Care Services 91

FACILITATING INTERDISCIPLINARY
COMMUNICATION

The third category of technology directly impacting paid
home care services is information and communication
technology (ICT). As discussed in Chapter 7, the home
care workforce is systematically underutilized in two
related ways. First, although home care workers are
ideally positioned to “observe, record, and report”
signs and symptoms that, if unaddressed, may lead to
adverse outcomes, they do not generally receive adequate
training and preparation to fulfill this role. Second,
even when home care workers do collect relevant
information about consumers, they often face barriers
to communicating that information. Such barriers
are both structural (due to a lack of communication
mechanisms or protocols) and normative (when their
knowledge is not valued enough to be heard).

Technology can supplement
but not substitute for the
relational and reciprocal
support provided by home
care workers.
This chapter has already discussed how e-learning
can help address training deficits, the first aspect of
this systemic problem. Enhanced used of ICT in home
care can help address the second part of the problem,
by facilitating communication between home care
workers, family members, and other members of the
interdisciplinary care team.
Although ICT remains underdeveloped in LTSS,
and especially in the fragmented home care sector,
as compared to acute care,415 there are a number of
innovative examples to consider. Two examples are the
Care Connections and the Intervention in Home Care to
Improve Health Outcomes programs discussed in Chapter
7, both of which have introduced new pathways for home
care workers to communicate with clinical colleagues.
(The first is tablet-based and the second telephonic, but
both incorporate prompts for home care workers that
enable them to easily transmit status updates that can
be efficiently triaged and addressed, if needed.) Another
example is Care At Hand, a web-based application that
is designed to reduce 30-day hospital readmissions.
Underlying the Care At Hand program are proprietary

algorithms intended to predict risk factors for readmission.
These algorithms generate questions for home care workers
and determine, from their answers, whether an alert should
be sent to the nurse care manager. An evaluation of the
implementation of Care At Hand by a Massachusetts Area
Agency on Aging found that the program was successful in
predicting risk of readmission based on the combined input
of home care workers and nurse care managers.416 Care At
Hand’s own website suggests that the product is associated
with a 40 percent decrease in hospital readmissions and a
257 percent return on investment, but the source of these
claims is unclear.417
Another example is eCaring, a software program that
enables home care workers to record consumers’ activities
and well-being using an “intuitive, icon-based interface.”
Like Care At Hand, eCaring uses this information to predict
which individuals might be at risk of hospitalization and
generate actionable alerts for clinical staff. The company
claims that eCaring provides a 300 percent return on
investment, with a 40 percent reduction in emergency
department visits and hospital admissions, a 50 percent
reduction in physician visits, and a 12 percent reduction in
nurse visits.418 When the program was pilot-tested with 60
consumers receiving services from a licensed home care
services agency in New York, it was found to reduce the
rate of emergency department visits, while also improving
job satisfaction and retention among home care workers,
and boosting consumer satisfaction.419
From these and other examples, several potential success
factors for ICT in home care can be identified. First, as
stated, the programs all build from the explicit premise
that home care workers’ knowledge, if better captured
and utilized, can improve consumers’ outcomes and save
costs for providers and payers. Second, the programs are
designed to be portable and transferable; in other words,
they are accessible on most devices (computer, tablet, or
smartphone) and can be used alongside existing software
systems. Third, the programs are designed to facilitate
two-way communication—so that as well as sending
updates, workers receive follow-up information about
their consumers’ status and outcomes. Given that they
often feel uninformed or “out of the loop,” this feature
can help home care workers feel more engaged and
empowered which, in turn, can strengthen job satisfaction
and retention as well as care quality. Underscoring
the final point, the president and COO of Homewatch
Caregivers, which uses a proprietary communication
program (HomeTools) that is similar to the programs
described above, stated: “When you give caregivers the
tools to do the job better, to demonstrate the impact on
clients, you’ve got a strong proposition for caregivers.”420
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The costs of introducing new technologies to improve
communication between home care workers and the
interdisciplinary team include the costs of investing
in software and hardware, maintaining the system,
subscribing to data plans, providing initial and ongoing
training and technical assistance for all users, and paying
for staff time to input, monitor, and respond to data.
These costs may be built into contracts with hospitals or
managed long-term care plans, or recouped through fees
from private-pay consumers. Grant funding from state
and federal agencies and public or private organizations
is also available to support development and pilot-testing
of new ICT initiatives in home care. When workers or
consumers are required to implement these technologies
on their own portable devices, there is also a privacy cost
involved that has not yet been well-addressed.
Of note, this discussion has not considered
communication programs or portals for independent
providers working in consumer-directed programs.
There have been some efforts to upskill independent
providers to communicate more effectively with clinical
providers; see, for example, the description in Chapter
7 of the California Long-Term Care Education Center’s
competency-based training program, which includes
“integration activities” to help independent providers
practice communicating with the care team. However,
we are not aware of any initiatives to translate these
communication skills into codified practice using
ICT—which is unsurprising, given that independent
providers are not directly integrated into the health
care infrastructure. If an ICT initiative were introduced
into the consumer-directed space, careful consideration
of consumers’ preferences, users’ privacy and
confidentiality, costs and payment streams, and other
factors would be required.
IMPROVING WORKFORCE DEVELOPMENT
AND MANAGEMENT

Finally, technology can also be leveraged to automate or
improve key operational functions in home care agencies,
or in the wider HCBS field, to increase efficiency and
reduce costs. The following section will briefly consider
a number of examples, including scheduling, workforce
monitoring, and outreach and recruitment.
First, scheduling workers in home care is a notoriously
difficult task—this can be extrapolated from the fact
that there exists an entire body of literature devoted to
the “home health care routing and scheduling problem”
(HHCRSP).421 Factors that must be considered when

matching a home care worker and consumer for any
given shift include: the needs and preferences of the
consumer (including but not limited to the amount and type
of assistance required); the worker’s skills, availability,
location, mode of of transportation, and personal
characteristics (such as gender, language, allergies, and
more); workload balance and overtime considerations;
the connection of each visit to other visits (such as
nurses’ visits); and clusterization between cases.422
Despite the complexity of the task, scheduling is often
completed manually or using crude computer software
which, according to one literature review, results in
“high organizational efforts and potentially sub-optimal
solutions.”423

