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Executive Summary 

As policymakers in Michigan consider options for financing long-term care in the future, it will be critical 
to consider the capacity and needs of the long-term care workforce. To that end, this report provides an 
in-depth analysis of Michigan’s long-term care workforce, synthesizing quantitative and qualitative data 
to describe the profile of the workforce, current and future workforce demand, the workforce training 
landscape, and the unique experiences of long-term care consumers and family caregivers. 

The report starts by presenting a profile of the long-term care workforce in Michigan, focusing in detail 
on direct care workers, who comprise the vast majority of the total workforce. Of the 106,000 workers 
providing long-term care services in Michigan, 76,000 are direct care workers and 30,000 are nurses, 
therapists, and other licensed professionals. A key finding of this study that while demand is high for 
direct care workers in Michigan, their compensation is low: median wages for these workers are $12.49 
per hour and median annual earnings are $16,600. Consequently, 22 percent live in poverty, 52 percent 
live in low-income households (below 200 percent of the federal poverty line), and 48 percent rely on 
public benefits to support themselves and their families. Economic conditions are markedly worse for 
women of color, as compared to other segments of the direct care workforce. Licensed professionals in 
the long-term care workforce, notably registered nurses and social workers, are also often paid at lower 
rates than their counterparts in acute care settings. 

The next chapter describes current and future needs for the long-term care workforce in Michigan. 
There will be 238,200 total job openings in direct care from 2016 to 2026—the third highest number of 
job openings for any occupation in Michigan. These job openings will be generated by a combination of 
high turnover and rapid growth in demand for long-term care services from an aging population. Data 
from in-depth interviews conducted for this study show, further, that employers are already 
experiencing immense difficulty recruiting and retaining direct care workers, and that these shortages 
are leaving some Michiganders without needed services. Shortages are currently less acute for licensed 
workers, although challenges were reported finding therapists in the Upper Peninsula, and there were 
often few nursing candidates for open positions. Employers reported uncertainty about their continued 
ability to fill positions should current staff leave, and federal models project particular shortages of LPNs 
in Michigan in the coming decades.  

The third chapter of this report explores the direct care workforce training landscape, showing that 
training regulations for this workforce are highly fragmented and generally inadequate. As a result, 
training quality varies considerably from employer to employer, training credentials are rarely 
transferable across settings or among employers, and workers are unprepared for their challenging roles 
in the field—undermining care quality as well as workforce mobility and stability. 

Finally, this report summarizes findings from listening sessions and phone interviews conducted with 
consumers, family caregivers, and direct care workers across the state of Michigan. A key theme 
throughout this chapter is the challenges that consumers and family members face in navigating a 
complicated, fractured long-term care system to secure the assistance they need. 
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The report concludes with seven recommendations, informed by this research, for strengthening the 
long-term care workforce in Michigan. Outlined in detail in the final chapter of the report, these 
recommendations are to: 

1. Improve compensation for the direct care workforce; 
2. Invest in direct care workforce recruitment and retention; 
3. Enhance training for direct care workers across long-term care settings and programs; 
4. Strengthen long-term care workforce data collection and reporting; 
5. Improve navigation assistance for family caregivers; 
6. Create new funding and benefit structures to support family caregivers; and 
7. Devise additional supports for family caregivers to improve their physical and mental/emotional 

health. 

These recommendations could be implemented within the current long-term care system in Michigan or 
as part of a new financing approach. Taken together, the recommendations are designed to improve 
access to high-quality long-term care for consumers by ensuring a stable, sustainable supply of direct 
care workers and licensed professionals to provide these critical services and supports. 
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1 Introduction and Approach 
Consumers in Michigan will not receive the long-term services and supports (LTSS) they need without an 
adequate long-term care workforce to provide that care. As the state considers new benefit options for 
people who need LTSS, the long-term care workforce must be kept front of mind—including both 
unlicensed direct care workers and licensed professionals. Already, some service providers cannot take 
on new clients – not because they don’t have the budget or administrative capacity, but because they 
cannot find staff to provide services. This report documents the current state of the long-term care 
workforce in Michigan and points to policy changes to support and build a robust, well-trained, 
adequately compensated workforce.  

1.1 Study Background 

1.1.1 Legislative Origins 

In the Michigan appropriations bill for fiscal year 2019, the 
Michigan Department of Health and Human Services (MDHHS) 
was charged with conducting a study of individual benefit 
options for LTSS and a study of the Michigan LTSS workforce. 
The study was commissioned because an adequate long-term 
care workforce is key to new public programs. Milliman, Inc. 
conducted the benefit option study which was published 
separately. For the workforce study, MDHHS contracted with 
PHI and Altarum to research the current LTSS workforce in 
Michigan, to delineate gaps in workforce availability, and to 
craft recommendations based on these findings. This study 
began October 1, 2019 and was completed on June 26, 2020. 
All of these efforts were informed by a group of key 
stakeholders.1  

In Chapter 2 this report presents a description of the size, 
demographics, economic stability, and geographic distribution 
of the direct care workforce, as well as the size and distribution 
of the licensed professional workforce. Chapter 3 explores the 
current capacity of the long-term care workforce and examines 
future need. Chapter 4 delineates training regulations for the 
direct care workforce and describes how direct care training is 
delivered in practice. The final chapter of analysis, Chapter 5, 
summarizes data from listening sessions with workers, consumers, and family caregivers. The report 
concludes with a set of recommendations for strengthening the long-term care workforce within the 
current LTSS system or under a new public long-term care financing program. 

 
1 MDHHS contracted with Michigan United to recruit, convene and staff a Stakeholder Group to gather input on 
the benefit options and the workforce study. The Stakeholder Group met in September and December 2019 and 
attended a webinar on the workforce study in February 2020. Members of the group included consumers, 
caregivers, providers, payers, and other experts.  

  

This study on Michigan’s long-term 
care workforce was commissioned by 
the Michigan Department of Health 
and Human Services and completed by 
Altarum and PHI.  
 
Altarum is a nonprofit research and 
consulting organization that creates 
and implements solutions to advance 
health among vulnerable and publicly 
insured populations. For this study, 
Altarum analyzed the licensed long-
term care workforce as well as 
gathering the perspectives of 
consumers, family caregivers, and 
direct care workers.  
 
PHI is a national nonprofit research 
and consulting organization that works 
to ensure quality of care for older 
adults and people with disabilities by 
creating quality jobs for direct care 
workers. PHI led the direct care 
workforce component of this study. 
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1.2 Research Approach 

To create a picture of the current and future LTSS workforce in Michigan and explore how workforce 
issues affect both workers and consumers, PHI and Altarum drew on a range of quantitative and 
qualitative data as described below.  

1.2.1 Quantitative Data and Methods 

The quantitative data in this report were sourced primarily from public datasets published by state and 
federal agencies. Data from the U.S. Bureau of Labor Statistics Occupational Employment Survey were 
used to quantify wages and employment for both the direct care and licensed long-term care workforce. 
Projected employment, as well as population projections, were provided by the Michigan Department of 
Technology, Management and Budget. Finally, Payroll-Based Staffing Journal data from the Centers for 
Medicare and Medicaid Services (CMS) were analyzed to delineate licensed and unlicensed staffing 
levels in nursing homes. 

Three datasets from the U.S. Census—the American Community Survey, the Current Population Survey 
(CPS) Outgoing Rotation Group, and the CPS March Supplement—were used to explore direct care 
workforce demographics, economic stability, employment trajectories, and workforce capacity by 
region.  

Several additional sources were used to examine the licensed long-term care workforce in Michigan. 
Data published in the U.S. Health Workforce Chartbook by the U.S. Department of Health and Human 
Services, Health Resources and Services Administration (HRSA) was used to compare the per capita 
supply of licensed long-term care professionals in Michigan to the national average. Data on board 
certified geriatricians published by the American Geriatrics Society were used to estimate geriatricians in 
Michigan and compare Michigan’s supply to the national average. Finally, to examine potential future 
gaps in the registered nurse (RN) and licensed practical nurse (LPN) supply, we used published 
projections of RN and LPN supply and demand in Michigan produced by HRSA’s National Center for 
Health Workforce Analysis.  

Regional Definitions 

To identify variations in the long-term care workforce across Michigan, this report includes comparative 
analyses of nine regions of the state the Ann Arbor Area, the Detroit Metropolitan Area, the Flint Area, 
the Grand Rapids Area, the Kalamazoo Area, the Lansing Area, the Non-Metropolitan Lower Peninsula, 
the Saginaw Area, and the Upper Peninsula (see map that follows). Each of these regions consists of one 
to three metropolitan statistical areas as defined by the U.S. Census Bureau.2 Similar or proximal 
metropolitan statistical areas were combined as needed to achieve adequate sample sizes. (See 
Appendix 1 for detailed regional definitions.) 

 

 

 
2 Missouri Census Data Center. 2018. Geocorr 2018: Geographic Correspondence Engine. 
http://mcdc.missouri.edu/applications/geocorr2018.html.  

http://mcdc.missouri.edu/applications/geocorr2018.html
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Map of Michigan Regions Defined for LTC Workforce Study 
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Occupations and Industries 

This report studies a range of occupational groups employed in long-term care industries. On the 
frontlines of care are unlicensed direct care workers, including personal care aides, home health aides, 
and nursing assistants, who provide hands-on support with daily activities, like eating, bathing, dressing. 
Personal care aides also often assist consumers with instrumental activities of daily (IADLs), including 
housekeeping, meal preparation, medication management, shopping, and attending appointments. 
Home health aides and nursing assistants also perform certain nurse-delegated tasks, like taking blood 
pressure readings and assisting with range of motion exercises. While they formally fall into one of these 
three occupational categories, direct care workers are known by a range of other job titles in Michigan’s 
long-term care sector, including “resident aides,” “direct support staff,” and “home care specialists,” 
among others. 

Also, on the frontlines of long-term care are licensed nurses, including registered nurses and licensed 
practical nurses, whose responsibilities center on the clinical aspects of long-term care. Other members 
of the long-term care workforce include physicians, nurse practitioners, social workers, dieticians, as 
well as speech, physical, occupational, and respiratory therapists. (For detailed occupational definitions, 
see Appendix 2.)  

The long-term care industries described in this report are based on the following North American 
Industry Classification System (NAICS) definitions3: 

• “Home Care” includes two long-term care industries: Home Health Care Services and Services for 
the Elderly and Persons with Disabilities. This report refers to direct care workers employed in 
the home care setting as “home care workers.”  

• “Residential Care Homes” comprises two industries: Residential Intellectual and Developmental 
Disability Facilities and Continuing Care Retirement Communities and Assisted Living Facilities for 
the Elderly. Direct care workers employed in residential care are called “residential care aides” in 
this report.  

• “Nursing Homes” refers to the Nursing Care Facilities (Skilled Nursing Homes) industry. Direct 
care workers employed in this industry are referred to in this report as “nursing assistants in 
nursing homes.”  

For detailed industry definitions, see Appendix 3. 

1.2.2 Qualitative Data and Methods 

Key Informant Interviews 

PHI and Altarum conducted eight in-depth interviews during February 2020 with a range of long-term 
care providers, trade associations, and agencies that administer the state’s MI Choice Medicaid Waiver 
program (“waiver agencies”). The interview participants represented rural, suburban, and urban areas. 

 
3 U.S. Census Bureau. “North American Industry Classification System.” Last updated February 26, 2020. 
http://www.census.gov/eos/www/naics/. To note, these industry codes include some establishments outside the 
long-term care (such as foster homes, rehabilitation centers, and self-help organizations). However, because these 
ancillary settings employ few direct care workers and licensed professionals that are the subject of this report, 
their impact on the findings and conclusions are negligible. 

http://www.census.gov/eos/www/naics/
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Interview questions centered on LTSS workforce supply and demand, prevalence and impact of 
workforce shortages, and descriptions of training standards, models and gaps. Interviewees were also 
asked for their ideas about innovations and interventions to prepare Michigan to care for growing 
numbers of older adults and people with disabilities. Interview data were used to corroborate and 
expand on the findings presented in Chapters 2, 3, and 4. 

Listening Sessions and Individual Interviews 

Michigan United, with assistance from Altarum, conducted three listening sessions, one each in 
Kalamazoo, Grand Rapids and Detroit. Michigan United also conducted 10 interviews with individuals 
who live in Michigan’s Upper Peninsula. Participants in listening sessions and interviews were family 
caregivers, care recipients, and direct care workers. Themes from listening sessions and phone 
interviews are fully described in Chapter 5.  

1.3 Conclusion 

Describing the challenges facing providers, the workforce, and people who use services is critical start to 
designing a better long-term care system in Michigan. To highlight the current state of Michigan’s LTSS 
workforce, PHI and Altarum employed a variety of methods to gather data and input and to create a 
picture of the workforce and of family caregiver experiences. The following chapters provide detail on 
these findings and ultimately lead to specific recommendations. These findings prepare Michigan to take 
action to assure Michigan can provide adequate, high-quality services to consumers in the setting of 
their choice. 
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2 Profile of Michigan’s Long-Term Workforce  
Michigan’s long-term care workforce provides essential supports and services to older adults and people 
with disabilities across a variety of settings. On the frontlines of care are unlicensed direct care workers, 
including personal care aides, home health aides, and nursing assistants, who provide hands-on support 
with daily activities. Also, on the frontlines are licensed nurses, including registered nurses and licensed 
practical nurses, whose responsibilities center on the clinical aspects of long-term care. Other members 
of the long-term care workforce include physicians, nurse practitioners and physician’s assistants, social 
workers, therapists, and dieticians.  

This chapter explores the size and distribution of Michigan’s long-term care workforce across 
occupations, settings, and geographic areas—focusing on unlicensed direct care workers in the first 
section and licensed professionals in the second. In addition to employment numbers, the first section 
also explores the demographic and economic characteristics of direct care workers. This additional 
attention on unlicensed frontline workers is due to their outsized role in long-term care and the unique 
challenges that they face. Together, these analyses provide a detailed portrait of the long-term care 
workforce in Michigan.  

2.1 Profile of Michigan’s Direct Care Workforce 

This section offers a comprehensive overview of the direct care workforce across Michigan in terms of 
workforce size, demographic profile, and socioeconomic status. These three dimensions provide 
valuable insights when designing a long-term care financing system that best supports both workers and 
consumers. 

2.1.1 Methods 

All employment and wage data for this analysis were sourced from the federal U.S. Bureau of Labor 
Statistics Occupational Employment Survey, which offers both statewide and regional data. All other 
analyses on workforce demographics and job quality drew from the U.S. Census Bureau’s American 
Community Survey 2013 to 2017 five-year dataset. Finally, insights from the in-depth interviews with 
key stakeholders in Michigan were used to corroborate or elaborate on the quantitative findings. 

2.1.2 Michigan’s Large and Growing Direct Care Workforce 

In 2018, there were 116,080 direct care workers employed across all industries in Michigan, including 
49,760 nursing assistants, 39,740 personal care aides, and 26,580 home health aides.4 Notably, this 
workforce has expanded and changed in composition over the last decade. From 2008 to 2018, the 
direct care workforce added nearly 20,000 new jobs in Michigan. Looking across the occupational 
groups, however, personal care aides added 25,740 jobs while the number of home health aides and 
nursing assistants fell by 5,130 and 640, respectively. While nursing assistants continue to outnumber 
home health aides and personal care aides, demand is rising the fastest for personal care aides.  

 
4 U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2008 to 
May 2018 State Occupational Employment and Wage Estimates. https://www.bls.gov/oes/home.htm; analysis by 
PHI (October 22, 2019). 

https://www.bls.gov/oes/home.htm
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Direct Care Worker Employment by Occupation in Michigan, 2008 to 2018 

 
Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2008 to May 
2018 State Occupational Employment and Wage Estimates. https://www.bls.gov/oes/home.htm; analysis by PHI (October 
22, 2019). Occupation and industry-specific employment trends are not available, although most direct care workers are 
employed in long-term care. 

Considering the different segments of Michigan’s long-term care industry—which altogether employ 
about 65 percent of the state’s direct care workforce—demand is clearly highest for home care.  Of the 
nearly 76,000 direct care workers in long-term care in Michigan, 31,490 are home care workers, 30,540 
are residential care aides, and 13,760 are nursing assistants in nursing homes.5 (The remaining direct 
care workers work in hospitals and a range of other industries, such as vocational rehabilitation and 
employment services.)   

These direct care workforce figures include direct support professionals—who primarily assist 
individuals with intellectual and developmental disabilities in community-based and residential settings. 
Because they do not have a separate occupational code, it is not possible to estimate how many of 
Michigan’s direct care workers are direct support professionals.6 In addition to the typical 
responsibilities of other direct care workers, direct support professionals also focus on community 
integration for their clients, for example by providing coaching and support with employment and/or 
social engagement.  

Of note, these direct care workforce data do not include many private households that employ their 
own home care workers, whether through Medicaid waiver programs or through the “gray market.”7 
(The gray market refers to individual consumers hiring their own direct care workers and paying them 
out-of-pocket, an arrangement that often goes unreported.)   

 
5 U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2018 OES 
Research Estimates by State and Industry. https://www.bls.gov/oes/home.htm; analysis by PHI (October 22, 2019). 
6 Scales, Kezia. 2020. It’s Time to Care: A Detailed Profile of America’s Direct Care Workforce. Bronx, NY: PHI. 
https://phinational.org/resource/its-time-to-care-a-detailed-profile-of-americas-direct-care-workforce/.  
7 Scales, 2020. 
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2.1.3 Michigan’s Diverse Direct Care Workforce  

Recognizing the unique demographic characteristics of Michigan’s direct care workers will be key to 
building the right supports for this workforce into any new long-term care system in the state. (These 
data are presented by industry and select regions. For complete regional data, see Appendices 4 
through 13.)  