An online recruitment strategy
for a senior living community
that targeted specific
audiences on social media led
to a 33 percent increase in
new applicants, a 46 percent
increase in the number of hires,
and a 45 percent decrease in
vacant positions.
It is difficult to find published evaluations of new
scheduling software in home care, but an ad hoc
review of existing products—some which have been
designed especially for home care, others which have
been adapted across several industries—provides some
insight into key features. Most systems are designed to
automatically consider a range of consumer and worker
characteristics in order to schedule the best matches and
avoid incompatibility (for example, the incompatibility
between a consumer with a dog and a home care worker
with an allergy). Beyond this primary functionality, many
systems also integrate other features, including online
or telephonic check-in capability; billing and payroll
functions; and/or staff record management. Some systems
also provide an interface for home care workers, enabling
them to check their schedules, access driving directions,
learn about their clients, and so on—which may save
administrative time and decrease communication
gaps. As noted above, some scheduling and workforce
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management programs also integrate a reporting function
for home care workers, which can facilitate better
communication within the care team.
In consumer-directed services, online registries designed
to match workers and consumers fulfill a parallel function.
As described in the next chapter, these “matching service
registries” provide a centralized online resource for
workers and consumers to find one another based on
compatible schedules, needs, and preferences. There
are currently 15 nonprofit matching service registries for
consumers and workers operating in 11 states,424 as well
as numerous private registries. These online platforms
are critically important for helping address unmet needs
among consumers, improve workers’ schedules, and
promote sustainable employment relationships and
continuity of care.
Technology may also be specifically leveraged to
monitor workers’ location and movements, with
electronic visit verification (EVV) technologies the most
prevalent example. EVV systems are typically designed
to document, at a minimum, the following details for
every home care visit: the name of the consumer and
worker; the date, time, and location of the visit; and the
type of service performed. EVV has been used by larger
home care providers for more than a decade, but will be
mandated for all Medicaid-funded providers of personal
care services by January 1, 2020 under the 21st Century
CURES Act.425 (Home health agencies will be subject to
the same requirement by 2023.)
There are a number of justifications for implementing
EVV. Among home care agencies, EVV can help monitor
service delivery and streamline record-keeping and
billing functions. It can also be used to safeguard agencyemployed workers, raising an alert if they do not check
in or out when expected. (One explicitly safety-focused
example is AtHoc, a software program that is designed to
serve as a “virtual companion” while home care workers
are alone in the field.426 As well as enabling workers to
check in and out on their phones, the mobile application
incorporates a “single-touch duress capability” that
workers can use to alert their supervisor of an emergency
situation, and geo-tracking that they can activate if they feel
threatened while in transit.) At the system level, according
to the Centers for Medicare and Medicaid Services (CMS),
EVV is designed to reduce “fraud, waste and abuse.”427
The 21st Century Cures Act requires states to engage
with home care agencies to ensure that any mandated
EVV system is “minimally burdensome” and aligns
with existing EVV systems and best practices. The law

also requires that each state solicit input on their EVV
requirements from home care consumers. However, a
number of concerns about the Act’s requirements have
been raised, including about the costs of researching,
testing, implementing, monitoring, and improving EVV
systems, and about the inadequacy of existing EVV
training and support systems for home care employers,
workers, consumers, and family members.428
The biggest concern about the Act, however, relates
to the extension of EVV into consumer-directed
programs, where it has not traditionally been used.
Stakeholders have identified a number of potential
adverse consequences, including that EVV may:
undermine consumers’ authority as employers; disrupt
the relationship between consumers and their workers;
limit consumers’ community participation, if workers are
only allowed to check in and out from consumers’ homes;
and infringe on workers’ and consumers’ privacy and
liberty by requiring them to use their personal devices
and tracking their movements with GPS.429 When the EVV
requirements come into force in 2020, it will be critical to
closely monitor how these concerns play out in practice.
Finally, technology can be leveraged to improve outreach
and recruitment methods in home care, which is critically
important in the context of the growing workforce
shortage. In particular, social media provides a key
platform for raising the profile of home care jobs and
boosting recruitment efforts. As one successful employerlevel example, a digital strategy and social media firm
called DAYTA Marketing recently worked with a senior
living community in Minnesota to overhaul its recruitment
approach, in part by advertising open positions to target
audiences on social media and directing prospective
candidates to apply online using their mobile devices.430
From 2016 to 2017, the new recruitment strategy was
associated with a 33 percent increase in new applicants,
a 46 percent increase in the number of hires, and a 45
percent decrease in vacant positions.
State-level actors can also use digital media to support
efforts to develop the pipeline of potential workers,
including by disseminating public service announcements
about home care, advertising training and career
development programs, and directing individuals to
online registries, job fairs, and other employment
opportunities.431 Looking ahead, technology may be
employed more consistently to connect workers and
employers online and streamline the application,
screening, and hiring process.
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CONCLUSION
This chapter has discussed four categories of technology
that—with caveats—offer promise for strengthening
the role and impact of home care workers in HCBS.
These categories encompass technologies that: support
workers’ training and skills development; augment their
assistance with ADLs; facilitate their communication
with the interdisciplinary team; and, at the organizational
and systems levels, improve workforce development and
management. It is important to underscore the value of
these technologies in supporting rather than supplanting
the personal relationships that are critical to quality
care—including the direct relationships between home
care workers and consumers, but also the relationships
between training instructors and trainees, workers and
clinical supervisors, and others.
To strengthen the value of these technological
developments in home care, and to mitigate their
potential risks and harms, it is essential to involve

consumers and workers in every stage of the research
and development process, to ensure their priorities and
experiences are addressed; to consider a full range of
individual and relational outcomes when evaluating
technologies, not just technical performance; and to
account for the full costs of technology, including ongoing
training and support costs to ensure that technologies
are being implemented as intended and achieving desired
outcomes. In each of these domains, the home care sector
could learn from technological developments in other
sectors—such as online household job platforms, as one
example—about successful efforts to engage workers and
serve consumers efficiently, safely, and equitably.
In summary, as technology becomes ubiquitous in every
aspect of daily life, it is imperative for HCBS stakeholders
to identify and invest in the most appropriate
technologies for the sector—to improve consumers’
access to and experiences of care, support home care
workers and improve their job quality, and mitigate risks
and harms to the greatest extent possible.

MEASURING AND MONITORING PROGRESS
VISION  Improved and integrated data monitoring and reporting
systems in home care to facilitate better understanding of the workforce
shortage and the connections between workforce investments,
recruitment and retention, and care quality outcomes.
This report began by asserting that formal home and
community-based services (HCBS) are defined and driven
by the direct relationship between each home care worker
and consumer. As described in the chapters that followed,
a range of factors inform the quality and sustainability of
this relationship, from the individual worker’s competency
to the overall supply of workers in the system.
The home care sector’s capacity to identify and address
any of these factors, however, is stymied by inadequate
data. Are there enough workers to meet demand?
Do workers’ competencies align with consumers’
needs? Have interventions to build new workforce
pipelines, improve training completion rates, or bolster
compensation for home care workers achieved their
intended goals? And how do investments in the workforce

impact consumers’ experiences and outcomes? To answer
such essential questions, systematic data-collection and
reporting efforts are required.
This chapter begins by describing the current state
of knowledge on the home care workforce, before
considering four ways that data on this workforce can
be collected and used to improve home care; namely,
to quantify the workforce shortage, evaluate training
programs, inform fiscal decision-making, and improve
deployment of workers. In the final section of the chapter,
we discuss the importance of integrating workforce
quality measures in alternative payment models to
incentivize investments in the workforce as a key step
toward achieving better value in HCBS.
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MEASURING THE HOME CARE WORKFORCE
Home care leaders need accurate data on the size, stability,
and compensation of the home care workforce over time
and across settings and regions.432 These data are essential
to determine current resource allocation and plan for the
future, particularly in the face of a growing workforce
shortage. The two primary sources of workforce data are
public surveys and administrative data—each of which have
significant limitations, as described below.
PUBLIC SURVEYS