Gender  

Reflecting the profile of the national direct care workforce, nine in 10 direct care workers in the state 
are women, with minor variation across long-term care settings: 93 percent of Michigan’s nursing 
assistants are women, compared to 86 percent of home care workers and 87 percent of residential care 
aides. In contrast, women constitute less than half of the labor force statewide.  

Gender of the Direct Care Workforce and the Total Labor Force in Michigan, 2017 

  
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; U.S. Census 
Bureau, 2018 American Community Survey 1-Year Estimates. Employment Status. 
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSS
T1Y2018.S2301&vintage=2018; analysis by PHI (May 11, 2020). 

Race and Ethnicity 

Direct care workers are also nearly twice as likely to be people of color (primarily Black or African 
American) as compared to Michigan’s total labor force, at 41 percent versus 24 percent. People of color 
constitute 43 percent of nursing assistants, 41 percent of residential care aides, and 39 percent of home 
care workers in the state. Regionally, the gap in racial and ethnic composition is largest in the Detroit 
area, where 63 percent of direct care workers are people of color, compared to 33 percent of the total 
labor force in the Detroit metropolitan area.  

86% 87%
93%

88%

47%

14% 13%
7%

12%

53%

Home Care Workers Residential Care Aides Nursing Assistants in
Nursing Homes

All Direct Care Workers Labor Force

Women Men

https://doi.org/10.18128/D010.V9.0
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S2301&vintage=2018
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S2301&vintage=2018
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Race and Ethnicity of the Direct Care Workforce and the Total Labor Force in Michigan, 2017 

 
Sources: 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; U.S. Census Bureau, 
2018 American Community Survey 1-Year Estimates. Employment Status. 
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S23
01&vintage=2018; analysis by PHI (May 11, 2020). 

Age 

The direct care workforce in Michigan is somewhat younger than the labor force overall: 20 percent of 
direct care workers are aged 16 to 24, compared to 16 percent of the state’s total labor force, while 18 
percent of direct care workers are aged 55 and above, compared to 23 percent of the total labor force. 
The proportion of younger workers is highest in residential care (28 percent) and nursing homes (22 
percent), compared to 16 percent of the home care workforce.  

While Michigan’s home care workforce broadly reflects the age composition of the labor force 
statewide, the home care workforce is slightly older in six out of nine regions in the state. The 
proportion of direct care workers aged 55 and older ranges from 24 to 31 percentage of workers in 
those six regions.  
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https://doi.org/10.18128/D010.V9.0
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S2301&vintage=2018
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S2301&vintage=2018
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Age Composition of the Direct Care Workforce and the Total Labor Force in Michigan, 2017 

 
Sources: 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; U.S. Census Bureau, 
2018 American Community Survey 1-Year Estimates. Employment Status. 
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S23
01&vintage=2018; analysis by PHI (May 11, 2020). 

Citizenship 

Similar to the composition of the total labor force in Michigan,8 95 percent of direct care workers in 
Michigan are native-born U.S. citizens, with minimal variation across industries and regions. By 
comparison, immigrants constitute 26 percent of the direct care workforce nationally.  

Educational Attainment 

Educational attainment among direct care workers in Michigan is significantly lower as compared to the 
total labor force. Forty-three percent of Michigan’s direct care workforce have a high-school education 
or less, versus just 30 percent of the state’s labor force. Limited experience in traditional educational 
settings among a substantive number of direct care workers indicates the need for tailored supports 
during the training and onboarding process for new hires.  

 
8 American Immigration Council. 2017. Immigrants in Michigan. Washington, D.C.: American Immigration Council. 
https://www.americanimmigrationcouncil.org/sites/default/files/research/immigrants_in_michigan.pdf.  
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https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S2301&vintage=2018
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https://www.americanimmigrationcouncil.org/sites/default/files/research/immigrants_in_michigan.pdf
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Educational Attainment of the Direct Care Workforce and the Total Labor Force in Michigan, 2017 

 
Sources: 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; U.S. Census Bureau, 
2018 American Community Survey 1-Year Estimates. Employment Status. 
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S23
01&vintage=2018; analysis by PHI (May 11, 2020). 
 

While educational attainment is lower for direct care workers in Michigan when compared to other 
workers in the state, these workers have higher educational attainment than direct care workers 
nationally. Fifty-seven percent of Michigan’s direct care workers have some college education or a 
college degree, compared to 52 percent of the national direct care workforce. The relatively larger 
proportion of workers with some higher education in Michigan’s direct care workforce might be related 
to employer recruiting practices. Some long-term care providers reported in interviews that they have 
partnered with local high schools and community colleges to recruit new job candidates and/or provide 
training opportunities, and a statewide membership association spoke to the value of recruiting college-
bound and college-enrolled younger workers. 

2.1.4 Economic Challenges Faced by Michigan’s Direct Care Workers 

Poor compensation for direct care workers is a defining challenge for direct care workforce recruitment 
and retention in Michigan. As the state considers plans to reform long-term care financing, addressing 
direct care worker wages and benefits will be key to ensuring a sufficient supply of direct care workers 
to meet consumer demand for services. 

Wages 

The median wage for Michigan’s direct care workers is $12.47 per hour (according to 2018 data). 
Looking across the long-term care industry, nursing assistants in nursing homes earn the most per hour, 
with a median hourly wage of $13.88, as compared to $11.63 for residential care aides and $11.25 for 
home care workers.  
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Despite increasing demand for direct care workers over the past decade in Michigan (as described 
above), wages across all direct care occupations have stagnated. In 2008, inflation-adjusted median 
wages were $12.49 per hour, two cents higher than in 2018. For personal care aides, the fastest-growing 
direct care occupation, inflation-adjusted wages only increased $0.21 from 2008 to 2018, versus $0.25 
for nursing assistants and $0.42 for home health aides. (To note, the decrease in wages for the direct 
care workforce overall was driven by the rapid growth in the number of personal care aides, who are the 
lowest paid direct care workers.) 

Direct Care Worker Median Hourly Wages in Michigan, 2008 to 2018 

 
Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2008 to May 
2018 State Occupational Employment and Wage Estimates. https://www.bls.gov/oes/home.htm; analysis by PHI (October 22, 
2019). Wages are adjusted for inflation to 2018 dollars. Occupation and industry-specific wage trends are not available, 
although most direct care workers are employed in long-term care. 

Low wages across all three direct care occupations in Michigan are inextricably linked to limitations in 
long-term care funding. One stakeholder from a provider association explained, “We can’t just raise 
workers’ wages without increasing reimbursement rates.” Other stakeholders from across the long-term 
care continuum shared similar sentiments. 

Work Hours 

Compounding their economic instability, 43 percent of direct care workers in Michigan work part time 
(defined as fewer than 35 hours per week). Part-time hours are more common among home care 
workers—half of whom work part time—compared to 38 percent of residential care aides and 32 
percent of nursing assistants in nursing homes. Part-time scheduling may be driven by business 
conditions, restrictions on overtime or benefits, and workers’ availability and/or preferences. Across the 
board, though, these high rates of part-time hours, combined with low wages, lead to extremely low 
annual earnings for the direct care workforce.  
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Employment Status of the Direct Care Workforce in Michigan, 2017 

  
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 
(January 14, 2020). 

 

Earnings 

Statewide, Michigan’s direct care workers earn a median annual income of $16,600. Because of their 
lower wages and higher likelihood of part-time work, home care workers tend to earn the least, with a 
median annual income of $13,400. By comparison, residential care aides earn $17,200 and nursing 
assistants in nursing homes typically earn $21,200. Median annual earnings for all direct care workers 
are lowest in the Flint area, at $12,100, and highest in the Ann Arbor area, at $18,400.  

Direct Care Worker Median Annual Earnings in Michigan, 2017 

 
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 
(January 14, 2020). 
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Poverty 

Low earnings mean nearly one in five direct care workers in Michigan live in poverty, including 13 
percent of nursing assistants in nursing homes, 20 percent of residential care aides, and 22 percent of 
home care workers. Poverty rates are highest in the Upper Peninsula (32 percent) and lowest in the 
Detroit, Grand Rapids, and Non-Metropolitan Lower Peninsula areas, at 19 percent across all three 
regions. Also, over half (52 percent) of direct care workers statewide live in low-income households, 
meaning below 200 percent of the federal poverty line. 

Poverty Levels Among Direct Care Workers in Michigan, 2017 

 
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 
(January 14, 2020). 

Public Assistance 

Because direct care jobs do not provide a family-sustaining income, nearly half of Michigan’s direct care 
workers (48 percent) rely on public assistance to meet their basic needs. The most common forms of 
assistance are food and nutrition assistance (accessed by 33 percent of the workforce) and Medicaid (29 
percent). Home care workers are the most likely to require public assistance (54 percent), followed by 
residential care aides (46 percent) and nursing assistants (38 percent). Public assistance uptake is 
highest among direct care workers in the Saginaw region (55 percent) and lowest in the Non-
Metropolitan Lower Peninsula (41 percent). Notably, in the Upper Peninsula—where the proportion of 
direct care workers in poverty is highest (32 percent)—the proportion of workers accessing public 
assistance is slightly lower than average (44 percent). This suggests that direct care workers in the Upper 
Peninsula might not be aware of the benefits that are available to them or they might feel stigma about 
accepting them. 
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Direct Care Workers Accessing Public Assistance in Michigan, 2017 

 
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 
(January 14, 2020). 

Health Insurance 

Sixteen percent of direct care workers in Michigan do not have health insurance. The uninsured rate 
ranges from 9 percent of workers in the Lansing and Ann Arbor areas to 20 percent of workers in the 
Flint area and the Upper Peninsula. Sources of insurance vary by industry. Sixty percent of nursing 
assistants in nursing homes, 49 percent of residential care aides, and 40 percent of home care workers 
have insurance through an employer or union (including workers who access employer-provided 
insurance through a spouse or another job). While fewer home care workers have employer-provided 
insurance as compared to other direct care workers, they are more likely to have Medicaid coverage. 

Health Insurance Status of the Direct Care Workforce in Michigan, 2017 

 
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 
(January 14, 2020). 
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As well as low compensation and limited benefits, direct care workers in Michigan face challenges with 
affordable housing, transportation, and childcare, among others. Given regional variation in economic 
conditions and family structures, these challenges may affect workers in some regions more than 
others. 

Housing 

Affordable housing is defined as housing costs—including rent, mortgage payments, and utility and 
energy bills—that fall below 30 percent of a household’s total income.9 According to this definition, one 
in three direct care workers in Michigan does not live in affordable housing. Given that housing costs 
vary across Michigan, the percentage of direct care workers without access to affordable housing ranges 
from as high as 39 percent in the Detroit region to as low as 26 percent in the Saginaw area. 

Transportation 

Statewide, nearly all direct care workers drive alone to work (80 percent) or carpool (9 percent). The 
total proportion of workers who drive to work (alone or in a carpool) ranges from 86 percent in Detroit 
up to 96 percent in Saginaw. These figures show that, whether they live in urban or rural areas and 
regardless of their occupational role, most direct care workers across Michigan must have access to a 
private vehicle for work.  

According to the stakeholder interviews, the reliance on private transportation is financially challenging 
in at least two ways. First, given their low annual earnings, direct care workers struggle to afford car 
maintenance and repairs—so even minor repairs can compromise a worker’s ability to remain in their 
job. Second, many home care workers must drive long distances to visit clients, especially in rural areas, 
and their time and mileage is rarely fully compensated. As one stakeholder explained, “…sometimes 
people are putting more gas [in] than what they’re making, so for them, it’s not worth it.” 

Childcare and Family Caregiving 

Twenty-four percent of the state’s direct care workers live with their own children (aged 14 and under), 
but childcare is often prohibitively expensive.10 Among parents in the direct care workforce, 18 percent 
rely on paid childcare (whether consistently or intermittently) at a median annual cost of $2,560.11 
Referring to direct care workers’ lack of access to affordable childcare, one stakeholder explained, “They 
have no real resources available.” Rural stakeholders noted it can be difficult to find a childcare provider 
at all. 

Many direct care workers have other family caregiving responsibilities as well. Sixteen percent of 
Michigan’s direct care workers live with someone (aged five and above) with a long-term care need and 

 
9 U.S. Department of Housing and Urban Development. “Affordable Housing.” Accessed May 8, 2020. 
https://www.hud.gov/program_offices/comm_planning/affordablehousing/. 
10 Children include stepchildren, biological children, and adopted children. 
11 Flood, Sarah, Miriam King, Renae Rodgers, Steven Ruggles and J. Robert Warren. 2019. IPUMS, Current 
Population Survey: Version 6.0. Minneapolis, MN: IPUMS, University of Minnesota. 
https://doi.org/10.18128/D010.V9.0; ASEC 2013 to 2018; analysis by PHI (November 7, 2019). 

https://www.hud.gov/program_offices/comm_planning/affordablehousing/
https://doi.org/10.18128/D010.V9.0
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are therefore likely to be providing uncompensated care at home.12 This type of caregiving is particularly 
common among home care workers—22 percent live with someone who has long-term care needs, 
versus 12 percent of residential care aides and 9 percent of nursing assistants in nursing homes.  

Direct Care Worker Caregiving Responsibilities in Michigan, 2017 

 
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 
(January 14, 2020). 

2.1.5 Race and Gender Disparities 

The socioeconomic inequities facing the direct care workforce in Michigan are amplified within the 
workforce itself. This final section ties together the demographic and economic characteristics described 
above to highlight key disparities within the workforce by race and gender. This analysis compares white 
women, women of color, and men of any race or ethnicity, who constitute 52 percent, 36 percent, and 
12 percent of the direct care workforce, respectively.13 (Detailed data by gender, race, and ethnicity are 
available in Appendix 14.) 

Women of color in Michigan’s direct care workforce earn a median annual income of $16,800 and white 
women typically earn $16,500, while men earn $15,900. These data are somewhat skewed by nursing 
homes, where white women earn $21,200 and women of color earn $20,700 annually, versus $19,800 
for men. In both home care and residential care settings, men earn more than women. In home care, 
men earn $14,200 per year, compared to $13,500 for white women and $12,900 for women of color, 
and in residential care, men earn $19,400, compared to $17,000 for women of color and $16,600 for 
white women.  

 
12 Using two variables from the U.S. Census Bureau American Community Survey (ACS), people with long-term care 
needs are defined here as survey respondents who have any physical or mental health condition that has lasted at 
least 6 months that either makes it difficult for them to perform activities of daily living or instrumental activities 
of daily living. Level of need is not captured in by ACS. 
13 The small number of men in the workforce prohibits comparisons by race and ethnicity among them. 
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Direct Care Worker Median Annual Earnings by Race and Gender in Michigan, 2017 

 
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 
(January 14, 2020). 

Race and gender are associated with even greater disparities in poverty and public assistance use among 
direct care workers in Michigan. Twenty-six percent of women of color live in households below the 
federal poverty line, compared to 21 percent of men and 19 percent of white women. This disparity is 
wider when considering workers who live near poverty—63 percent of women of color in the direct care 
workforce live in households below 200 percent of the federal poverty level, versus 46 percent of white 
women and 47 percent of men. Also, 62 percent of women of color in the workforce rely on public 
assistance to support their families, versus 40 percent of white women and 38 percent of men. Further 
illustrating their economic hardship, 43 percent of women of color lack affordable housing compared to 
31 percent of men and 29 percent of white women.  

Poverty Levels Among Direct Care Workers by Race and Gender in Michigan, 2017

 
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 
(January 14, 2020). 
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Finally, women in the direct care workforce are more likely than men to have health insurance—at 86 
percent of white women and 84 percent of women of color, compared to 76 percent of men. However, 
women are much more likely to be covered by Medicaid (43 percent of women of color and 31 percent 
of white women) than men (23 percent), which may relate to both poverty levels and health care 
utilization patterns.14 

2.1.6 Summary of Findings on the Profile of the Direct Care Workforce 

Even though Michigan’s direct care workforce grew from 96,110 in 2008 to 116,080 in 2018, wages have 
not kept up, especially for personal care aides—the lowest-paid, highest-demand segment of the direct 
care workforce. Across long-term care settings, low wages and earnings mean that many direct care 
workers live in poverty and rely on public assistance to get by.  

As well as wages and compensation, the unique demographic profile of the direct care workforce in 
Michigan is another key consideration in recruiting and retaining these workers. Compared to the 
overall labor force in Michigan, direct care workers are more likely to be women, young workers, and 
people of color, and they often have lower educational attainment. For some of these groups, 
demographics are linked to job quality—within the direct care workforce, economic conditions are 
generally worse for women, and especially women of color, as compared to men—and these 
populations might require tailored workforce supports to be successful in their roles. 

High-quality long-term care depends on a strong direct care workforce, so job quality improvements 
must be considered in efforts to revise Michigan’s long-term care financing system. The findings 
presented here clearly indicate that Michigan’s direct care workforce would benefit from improved 
compensation, as well as interventions focused on affordable health insurance, housing, transportation, 
and childcare, among others—with special attention to the unique needs of younger people, women, 
and people of color. 