The Bureau of Labor Statistics (BLS) Occupational
Employment Statistics (OES) program, which surveys 1.2
million establishments with a response rate of more than
70 percent,433 offers the most accurate national estimate
of the home care workforce.
Historically, the OES survey only captured home care
workers employed by agencies, excluding self-employed
workers and private households. However, in 2013, the
OES survey methodology was amended to include private
households as “establishments” in the Services for the
Elderly and Persons with Disabilities (SEPD) industry.
Private households were designated as establishments if
they reported paying a share of federal unemployment
insurance as part of their participation in Medicaidfunded consumer-directed programs.434
Although survey revisions complicate longitudinal and
interstate comparison (given that states implemented
different reclassification methods), this particular change
appears to have had a dramatic effect on estimates
of home care workers in states with large consumerdirected programs. In California, where the bulk of HCBS
services are provided through the consumer-directed
model, the OES estimate of personal care aides rose by
376,000 from 2016 to 2017 (compared to 20,000 from
2015 to 2016).435 In Washington, which also has a large
consumer-directed program, the count of personal care
aides increased by 21,000 from 2016 to 2017, versus a
more marginal 1,000-worker increase from 2015 to 2016.
The OES survey still excludes consumer-directed workers
who are classified as self-employed, however (i.e., those
who do not work for a home care establishment, whether
an agency or household).
Beyond the challenges with identifying independent
providers, industry and occupational classification
systems stand in the way of accurately quantifying the
home care workforce. As discussed in previous chapters,
home care services are captured by two North American

Industry Classification System (NAICS) codes. However,
the definitions for these two industries, which were
adopted more than two decades ago, do not adequately
reflect the current configuration of the home care sector.
There is now considerable overlap, for example, between
medical and nonmedical home care service providers,
while other types of providers have carved out a more
distinct role (such as adult day services, which had grown
to constitute 8 percent of establishments in the SEPD
industry, according to the latest available data436).
It’s also unclear how fiscal management service (FMS)
providers factor into OES estimates. These entities
primarily provide payroll and human resources supports
to consumers who direct their own services under state

Because the current SOC
system does not quantify
different types of personal
care aides, such as direct
support professionals,
states are hampered in their
efforts to address workforce
development for particular
settings and populations.
Medicaid programs. There are at least two points of
ambiguity in the data on FMS providers. First, some
FMS providers serve as co-employers, in which case
they may report these workers on the OES survey—but
FMS providers who do not serve as co-employers may
not. Second, depending on the services rendered, FMS
providers may be classified in one of the two home care
industries or may instead be classified in a third industry,
Employment Services.
In addition to industry classification problems,
accurately classifying workers is difficult according to
the current Standard Occupation Classification (SOC)
system. A primary problem is that the personal care aide
occupational designation includes workers who support
older adults, people with physical disabilities, and
people with intellectual and developmental disabilities.
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However, advocates argue that workers who serve the
latter population—who are known as direct support
professionals (DSPs)—have a unique set of training needs
and on-the-job responsibilities, and should therefore
be classified separately. For example, DSPs often coach
their clients and assist them with employment, which
are not typical duties of other personal care aides.
Because the current SOC system does not allow for
quantification of different segments of the personal
care aide workforce, such as DSPs, states are hampered
in their efforts to address workforce development for
particular settings or populations.
In short, public survey data can help measure
employment and wages among home care workers—but
given the current industry and occupational classification
systems, these data are difficult to analyze by setting,
population served, employment model, and other factors.
ADMINISTRATIVE DATA

Training, certification, and employment records and
other forms of administrative data can also be used to
quantify the home care workforce. For example, because
Wisconsin collects data on nursing assistant certifications,
the state was recently able to demonstrate a downward
trend in certification rates, which dropped 27 percent
from 2012 to 2018.437 Although that study focused on
nursing assistants in nursing homes, the approach is
instructive for home care as well.
One way that states can track home care workers is
through an online registry of trained and/or certified
workers. Massachusetts, for example, recently passed
legislation requiring the Department of Elder Affairs to
create a registry of home care workers employed by statecontracted home care agencies.438 As well as streamlining
training verification for employers—and therefore
obviating their need to retrain new hires—the registry
could be used to measure the size and competency of the
workforce at the state level. Of note, however, there was
considerable opposition to the proposed legislation based
on concerns about workers’ privacy and safety, given that
the registry will include addresses and other identifying
information. The debate about the Massachusetts registry
underscores the need to consider workers’ privacy
concerns when developing registries and utilizing them to
track workforce data.
In states where home care workers are not tracked in
a centralized manner, payment data may help identify
workers and delineate wage rates across programs,
overcoming the issues raised above around industry

and occupational classifications. For example, because
Pennsylvania contracts with a single FMS provider,
independent providers in consumer-directed programs
are easily quantifiable. Using payment data, the state
could ascertain that there were 20,310 independent
providers in 2017.439
However, in many cases payment data are fragmented
across numerous managed care organizations and/or FMS
providers—and in some states, there are no workforce
reporting requirements for either. In such cases, states
may need to create reporting rules for these providers
and/or implement alternative methods for collecting
workforce data, such as through periodic surveys of
payers and employers.

HOW AND WHY TO IMPROVE
DATA COLLECTION
A major limitation of the data sources described above
is that, while they provide insights on the size and
compensation of the workforce, they are generally
insufficient for measuring the stability of the workforce or
its capacity to meet rising demand. New data-collection
systems are needed to measure turnover and vacancies
and to evaluate the efficacy of workforce interventions.
The following section will explore four opportunities to
improve the collection and use of data in home care.
QUANTIFYING THE WORKFORCE SHORTAGE