 
14 Gunja, Munira, Sara Collins, Michelle Doty, and Sophie Beutel. 2017. How the Affordable Care Act Has Helped 
Women Gain Insurance and Improved Their Ability to Get Health Care. Washington, D.C.: The Commonwealth 
Fund. https://www.commonwealthfund.org/publications/issue-briefs/2017/aug/how-affordable-care-act-has-
helped-women-gain-insurance-and. 

https://www.commonwealthfund.org/publications/issue-briefs/2017/aug/how-affordable-care-act-has-helped-women-gain-insurance-and
https://www.commonwealthfund.org/publications/issue-briefs/2017/aug/how-affordable-care-act-has-helped-women-gain-insurance-and
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2.2 Profile of Michigan’s Licensed Long-Term Care Workers 

In addition to direct care workers, several health professions with more formal training and licensure 
play an important role in providing long term services and supports. Registered nurses (RNs) and 
licensed practical nurses (LPNs) are the core of the licensed long-term care workforce. RNs provide daily 
patient care and play an important supervisory role overseeing and coordinating the care provided by 
LPNs and other licensed and direct care workers, especially in nursing homes and home care. Minimum 
RN staffing levels are mandated by the state in some settings. LPNs provide much of the daily patient 
care in nursing homes, which is the predominant LPN employment setting. Social workers provide 
counseling and assistance to patients in all long-term care settings, especially home care. Therapists, 
including physical, occupational, and respiratory therapists as well as speech pathologists, work with 
patients to recover and maintain function in both residential and home settings, while 
dieticians/nutritionists oversee patient dietary needs, especially in nursing homes.15   

For these professions, this section examines national and state-level data on employment by occupation 
and industry to provide a benchmark profile of the licensed long-term care workforce in Michigan. It 
also compares wages in long-term care against wages in other health care settings for these professions 
in Michigan.  

While not providers of long-term care services, primary care physicians (including family medicine, 
internal medicine, and pediatrics) are involved in the care of patients receiving long-term care through 
provision of scheduled on-site medical care, coordination with home or facility staff on patient health 
conditions, or oversight of nursing home care as chief medical officers. Because of these important roles 
in the care of patients receiving long-term services, we also provide information on the supply of 
primary care physicians, and specifically geriatricians, in Michigan. 

2.2.1 Methods 

Like the previous section on direct care workers, all employment and wage data for licensed 
professionals in this analysis were from the U.S. Bureau of Labor Statistics Occupational Employment 
Statistics survey, which offers statewide data on workers by both occupation and industry. Counts and 
per capita ratios of primary care physicians in Michigan and the U.S. were from United Health 
Foundation’s America’s Health Rankings, and similar measures for geriatricians were from the American 
Geriatrics Society. Insights from the in-depth interviews with key stakeholders in Michigan were used to 
corroborate or elaborate on the quantitative findings. 

2.2.2 Licensed Health Care Workers in Long-Term Care in Michigan 

Nearly 30,000 licensed health care professionals work in long-term care settings in Michigan (29,780 
total jobs). Just under half (47 percent) work in home care. Another 39 percent work in nursing homes, 
and 14 percent in other residential care settings.  

  

 
15 While our focus is on workers providing patient care, nursing home administrators are also a licensed 
occupation. The Michigan Department of Licensing and Regulatory Affairs (LARA) reports 1,204 active nursing 
home administrator licenses in the state as of June 2020. 
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Licensed Health Care Professionals Employed in Long-Term Care in Michigan, 2018 

Occupation Home 
Care 

Residential 
Care 

Nursing 
Homes All LTC 

Dietitians and Nutritionists               60                40           160            260  
Healthcare Social Workers         1,340              200           410        1,950  
Licensed Practical Nurses         1,820           1,770         5,940        9,530  
Nurse Practitioners             250                 -                    -              250  
Occupational Therapists             720              160            360        1,240  
Physical Therapists         1,510              140            330        1,980  
Registered Nurses         7,950           1,740         3,930      13,620  
Respiratory Therapists             150                20            350            520  
Speech-Language Pathologists             230                50            150            430  
TOTAL Jobs by Setting in LTC       14,030           4,120       11,630      29,780  

Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2018 OES 
Research Estimates by State and Industry. https://www.bls.gov/oes/home.htm; analysis by Altarum (May 28, 2020). 

Nurses represent more than three-quarters of licensed health professionals working in long-term care. 
Registered nurses (RNs) are 46% of licensed workers, with 13,620 jobs, while licensed practical nurses 
(LPNs) represent another one-third (32 percent) of licensed workers, at 9,530 jobs. The next largest 
occupation is social workers, with just under 2,000 jobs. The four categories of therapists together 
represent just over 4,000 workers, including nearly 2,000 physical therapists (PTs), more than 1,200 
occupational therapists (OTs) and more than 500 respiratory therapists (RTs). There are 260 
dieticians/nutritionists working in all three major long-term care settings. Finally, 250 nurse practitioners 
(NPs) are working in home health, although none are employed in other long-term care settings.16  

Licensed Long-Term Care Workforce in Michigan by Occupation, 2018 

Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2018 OES 
Research Estimates by State and Industry. https://www.bls.gov/oes/home.htm; analysis by Altarum (May 28, 2020). 

 
16 The data show no physician assistants directly employed in long-term care in Michigan. 
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Michigan has about 20,500 active primary care physicians, or about 205 physicians per 100,000 people, 
ranking 6th highest in primary care supply according to United Health Foundation’s America’s Health 
Rankings.17 As many of those requiring long-term care are older, it is relevant to look specifically at the 
supply of geriatricians as well. According to the American Geriatrics Society, Michigan has 210 board-
certified geriatricians.18 This puts Michigan’s per capita supply at 12.2 geriatricians per 100,000 people 
aged 65 and older, somewhat lower than the US average of 14.8 geriatricians per 100,000 older 
population. 

2.2.3 Composition of the Licensed Long-Term Care Workforce by Setting 

The licensed workforce in home care is dominated by RNs (57 percent), while nursing homes are 
dominated by LPNs (51 percent). The setting with the smallest numbers of licensed staff, residential 
care, employs equal shares of RNs and LPNs, each representing 42 percent of the licensed workforce.  

Social workers are 10 percent of the home care licensed workforce, six percent in nursing homes, and 
four percent in residential care. Therapists combined have the largest presence in home care, at 19 
percent of the licensed workforce, representing about 10 percent in other settings. 

Licensed Long-Term Care Workforce in Michigan by Setting, 2018 

 
Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2018 OES 
Research Estimates by State and Industry. https://www.bls.gov/oes/home.htm; analysis by Altarum (May 28, 2020). 

2.2.4 Share of Each Licensed Health Occupation Working in Long-Term Care 

Each of the licensed health care occupations working in long-term care settings are also present in other 
health care settings in Michigan. Of the nine occupational categories, only LPNs have long-term care as 
their primary work setting, with 72 percent employed in home health, nursing home, or residential care. 

 
17 America's Health Rankings analysis of Special data request for information on active state licensed physicians 
provided by Redi-Data, Inc., Sept. 23, 2019; United Health Foundation. 2020. American’s Health Rankings. 
https://www.americashealthrankings.org/explore/senior/measure/dedicated_health_care_provider_sr/state/MI. 
18 The American Geriatrics Society (AGS). 2019. Current Number of Board Certified Geriatricians by State. New 
York, NY: AGS.  https://www.americangeriatrics.org/sites/default/files/inline-
files/Current%20Number%20of%20Board%20Certified%20Geriatricians%20by%20State%208%201%2019.pdf. 
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A large share of health care social workers, 43 percent, are in long-term care, the majority in home 
health care. About one-third of OTs and 27 percent of PTs work in long-term care, along with 22 percent 
of speech pathologists. While RNs are the largest occupational group in long-term care, long-term care 
represents only 15 percent of total RN employment in Michigan. 

Share working in long-term care versus other health care settings in Michigan 

 
Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2018 OES 
Research Estimates by State and Industry. https://www.bls.gov/oes/home.htm; analysis by Altarum (May 28, 2020). 

2.2.5 Comparison of Licensed Health Care Worker Wages by Setting 

While not the only factor in employment decisions or job satisfaction, relative wages across 
employment settings undoubtedly impact the ease with which long-term care providers recruit and 
retain licensed workers. For some important categories of licensed workers, wages are lower in long-
term care than other health care settings. For others, long-term care wages compare more favorably, 
making wages less of a factor to overcome in competing for workers.  

For RNs, who are a critical component of the licensed long-term care workforce, median annual full-time 
earnings in Michigan are much higher in hospitals, at $72,600, compared to home care, at $66,100, and 
nursing homes, at $63,000, and residential care, at $61,600. Similarly, median annual earnings for health 
care social workers are $61,300 in hospitals compared to $57,300 in home care, $49,900 in nursing 
homes, and $48,300 in residential care. 

For LPNs and therapists, long-term care wages compare more favorably to other settings. LPNs have 
median annual full-time earnings of $48,000 in nursing homes, $47,500 in residential care, and $46,400 
in home care, compared to $45,500 in hospitals and $43,700 in physician offices. Note that these wages 
may reflect different roles and levels of responsibility or different levels of seniority for LPNs in these 
settings. 

Therapists also typically earn more in long-term care settings than in hospitals or independent offices. 
Median annual earnings for physical therapists in Michigan are $91,800 in both home care and nursing 
homes, compared to $88,300 in hospitals and $81,100 in a therapist office setting. Occupational 
therapists have median annual full-time earnings of $88,800 in home care and $87,800 in nursing homes 
compared to $84,800 in hospitals and $83,500 in therapist offices. Respiratory therapists show 
somewhat less variation by setting, with median annual earnings of $61,000 in home care and $59,000 
in nursing homes, compared to $60,400 in hospitals. Finally, speech and language pathologists earn 
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significantly more in long-term care settings, with median annual earnings of $92,300 in home care and 
$94,400 in nursing homes, compared to $84,100 in hospitals and $79,400 in therapist offices.  

2.2.6 Summary of Findings on the Profile of Licensed Long-term Care Workers 

More than 30,000 licensed professionals work in long-term care in Michigan. Nearly half of these are 
RNs and another one-third LPNs. Long-term care settings also employ roughly 4,000 therapists and 
2,000 social workers. Of the licensed professions, long-term care is the dominant setting employing 
more than half the profession only for LPNs. 

Wages for RNs and social workers are much higher in hospitals than in long-term care providers, 
presenting one challenge in competing for these workers. For LPNs, wages do not appear to 
disadvantage long-term care. For therapists, earnings in long-term care settings compare favorably to 
hospital and office settings. 

2.3 Conclusion 

Nearly three-quarters of Michigan’s long-term care workforce—which employs more than 100,000 
people altogether—are direct care workers. While demand is high for direct care workers, their 
compensation is low reflecting an under-resourced public financing system as well as the 
marginalization of the people who do this work, as evidenced by the job quality and workforce 
disparities data discussed in this chapter. 

Licensed nurses also constitute a sizeable proportion of the long-term care workforce (22 percent)—
especially in nursing homes (39 percent). By comparison, other health care professionals constitute the 
smallest share of the long-term care workforce, although long-term care does employ a substantial 
proportion of all therapists in Michigan. 

We close this chapter with the summary page that follows combining our estimates of the direct care 
and licensed workforce by LTC setting in Michigan. Every person working in the long-term care sector 
plays a critical role in delivering long-term services and supports. The findings presented in this chapter 
underline the importance of a sector-wide workforce development strategy to ensure quality, consistent 
care for older adults and people with disabilities in Michigan. 
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Summary: Direct Care + Licensed Long-Term Care Providers in Michigan, 2018 

 

   

 

   

Source: U.S. Bureau of Labor Statistics (BLS), Division of Occupational Employment Statistics (OES). 2019. May 2018 OES 
Research Estimates by State and Industry. https://www.bls.gov/oes/home.htm; analysis by Altarum and PHI (May 28, 2020). 

• Home care is the largest segment of the long-term care industry in Michigan, employing 45,520 
direct care workers and licensed professionals, followed by 34,730 in residential care and 25,390 in 
nursing homes.  

• Direct care workers constitute 72 percent of the long-term care workforce in Michigan, including 54 
percent of the nursing home workforce, 69 percent of the home care workforce, and 88 percent of 
the residential care workforce.  

• Licensed nursing staff, including registered nurses (RNs) and licensed practical nurses (LPNs), 
represent 39 percent of the workforce in Michigan’s nursing homes, compared to 21 percent in the 
home care industry and 10 percent of the residential care industry.
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3 Current and Future Need for Michigan’s Long-Term Care Workforce  
As well as understanding the size and characteristics of Michigan’s long-term care workforce, it is 
necessary to examine whether this workforce is sufficient to meet long-term care employer demand and 
the needs of older adults and people with disabilities in Michigan. This chapter explores the capacity of 
Michigan’s long-term care workforce through data that speak to workforce stability and current and 
future capacity as well as drawing on responses gathered directly from long-term care stakeholders in 
the state. We first discuss evidence on gaps in the direct care workforce, then present information on 
the future demand for long-term care in Michigan and conclude with evidence of current and future 
gaps in the long-term care licensed workforce. 

3.1 Current and Future Need for the Direct Care Workforce in Michigan 

The previous chapter described a paradox facing Michigan’s direct care workforce: demand for direct 
care services is increasing, but job quality for these workers remains extremely poor. As a result, long-
term care providers report difficulties attracting and retaining enough direct care workers to meet 
growing needs in the state. This section draws on qualitative and quantitative data to explore instability 
and gaps in the unlicensed workforce across regions and industries in Michigan. 

3.1.1 Methods 

Data from the Michigan Department of Technology, Management, and Budget were analyzed to 
generate general population projections from 2020 to 2045 and projected job openings in the direct 
care workforce from 2016 to 2026. Although it was not possible to quantify current workforce shortages 
across the state nor project future shortages from the available data sources, the following two 
quantitative approaches were used to broadly estimate workforce capacity and quantify occupational 
turnover (as a measure of workforce stability relative to growing demand). Where relevant, findings 
from the qualitative interviews were included to support or extend the findings from these quantitative 
analyses.  

Direct Care Workforce Capacity 

The U.S. Census Bureau’s American Community Survey (ACS) 2014 to 2018 five-year sample was used to 
estimate a ratio of full-time equivalent home care workers to “likely consumers” of long-term services 
and supports (LTSS). This analysis focused exclusively on home care workers rather than all direct care 
workers for methodological and conceptual reasons. Methodologically, it was not possible to estimate 
the ratio of direct care workers to consumers in nursing homes and residential care settings because the 
ACS “group quarters” designation (which subsumes these settings within a much larger range of 
settings, including college dorms and correctional facilities) cannot be disaggregated by particular 
settings at the regional level. Conceptually, the priority in this analysis was to identify the capacity of the 
existing direct care workforce to serve consumers in the setting of their choice, which for the 
overwhelming majority of consumers, is their own homes and communities. (To note, Spotlight on 
Nursing Homes on page 46 provides insight on staffing levels for the nursing assistant workforce in 
nursing homes.) 
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Likely consumers are defined in this analysis as older adults aged 65 and above living alone with self-
care or independent living difficulties.19 This definition is based on the literature on paid care utilization, 
which suggests that older adults living alone with personal assistance needs are more likely to rely on 
paid caregivers than younger people with disabilities and older adults in multi-member households.20 
However, because it is not possible to identify individuals’ levels of need or sources of care using the 
ACS data, this definition of likely consumers necessarily includes older adults who receive assistance 
only from unpaid caregivers (i.e., those who do not currently rely on paid direct care workers for 
support) and excludes younger people with disabilities who receive paid care (i.e., those under the age 
of 65 who do not exclusively rely on unpaid caregivers).  

Occupational Turnover 

The U. S. Census Bureau’s Current Population Survey (CPS) was used to estimate occupational turnover 
within the direct care workforce. Specifically, the analysis drew on pooled data from the 2014 to 2018 
CPS March Supplement survey, which asks respondents about their current occupation and the 
occupation they held for the longest period during the previous year. Data from the 2014 to 2018 CPS 
Outgoing Rotation Group were matched across one year and pooled into a single dataset to analyze and 
compare average wages among direct care workers who stayed in their roles versus those who left for 
other occupations.  

To note, this approach measures movement in and out of the direct care workforce and between direct 
care occupations, but not within-occupation “churn”—meaning the amount of turnover within one 
direct care workforce in a single long-term care provider type. For example, a home care worker who 
moved into a nursing assistant role in a nursing home would be captured in the occupational turnover 
estimates reported here, but a nursing assistant who moved from one nursing home to another would 
not be captured.  

3.1.2 Current Capacity of the Direct Care Workforce in Michigan 

The previous chapter described how direct care workforce employment levels vary by region in 
Michigan, with higher employment in metropolitan areas and lower employment in rural areas. 
However, these data only become meaningful when aligned with service demand—in other words, are 
there enough direct care workers employed in any given region of the state to meet consumers’ needs?  

Long-term care providers and membership associations suggested in their interviews that the current 
direct care workforce supply in Michigan does not meet consumer demand. When asked whether there 
is a workforce shortage in Michigan, more than one stakeholder replied, “Absolutely.” Stakeholders 
further reported that workforce shortages are causing wide-ranging harm to long-term care consumers 
and the sector overall. In some cases, individuals are not able to access the services they need due to a 

 
19 Difficulty with “self-care” is measured in the ACS by asking if respondents have “difficulty dressing or bathing.” 
Difficulty with “independent living” is measured by asking if respondents have difficulty “doing errands alone such 
as visiting a doctor’s office or shopping.” U.S. Census Bureau. 2018. American Community Survey and Puerto Rico 
Community Survey 2018 Subject Definitions. Washington, D.C.: U.S. Census Bureau. 
https://www2.census.gov/programs-
surveys/acs/tech_docs/subject_definitions/2018_ACSSubjectDefinitions.pdf?#.  
20 Kaye, Stephen, Charlene Harrington, and Mitchell LaPlante. 2010. “Long-Term Care: Who Gets It, Who Provides 
It, Who Pays, And How Much?” HealthAffairs, 29(1). https://doi.org/10.1377/hlthaff.2009.0535. 

https://www2.census.gov/programs-surveys/acs/tech_docs/subject_definitions/2018_ACSSubjectDefinitions.pdf?
https://www2.census.gov/programs-surveys/acs/tech_docs/subject_definitions/2018_ACSSubjectDefinitions.pdf?
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lack of local workers—and home care agencies are at risk of closing altogether due to the shortage. 
Stakeholders noted that some nursing homes, on the other hand, can offset job vacancies by scheduling 
more overtime, but that this may be leading to staff burnout. 