Data on job vacancies across home care services would
provide incontrovertible evidence of a workforce
shortage—proof that is needed to capture media attention,
inform public education, and compel policy change.
However, few states systematically track these data in
home care, given the time and expense involved. As
described in Chapter 2, Minnesota is a notable exception;
the state measures job vacancies by industry, occupation,
and region, allowing for year-over-year comparisons.
When job vacancy data are combined with OES home
care employment data, it is clear that job vacancies for
personal care aides and home health aides have increased
in the state as demand for services has grown over the
past decade.440 As another example, Texas has recently
begun requiring all LTSS providers to include data on
workforce recruitment, retention, turnover, and benefits
in their cost reporting. The new workforce-related
questions in Texas are based on questions that nursing
homes and intellectual and developmental disability
providers are already required to answer in their cost
reports in Washington State.
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In some cases, worker registries (as described above) can
offer insight on job turnover among home care workers,
as well as helping quantify the size of the workforce. New
York State, for example, uses a public online registry for
home health aides and personal care aides which includes
training details and employment history.441 Theoretically,
this resource could help researchers determine annual
turnover and other home care labor market trends, as long
as employers are properly incentivized to update the data.
Private companies and advocacy organizations can
also play a role in collecting workforce stability and
capacity data. (Many of these examples were introduced
in Chapter 2, but are repeated here to highlight datacollection opportunities.) For example, the Massachusetts
Home Care Aide Council recently surveyed Medicaidreimbursed home care providers and found an average
quarterly turnover rate of 35 percent among home care
workers—and 90 percent of home care agencies reported
that workforce challenges were their top concern.442
Similarly, 77 percent of respondents in the 2017 national
survey of private-duty home care agencies conducted by
Home Care Pulse cited the workforce shortage as one of
their top three concerns.443

States and advocacy organizations may also partner to
collect point-in-time vacancy data. In 2016, the nonprofit
advocacy organization Iowa CareGivers worked with
Iowa Workforce Development, a government agency, to
survey hospitals and long-term care providers on staff
vacancies, benefits, work hours, hiring issues, and barriers
to retention.444 They found a combined vacancy rate
of 15 percent for personal care aides and home health
aides, with “lack of applicants” the most commonly cited
explanation.
Although the Iowa CareGivers survey asked providers
to generate data from their records, surveys that
require less legwork by respondents can also be used
to measure workforce capacity. In 2015 and 2016, the
Wisconsin Personal Services Association (WPSA)—which
represents home care agencies in the state—surveyed
its membership. Rather than asking for detailed data
on turnover and retention, WPSA asked more general
questions about staffing challenges. Among other
findings, WPSA reported that 9 out of 10 organizations
were having difficulty finding staff to fill open cases.
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Consumer surveys can also help describe the workforce
shortage and its impact on care quality. Looking again
to Wisconsin, a coalition of organizations representing
people with disabilities recently surveyed members to
assess the impact of the home care workforce crisis. They
found that 85 percent of respondents didn’t have enough
workers to cover shifts and that many respondents
were experiencing gaps in services.445 The coalition also
collected first-person, often harrowing reports of the
day-to-day consequences of service gaps. Similarly, the
Consumer Directed Personal Assistance Association of
New York State surveyed its members on workforce issues
in 2017, finding that half of respondents advertised open
positions three or more times per year, and two-thirds of
the open positions took more than one month to fill.446
The survey found that low wages drove turnover more
than any other factor.
Although providing valuable insight, these third-party
surveys—often conducted once, or infrequently—are not
sufficient substitutes for consistent and systematic statelevel data collection on workforce capacity to inform
workforce development efforts.
EVALUATING TRAINING PROGRAMS

States rarely revise training standards for personal care
aides or home health aides and, when they do, seldom
evaluate how changes impact workers and consumers. As
indicated in Chapter 5, however, Washington State is a
notable exception.
In 2007 and 2008, prior to overhauling the state’s home
care training standards and delivery system, Washington
surveyed both consumers and workers in its large
consumer-directed program. According to the survey
findings, just under half (44 percent) of workers were
interested in additional training beyond the required
32 hours—though 94 percent felt that their skills were
adequate for the job—and 77 percent reported they would
enroll in advanced training in specific conditions if it was
offered.447
In 2012, after extensive deliberation among stakeholders
and two successful ballot initiatives, the state
implemented a new training system with enhanced
requirements—and the state’s auditor continues to
periodically review administrative data to assess the
training program’s success. From 2014 to 2016, the audit
found that almost half of those who started training
did not earn their certification.448 To learn more about
certification barriers, the auditor’s office directly surveyed
training participants who did not earn certification.449

One-quarter of respondents cited unspecified personal
reasons for leaving the training program, while twothirds reported training-related barriers. Many could
not find a training that fit their schedule or a training
site that was close enough to home, for example, while
others had trouble with the certification exam. Thanks to
this evidence, the state has partnered with providers to
expand translation services and to increase the number of
trainings and testing sites.
INFORMING AND EVALUATING FISCAL DECISIONS

Without doubt, data collection is essential for making
fiscal decisions that directly or indirectly impact the home
care workforce, such as Medicaid reimbursement rates.
In Wyoming, survey data are used to set Medicaid
reimbursement rates in HCBS.450 In the past, the state
struggled to get robust cost data from providers,
including data on labor costs—until working with
a consulting group in 2016 to improve the survey
methodology, in part by creating an abbreviated
version for smaller providers (with revenues under
$1 million). These changes significantly boosted the
cost survey response rate: the next year, 56 percent of
providers completed the survey—and intellectual and
developmental disability providers saw a 3.3 percent rate
increase as a result.
As another example, New York surveyed home care
providers to inform rate adjustments related to
implementation of the Fair Labor Standards Act (FLSA)
final rule for home care, namely to cover overtime and/
or travel pay.451 Although the rate adjustments have been
insufficient to meet the full costs of labor and maintain
care continuity for consumers, given other policy changes
that are simultaneously affecting home care providers
in the state, this survey was nonetheless important for
calculating FLSA’s potential impact and adjusting policy
accordingly.
Robust data are also needed (though rarely used) to help
ensure that fiscal policies, such as wage pass-throughs
for workers, are implemented as intended. An example
from Massachusetts helps illustrate this point. In 2017,
the state allocated $35.5 million to boost wages for
nursing assistants.452 In 2018, however, the state found
that 12 nursing homes had not distributed those funds to
workers as expected. This demonstrates the importance
of collecting data to evaluate the impact of specific
interventions, such as targeted rate increases.
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IMPROVING DEPLOYMENT OF THE WORKFORCE

Data can also be useful at a micro-level to improve
deployment of the home care workforce, for instance
through matching service registries that connect workers
directly with consumers, or in some cases agency
employers, on the basis of information provided by each
party. Matching may be done in one of two ways: either
consumers search the worker database directly using one
or more searchable criteria, or registry staff conduct the
search on their behalf. Some registries also connect with
training resources; Minnesota’s statewide Direct Support
Connect registry interfaces with the College of Direct
Support, for example, so that workers can display their
verified training credentials.