While these qualitative data are illuminating, it is not possible to quantify workforce shortages: there 
are no reliable data available on the number of consumers receiving paid long-term care services and 
supports across the state, or even specific data on authorized hours of service under Medicaid, that can 
be compared against current direct care employment levels. As a proxy measure of workforce capacity, 
the following analysis compares the number of home care workers (converted to full-time equivalents) 
to the number of older adults living alone at home with personal assistance needs (“likely consumers”). 
(See Spotlight on Nursing Homes on page 46 for a detailed analysis of nursing home staffing levels using 
CMS data.) While this approach does not identify whether the home care workforce is adequate to meet 
demand, nor how the entire direct care workforce aligns with the entire consumer population—given 
the limitations described above—it does highlight variations in home care workforce capacity across 
Michigan.  

Statewide, there are 36 home care workers for every 100 likely consumers.21 The rural Upper Peninsula 
has the lowest home care workforce ratio, at 23 workers for every 100 likely consumers. This finding is 
not unexpected, given the large population of older adults in the region relative to the number of adults 
of typical caregiving age (ages 20 to 64; see Appendix 16).22 However, the Non-Metropolitan Lower 
Peninsula shares this demographic composition, but has one of the highest home care workforce ratios 
in the state, at 50 home care workers for every 100 likely consumers. (The Saginaw area shares this high 
ratio.) Further analysis is required to explain the wide gap in workforce capacity across the two rural 
regions.  

The Grand Rapids and Detroit areas have lower workforce ratios compared to the statewide average, 
which indicates that personal assistance needs are not necessarily being adequately met in those areas 
either. Even though there are more workers available in urban areas compared to the rural areas, in 
other words, there are nonetheless fewer workers relative to the number of likely consumers.  

 
21 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 (April 21, 2020). 
22 Michigan Department of Technology, Management, and Budget (DTMB). 2019. Population Projections. 
https://milmi.org/datasearch/popproj; analysis by PHI (April 20, 2020). 

https://doi.org/10.18128/D010.V9.0
https://milmi.org/datasearch/popproj
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Number of Home Care Workers per 100 Older Adults Living Alone at Home with Personal Assistance 
Needs in Michigan, 2018

  
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 
(April 21, 2020). 

3.1.3 Direct Care Workforce Occupational Turnover  

As turnover can be a key contributor to workforce shortages,23 it is important to understand the degree 
of turnover within the direct care workforce in Michigan. This analysis of direct care workforce turnover 
rates in Michigan using the 2014 to 2018 CPS data grouped workers into four categories: 

• “Stayers” remained in the same type of direct care role from one year to the next, although 
some may have moved between employers (e.g. moving from one home care agency to another 
or from one nursing home to another); 

• “Switchers” transferred from one direct care occupation to another (e.g. moving from a home or 
residential care job to become a nursing assistant in a nursing home); 

• “Leavers” took new jobs in other job sectors or in non-direct care roles within health or long-
term care (e.g. leaving a nursing assistant position to become a retail salesperson); and  

• “Exits” left the labor force altogether (e.g. due to long-term disability, retirement, or other 
reasons). 

 
23 Frogner, Bianca and Joanne Spetz. 2015. Entry and Exit of Workers in Long-Term Care. San Francisco, CA: 
University of California San Francisco Health Workforce Research Center on Long-Term Care. 
https://healthworkforce.ucsf.edu/sites/healthworkforce.ucsf.edu/files/Report-
Entry_and_Exit_of_Workers_in_Long-Term_Care.pdf. 
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https://doi.org/10.18128/D010.V9.0
https://healthworkforce.ucsf.edu/sites/healthworkforce.ucsf.edu/files/Report-Entry_and_Exit_of_Workers_in_Long-Term_Care.pdf
https://healthworkforce.ucsf.edu/sites/healthworkforce.ucsf.edu/files/Report-Entry_and_Exit_of_Workers_in_Long-Term_Care.pdf
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Overall, one in three direct care workers left their occupations annually from 2014 to 2018.24 
Occupational departures were highest for home care workers (39 percent), followed by residential care 
aides (28 percent), and nursing assistants in nursing homes (17 percent). 

Among departing workers, 13 percent exited the labor force (“exits”), 12 percent left direct care 
(“leavers”), and 7 percent switched into different direct care roles (“switchers”). 25 Among leavers, two 
thirds (67 percent) moved into other health care occupations (primarily health care support 
occupations, like medical assistants and phlebotomists). The remaining third accepted positions outside 
of health care.  

Annual Turnover by Direct Care Occupation in Michigan, 2014 to 2018 

 
Source: Flood, Sarah, Miriam King, Renae Rodgers, Steven Ruggles and J. Robert Warren. 2019. IPUMS, Current Population 
Survey: Version 6.0. Minneapolis, MN: IPUMS, University of Minnesota. https://doi.org/10.18128/D010.V9.0; analysis by PHI 
(April 18, 2020). 

3.1.4 Wages as a Driver of Direct Care Workforce Turnover 

In interviews, many stakeholders explained that wages are a defining challenge for direct care workforce 
recruitment and retention. They claimed that long-term care employers face stiff competition from 
other industries, including retail stores, fast food chains, and Amazon distributions centers, which in 
many cases are able to offer comparable or higher wages.  

 
24 Flood, Sarah, Miriam King, Renae Rodgers, Steven Ruggles and J. Robert Warren. 2019. IPUMS, Current 
Population Survey: Version 6.0. Minneapolis, MN: IPUMS, University of Minnesota. 
https://doi.org/10.18128/D010.V9.0: analysis by PHI (April 18, 2020). 
25 Flood et al., 2019. 
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Stakeholders also spoke about competition for direct care 
workers among long-term care providers, including across 
segments of the industry. For example, they reported that 
nursing homes are vying with each other to attract nursing 
assistants, but at the same time, all nursing homes are 
struggling to compete with other, higher-paying health care 
employers, especially hospitals.  

The impact of wages on turnover and retention is supported 
by findings from the CPS Outgoing Rotation Group survey. 
This analysis found that leavers’ average hourly wages 
increased from $12.06 to $12.89, and switchers’ wages 
increased from $11.02 to $11.96. Average wages increased 
somewhat for stayers, too, from $11.38 to $11.87, which 
suggests that direct care workers may be more likely to stay 
in their occupations (even if they do move between 
employers, e.g. from one home care agency to another) if 
they receive at least modest wage increases over time.  

Average Hourly Wages Among Stayers, Switchers, and Leavers in the Direct Care Workforce in 
Michigan, 2014 to 2018 

 
Source: Flood, Sarah, Miriam King, Renae Rodgers, Steven Ruggles and J. Robert Warren. 2019. IPU MS, Current Population 
Survey: Version 6.0. Minneapolis, MN: IPUMS, University of Minnesota. https://doi.org/10.18128/D010.V9.0; analysis by PHI 
(April 18, 2020). 

Overall, these data indicate that a substantial proportion of Michigan’s direct care workers may be 
leaving their jobs to seek higher wages elsewhere, with those leaving the field altogether ending up with 
the highest wages. This underlines a stark concern about the competitiveness of these essential jobs and 
the capacity of the long-term care industry to sustain a sufficient direct care workforce going forward. 

Stakeholders identified the importance of wages for recruitment and retention but noted that low 
Medicaid reimbursements—which constitute a large proportion of industry revenue—mitigate against 
widespread wage increases for direct care workers.  
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Retention in a Challenging Environment 
Even as long-term care employers 
struggle to increase direct care wages, 
stakeholders reported that many are 
experimenting with innovative 
recruitment and retention strategies. 
Some employers offer one-off monetary 
incentives, such as retention bonuses or 
gift cards for workers who pick up extra 
shifts. Others are exploring tailored 
workforce support options, like onsite 
childcare, supportive supervisory 
practices, or bulk purchasing of staple 
personal items for their workers.  

https://doi.org/10.18128/D010.V9.0
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Spotlight on Recruiting Opportunities in Michigan 

 

Unemployment and labor force participation data indicate there are at least three opportunities to grow 
the labor pool for the direct care workforce—by focusing recruitment efforts on younger workers, older 
workers, and women with children.  

Population Michigan’s Labor Market Reports from the Field 
 
Younger workers   
aged 16 to 24 

 
Statewide, unemployment is 11 
percent for younger workers aged 
16 to 24, compared to five percent 
for workers aged 25 to 54.  

 
Younger workers comprise a large 
proportion of job applicants, but they 
are likely to be entering the field with 
minimal or no experience. Additional 
training and more support during the 
onboarding process could help them 
transition successfully into direct care 
jobs. 
 

Older workers 
aged 55 and over 

The labor force participation rate is 
61 percent among people aged 55 
to 64, compared to 82 percent 
among workers aged 25 to 54. 

Older workers, especially those who 
have family caregiving experience, can 
be ideal candidates for direct care jobs. 
They may prefer part-time hours, which 
suggests a better fit with home care 
jobs.  
 

Mothers of 
children aged 17 
and younger 

Labor force participation is 75 
percent among women with 
children aged 17 and younger, 
compared to 81 percent among 
men.  
 

Family caregiving demands can make it 
difficult for mothers to enter and stay in 
the field. Expanding affordable childcare 
options would alleviate this challenge. 

Source: U.S. Census Bureau, 2018 American Community Survey 1-Year Estimates. Employment Status. 
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSS
T1Y2018.S2301&vintage=2018; analysis by PHI (May 11, 2020). 

 

https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S2301&vintage=2018
https://data.census.gov/cedsci/table?q=labor%20force&g=0400000US26,26.050000&hidePreview=true&tid=ACSST1Y2018.S2301&vintage=2018
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3.1.5 Future Demand for Direct Care Workers in Michigan 

Already, stakeholders report that long-term care employers in Michigan cannot hire enough direct care 
workers to fill vacant jobs and meet rising demand. Looking at population and workforce projections, we 
can extrapolate that these workforce challenges will likely worsen in the years ahead without targeted 
intervention.  

Direct Care Workforce Projections 

According to the most recent employment projections available, the direct care workforce in Michigan is 
projected to have 34,090 job openings due to growth in demand from 2016 to 2026.26 The direct care 
field will add more new jobs than fast food and registered nursing combined, which are the second and 
third occupations with the most job growth. Most new direct care jobs (15,570) will be personal care 
aide positions. Notably, projected growth varies by region: the direct care workforce is projected to 
grow fastest (24 percent) in the Grand Rapids and Ann Arbor areas, and slowest in the Upper Peninsula 
(7 percent).27 (Detailed employment projections by region are available in Appendix 15.) 

Projected Job Openings due to Growth by Occupation in Michigan, 2016 to 2026 

 

Source: Michigan Department of Technology, Management, and Budget. 2018. Michigan Statewide Short-Term 
and Long-Term Employment Projections. http://milmi.mt.gov/datasearch/projections-excel; analysis by PHI (April 
20, 2020). Occupation and industry-specific employment projections are not available, although most direct care 
workers are employed in long-term care. 

 

Importantly, these projections are based solely on past employment growth and assume that base year 
employment meets demand. Therefore, because the projections do not account for vacant jobs or for 

 
26 Michigan Department of Technology, Management, and Budget (DTMB). 2018a. Michigan Statewide Short-Term 
and Long-Term Employment Projections. http://milmi.mt.gov/datasearch/projections-excel; analysis by PHI (April 
20, 2020).  
27 The state uses special regional definitions, called “Prosperity Regions,” for employment projections, and these 
do not align with other datasets. Michigan Department of Technology, Management, and Budget (DTMB). 2018b. 
Michigan Regional Long-Term Employment Projections 2016-2026. http://milmi.mt.gov/datasearch/projections-
excel; analysis by PHI (April 20, 2020). 
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increased future demand (driven by population aging, as described below), they likely underestimate 
future growth in the direct care workforce.  

Further, projected employment growth alone does not provide a complete picture of Michigan’s direct 
care workforce needs over the next decade—as thousands more direct care positions will need to be 
filled when existing workers leave their jobs. From 2016 to 2026, 75,400 direct care workers are 
projected to leave the field for other occupations and 94,400 are projected to leave the labor force due 
to retirement or disability, among other reasons.28 Including all three figures—new jobs, labor force 
exits, and occupational transfers—there will be 203,900 total job openings in the direct care workforce 
in Michigan from 2016 to 2026. 

Projected Total Job Openings by Occupation in Michigan, 2016 to 2026 

 
Source: Michigan Department of Technology, Management, and Budget. 2018. Michigan Statewide Short-Term and Long-Term 
Employment Projections. http://milmi.mt.gov/datasearch/projections-excel; analysis by PHI (April 20, 2020). Occupation 
and industry-specific employment projections are not available, although most direct care workers are employed in long-term 
care. 

General Population Projections 

Future demand for direct care workers might be higher than current projections anticipate because of 
the growing population of older adults in Michigan. From 2020 to 2045, the population of people aged 
65 and over in the state is projected to grow by 23 percent and the population of people aged 85 and 
over, who are most likely to need long-term care, will nearly double.29 In contrast, the population of 
people aged 20 to 64, who typically fill caregiving roles, will remain nearly static. As a result, the number 
of people aged 20 to 64 per person aged 85 and over statewide—the “caregiving ratio”—will fall from 
27 in 2020 to 14 in 2045. During that period, the caregiving ratio will decline the most in the Lansing 
area, from 35 to 1 in 2020 to 19 to 1 in 2045. By 2045, the caregiving ratio will be lowest in the Upper 
Peninsula (11 to 1) and the Non-Metropolitan Lower Peninsula (12 to 1). 

  

 
28 DTMB, 2018a.  
29 Michigan Department of Technology, Management, and Budget (DTMB). 2019. Population Projections. 
https://milmi.org/datasearch/popproj; analysis by PHI (April 20, 2020). 
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Projected Population Growth by Age Group in Michigan, 2020 to 2045 

 
Source: Michigan Department of Technology, Management, and Budget (DTMB). 2019. Population Projections. 
https://milmi.org/datasearch/popproj; analysis by PHI (April 20, 2020). 

 

3.1.6 Summary of Findings on the Current and Future Need for the Direct Care Workforce 

Although direct care workforce capacity appears to vary somewhat across Michigan, interviews with 
stakeholders suggest that job vacancies extend across every region of the state and all long-term care 
settings—driven largely by high turnover, low wages, and a limited labor pool of new workers. High 
turnover is confirmed by data from the U.S. Census Bureau: as discussed above, a third of direct care 
workers leave their occupations every year, including a quarter who leave the direct care field 
altogether (and report the highest wages after leaving). Countless other direct care workers “churn” 
between similar roles with different employers, seeking marginal improvements in compensation and 
job quality.  

The findings presented in this section point to a clear need for systemic approaches to strengthening the 
direct care workforce in Michigan to ensure that current and future consumers can access consistent, 
high-quality long-term care. 

3.2 Current and Future Need for the Licensed Long-Term Care Workforce in 
Michigan 

While smaller in number than direct care workers, licensed professionals working in long-term care play 
critical roles in care provision, coordination, and supervision of treatment and support to patients in 
home health, residential care settings, and skilled nursing homes. This section presents evidence on 
current and potential future shortages of licensed workers in long-term care settings in Michigan. 

3.2.1 Methods 

There are several ways to assess the adequacy of the current supply of licensed health workers. Where 
an established standard such as population-to-provider ratio exists, it can be used to assess shortages by 
geographic area. The federal government does this in designating Health Professions Shortage Areas 
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(HPSAs), and we examined such standards as well as workforce data compiled by the American Geriatric 
Society (AGS) to provide perspective on the adequacy of Michigan’s physician workforce with respect to 
the long-term care population.  

For many other licensed health professions, the federal Health Resources and Services Administration 
(HRSA) National Center for Health Workforce Analysis (NCHWA) compiles data and develops detailed 
models and projections of workforce supply and demand at both the national and state level. We used 
published data from HRSA NCHWA to compare the per capita supply of relevant licensed health 
professionals in Michigan to the national average. We also examined NCHWA modeled projections of 
supply and demand for RNs and LPNs in Michigan.30 While neither the data nor the modeling 
disaggregated workers by practice setting, they inform an overall assessment of Michigan’s supply of 
each profession.  

Labor market indicators such as vacancy rates, the ability of new graduates of a profession to obtain 
jobs, and trends in salaries or hiring bonuses can also be used to assess health workforce shortages, but 
such data are not yet systematically collected and tracked in Michigan (or in most states), so could not 
be used in this study. The most straightforward method, and the one primarily relied upon here, is to 
gather qualitative data through interviews with those in the field about their ability to hire and retain 
qualified workers. 

3.2.2 Gaps in Physician Supply Relevant to the Long-Term Care Population 

As noted in Chapter 2, physicians are not direct providers of long-term care, but they are involved in the 
health and well-being of long-term care consumers. Long-term care providers may coordinate with a 
consumer’s primary care provider on issues around management of a patient’s chronic conditions or 
medication adherence. Michigan, like much of the country, is concerned about access to primary care 
physicians or other primary care practitioners, particularly for vulnerable populations. While surveys 
show most primary care physicians in Michigan are currently accepting patients,31 and Michigan has a 
relatively high supply of physicians per capita compared to the rest of the country,32 there are important 
gaps by geographic area and type of insurance. HRSA has designated 259 primary care Health 
Professional Shortage Areas in Michigan, and estimates that 546 additional primary care practitioners 
would be needed to eliminate these designations.33   

 
30 U.S. Department of Health and Human Services, Health Resources and Services Administration, National Center 
for Health Workforce Analysis (NCHWA). 2017. National and Regional Supply and Demand Projections of the 
Nursing Workforce: 2014-2030. Rockville, MD: NCHWA. 
31 Thompson, Carol. 2019. “Michigan Is Facing a Shortage of Primary Care Doctors. Where Does That Leave 
Patients?” Lansing State Journal, October 16. 
https://www.lansingstatejournal.com/story/news/local/2019/10/17/finding-primary-care-doctors-lansing-
michigan-shortage-health/2366486001/. 
32 U.S. Department of Health and Human Services, Health Resources and Services Administration (HRSA). 2018. The 
U.S. Health Workforce Chartbook. Rockville, MD: HRSA. https://bhw.hrsa.gov/sites/default/files/bhw/health-
workforce-analysis/research/hrsa-us-health-workforce-chartbook-in-brief.pdf.  
33 HRSA. 2020. Second Quarter of Fiscal Year 2020 Designated HPSA Quarterly Summary. Rockville, MD: HRSA 
https://data.hrsa.gov/Default/GenerateHPSAQuarterlyReport 

https://www.lansingstatejournal.com/story/news/local/2019/10/17/finding-primary-care-doctors-lansing-michigan-shortage-health/2366486001/
https://www.lansingstatejournal.com/story/news/local/2019/10/17/finding-primary-care-doctors-lansing-michigan-shortage-health/2366486001/
https://bhw.hrsa.gov/sites/default/files/bhw/health-workforce-analysis/research/hrsa-us-health-workforce-chartbook-in-brief.pdf
https://bhw.hrsa.gov/sites/default/files/bhw/health-workforce-analysis/research/hrsa-us-health-workforce-chartbook-in-brief.pdf
https://data.hrsa.gov/Default/GenerateHPSAQuarterlyReport
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As stated earlier in this report, Michigan has 12.2 geriatricians per 100,000 people aged 65 and older, 
less than the U.S. average of 14.8.34 Michigan would need an additional 45 geriatricians for a total of 255 
geriatricians to meet the U.S. average.35 From the perspective of best patient care, however, the U.S. 
average supply of geriatricians is well below need for their services. The AGS cites research finding that 
30 percent of those age 65 and older need care from a geriatrician and that one geriatrician can care for 
700 patients.36 Under these assumptions, Michigan has a need for 736 geriatricians, or about 3.5 times 
as many as the current supply.37 The shortage of geriatricians in Michigan, as across the U.S., is due to 
broad factors including low pay relative to most physician specialties, partly because most geriatric 
patients are Medicare beneficiaries and Medicare rates tend to be lower than private insurance. These 
are not factors that Michigan alone can solve easily. However, these figures are useful in planning and 
goal setting around the workforce supporting the needs of Michigan’s long-term care population.   

3.2.3 Gaps in Other Licensed Long-Term Care Occupations 

The consensus of the long-term care stakeholders we interviewed was that shortages of licensed 
workers are of less concern than shortages of direct care workers. Most organizations reported they 
were not currently experiencing a shortage of licensed workers. Stakeholders reported that while the 
pool of candidates for an open nurse or social worker position might be small, they were receiving an 
adequate number of applicants and it was a matter of finding the right match. Vacancies were reported 
to be filled typically within a few months. In general, stakeholders reported that it was easier to fill 
licensed positions than direct care positions because qualified candidates could be readily identified, 
and a pipeline could be created through relationships with local community colleges or other 
professional training programs.  

There were some reports of difficulties finding physical and occupational therapists in the Upper 
Peninsula. Some stakeholders also qualified their answers by saying that they were not currently 
experiencing a shortage of licensed workers but that this could become a concern in the future. It may 
be that direct care worker shortages are currently the main constraint to providing more services. If 
direct care shortages were alleviated so services could be expanded to meet demand, then shortages of 
licensed workers in long-term care settings might emerge.  

For additional context, we compared the per capita supply of each licensed profession to the national 
average using US chartbook data published by HRSA NCHWA.38 Michigan has a low supply of dieticians 
and speech pathologists (lowest quintile) compared to the rest of the country, a somewhat low supply 
of LPNs (2nd lowest quintile), an average supply of RNs, physical therapists, and respiratory therapists 
(middle quintile), and a relatively high supply of occupational therapists and, as stated earlier, physicians 
(second highest quintile).  

 
34 AGS, 2019.  
35 Authors’ calculations using data noted in the text and cited by American Geriatric Society; AGS, 2019. 
36 AGS. “Geriatrics Workforce by the Numbers.” Last modified June 22, 2020.  
https://www.americangeriatrics.org/geriatrics-profession/about-geriatrics/geriatrics-workforce-numbers. 
Accessed June 4, 2020. 
37 Authors’ calculations using data noted in the text and cited by American Geriatric Society; AGS, 2019. 
38 HRSA, 2018. 

https://www.americangeriatrics.org/geriatrics-profession/about-geriatrics/geriatrics-workforce-numbers
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3.2.4 Gaps in Future Supply of Licensed Long-Term Care Workers 

To inform long-term workforce planning, it is important to assess the direction of trends in both supply 
and demand. The projected aging of the Michigan population will certainly increase the demand for 
both direct care and licensed long-term care workers.  

HRSA NCHWA has developed projection models of nursing supply and demand that produce results by 
state. Comparisons of projected supply and demand for RNs in Michigan using these models show no 
projected shortages for RNs overall.39 To assure an adequate number of RNs in the long-term care 
workforce, it will be important to monitor results by practice setting, as RN salaries are lower in nursing 
homes than in other settings, so distribution of the RN workforce between hospitals, office settings, and 
long-term care may create setting-specific shortages. 

For LPNs, the largest group among the licensed workers, HRSA modeling points to future workforce 
shortages under current trends in supply and demand. By 2030, HRSA projects a shortage of about 3,000 
LPNs in Michigan. Given that Michigan’s population is dramatically aging and LPNs are predominantly 
employed in long-term care, it is not surprising that demand is projected to increase faster than the 
historical rate of new LPN graduates. It will be important for the state to track whether shortages of 
LPNs are emerging through periodic stakeholder surveys or tracking of vacancies, to inform the need to 
pursue an increase in training, recruitment, or retention of LPNs.  

3.2.5 Summary of Findings on the Current and Future Need for the Licensed Long-Term Care 
Workforce   

While shortages of licensed personnel in long-term care are currently less acute than shortages of direct 
care workers, there are some notable challenges. For example, stakeholders reported a shortage of 
therapists in the Upper Peninsula and some were concerned by the small number of candidates for open 
nursing positions. 

Looking to the future, the growing need for long-term care will require the state to closely monitor the 
supply of licensed professionals—especially RNs, LPNs and therapists, who are critical to the provision of 
long-term care. Employers reported uncertainty about their continued ability to fill these positions when 
staff turnover occurs, and projections reveal a likely shortage of LPNs in Michigan in the coming 
decades.  

  

 
39 U.S. Department of Health and Human Services, Health Resources and Services Administration, National Center 
for Health Workforce Analysis (NCHWA). 2017. National and Regional Supply and Demand Projections of the 
Nursing Workforce: 2014-2030. Rockville, MD: NCHWA. 
https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projections/NCHWA_HRSA_Nursing_Report.pdf. 

https://bhw.hrsa.gov/sites/default/files/bhw/nchwa/projections/NCHWA_HRSA_Nursing_Report.pdf
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Spotlight on Nursing Homes 

Although staffing data in long-term care are generally lacking, nursing homes are an exception thanks to 
data-reporting requirements set by the federal Centers for Medicare and Medicaid Services (CMS). The 
following analyses examine staffing levels and patterns among certified nursing assistants (CNAs), 
licensed practical nurses (LPNs), and registered nurses (RNs) in all CMS-certified nursing homes that 
operated continuously in Michigan in 2018. 

Average Hours Per Resident Per Day by Nursing Staff Type in Michigan, 2018 

Hours per resident day refers to the amount of time each resident, on average, spends in direct contact 
with a member of the nursing team. Lower hours per resident per day indicate fewer staff available to 
assist residents, with implications for the amount and quality of care provided.  

Region CNA LPN RN 
Licensed 

Nursing Staff 
All Nursing 

Staff 
Detroit Metropolitan Area 2.11 1.02 .37 1.39 3.50 
Grand Rapids Area 2.53 .76 .53 1.29 3.82 
Non-Metropolitan Lower Peninsula 2.66 .64 .58 1.21 3.87 
Ann Arbor Area 2.33 .96 .46 1.41 3.75 
Kalamazoo Area 2.43 .73 .47 1.20 3.64 
Lansing Area 2.48 .69 .71 1.40 3.87 
Flint Area 2.59 .73 1.09 1.82 4.41 
Saginaw Area 2.79 .85 .59 1.44 4.23 
Upper Peninsula 2.49 .57 .58 1.14 3.64 
Michigan Statewide 2.40 .82 .52 1.34 3.74 

 

Legend 
 LOW     HIGH 
CNA 2.11     2.79 
LPN .57     1.02 
RN .37     1.82 
Licensed Nursing Staff 1.14     1.82 
All Nursing Staff 3.50     4.41 

Source: Centers for Medicare and Medicaid Services. 2019. PBJ Daily Nurse Staffing CY 2018. https://data.cms.gov/ Special-
Programs-Initiatives-Long-Term-Care-Facili/PBJ-Daily-Nurse-Staffing-CY-2018Q4/kiqr-gzba; analysis by PHI (April 21, 2020). 

Our analysis of staffing levels by type of staff in Michigan’s nursing homes shows that:  

• Statewide in Michigan, nursing staff spent an average of 3.74 hours with each resident each day, 
which is slightly higher than the national average of 3.35 hours per resident day.  

• On average, 64 percent of total nursing hours were provided by CNAs, followed by 22 percent by 
LPNs and 14 percent by RNs. 

• Nursing hours per resident per day were highest in the Flint area, and the lowest in the Detroit area.  
• CNA staffing was highest in the Saginaw area (2.79 hours per resident per day) and lowest in the 

Detroit area (2.11 hours per resident per day), while licensed nursing staff hours were highest in the 
Flint area (1.82 hours per resident per day) and lowest in the Upper Peninsula (1.14 hours per 
resident per day).  

https://data.cms.gov/%20Special-Programs-Initiatives-Long-Term-Care-Facili/PBJ-Daily-Nurse-Staffing-CY-2018Q4/kiqr-gzba
https://data.cms.gov/%20Special-Programs-Initiatives-Long-Term-Care-Facili/PBJ-Daily-Nurse-Staffing-CY-2018Q4/kiqr-gzba
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Proportion of Nursing Homes that Relied on Contracted Staff in Michigan, 2018 

When nursing homes do not have enough staff to fill open shifts, they often turn to temporary staffing 
agencies. Therefore, the proportion of nursing homes that rely on these temporary, contracted staff can 
indicate workforce shortages. 

Region 

Relied on 
Contracted 

CNAs 

Relied on 
Contracted 

LPNs 

Relied on 
Contracted 

RNs 

Relied on Any 
Contracted 

Licensed 
Nursing Staff 

Relied on Any 
Contracted 

Nursing Staff 
Detroit Metropolitan 
Area 23% 35% 33% 47% 50% 

Grand Rapids Area 54% 49% 54% 59% 69% 
Non-Metropolitan Lower 
Peninsula 18% 22% 26% 31% 33% 

Ann Arbor Area 32% 32% 27% 36% 41% 
Kalamazoo Area 33% 30% 33% 48% 52% 
Lansing Area 25% 44% 56% 63% 63% 
Flint Area 13% 30% 30% 48% 48% 
Saginaw Area 41% 41% 47% 53% 53% 
Upper Peninsula 14% 5% 10% 10% 24% 
Michigan Statewide 26% 32% 33% 43% 47% 

 

Legend 
 LOW     HIGH 
Relied on Contracted CNAs 13%     54% 
Relied on Contracted LPNs 5%     49% 
Relied on Contracted RNs 10%     56% 
Relied on Contracted Licensed Nursing Staff 10%     63% 
Relied on Contracted Nursing Staff 24%     69% 

 

Source: Centers for Medicare and Medicaid Services. 2019. PBJ Daily Nurse Staffing CY 2018. https://data.cms.gov/ 
Special-Programs-Initiatives-Long-Term-Care-Facili/PBJ-Daily-Nurse-Staffing-CY-2018Q4/kiqr-gzba; analysis by PHI 
(April 21, 2020). 

Our analysis of reliance on contract staff in Michigan’s nursing homes shows that:  

• Nearly half (47 percent) of nursing homes in Michigan relied on contracted nursing staff at some 
point in 2018, for a median of 35 days during the year. 

• Nursing homes in the Grand Rapids area relied on contracted staff the most, at 69 percent, 
compared to 24 percent of nursing homes in the Upper Peninsula, at the other end of the scale.  

• Over half (54 percent) of nursing homes in the Grand Rapids area relied on contracted CNAs, 
compared to just 13 percent of nursing homes in the Flint Area. 

• The proportion of nursing homes that relied on contracted licensed staff ranged from 10 
percent in the Upper Peninsula to 53 percent in the Lansing area.  

https://data.cms.gov/%20Special-Programs-Initiatives-Long-Term-Care-Facili/PBJ-Daily-Nurse-Staffing-CY-2018Q4/kiqr-gzba
https://data.cms.gov/%20Special-Programs-Initiatives-Long-Term-Care-Facili/PBJ-Daily-Nurse-Staffing-CY-2018Q4/kiqr-gzba
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3.3 Conclusion 

While there is some regional variation in direct care workforce capacity in Michigan, stakeholders 
reported that job vacancies exist in all areas of the state and in all long-term care settings. Some of the 
causes for these vacancies are low wages, high turnover, and a limited labor pool of new workers. High 
turnover is confirmed by analysis of U.S. Census Bureau data: as discussed above, a third of direct care 
workers leave their occupations every year, including a quarter who leave the direct care field 
altogether—and this cohort reports the highest wages after leaving. Countless other direct care workers 
“churn” between similar roles with different employers, seeking marginal improvements in 
compensation and job quality.  

 Workforce shortages in long-term care are currently less acute for licensed workers than for direct care 
workers, although challenges were reported finding therapists in the Upper Peninsula, and there were 
often few nursing candidates for open positions. Long-term care employers reported uncertainty about 
their continued ability to fill positions should current staff leave, and federal models project particular 
shortages of LPNs in Michigan in the coming decades.  

Although data are lacking for many settings and occupations within long-term care, nursing home 
workforce data provides a more complete view of the numbers and distribution of workers within that 
industry. Workforce supply and shortages are more apparent in this setting because of the detailed data 
collected from nursing homes on residents, hours for various workers, and providers’ use of contract 
workers to fill out the daily roster. More robust data from all long-term care settings and occupations 
would provide a more complete picture of availability and gaps in the total long-term care workforce. 

A systemic approach to addressing these findings will be essential to future efforts to strengthen the 
long-term care workforce in Michigan—to ensure that current and future consumers can access 
consistent, high-quality long-term care. 
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4 Direct Care Workforce Training Requirements and Delivery in 
Michigan 

As established in the previous chapter, Michigan’s growing population of older adults is driving up 
demand for long-term care services. Acuity is also increasing across long-term care settings. Many 
individuals with complex needs who would have received 24-hour nursing home care in the past now 
receive services at home or in community-based settings, as a result of rebalancing policies enacted over 
recent decades. Nursing homes continue to serve many people with high needs.40  These twin 
pressures—the demand for long-term care services, plus the need for complex care across settings—
create an urgent need to ensure that long-term care workers in the state receive the training they need 
to fulfill their jobs successfully.  

This chapter begins by describing the state and federal training requirements for different direct care 
occupations in Michigan. It then summarizes where and how training is delivered, to explore how 
training standards are implemented, highlight variation across training programs, and identify training 
gaps and opportunities for improvement.  

4.1 Methods 

The findings in this chapter are based on a detailed review of Medicaid regulations and waiver 
documents, provider policy manuals, licensure requirements, and federal laws pertaining to training for 
direct care workers. The chapter also integrates findings from structured interviews conducted with a 
cross-section of stakeholders representing diverse long-term care settings and geographic areas in 
Michigan. 

4.2 Training Requirements for Direct Care Workers in Michigan 

Personal care aides, home health aides, residential care aides, and nursing assistants are regulated by a 
range of state and federal policies. Even though many of these training regulations contain overlapping 
requirements, they tend to be limited to particular long-term care settings, populations, and programs—
allowing limited portability of training credentials from one direct care role to another.  

4.2.1 Personal Care Aides 

The federal government provides minimal oversight for home care agencies that provide personal care, 
and Michigan does not license these agencies at the state level. As a result, the only training standards 
for personal care aides in Michigan are tied to Medicaid waiver program requirements.  

Under the MI Choice waiver program, older adults and people with disabilities may either receive 
services through an agency or direct their own services (although most consumers who direct their 
services are enrolled in the Home Help  program described below).41 Workers who provide services 
under the MI Choice waiver program are required to receive training in five topics: first aid and CPR; 

 
40 Scales, Kezia. 2019. Envisioning the Future of Home Care: Trends and Opportunities in Workforce Policy and 
Practice. Bronx, NY: PHI. https://phinational.org/resource/envisioning-the-future-of-home-care-trends-and-
opportunities-in-workforce-policy-and-practice/. 
41 Centers for Medicaid and Medicare Services (CMS). 2018. MI Choice Renewal. 0241.R05.00. Washington, D.C.: 
CMS. https://www.michigan.gov/documents/mdch/1915-c_HCBS_Waiver-6-2007_205659_7.pdf.  

https://phinational.org/resource/envisioning-the-future-of-home-care-trends-and-opportunities-in-workforce-policy-and-practice/
https://phinational.org/resource/envisioning-the-future-of-home-care-trends-and-opportunities-in-workforce-policy-and-practice/
https://www.michigan.gov/documents/mdch/1915-c_HCBS_Waiver-6-2007_205659_7.pdf


 

47 
 

good health practices; housekeeping and household management; universal precautions and blood-
borne pathogens; and observing, reporting, and recording information. However, the requirements 
remain broad, with employers free to determine how many hours of training to provide and how to 
assess worker competency and job preparedness. 