Robust data are also
needed (though rarely used)
to help ensure that fiscal
policies, such as wage passthroughs for workers, are
implemented as intended.
There are currently 15 nonprofit matching service registries
for consumers and workers operating in 11 states.453 Of
these, 10 are statewide and five are regional. Nearly all
these registries are publicly funded, whether directly
through state agency funding or indirectly through state
and federal funding to local organizations. Seven of these
registries share the same online platform, including four in
California which use QuickMatch and three in other states
which share the Rewarding Work platform.
Private registries may fulfill a similar role. MySupport
is a private registry operating in California, New York,
and Virginia. Beyond collecting basic needs and
availability data, MySupport also includes values-based
questions to strengthen the match between workers
and consumers.454 For example, users are prompted to
answer the following item: “You and your client sit down
at a restaurant. The server comes by and asks you what
your clients wants to order. How are you most likely to
respond?” Workers can choose one of three options:
“Correct the server and tell them to talk to your client
instead;” “Pretend you didn’t hear them;” or “Order for
your client.” Consumers can view these types of responses
before deciding which prospective workers to contact.

Aside from registries that operate in the consumerdirected space, there are other platforms designed to
connect workers and agency employers. ReciproCare, for
example, is a new online jobs platform that borrows some
elements of matching service registries.455 Employers
can list positions based on location, required skills and
experience, scheduling, and other factors. In addition
to listing open positions, employers can search for
prospective employees on the site (and likewise, workers
can search for open positions that meet their needs and
preferences). The system also includes tools to streamline
the application, screening, and hiring process.
In summary, robust data on the home care workforce
is important for informing decision-making by all
stakeholders, from policymakers to consumers, and on
every front, from rate-setting to workforce interventions
to individual hiring decisions.

QUALITY MEASUREMENT AND THE
HOME CARE WORKFORCE
The foregoing discussion on collecting workforce data in
home care overlaps with a broader conversation about
how to define and measure quality in home care. The
introduction of value-based payment models in HCBS
offers a particular opportunity to strengthen the home care
workforce and elevate the role of home care workers—if
the right measures, methods, and monitoring systems are
in place to demonstrate the value of workforce investments
(i.e., the positive impact of those investments on workforce
stability, care quality, and/or cost).456
Defining and measuring quality in HCBS is complicated
by a number of factors, as noted in Chapter 6. First is the
multi-faceted nature of HCBS, which makes it difficult
to define quality with a single metric or manageable
set of metrics. Related is the heterogeneity across
HCBS programs, service delivery models, providers,
and consumers,457 which renders prioritization and
standardization of quality measures nearly impossible.
(The National Balancing Indicators Contract team—
funded by CMS from 2007 to 2010 to develop a
framework for measuring “balanced, person-driven
LTSS”—identified nearly 600 indicators in use at the
time.458) Part of the challenge is to identify subjective as
well as objective measures of quality in HCBS; in other
words, quality measurement efforts must adequately
capture consumers’ self-reported outcomes, which are
often given less credence than clinical outcomes.
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Second, even where there appears to be consensus
around a quality domain, there is limited consistency in
measurement. For example, 48 states measure quality of
life in at least one waiver program, but using a range of
different tools, including the National Core Indicators
Aging and Disability (NCI-AD) survey, the Consumer
Assessment of Healthcare Providers and Systems
(CAHPS) survey, the Money Follows the Person Quality of
Life Survey, or the PACE Health Outcomes Survey, among
other instruments.459
Third, HCBS programs and providers are limited in their
capacity to implement new data-collection, management,
and reporting systems to fulfill quality measurement
goals.460 Because of these challenges, states tend to
borrow quality measures from other settings, namely
primary or acute care; opt for measures that reflect
compliance with regulations rather than outcomes for
consumers; and/or identify measures that can easily be
derived from existing administrative or survey data.461
Nonetheless, there has been progress toward developing
quality measures and methods in home care, most
notably by the National Quality Forum (NQF). Under a
contract with the U.S. Department of Health and Human
Services, the NQF recently led a multi-stakeholder
project that aimed to develop a shared understanding of
quality in HCBS, identify gaps in current HCBS quality
measurement, and recommend priorities for measure
development.462 The final report, published in 2016,
identified the following 11 domains of quality in HCBS:

•
•
•
•
•
•
•
•
•
•
•

Service delivery and effectiveness;
Person-centered planning and coordination;
Choice and control;
Community inclusion;
Caregiver support;
Workforce;
Human and legal rights;
Equity;
Holistic health and functioning;
System performance and accountability; and
Consumer leadership in system development.

These 11 domains comprise 40 subdomains, or
measurement topics. For example, the workforce
domain comprises seven subdomains related to the
“adequacy, availability, and appropriateness” of
the paid HCBS workforce. Addressing quality at various
levels (from the point of care to the systems level),
these subdomains are:

•
•
•
•

A person-centered approach to services;

•
•
•

Adequate compensation, with benefits;

Demonstrated competencies, when appropriate;
Safety of and respect for the worker;
Sufficient workforce numbers, dispersion, and
availability;
Cultural competence; and
Workforce engagement and participation.

For each domain, the NQF report includes
recommendations for short-term, intermediate, and
long-term action on measure development. With regard
to the workforce, these recommendations reflect the
points raised earlier in this chapter and throughout this
report by calling for standard measures of workforce size,
stability, and compensation; standard measures of worker
outcomes (such as preparedness, satisfaction, support,
and opportunities for advancement); and systems for
collecting these data.
The NQF report therefore represents progress toward
improving quality measurement in HCBS, though with
considerable research, prioritization, and implementation
still required. A key point to underscore is that linking
value-based payments to clinical or service utilization
outcomes is necessary but insufficient. Improving quality in
HCBS also requires attention to structural measures (e.g.,
related to workforce supply and job quality) and process
measures (e.g., related to the provision of competent and
person-centered care). Only by rewarding progress on
all three fronts can value-based payments incentivize the
paradigmatic change that is required in HCBS.

OPPORTUNITIES TO LEVERAGE DATA
THROUGH MANAGED CARE
The move to managed care complicates data collection
in HCBS to some extent, as data are distributed across
managed care plans and reported back to states in
different ways. As a result, states no longer necessarily
have direct access to complete data on enrollment, billing,
consumer health, or other domains on which to base
future planning and decision-making.
On the other hand, managed care offers potential new
opportunities to improve data collection and utilization
in HCBS. First, the final rule on Medicaid managed care
issued by CMS in 2016 sets a number of monitoring
and reporting expectations for all managed care plans,
including managed long-term services and supports
(MLTSS) plans.463 As a key example, the rule requires
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states to develop a written quality strategy for managed
care, specifying performance measures, and report on
service utilization and care quality.464 The rules do not
specify that direct care workers should be included in
states’ quality strategies (or network adequacy strategies,
which are also required). However, states are required
to develop a stakeholder input process, during which
workforce issues may be raised.

the impact of the new advanced role on rehospitalization
rates and related costs. By contrast, in a traditionally siloed
system, the lack of communication between providers
(and/or lack of interoperability between health information
systems) hampers such data-driven innovation.