In contrast with the MI Choice waiver program, the Home Help program grants consumers total control 
over their workers’ training, as well as over many other aspects of employment.42 As with other 
consumer-directed programs, the lack of training regulations for workers hired through the Home Help 
program is rooted in the belief that consumers are experts in their care and should therefore determine 
their own workers’ training.43 

4.2.2 Home Health Aides 

Training is more stringently regulated for home health aides than for personal care aides. Although the 
home health agencies that employ home health aides are not licensed by the state of Michigan, they are 
subject to federal regulations as part of the Medicare certification process. While Medicare does not 
cover long-term care, home health agencies may receive Medicare reimbursement for serving clients 
who require short-term post-acute care (after a hospitalization). 

Under the federal regulations for home health agencies, home health aides must complete at least 75 
hours of training (including 16 hours of clinical experience) covering 15 broad topics. These topics 
include communication; observing, recording, and reporting changes in condition; working with 
different populations; and infection control, among others.44 The training must be provided by a 
registered nurse and workers must pass a state-mandated competency exam, including a written or oral 
test and a skills demonstration. Following their entry-level training, home health aides must complete 12 
hours of continuing education annually. 

4.2.3 Residential Care Aides 

Unlike home care agencies, residential care providers are licensed by the state of Michigan, with 
licensure regulations specifying training requirements. While these regulations vary by setting and 
populations served, each set of regulations requires residential care aides to demonstrate competency 
in six areas: personal care; first aid and CPR; reporting requirements and documentation; safety and fire 
prevention; resident rights and responsibilities; and standard precautions and the prevention and 
containment of infectious disease. 

“Homes for the aged,” which are residential care communities serving 21 or more people aged 55 and 
over, must also provide training in medication administration, if the residential care aides provide that 

 
42 Michigan Department of Health and Human Services. “Home Help.” Last updated October 20, 2020. 
https://web.archive.org/web/2019*/https://www.michigan.gov/mdhhs/0,5885,7-339-
71551_2945_42542_42543_42549_42590---,00.html.  
43 PHI. 2019. “Personal Care Aide Training Requirements.” Last updated August 10, 2020. 
https://phinational.org/advocacy/personal-care-aide-training-requirements/. 
44 Code of Federal Regulations. 2001. Condition of Participation: Home Health Services. 42 CFR §484.36. 
https://www.law.cornell.edu/cfr/text/42/484.36; Michigan Department of Licensing and Regulatory Affairs. 
“Home Health Agencies.” Last updated April 22, 2020. https://www.michigan.gov/lara/0,4601,7-154-
89334_63294_72971_75375---,00.html.  

https://web.archive.org/web/2019*/https:/www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_42542_42543_42549_42590---,00.html
https://web.archive.org/web/2019*/https:/www.michigan.gov/mdhhs/0,5885,7-339-71551_2945_42542_42543_42549_42590---,00.html
https://phinational.org/advocacy/personal-care-aide-training-requirements/
https://www.law.cornell.edu/cfr/text/42/484.36
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_72971_75375---,00.html
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_72971_75375---,00.html
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service.45 The regulations also require that workers receive training according to the needs of residents 
and the overall focus of the organization (for example, a community that explicitly specializes in 
dementia care must train workers in Alzheimer’s disease and other dementias).  

In addition to covering the training topics that are required for all residential care providers, “adult 
foster care homes”—which serve 20 or fewer older adults, people with mental illness, or people with 
intellectual and development disabilities—must provide training on the supervision and safety of 
residents.46  

Across the board, the regulations and state-approved curricula for licensed residential care homes do 
not specify a minimum number of training hours nor do they stipulate any particular assessment 
methods, although employers are required to assess and record worker competency.  

Also, licensure requirements exempt certain residential settings, like homes for the aged with 20 or 
fewer residents and adult foster homes with four or fewer residents with mental health disorders.47 
These providers are not subject to any staff training requirements. 

4.2.4 Direct Support Professionals 

In home and community-based settings, training is regulated separately for direct support professionals 
who support people with intellectual and developmental disabilities. 

Training requirements are minimal under the Habilitation Supports waiver, which serves people with 
intellectual and developmental disabilities who live at home. Under this program, direct support 
professionals must be competent in first aid, CPR, and infection prevention, as well as all the skills 
required for each individual consumer’s service plan.48 Employing agencies or consumer employers must 
verify worker qualifications and submit documentation of competency to the Prepaid Inpatient Health 
Plan (PIHP) that pays for their services. (PIHPs are private health insurance plans that use monthly per-
capita payments from the state to manage services for consumers enrolled in the Habilitation Supports 
waiver.)  

In residential settings, adult foster care homes that serve people with intellectual and developmental 
disabilities must train workers with a state-sponsored curriculum, “Providing Residential Services in 
Community Settings: A Training Guide,” or an equivalent, state-approved curriculum.49 Similar to 
training regulations for other residential care aides, duration and assessment methods are not specified 
in training regulations, although employers must still assess and record competency.  

 
45 National Center for Assisted Living (NCAL). 2019. 2019 Assisted Living State Regulatory Review. Washington, 
D.C.: NCAL. https://www.ahcancal.org/ncal/advocacy/regs/Documents/2019_reg_review.pdf.  
46 NCAL, 2019. 
47 Michigan Department of Licensing and Regulatory Affairs. “What Needs to Be Licensed.” Accessed June 12, 2020. 
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_27717-245180--,00.html. 
48 Centers for Medicaid and Medicare Services (CMS). 2019. Habilitation Supports Waiver. 0167.R06.00. 
Washington, D.C.: CMS. https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-
list/82091.   
49 Michigan Department of Licensing and Regulatory Affairs. “Direct Care Staff Training for Certified Facilities.” Last 
updated October 17, 2019. https://www.michigan.gov/lara/0,4601,7-154-89334_63294_27717-224979--,00.html. 

https://www.ahcancal.org/ncal/advocacy/regs/Documents/2019_reg_review.pdf
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_27717-245180--,00.html
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list/82091
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list/82091
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_27717-224979--,00.html
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4.2.5 Nursing Assistants 

Nursing homes are the most regulated long-term care sector in Michigan, as they are both state-licensed 
and federally certified. (They are federally certified because, like home health agencies, they accept 
Medicare for post-acute care services.) 

Michigan requires that training programs for nursing assistants follow a state-sponsored curriculum 
titled “State of Michigan Nurse Aide Training Curriculum Model.”50 The curriculum reflects the federal 
training requirements, which outline a range of detailed training topics under seven areas.51 Many of the 
topics are similar to those covered by the home health aide training requirements, but nursing 
assistants’ training must cover additional health-related content, including body systems and functions. 
Like home health aides, nursing assistants must complete 75 hours of training (including 16 hours of 
clinical experience).52  

Training for nursing assistants must be provided by a registered nurse with at least two years of 
experience, including one year in long-term care. Like home health aides, nursing assistants must pass a 
state-mandated written exam and demonstrate their skills in front of a registered nurse, and they must 
complete 12 hours of continuing education annually to maintain their certification. 

4.2.6 Stakeholder Perspectives on Training Requirements 

When asked in their interviews about the adequacy of training standards for direct care workers in 
Michigan, stakeholders’ responses fell into three categories. First, some stakeholders reported a need 
for better job preparedness training for entry-level direct care workers, covering topics such as 
professionalism and workplace communication. Second, some stakeholders mentioned a need for 
condition-specific training for direct care workers, especially on Alzheimer’s disease and other forms of 
dementia. By contrast, some other stakeholders reported that direct care training requirements are 
adequate and do not need to be revised or expanded. 

4.3 The Direct Care Training Delivery Landscape in Michigan 

Unfortunately, there are no centralized data available on the supply, cost, content, or outcomes of 
training programs for any group of direct care workers in Michigan. To describe and assess the training 
delivery landscape, therefore, this report relies on in-depth interviews conducted with providers, 
membership associations, consumer advocates, and MI Choice waiver agencies. 

From these relatively limited interview data, it appears that long-term care employers in Michigan tend 
to design and provide their own training programs in-house, although nursing homes sometimes partner 
with local educational institutions to provide training. Also, one provider membership association 

 
50 Michigan Department of Licensing and Regulatory Affairs (LARA). “Nurse Aide Training Program.” Last updated 
April 18, 2020. https://www.michigan.gov/lara/0,4601,7-154-89334_63294_74190---,00.html. 
51 Code of Federal Regulations. 1991. Requirements That Must Be Met by States and State Agencies: Nurse Aide 
Training and Competency Evaluation, and Paid Feeding Assistants. 42 CFR Subpart D. 
https://www.law.cornell.edu/cfr/text/42/part-483/subpart-D. 
52 While the federal government has waived federal training requirements, Michigan has not waived its 
requirements, except that nursing assistants may complete there 16 hours of practical training in a health care 
setting outside of nursing homes; LARA, 2020. 

https://www.michigan.gov/lara/0,4601,7-154-89334_63294_74190---,00.html
https://www.law.cornell.edu/cfr/text/42/part-483/subpart-D
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reported that it strives to scale-up training capacity in the industry by hosting train-the-trainer sessions 
and distributing standardized training curricula to its members.  

In general, stakeholders did not report major gaps in training availability, but did note wide variation in 
training hours, content, and overall quality. At one end of the spectrum, some home care agencies 
reported they provide less than one day of training as part of their onboarding process for new hires. At 
other end of the spectrum, one nursing home reported providing a 120-hour nursing assistant 
certification course, far exceeding the required 75-hour training requirement.  

Stakeholder comments also suggested that although most long-term care providers do not surpass 
minimum entry-level training requirements, they may cover additional topics through in-service or 
individualized trainings. One home care agency described its commitment to ensuring that all staff 
benefit from an extensive range of in-service trainings (regardless of their occupational role or which 
clients they serve)—which it develops and offers in-house or in partnership with local community-based 
organizations. Stakeholders also reported that employers sometimes supplement formal training 
through peer mentorship programs, whereby new workers can learn from experienced workers in the 
field.  

The cost of training poses challenges for providers across long-term care settings, as training is not 
factored into Medicaid reimbursement rates and may yield a variable return on investment. (Cost may 
also be a prohibitive factor for potential trainees, but it was not possible in this study to ascertain the 
individualized costs of direct care training.) One nursing home representative explained that their 
nursing home once offered a free, on-site training to new job applicants, but out of the 27 people who 
enrolled, only 10 stayed on the job after one year. The total cost of providing training and certification 
for those 10 workers was $20,000, a high price tag for a smaller than anticipated cohort of long-term 
employees. One stakeholder reported that their home care organization requires job candidates to have 
a nursing assistant certification or six months of related experience, thereby reducing the need to 
provide extensive training for new hires. As noted, some nursing homes partner with local community 
colleges to provide training on site, but this approach can have downsides—if a community college 
offers its training program infrequently to maximize attendance, for example, the nursing home may 
need to wait a long time for prospective employees. 

4.4 Conclusion 

Training requirements for direct care workers in Michigan are highly fragmented. At one end of the 
spectrum are training regulations for personal care aides, which require trainees to demonstrate 
competency in a few topics but leave many training elements (from duration to instructor qualifications) 
unspecified. In contrast, home health aides and nursing assistants are subject to more robust training 
standards under federal law, while residential care aides fall somewhere in the middle. Importantly, 
because requirements for personal care aides and residential care aides are thin, their training is not 
transferable among employers, nor does it count toward home health or nursing assistant training. 
Credentials are similarly non-transferable among home health aide and nursing assistant positions, 
despite the overlapping competencies these positions require. This lack of portability impedes the 
mobility of individual workers and the flexibility of the full direct care workforce.  
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In the field, the inadequacy of training regulations leads to wide variation in training delivery. Some 
employers provide the bare minimum training to meet requirements—often because of financial 
constraints—whereas others go above and beyond, for example by offering specialized training on 
specific conditions. A new long-term care financing system in Michigan could aim to improve and 
standardize training requirements for all direct care workers in order to achieve parity for workers and 
the consumers they serve across long-term care settings, programs, and populations. The new system 
could also ensure that key training data are collected by the state to systematically address training gaps 
and quality concerns.  
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5 Hearing from Those Most Impacted: Care Recipients, Families, and 
Direct Care Workers  

The voices of those who need and provide long-term supports 
and services (LTSS) help ground this study in the real needs of 
Michigan residents. Directly asking the people who receive care 
about their experiences elucidates their particular needs, 
challenges, and priorities.  

This chapter reviews the learnings from listening sessions and 
individual interviews that were conducted to inform the study 
results and infuse future policy recommendations with real-life 
relevance. Family and unpaid caregivers described a range of 
pressures and needs. Numerous unpaid caregivers expressed 
their concern about the paid home care workers who assist 
their loved ones. They acknowledged the challenges that home 
care workers face, including low wages, long hours, 
transportation barriers, and difficult on-the-job responsibilities. 
Direct care workers also explained the issues that impact their 
ability to work in their chosen professions. 

5.1 Methods 

The listening sessions and individual interviews, which were held in November 2019 across three regions 
of the state, provided opportunities for care recipients, family and unpaid caregivers, and direct care 
workers to tell their care stories and provide researchers with a rich background story of the real-world 
issues, challenges, joys and sorrows of care in Michigan. The majority of participants were either family 
and unpaid caregivers or direct care workers (in equal numbers), while a small number of care recipients 
also participated. Session attendance was 13 participants in Kalamazoo; 17 participants in Grand Rapids; 
and 25 participants in Detroit. These participation rates surpassed the original goal of an average of 15 
attendees per session. Michigan United, a non-profit advocacy and community organizing agency, 
provided a small stipend to each participant as well as gas cards to those who traveled farther than 50 
miles to attend. In addition, Michigan United conducted 10 telephone interviews with care recipients, 
family and unpaid caregivers, and direct care workers in Michigan’s Upper Peninsula.  

The agenda for each listening session began with a description of the legislative language establishing 
the long-term care then facilitators from Michigan United described the purpose of the session and the 
ground rules (which were to provide personal statements related to LTSS and care, with eight minutes 
allowed per person), then asked each participant to introduce themselves. Each participant then took a 
turn describing their care story and experiences receiving or providing care. Michigan United audio-
recorded each session for reference only and Altarum staff took detailed written notes. 

5.2 Care Recipient Perspectives 

People using services expressed several consistent themes: a strong desire to remain at home rather 
than moving into institutional care; a preference for controlling their own lives and services; 

  
According to AARP’s 2019 report, 
Valuing the Invaluable, Michigan’s 
1.3 million family caregivers 
provided 1.1 billion hours of care – 
an average of about 850 unpaid 
hours of care per year from each 
caregiver. These hours, if valued at 
$13.66 per hour, would cost $15 
billion dollars, if not provided by 
family and close friends. Supporting 
those who provide unpaid care is an 
essential part of strengthening the 
whole long-term care system in 
Michigan.      
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appreciation for the paid and unpaid caregivers who assist them; a need for well-trained direct care 
workers; the link between the consistent assignment of direct care workers and service quality; and a 
need for higher wages and benefits for direct care workers.  

Individuals who need supports clearly articulated a preference for living in their own homes rather than 
in nursing home or other residential care settings. This preference was most often expressed with 
reference to having used nursing home care for short-term rehabilitation or post-hospital care to 
recover and regain strength or function in order to return home. 

Care recipients also discussed the balance between autonomy and choice, on one hand, and the 
difficulties of finding, managing, and training direct care workers that comes with self-determination 
options. Having a sense of control over their lives was named as a priority by care recipients, but they 
also expressed a strong need for support and guidance to arrange for care. Several people said they 
floundered trying to navigate hard-to-understand benefits and direct care worker recruitment tasks 
before they encountered local agencies that help organize care, assistance, and support from care 
managers. Some spoke of feeling alone when trying to hire direct care workers without any support and 
experiencing uncertainty about how to recruit, screen, train, and retain workers.  

Local agencies, such as Area Agencies on Aging, were cited by care recipients as helpful in facilitating 
connections to home care providers and direct care workers and in providing organized plans of care, 
equipment resources, assistance with Medicaid paperwork and other resources they need in their 
homes. Care recipients using Medicare or Medicaid who reported having access to such organizations 
appeared to be generally satisfied with the home care they were receiving. 

Care recipients also expressed great appreciation and care for the paid and unpaid caregivers in their 
lives. They often spoke of concern for the well-being of family or friends who assist them and reported 
monitoring their stress and thinking about how to bring in more paid help to support them. Similarly, 
care recipients were mindful of their paid direct care workers’ job conditions, hours, pay, and other 
concerns. Care recipients said they acutely feel the need for higher wages and benefits for direct care 
workers. They reported understanding the difficulties these workers have meeting their own needs 
when working for low wages without benefits or sick time and expressed empathy for their workers’ 
economic struggles. 

Further, care recipients expressed a need for well-trained direct care workers and described multiple 
instances of having to train direct care workers in their homes. While people generally did not mind 
teaching new workers how to best care for them, several care recipients said that better basic training 
would benefit both themselves and the direct care workers, who want to do well in their jobs and could 
avoid physical injury (from improper transfers, for example) and attain higher quality of care.  

Listening session participants also linked consistency of direct care worker assignment to quality of care. 
In addition to developing detailed knowledge of the individual’s personal needs and a related skill set, 
direct care workers who support the same care recipients over time are better able to form 
relationships that enhance both their lives. Care recipients expressed higher confidence in their direct 
care workers when they had the same caregiver over time and felt more secure in their ability to stay in 
their homes when they had a consistent person or set of people providing services. 
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5.3 Family and Unpaid Caregivers’ Perspectives 

Family caregivers and other unpaid caregivers with close relationships to care recipients provide the 
majority of hands-on care in Michigan. The challenges described by caregivers included: financing care 
while maintaining their own financial wellbeing; a lack of help navigating care and benefits; difficulty 
finding assistance; the physical and emotional tolls of caregiving; and poor direct care worker job 
quality. 

Unpaid caregivers described their surprise at the cost of care for their loved ones. Most were 
accustomed to paying co-pays and deductibles for other types of health care and planned for that type 
of expense. Participants stated that the lack of coverage and high out-of-pocket costs of LTSS came as a 
surprise and in many cases, they only found out about the financial impact of LTSS as they were 
experiencing it.  

Additionally, unpaid caregivers spoke of their own financial struggles related to caregiving. Several had 
to leave their own jobs to provide care. Some moved across the country to provide care. Some 
purchased housing to live with their loved one and because moves were often made in emergent 
situations, some took financial losses on their previous property. Some unpaid caregivers experienced 
catastrophic financial losses like foreclosure on their own homes and bankruptcy.  Unpaid caregivers 
described using up their own retirement savings while caregiving. Others had to take part time or lower 
paying jobs to have flexible time for caregiving and many reported problems with employment such as 
missing work and using up their own sick leave to provide care.  

Another theme in unpaid caregivers’ comments was the need for assistance in finding, organizing, and 
paying for care. Some found assistance through local Area Agencies on Aging. However, most had not 
found any guidance for unpaid caregivers. Families did not know where to go for help and they 
experienced challenges navigating a complicated and decentralized process to find the resources and 
support they need to care for their loved one. Even families who had some previous personal or 
professional experience with aging services found the process of securing help for their loved ones 
complicated and hard to understand. Those caregivers expressed wonder that others managed to get 
care without the same knowledge or experience. 

Unpaid caregivers also spoke of a lack of care coordination, with the hospital not knowing what the 
nursing home knows, or the home care agency or individual required to find out on their own what the 
person needs. Unpaid caregivers felt that they were left to coordinate care as best they could and felt ill-
prepared for these tasks. Even with knowledge and skills, they reported that it is difficult to get different 
parts of the system (e.g. hospitals, doctors, pharmacies, nursing homes, or home care providers) to work 
together and avoid undermining each other—and the person’s care plan and wishes. 

Another concern raised by unpaid caregivers was the difficulty maintaining their own physical and 
emotional health. Several reported neglecting own physical and mental health care because of the time 
and effort required to provide full-time care for a family member. Caregivers spoke of a lack of exercise, 
high blood pressure, sleep deprivation, difficulty maintaining good nutrition, losing control of their 
diabetes, and physical injuries from caregiving. The demands of caregiving were sometimes all-
consuming and the sense that they are all on their own fed into this pattern of lacking self-care. 
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Regarding emotional health, family caregivers said they were honored to provide care, but that 
caregiving exacts a toll. They experienced much distress from issues like lack of time for their children, 
an inability to relax or socialize, and the pressure of responsibility for their loved one. 

5.4 Direct Care Worker Perspectives 

Common threads in direct care workers’ comments were: having a strong personal connection to their 
work and pride in doing it well; the need for better and more comprehensive training; the need for 
higher wages and more benefits versus the need to work multiple jobs; and the need for emotional 
support, especially when dealing with grief. 

Direct care workers all spoke about how much they love providing care and about the sense of pride 
they feel in helping others live their best lives. Several workers acknowledged that they could earn more 
by working in lower-stress sectors like retail or fast food, but their care work gave them a feeling of 
accomplishment in assisting others.  

However, direct care workers also spoke of the low wages and benefits that they receive and the income 
insecurity inherent in their roles. When a client dies or moves into a different care setting, their job 
ends. If they work as an independent provider, there is often no unemployment benefit or other income 
replacement program for them. Some direct care workers spoke of losing their car, credit, or housing 
because of the lack of stability in their income. Others spoke with regret about having to work long 
hours at multiple jobs just to make ends meet. All who addressed wages said they love their work but 
need to pay their own bills and are not able to completely devote themselves to direct care work due to 
the low pay and lack of benefits. Several said they may have to leave direct care work altogether for the 
sake of their own families. Overall, direct care workers expressed a strong desire for structural supports 
to make it possible for them to stay in their field of choice.  

Workers also expressed the need for better-quality, more comprehensive training. They felt the need for 
more training to manage difficult behaviors, to stay safe in difficult household circumstances, to 
properly perform transfers and other manual care tasks, and to communicate and work effectively with 
people with dementia.  

Finally, some direct care workers described challenges they faced dealing with grief. When a care 
recipient dies, there is often nothing more for the worker than a brief notification from the agency or 
family. Workers expressed a wish to participate in commemorating their clients’ lives and a need for 
support for their own emotional wellbeing. 

5.5 Conclusion 

The three groups most impacted by LTSS--care recipients, direct care workers, and family caregivers—
experience different but intertwined challenges and rewards. An overarching theme from all their 
remarks is the strong wish for mutual support and improvements in each other’s wellbeing. All three 
groups of participants viewed each other as partners in care and described a deep respect for the 
others’ contributions. 

The listening sessions and individual interviews analyzed here showed that families care for their loved 
ones with LTSS needs, but also admire and care for the direct care workers who support their situations. 
Direct care workers form close bonds with their clients and are concerned about the stresses they see 
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families undergo. And care recipients appreciate both paid and unpaid caregivers for the roles they play 
in assisting them to live their lives in dignity and security. 

Policy recommendations that impact one of these groups should be designed to support all three groups 
and should also account for any unintended impacts on the other two. For example, any new benefit 
option for care recipients should be designed to address family caregivers’ support needs and the need 
for better wages and benefits for direct care workers. Requirements for direct care worker training must 
consider the individualized learning that is also needed to meet individual clients’ needs and 
preferences. Family supports must consider how to also address direct care workers’ and care 
recipients’ needs to optimize the system of long-term care. 
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6 Conclusions and Recommendations 
This study, which was commissioned by the Michigan Department of Health and Human Services 
(MDHHS), sought to examine the current long-term services and supports (LTSS) workforce in Michigan 
and to assess the state’s future LTSS workforce needs. The research showed that, even though the LTSS 
workforce in Michigan plays a critical role in service delivery for older adults and people with disabilities, 
direct care workers are extremely low-paid, while licensed professionals are often compensated at 
lower rates than their counterparts in acute care settings. Another challenge for direct care workers in 
particular is the inadequate, fragmented training landscape—which falls short of ensuring a consistent 
supply of confident, well-prepared workers to fill vacant positions. Stakeholders interviewed for this 
study reported that, as a result of these and other job quality concerns, there are widespread gaps in 
the workforce, with direct care worker recruitment and retention the most pressing concern. Without 
intervention, vacancies in the LTSS workforce will only increase in the coming years—even as the 
growing population of older adults continues to drive up demand for LTSS—which will exacerbate the 
challenges faced by unpaid family caregivers that were also reported in this research. The following 
recommendations aim to address these issues by strengthening LTSS policies and programs and better 
supporting LTSS consumers, family caregivers, and the long-term care workforce that serves them. 

6.1 Strengthening the Long-Term Care Workforce 

6.1.1 Improve compensation for Michigan’s direct care workforce. 

Direct care workers in Michigan earn a median wage of just $12.49 per hour and their median annual 
earnings are $16,600 per year. Not only does poor compensation weaken direct care workers’ economic 
security, but it also contributes to high turnover in the workforce and undermines recruitment efforts. 

KEY STRATEGIES 

• Provide direct care workers with a family-sustaining wage. New and existing long-term care 
financing programs in Michigan should ensure direct care workers are sufficiently compensated 
to support themselves and their families without public assistance. Wage floors or wage pass-
throughs should be structured to account for variation in cost of living across regions of the 
state and over time.  

• Require racial and gender-based equity in compensation practices. Collecting demographic and 
wage data from employers could help the state develop and enforce policies to address race 
and gender-based disparities in the direct care workforce.  

• Promote full-time hours for those who want them. Full-time scheduling would help increase 
direct workers’ annual compensation and optimize scheduling and deployment of the 
workforce. Full-time schedules could be achieved using innovative tools that connect workers 
with available cases or shifts. 

• Provide workers with benefits. Factoring health insurance, paid leave, and retirement 
contributions (among other benefits) into reimbursement rates would help workers transition 
off public supports—without fear of sudden disruption to their benefits—and achieve economic 
self-sufficiency.  
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6.1.2 Invest in direct care workforce recruitment and retention in Michigan. 

As the growing older population in Michigan drives up demand for long-term care services, it is 
imperative that the state adopt a coordinated, multi-faceted approach to improving workforce 
recruitment and retention across occupational roles and care settings.  

KEY STRATEGIES 

• Convene a standing body of diverse stakeholders to inform statewide direct care workforce 
development activities. Developing effective solutions to direct care workforce challenges 
requires input from a diverse range of stakeholders—including direct care workers, consumers, 
and family members; service providers; state policymakers; and more. 

• Establish a state program to fund innovative projects that strengthen direct care workforce 
recruitment and retention. Program priorities should focus on interventions to improve 
supervision, expand childcare resources, offer transportation assistance, or enhance racial and 
gender equity in employment practices, among others. The program funding should be 
sufficient to allow for rigorous evaluation of each initiative, toward the goal of scaling-up 
successful models. 

• Launch a workforce development program aimed at recruiting, training, and deploying new 
direct care workers where they are most needed. Following a public-private partnership model, 
long-term care providers and the state could work together to launch communications 
campaigns, offer free training, develop resources to connect job seekers with employers, and 
provide retention incentives to new workers.  

• Establish a matching service registry. These free, online job boards can assist self-directing 
consumers with finding and retaining workers, while also helping consumer-directed workers to 
build their work schedules.53 This resource could build on the existing offline registry offered 
under Michigan’s Home Help program, and it should be expanded to serve consumers and 
workers across programs and payment models.54   

6.1.3 Strengthen training for direct care workers across long-term care settings and programs in 
Michigan. 

The direct care workforce training landscape is fractured and inadequate in Michigan, with inconsistent 
training standards across settings, wide variation in training quality among employers, and limited 
portability of training credentials for workers. These shortfalls compromise care quality, workers’ skills 
and confidence, and overall workforce capacity. 

KEY STRATEGIES 

• Mandate the use of high-quality, direct care training curricula. Well-developed, standardized 
training curricula and competency assessment methods should be implemented for direct care 
workers in all roles and settings. 

 
53 PHI. “Matching Service Registries.” Accessed June 4, 2020. https://phinational.org/advocacy/matching-service-
registries/.  
54 Michigan Department of Health and Human Services (MDHHS). 2016. Home Help Services. Lansing, MI: MDHHS. 
https://www.michigan.gov/documents/dhs/DHS-PUB-0815_198252_7.pdf. 

https://phinational.org/advocacy/matching-service-registries/
https://phinational.org/advocacy/matching-service-registries/
https://www.michigan.gov/documents/dhs/DHS-PUB-0815_198252_7.pdf
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• Enact a stackable, portable credentialing system for direct care workers. Enabling workers to 
carry recognized training credentials across employers and settings would help optimize the 
existing direct care workforce and maximize training resources. Training records for credentialed 
workers should be housed in a searchable online registry.  

• Designate funds for entry-level training for direct care workers. State-level investment in 
training would allow long-term care employers and training providers to enhance their training 
programs to meet new and existing requirements.  

• Allocate funds to pilot-test and scale-up advanced roles for direct care workers. Advanced 
roles include: condition-specific specialists, senior aides, peer mentors, and training assistants, 
among others. Providing career advancement opportunities within direct care can increase the 
value of the workforce by improving the health and wellness of consumers (e.g. by preventing 
avoidable hospitalizations). These roles can also strengthen recruitment and retention among 
advanced workers and the workers whom they support (e.g. through mentor-mentee 
relationships). Reimbursement rates should be structured to support wage increases 
commensurate with additional training and new responsibilities. 

6.1.4 Strengthen long-term care workforce data collection and reporting in Michigan.  

This report identifies several limitations in the available data on the long-term care workforce in 
Michigan—which hinder efforts to identify and address workforce shortages. Public survey data on 
workforce employment and wages, for example, conceal key differences among direct care workers and 
exclude consumer-directed workers altogether—and no data on workforce stability and gaps are 
currently collected. While there are more data available on the size and characteristics of licensed 
professionals in Michigan, it will be important to track indicators of shortages specific to long-term care 
settings, especially for RNs and LPNs. 

KEY STRATEGIES 

• Collect detailed data on the size and compensation of the direct workforce across settings, 
payers, programs, and employment models. These data could be collected through provider 
surveys and administrative data from state agencies, Prepaid Inpatient Health Plans (PIHPs), 
county-based Home Help programs, and other private and public entities. 

• Measure long-term care workforce stability and shortage indicators. For both direct care and 
licensed positions, these measures should include, but are not limited to, workforce turnover, 
job vacancies, time to fill vacancies, and unfilled service hours among long-term care consumers.  

• Publish workforce data and make them widely available. State policymakers, long-term care 
providers, and other stakeholders should be able to access data on the direct care workforce for 
policy and program development as well as for evaluation and research purposes. 

6.2 Supporting Family Caregivers 

6.2.1 Improve navigation assistance for Michigan’s family caregivers. 

During listening sessions, families and other unpaid caregivers consistently reported difficulties finding 
and accessing available supports and services. Issues of complex, or hard to locate information about 
what services exist in their area, eligibility criteria, and how to initiate services were named as 
contributors to stress and burnout in their caregiving roles. 
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KEY STRATEGIES 

• Review and assess current web-based sources for information on care families can access. 
Current information systems (web-based, print, telephone-based) should be assessed by a 
neutral party who can make detailed findings about the adequacy, accuracy, and completeness 
of information provided to consumers. Such a review should include a “secret shopper” 
component to gain real-world information about how well the systems work and what 
improvements are needed. 

• Engage current Aging and Disability Resource Centers (ADRC), Area Agencies on Aging, and 
Centers for Independent Living to specify strengths and weaknesses of current website and 
toll-free ADRC services. Local agencies that already have experience with information systems 
for consumers in need of LTSS will have considerable understanding and input about what 
improvements the systems need. Tapping this expertise is an effective and efficient way to learn 
about strengths and weaknesses of current systems. 

• Pilot new models of navigation assistance, such as hands-on help from trained navigators. The 
addition of a navigator role will require state and federal funding to assure that navigators are 
widely available and fully informed about available services. Any new navigation service must be 
conflict-free and structured so as not to allow self-referral or any gain by a particular provider. 

• Engage other community resources like hospital discharge planners and 211 to enhance their 
ability to access and distribute timely and accurate information to families. Broadening the 
reach of systems that assist consumers in accessing LTSS will add different viewpoints to the 
assessment of the information services. Inclusion of these community partners is also a step 
toward broader recognition of human needs and toward further integration of LTSS with other 
service types. 

6.2.2 Create new funding and benefit structures to support family caregivers in Michigan.  

Family and unpaid caregivers assisting people who need LTSS spoke often of the high cost of paid 
services. Families reported being unprepared for the large expense of paying for LTSS, whether in-home 
or residential, and spoke of resulting problems like loss of housing, loss of retirement savings, and the 
financial impact of leaving the workforce to provide care. 

KEY STRATEGIES 

• Develop new benefit options for people who need care to pay for some of their services and 
reduce their reliance on unpaid family caregivers. Many families who participated in the study 
noted the need for a benefit to support their unpaid caregiving. Rather than wanting a benefit 
to completely replace the care they are providing, families spoke of needing a mix of paid care 
and services so that they can continue to be a caregiver without falling into bankruptcy. 

• Create income-replacement mechanisms (similar to unemployment benefits) for families who 
must leave employment to provide care. Benefits that compensate unpaid caregivers who must 
reduce hours or leave employment would be instrumental in staving off other negative effects 
of lost income, like foreclosure or eviction, and reliance on other public benefits.  

• Institute protections from foreclosure and eviction for family caregivers who lose income and 
face difficulty continuing to pay mortgage, taxes, rent or other housing costs. For instances 
where families are not able to replace income and their housing becomes unstable, protections 
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to maintain their housing (and often the housing for the person receiving care) will enhance 
their ability to continue caregiving and, in some instances, delay institutionalization. 

• Engage employers in devising new benefits and protections for their employees who are also 
family caregivers. Lost productivity and loss of experienced workers who are also providing care 
will increasingly impact employers. Engaging employers in planning for specific supports will 
help ensure that the needs of employers are considered in policy development. 

6.2.3 Devise additional supports for Michigan’s family caregivers to improve their physical and 
mental/emotional health.  

Policy makers should encourage innovation and create pathways for dissemination of new supports that 
prove most beneficial to families. Supports to family caregivers will require identifying family caregivers 
and determining their levels of need—initial data gathering should precede policy changes. 

KEY STRATEGIES 

• Catalogue and publicize new and existing family caregiver supports so that families can easily 
identify and access them. Many local resources are known only to a small set of residents who 
happen to be connected to the involved organization. Information on local supports must be 
included in any information systems enhanced or designed to connect unpaid caregivers with 
services. 

• Determine the capacity of current supports and develop a plan to quickly address shortfalls in 
support services. To maximize efficiency and assure that resources are targeted where they are 
most needed and effective, more data on current capacity and availability of supports is needed. 