CONCLUSION

Of note, the National MLTSS Health Plan Association
reports that 13 states with MLTSS programs have
currently implemented HCBS quality measures, but
national standards and guidance are needed to help
address validity and reliability concerns.465

Home care providers, consumers, and family members
know about the workforce shortage in home care. They
see service gaps and experience unmet needs. But their
firsthand reports are not enough; better point-in-time
and trend data on the home care workforce is needed to
compel appropriate action.

National standards and
guidance on implementing
quality measures in MLTSS
programs are needed to
help address validity and
reliability concerns.

National public data sources shed some light on the size
and earnings of the home care workforce over time,
but these data have limitations. Most critically, current
industry and occupational classification systems conflate
various types of home care workers across settings and
populations served, making the data sets too general
to inform targeted workforce development activities.
Alternative data sources, including administrative data
and stakeholder surveys, can help fill in the gaps in public
data by generating evidence on turnover, retention, and
other indicators of job quality and workforce stability. But
because these data are rarely longitudinal, they cannot
typically be used to measure the impact of targeted
workforce policies and programs.

Beyond the federal regulations, states can implement
their own requirements for MLTSS plans regarding data
collection and reporting. Tennessee, for example, requires
MLTSS plans and FMS providers to regularly submit data
on 11 performance measures for consumer direction,
including enrollment, disenrollment, and the maximum
and average time from referral to initiation of services.466
Specific to the workforce, Arizona’s MLTSS plans are
contractually required to collect data on workforce
capacity, and to use those data to plan workforce
development interventions.467

This chapter has argued that better data-collection
systems—systems that successfully balance concerns
about validity, usability, and administrative burden—are
essential for achieving goals related to strengthening the
workforce and thereby improving care quality and access.
At the macro level, better data can help policymakers
quantify and address the workforce shortage, monitor
the pipeline of new workers, and plan and evaluate policy
decisions that impact the workforce. At a micro level, data
can be used to facilitate more efficient and successful
matches between workers and consumers or agency
employers.

On a related note, MLTSS plans may be in a better
position than either state governments or individual
providers—at least theoretically—to implement new datacollection systems and use those data to drive innovation
and quality improvement. For example, by analyzing
aggregate data on members, an MLTSS plan may identify
care transition as a key target for quality improvement.
The plan may then choose to invest in a senior aide role
to support members who have been hospitalized, to help
promote care continuity between settings and reduce
the risk of rehospitalization. Finally, the plan can evaluate

Further, broader trends in health care and HCBS, namely
the introduction of value-based payment and managed
care, have opened up new opportunities to use data to
demonstrate the links between workforce investments
and care quality outcomes. Consensus about how to
define and measure quality in home care is still needed,
however, to realize the potential positive impact on
workers’ jobs and consumers’ experiences of care.
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Approximately 15 million individuals living at home in the
United States experience some degree of difficulty with
daily activities, due to physical, cognitive, developmental,
behavioral, and/or chronic health conditions. Without
reliable assistance, many of these individuals would
struggle to live independently in their homes and engage
in their communities. Although the majority of personal
assistance is provided by unpaid family members and
friends, paid home care workers fill a critical role,
especially for individuals with limited informal caregiving
networks or with more complex needs. As the U.S.
population lives longer and grows older, an ever-larger
home care workforce will be needed—and yet the home
care sector is already struggling to recruit and retain
enough workers to meet current demand.
This report has explored these current realities with a
view to identifying opportunities for strengthening the
home care workforce and improving home care access
and quality in the years ahead. The inquiry was guided by
three broad questions, namely:
1. What are the main factors impacting the home
care delivery system and workforce in the United
States, now and looking ahead?
2. What are the most promising opportunities
for strengthening the home care workforce and
maximizing its role within the changing LTSS system?
3. How do these factors and opportunities
vary between states and across different service
delivery models?
To address these questions, we drew on a range of
sources, from public data sets to published research to
written and anecdotal reports on promising practices.
The report began by examining in detail the growing
and changing home care sector in terms of consumer
demand and demographics, workforce supply, and
the configuration of services. Part II of the report
focused on home care jobs, highlighting wages,
benefits, scheduling, job supports, supervision, and
training standards as key drivers of job quality and
care quality. Finally, Part III considered broader trends
and opportunities in home care, including health care
payment reform, upskilled and advanced roles for the
home care workforce, new technologies, and improved
data collection and reporting. Across each of these
topics, we identified key factors that impact recruitment
and retention of home care workers and the value (i.e.,
quality and cost-efficiency) of home care services.

We conclude with recommendations for achieving the
multi-faceted vision of home care that was developed in
this report.

RECOMMENDATIONS
OVERALL RECOMMENDATIONS

1. Develop, scale-up, and sustain successful home care
interventions at the state, regional, and/or national
levels. As highlighted throughout this report, the HCBS
sector has seen considerable innovation within recent
decades. However, many efforts have necessarily been
undertaken on a small scale and for limited duration, and
often without robust evaluation or lasting impact. The
time has come to develop and test solutions on a larger
scale—whether in localities, states, regions, or nationally—
that build on and extend existing knowledge and lessons
learned.
2. Promulgate evidence-informed best practices
for recruiting and retaining a home care workforce
that is well-prepared to provide quality services
for consumers. While systemic solutions are being
developed, the challenge of finding and keeping workers
(in the face of a looming workforce crisis) falls to
individual employers, including agency providers and
self-directing consumers. Just as action is needed to
implement collective knowledge at the local, state, and
national policy levels, dissemination of lessons learned
to the employer level will also help move the field
forward. The range of topics should include outreach
and recruitment, screening and hiring, orientation
and onboarding, training, supervision and support,
compensation, engagement and recognition, and
strategies for supporting career advancement.
JOB QUALITY RECOMMENDATIONS

3. Through a multi-stakeholder process, develop a
national strategy for improving compensation for
direct care workers, including home care workers.
Albeit with considerable variations between states,
programs, settings, employers, and even individual
workers, wages and benefits for direct care jobs remain
consistently and egregiously inadequate. If the HCBS
sector is to attract and retain enough workers to meet
demand—and reduce costly churn within the workforce—
nothing short of a national commitment to raising the
floor for these jobs will suffice.
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4. Monitor and evaluate the impact of wage passthroughs and other public investments to make
sure that they achieve their intended impacts on job
quality. At the state level, policymakers have a number
of options for improving compensation for home care
jobs funded by public dollars. However, these efforts do
not always achieve their intended impacts—and in some
cases even reduce total compensation for workers, such
as when incremental wage increases are offset by loss of
eligibility for public benefits. Follow-through is required
to ensure accountability from payers and providers, and
to allow for course corrections when unintended negative
consequences are identified.
5. Consider the impact on low-wage workers, including
home care workers, when designing new employment
protections. Policies that benefit workers across sectors,
such as paid family and medical leave policies, provide
another mechanism for improving job quality for home
care workers. However, if they are to be relevant and
accessible, such policies must be carefully designed to
reflect home care workers’ employment realities, which
include inconsistent hours and multiple employers.
6. Create public authorities or other entities at the
state or regional level that can help improve job
quality for independent providers, while promoting
the principles of consumer direction. Although the
wage ceiling for independent providers may be marginally
higher, in most cases these workers lack systematic access
to the full range of employment benefits and protections
that are required for agency employees. To strengthen
and safeguard the independent provider workforce,
every state should ensure that mechanisms are in place
for supporting these workers and facilitating their access
to group benefits such as health insurance, retirement
accounts, and ongoing training.
TRAINING RECOMMENDATIONS

7. Build partnerships between workforce development
organizations, educational institutions, home
care employers, labor organizations, and industry
associations to create worker pipelines, improve
training, and design new career pathways. Although
home care is adding more new jobs than any other single
occupation in the American economy, these jobs are not
often the target of broad-based workforce development
efforts. As already stated, this leaves individual employers
struggling to recruit and train enough workers to meet
demand. A more deliberate, coordinated, well-funded
workforce development approach is needed, ideally

using a competency-based credentialing framework to
facilitate both individual workers’ career advancement
and sectoral workforce deployment efforts. Medicaid and
other funding sources should be leveraged to finance this
approach, ensuring that training costs are not devolved to
individual job seekers and employers.
8. Develop and strengthen national training standards
for all home care workers. National competency-based
training standards for all home care workers are critically
needed to ensure that workers are prepared to meet
consumers’ complex needs in the community setting.
With appropriate provisions for each segment of the
workforce, these standards must encompass personal
care aides as well as home health aides, and independent
providers in consumer-directed programs as well as
agency workers. Consumers and workers must play a
guiding role in defining core competencies for home care
workers and developing training standards and curricula.

Policies that benefit all
workers, such as paid
family and medical leave
… must be designed to
reflect home care workers’
employment realities,
including inconsistent hours
and multiple employers.
9. Ensure adequate training and support for
consumers who hire their own workers, including on
team-building, communication, and problem-solving
as well as hiring, scheduling, and other employment
responsibilities. Depending on the program, consumers
who direct their own care may have considerable
employment-related responsibilities—including not just
legal responsibilities, but also managerial and supervisory
responsibilities—with implications for their workers’ job
satisfaction, commitment, and performance. Just like
agency employers, consumers need training and ongoing
support to fulfill these responsibilities effectively and to
manage the stress that they might engender.
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PAYMENT RECOMMENDATIONS

10. Through a multi-stakeholder process at the state
and national levels, rigorously explore new models for
funding home care as a component of an affordable
and sustainable LTSS system. Alongside efforts to
improve home care within the current LTSS system, it is
critical to continue striving to create a public insurance
system to replace it, building on the groundwork laid
by the CLASS Act. Although a national solution to the
fragmented, inadequate, and unsustainable current
system is needed, state-level efforts are helping build
knowledge and momentum toward this goal.
11. Fund large-scale evaluations of new models of
service delivery in home care, including models that
integrate personal assistance with other services—such
as housing supports—and that explicitly leverage the
role of the home care worker in new ways.
The current emphasis on care coordination and
integration offers an unprecedented opportunity
to implement innovative home care service models
that leverage home care workers to achieve quality
improvements and generate cost savings across the
larger health care system. To achieve lasting impact, these
new models must be funded, tested, and evaluated on a
large scale. One promising service delivery model is the
agency with choice (AWC) model, which promotes more
autonomy than the traditional agency model, while also
providing supports for consumers and workers that may
be lacking in consumer-directed programs.
12. Build minimum standards for home care jobs
into public contracts and/or promote investment
in the workforce through value-based payment
arrangements. Because labor is the primary expense in
home care, efforts to contain costs often target workers’
wages and/or service hours. To offset this tendency,
contracts with managed long-term care plans and with
providers, as well as value-based payment arrangements,
should set minimum standards for home care workers’
total compensation (taking wages, benefits, and hours
into account) and explicitly incentivize investments in
the home care workforce—based on robust workforce
quality measures, as recommended below. Innovative
thinking about how to reward workforce investment in
the consumer-directed space is also critically needed.
MAXIMIZING HOME CARE RECOMMENDATIONS

13. Formalize home care workers’ role in observing,
recording, and reporting key information about
consumers’ health and wellbeing. Although home

care workers often work in relative isolation, there
is growing evidence that better communication links
between home care workers and clinical supervisors
can improve consumers’ outcomes while also boosting
workers’ job satisfaction and retention. Efforts to better
connect home care workers with the interdisciplinary
team (with consumers’ permission) must be supported by
training for all team members (including, for home care
workers, training to strengthen their “observe, record,
report” skills); well-defined structures and processes
for reciprocal information exchange; and adequate
compensation for any additional interdisciplinary
teamwork responsibilities.
14. Remove barriers that prevent home care workers
from working to their fullest capacity, with appropriate
training and supervision. An increasing proportion of
home care consumers require assistance with routine
health-related tasks at home. When home care workers
are not authorized to provide such assistance due to
regulations, liability concerns, or norms of practice,
consumers may experience missed or delayed care—or
may even be forced to move into an institutional setting.
This inefficient situation should be addressed first and
foremost through evidence-informed national regulations
outlining the minimum set of tasks that all personal care
aides and home health aides may perform, regardless of
state or program. These national minimum standards may
then be expanded at the state level through nurse practice
acts and related statutes.
15. Scale-up and test advanced roles for home care
workers to demonstrate the impact on care quality,
costs, and workforce recruitment and retention.
Building new rungs into the career ladder for home care
workers helps improve recruitment and retention as well
as improving care delivery and outcomes. Numerous
advanced roles have been implemented across the
country, primarily by individual providers or provider
groups. The critical next step is to implement the most
promising examples on a larger scale in order to make an
evidence-based case for sustained investment.
TECHNOLOGY RECOMMENDATIONS

16. Invest in the development and dissemination of
e-learning training curricula for home care workers
and consumers. Encompassing a range of technologydriven teaching modalities, effective e-learning can
augment classroom-based training for home care workers
while also filling critical gaps, including for independent
providers and consumers in rural and other underserved
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areas. However, the full potential impact of e-learning
in home care will not be realized without parallel efforts
to address disparities in Internet access and computer
literacy across populations.
17. Expand research on technologies that directly
support efficiency and effectiveness in home care.
With the exception of investment in robotics, technological
development in home care remains relatively limited.
In particular, there is a clear need for research and
development of assistive technologies, information and
communication technologies, and workforce development
and management technologies in home care. In each
of these areas, attention to consumers’ and workers’
experiences, and the ethical and workflow implications
of the new technologies—as well as their impacts on care
outcomes and costs—is essential.

The current emphasis
on breaking down siloes
provides a new opportunity
to gather evidence on the
links between investments
in the home care workforce
and outcomes for both
consumers and workers.
18. Designate specific funding for home care providers
to introduce tested technologies into practice,
accounting for upfront and ongoing costs. Operating
on very narrow margins and with minimal existing
technological infrastructure, most home care providers
do not have the capacity to introduce and sustain new
technologies without additional funding, regardless of the
potential downstream cost savings. As well as designated
funding, guidance for both providers and payers,
including managed care plans, about how to effectively
leverage technology in home care is critically needed.
DATA RECOMMENDATIONS

19. Update industry and occupational classification
systems to facilitate robust analyses of the workforce
across roles and settings. Efforts to describe the

direct care workforce, identify trends over time, and plan
for the future are limited by current data classification
systems. A multi-stakeholder initiative to revise these
classifications to reflect the current realities of the
industry and the workforce could reduce ambiguity and
confusion in the sector and strengthen evidence-informed
planning and policymaking efforts.
20. Develop a core set of quality measures to be used
across the HCBS system, including workforce quality
measures. The multi-faceted nature of HCBS, including
home care, and the heterogeneity across programs,
service delivery models, providers, and beneficiaries
makes it exceedingly difficult to measure quality with
a single set of metrics. Nonetheless, agreement on a
minimum set of quality measures in home care—including
in consumer-directed programs—is essential for setting
standards, incentivizing quality improvement in home
care, and holding providers and payers accountable.
Workforce quality measures could address compensation,
training, turnover, and job vacancies, among others.
21. Capitalize on the data-sharing capabilities within
coordinated care and integrated payment models to
demonstrate the links between workforce investments
and consumer outcomes. The home care sector has
been historically stymied by a lack of robust evidence on
the associations between investments in the home care
workforce and outcomes for both consumers and workers,
due to the range of factors already identified. However,
the current emphasis on breaking down siloes to provide
more coordinated, effective, and cost-efficient services
provides a new impetus and opportunity to demonstrate
these associations. Large-scale evaluations of training,
career advancement, and other workforce interventions
as described above should make optimal use of these
combined clinical and operational data sources.
As the U.S. population lives longer and grows older,
an ever-larger home care workforce will be needed to
ensure that individuals with personal support needs can
live independently in their homes and engage in their
communities. This report has laid out 21 evidence-based
recommendations for improving home care jobs, boosting
workforce recruitment and retention, and strengthening
the home care sector. Although these recommendations
address specific topics, such as job quality or financing,
they are not designed to stand alone; coordinated
action across the recommendations is required to effect
meaningful and lasting systems change.
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FIGURE 1 |

Home Care Workforce Employment by Occupation, 2008 to 2018
2008

2018

Change

Percent
Change

Personal Care Aides

452,460

1,548,670

1,096,210

242%

Home Health Aides and Nursing Assistants

446,140

710,900

264,760

59%

Total

898,600

2,259,570

1,360,970

151%

Occupation

Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics. 2019. May 2008 to May 2018 National Industry-Specific
Occupational Employment and Wage Estimates. https://www.bls.gov/oes/current/oessrci.htm; analysis by PHI (July 2, 2019).

FIGURE 2 |

Home Care Workforce Employment Projections, 2018 to 2028
Change

Percent
Change

Personal Care Aides

736,700

47%

Home Health Aides and Nursing Assistants

317,700

44%

1,054,400

46%

Occupation

Total

Source: U.S. Bureau of Labor Statistics (BLS), Employment Projections Program (EPP). 2019. Employment Projections: 2018–28, National Employment Matrix Occupation. https://www.bls.gov/emp/; analysis by PHI (September 17, 2019).

FIGURE 3 |

Home Care Workforce Wages by Occupation, 2008 to 2018
2008

2018

Change

Percent
Change

Personal Care Aides

$10.33

$11.40

$1.07

10%

Home Health Aides and Nursing Assistants

$11.34

$11.77

$0.43

4%

Total

$10.83

$11.52

$0.69

6%

Occupation

Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics. 2019. May 2008 to May 2018 National Industry-Specific
Occupational Employment and Wage Estimates. https://www.bls.gov/oes/current/oessrci.htm; analysis by PHI (July 2, 2019).
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Summary of Public Data on the Home Care Workforce continued
FIGURE 4 |

Home Care Workforce Demographic and Job Quality Data, 2017

Gender

Male

13%

Female

87%

Age

16-24

11%

25-34

18%

35-44

19%

45-54

22%

55-64

21%

65+

9%

Median Age

46

Race and Ethnicity

White

38%

Black or African American

28%

Hispanic or Latino (Any Race)

23%

Asian or Pacific Islander

8%

Other

4%

Citizenship Status

U.S. Citizen by Birth

69%

U.S. Citizen by Naturalization

16%

Not a Citizen of the U.S.

14%

English Language Ability Among Immigrants

Speaks English Well, Very Well, or Only Speaks English

63%

Speaks English Not Well or Not at All

37%

Educational Attainment

Less than High School

19%

High School Graduate

35%

Some College, No Degree

26%

Associate's Degree or Higher

20%

Source: Ruggles, Steven, Sarah Flood, Ronald Goeken, Josiah Grover, Erin Meyer, Jose Pacas and Matthew Sobek. 2019. IPUMS USA: Version 9.0. Minneapolis,
MN: IPUMS, University of Minnesota. https://doi.org/10.18128/D010.V9.0; analysis by PHI (July 8, 2019).

124

Appendix

Summary of Public Data on the Home Care Workforce continued

FIGURE 5 |

Home Care Workforce Job Quality Data, 2017

Employment Status

Full-Time

62%

Part-Time, Non-Economic Reasons

31%

Part-Time, Economic Reasons

7%

Annual Earnings

Median Personal Earnings

$16,200

Median Family Income

$40,400

Federal Poverty Level

Less than 100%

18%

Less than 138%

29%

Less than 200%

48%

Public Assistance

Any Public Assistance

53%

Medicaid

33%

Food and Nutrition Assistance

30%

Cash Assistance

3%

Health Insurance Status

Any Health Insurance

84%

Health Insurance through Employer/Union

38%

Medicaid, Medicare, or Other Public Coverage

42%

Health Insurance Purchased Directly

13%

Source: Ruggles, Steven, Sarah Flood, Ronald Goeken, Josiah Grover, Erin Meyer, Jose Pacas and Matthew Sobek. 2019. IPUMS USA: Version 9.0. Minneapolis,
MN: IPUMS, University of Minnesota. https://doi.org/10.18128/D010.V9.0; analysis by PHI (July 8, 2019); Flood, Sarah, Miriam King, Renae Rodgers, Steven
Ruggles and J. Robert Warren. 2019. Integrated Public Use Microdata Series, Current Population Survey: Version 6.0. Minneapolis, MN: IPUMS, University of
Minnesota. https://doi.org/10.18128/D010.V9.0; analysis by PHI (July 8, 2019). “Any Public Assistance” includes food and nutrition assistance, public health
insurance, and cash assistance.
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