• Educate primary care physicians, pharmacists, home health providers, hospice agencies and 
others so they can better recognize physical and mental/emotional health issues arising from 
caregiving. Many service providers operate in silos without adequate knowledge of other 
supports that may be available to unpaid caregivers. Cross education among various provider 
types can raise the likelihood of timely and appropriate referrals for additional help. 

• Create a toll-free hotline staffed by current or past family caregivers for family caregivers to 
have an outlet for frustrations and emotional stresses and a source for practical advice on 
issues they face in caregiving. Some issues and problems can be solved, or at least stress 
reduced, by connecting with peers who have similar experiences.  

• Identify local culturally relevant resources for caregivers and publicize them through familiar 
social or faith-based entities, so that caregivers can get support that is sensitive to their families 
and communities. Caregivers expressed the need for support that also understands their culture 
and local customs and environment. Local input to new supports and access to information 
about supports from local trusted sources is key to getting the most effective assistance to 
unpaid caregivers. 
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7 Appendices 
Appendix 1: Michigan Long-Term Care Workforce Study Geographic Area Definitions 

Region Metropolitan Statistical Areas and Counties 

Ann Arbor Area 
 

Ann Arbor: Washtenaw County 

Jackson: Jackson County 

Monroe: Monroe County 
 

Detroit Metropolitan 
Area 

Detroit-Warren-Dearborn: Lapeer, Livingston, Macomb, Oakland, St. Clair, 
and Wayne Counties 

Flint Area Flint: Genesee County 

Grand Rapids Area 
 

Grand Rapids-Wyoming: Barry, Kent, Montcalm, and Ottawa Counties 

Muskegon: Muskegon County 
 

Kalamazoo Area 
 

Battle Creek: Calhoun County 

Kalamazoo-Portage: Kalamazoo and Van Buren Counties 

Niles-Benton Harbor: Berrien County 

South Bend-Mishawaka: Cass County 
 

Lansing Area 
 

Lansing-East Lansing: Clinton, Eaton, and Ingham Counties 
 

Non-Metropolitan 
Lower Peninsula 
 

Balance of Lower Peninsula of Michigan Nonmetropolitan Area: Allegan, 
Branch, Gratiot, Hillsdale, Huron, Ionia, Isabella, Lake, Lenawee, Mason, 
Mecosta, Newaygo, Oceana, Osceola, Sanilac, Shiawassee, St. Joseph, and 
Tuscola Counties 

Northeast Lower Peninsula of Michigan Nonmetropolitan Area: Alcona, 
Alpena, Arenac, Cheboygan, Clare, Crawford, Gladwin, Iosco, Montmorency, 
Ogemaw, Oscoda, Otsego, Presque Isle, and Roscommon Counties 

Northwest Lower Peninsula of Michigan Nonmetropolitan Area: Antrim, 
Benzie, Charlevoix, Emmet, Grand Traverse, Kalkaska, Leelanau, Manistee, 
Missaukee, and Wexford Counties 

Saginaw Area 
 

Bay City: Bay County 

Midland: Midland County 

Saginaw: Saginaw County 
 

Upper Peninsula 
 

Upper Peninsula of Michigan Nonmetropolitan Area: Alger, Baraga, 
Chippewa, Delta, Dickinson, Gogebic, Houghton, Iron, Keweenaw, Luce, 
Mackinac, Marquette, Menominee, Ontonagon, and Schoolcraft Counties 
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Appendix 2: 2010 Standard Occupational System (SOC) Codes and Definitions 

SOC Title and Code SOC Definition 

Direct Care Workers 

Home Health Aides 
(31-1011) 

Provide routine individualized healthcare such as changing bandages and dressing 
wounds, and applying topical medications to the elderly, convalescents, or persons 
with disabilities at the patient’s home or in a care facility. Monitor or report changes 
in health status. May also provide personal care such as bathing, dressing, and 
grooming of patient. 

Nursing Assistants 
(31-1014) 

Provide basic patient care under direction of nursing staff. Perform duties such as 
feed, bathe, dress, groom, or move patients, or change linens. May transfer or 
transport patients. Includes nursing care attendants, nursing aides, and nursing 
attendants. Excludes “Home Health Aides” (31-1011), “Orderlies” (31-1015), “Personal 
Care Aides” (39-9021), and “Psychiatric Aides” (31-1013). 

Personal Care Aides 
(39-9021) 

Assist the elderly, convalescents, or persons with disabilities with daily living activities 
at the person's home or in a care facility. Duties performed at a place of residence 
may include keeping house (making beds, doing laundry, washing dishes) and 
preparing meals. May provide assistance at non-residential care facilities. May advise 
families, the elderly, convalescents, and persons with disabilities regarding such things 
as nutrition, cleanliness, and household activities.  

Licensed Nurses 

Licensed Practical and 
Licensed Vocational 
Nurses 
(29-2061) 

Care for ill, injured, or convalescing patients or persons with disabilities in hospitals, 
nursing homes, clinics, private homes, group homes, and similar institutions. May 
work under the supervision of a registered nurse. Licensing required. 

Registered Nurses 
(29-1141) 

Assess patient health problems and needs, develop and implement nursing care plans, 
and maintain medical records. Administer nursing care to ill, injured, convalescent, or 
disabled patients. May advise patients on health maintenance and disease prevention 
or provide case management. Licensing or registration required. Includes Clinical 
Nurse Specialists. Excludes “Nurse Anesthetists” (29-1151), “Nurse Midwives” (29-
1161), and “Nurse Practitioners” (29-1171). 

Therapists 

Occupational 
Therapists 
(29-1122) 

Assess, plan, organize, and participate in rehabilitative programs that help build or 
restore vocational, homemaking, and daily living skills, as well as general 
independence, to persons with disabilities or developmental delays. 
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Appendix 2: 2010 Standard Occupational System (SOC) Codes and Definitions (Continued) 

SOC Title and Code SOC Definition 

Therapists (continued) 

Physical Therapists 
(29-1123) 

Assess, plan, organize, and participate in rehabilitative programs that improve 
mobility, relieve pain, increase strength, and improve or correct disabling conditions 
resulting from disease or injury. 

Respiratory Therapists 
(29-1126) 

Assess, treat, and care for patients with breathing disorders. Assume primary 
responsibility for all respiratory care modalities, including the supervision of 
respiratory therapy technicians. Initiate and conduct therapeutic procedures; maintain 
patient records; and select, assemble, check, and operate equipment. 

Speech-Language 
Pathologists 
(29-1127) 

Assess and treat persons with speech, language, voice, and fluency disorders. May 
select alternative communication systems and teach their use. May perform research 
related to speech and language problems. 

Other Licensed Professionals 

Healthcare Social 
Workers 
(21-1022) 

Provide individuals, families, and groups with the psychosocial support needed to 
cope with chronic, acute, or terminal illnesses. Services include advising family care 
givers, providing patient education and counseling, and making referrals for other 
services. May also provide care and case management or interventions designed to 
promote health, prevent disease, and address barriers to access to healthcare. 

Dietitians and 
Nutritionists 
(29-1031) 

Plan and conduct food service or nutritional programs to assist in the promotion of 
health and control of disease. May supervise activities of a department providing 
quantity food services, counsel individuals, or conduct nutritional research. 

Nurse Practitioners 
(29-1171) 

Diagnose and treat acute, episodic, or chronic illness, independently or as part of a 
healthcare team. May focus on health promotion and disease prevention. May order, 
perform, or interpret diagnostic tests such as lab work and x rays. May prescribe 
medication. Must be registered nurses who have specialized graduate education.  

 

Source: U.S. Bureau of Labor Statistics, Standard Occupation Classification. 2010. 2010 SOC Definitions. 
https://www.bls.gov/soc/2010/home.htm.  

  

https://www.bls.gov/soc/2010/home.htm
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Appendix 3: 2017 North American Industry Classification System (NAICS) Codes and Definitions 

NAICS Title and Code NAICS Definition 

Home Care 

Home Health Care 
Services 
(NAICS 621610) 

This industry comprises establishments primarily engaged in providing skilled nursing 
services in the home, along with a range of the following: personal care services; 
homemaker and companion services; physical therapy; medical social services; 
medications; medical equipment and supplies; counseling; 24-hour home care; 
occupation and vocational therapy; dietary and nutritional services; speech therapy; 
audiology; and high-tech care, such as intravenous therapy. 

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

This industry comprises establishments primarily engaged in providing nonresidential 
social assistance services to improve the quality of life for the elderly, persons 
diagnosed with intellectual and developmental disabilities, or persons with disabilities. 
These establishments provide for the welfare of these individuals in such areas as day 
care, non-medical home care or homemaker services, social activities, group support, 
and companionship. 

Residential Care 

 Residential Intellectual 
and Developmental 
Disability Facilities 
(NAICS 623210) 

This industry comprises establishments (e.g., group homes, hospitals, intermediate 
care facilities) primarily engaged in providing residential care services for persons 
diagnosed with intellectual and developmental disabilities. These facilities may 
provide some health care, though the focus is room, board, protective supervision, 
and counseling. 

 Continuing Care 
Retirement 
Communities and 
Assisted Living Facilities 
for the Elderly 
(NAICS 623310) 

This industry comprises establishments primarily engaged in providing residential and 
personal care services for (1) the elderly and other persons who are unable to fully 
care for themselves and/or (2) the elderly and other persons who do not desire to live 
independently. The care typically includes room, board, supervision, and assistance in 
daily living, such as housekeeping services. In some instances, these establishments 
provide skilled nursing care for residents in separate on-site facilities. 

Nursing Homes 

 Nursing Care Facilities  
(NAICS 623110) 

This industry comprises establishments primarily engaged in providing inpatient 
nursing and rehabilitative services. The care is generally provided for an extended 
period of time to individuals requiring nursing care. These establishments have a 
permanent core staff of registered or licensed practical nurses who, along with other 
staff, provide nursing and continuous personal care services. 

 

Source: U.S. Census Bureau, North American Classification System (NAICS). 2017. 2017 NAICS Definition. 
https://www.census.gov/cgi-bin/sssd/naics/naicsrch?chart_code=62&search=2017%20NAICS%20Search 

 

 

https://www.census.gov/cgi-bin/sssd/naics/naicsrch?chart_code=62&search=2017%20NAICS%20Search
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Appendix 4: Profile of Direct Care Workers in Michigan by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         

Women 86% 87% 93% 88% 

Men 14% 13% 7% 12% 

Age         

16 to 24 Years 16% 28% 22% 20% 

25 to 54 Years 60% 59% 67% 62% 

55 Years and Above 24% 13% 11% 18% 

Median Age 43 33 34 37 

Race and Ethnicity         

White 61% 59% 57% 59% 

Black or African American 31% 34% 37% 34% 

Hispanic or Latino (Any Race) 3% 4% 4% 4% 

Asian or Pacific Islander 1% 1% 1% 1% 

Other 3% 2% 2% 2% 

Race and Gender         

Women of Color 32% 36% 41% 36% 

White Women 54% 51% 51% 52% 

Men of Color 6% 5% 2% 5% 

White Men 8% 8% 5% 7% 

Citizenship Status         

U.S. Citizen by Birth 95% 94% 96% 95% 

U.S. Citizen by Naturalization 3% 3% 2% 2% 

Not a Citizen of the U.S. 2% 3% 2% 2% 

Educational Attainment         

Less than High School 10% 7% 7% 9% 

High School Graduate 35% 38% 32% 35% 

Some College, No Degree 36% 40% 49% 41% 

Associate's Degree or Higher 19% 15% 12% 16% 

Employment Status         

Full-Time 50% 62% 66% 57% 

Part-Time 50% 38% 34% 43% 

Annual Earnings         

Median Personal Earnings $13,400 $17,200 $21,200 $16,600 

Median Family Income $34,700 $31,300 $36,200 $34,500 

Federal Poverty Level         

Less than 100% 24% 22% 18% 22% 

Less than 138% 35% 38% 32% 35% 

Less than 200% 51% 57% 50% 52% 
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Appendix 4: Profile of Direct Care Workers in Michigan by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 54% 46% 38% 48% 

Food and Nutrition Assistance 38% 32% 27% 33% 

Medicaid 33% 29% 23% 29% 

Cash Assistance 3% 3% 2% 3% 

Health Insurance Status         

Any Health Insurance 83% 82% 86% 84% 

Health Insurance through Employer/Union 40% 49% 60% 48% 

Medicaid, Medicare, or Other Public Coverage 40% 33% 25% 34% 

Health Insurance Purchased Directly 12% 8% 6% 9% 

Transportation 
    

Drove Alone 75% 84% 85% 80% 

Carpool 6% 10% 11% 9% 

Public Transportation 3% 2% 1% 2% 

Worked at Home 12% 1% 0% 6% 

Walked, Bicycled, or Other 3% 2% 2% 3% 

Affordable Housing         

Housing Costs Above 30% of Household Income 36% 36% 31% 34% 

Children     

Own Child in Household (Aged 14 and Under) 21% 27% 25% 24% 

Own Child Under Age 5 in Household 12% 16% 16% 14% 

Own Child Ages 5 to 14 in Household 15% 19% 17% 17% 

Own Children Under Age 5 and Ages 5 to 14 in 
Household 

6% 6% 6% 6% 

Household Member with Long-Term Care (LTC) Needs 

Household Member with LTC Needs (Aged 5 and 
Above) 

22% 12% 9% 16% 

Household Member Aged 5 to 17 with LTC needs 1% 1% 1% 1% 

Household Member Aged 18 to 64 with LTC 
Needs 

16% 8% 7% 11% 

Household Member Aged 65 and Over with LTC 
Needs 

7% 4% 2% 5% 

 

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 (January 14, 2020). 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 5: Profile of Direct Care Workers in the Ann Arbor Region by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         

Women 88% 86% 94% 90% 
Men 12% 14% 6% 10% 
Age         
16 to 24 Years 26% 45% 20% 29% 
25 to 54 Years 61% 42% 74% 60% 
55 Years and Above 13% 13% 7% 11% 
Median Age 31 25 31 31 
Race and Ethnicity         
White 43% 41% 28% 38% 
Black or African American 45% 45% 66% 52% 
Hispanic or Latino (Any Race) 1% 7% 3% 3% 
Asian or Pacific Islander 11% 7% 3% 7% 
Other 56% 52% 69% 59% 
Race and Gender     
Women of Color 35% 41% 11% 29% 
White Women 3% 4% 14% 7% 
Men of Color 3% 0% 0% 1% 
White Men 3% 3% 6% 4% 
Citizenship Status         
U.S. Citizen by Birth 97% 84% 100% 95% 
U.S. Citizen by Naturalization 1% 6% 0% 2% 
Not a Citizen of the U.S. 2% 11% 0% 4% 
Educational Attainment         
Less than High School 6% 0% 3% 4% 
High School Graduate 45% 25% 16% 31% 
Some College, No Degree 34% 59% 62% 49% 
Associate's Degree or Higher 14% 16% 19% 16% 
Employment Status         
Full-Time 55% 76% 56% 61% 
Part-Time 45% 24% 44% 39% 
Annual Earnings         
Median Personal Earnings $15,200 $20,600 $20,600 $18,400 
Median Family Income $25,800 $42,400 $33,300 $31,700 
Federal Poverty Level         
Less than 100% 39% 11% 25% 28% 
Less than 138% 50% 24% 54% 44% 
Less than 200% 71% 48% 61% 62% 
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Appendix 5: Profile of Direct Care Workers in the Ann Arbor Region by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 63% 36% 43% 50% 
Food and Nutrition Assistance 43% 18% 33% 33% 
Medicaid 49% 17% 25% 33% 
Cash Assistance 1% 4% 0% 1% 
Health Insurance Status         
Any Health Insurance 92% 100% 81% 91% 
Health Insurance through Employer/Union 37% 82% 54% 54% 
Medicaid, Medicare, or Other Public Coverage 51% 20% 25% 35% 
Health Insurance Purchased Directly 8% 5% 5% 6% 
Transportation         
Drove Alone 66% 75% 88% 75% 
Carpool 12% 20% 12% 14% 
Public Transportation 12% 2% 0% 6% 
Worked at Home 6% 1% 0% 3% 
Walked, Bicycled, or Other 4% 1% 0% 2% 
Affordable Housing         
Housing Costs Above 30% of Household Income 31% 37% 41% 36% 
Children         
Own Child in Household (Aged 14 and Under) 42% 24% 21% 31% 
Own Child Under Age 5 in Household 28% 15% 26% 24% 
Own Child Ages 5 to 14 in Household 30% 23% 12% 23% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 17% 9% 6% 11% 
Cohabitation with Household Member with LTC Needs (Aged 5 and Above) 

Household Member with LTC Needs (Aged 5 and 
Above) 15% 9% 10% 12% 
Household Member Aged 5 to 17 with LTC needs 1% 0% 0% 1% 
Household Member Aged 18 to 64 with LTC 
Needs 8% 9% 7% 8% 
Household Member Aged 65 and Over with LTC 
Needs 6% 0% 3% 4% 

 

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 (January 14, 2020). 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 6: Profile of Direct Care Workers in the Detroit Region by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         

Women 84% 88% 93% 87% 
Men 16% 12% 7% 13% 
Age         
16 to 24 Years 14% 23% 20% 18% 
25 to 54 Years 60% 63% 69% 63% 
55 Years and Above 26% 15% 10% 19% 
Median Age 44 36 33 40 
Race and Ethnicity         
White 43% 36% 25% 37% 
Black or African American 51% 58% 69% 57% 
Hispanic or Latino (Any Race) 2% 2% 2% 2% 
Asian or Pacific Islander 2% 1% 2% 2% 
Other 3% 2% 2% 2% 
Race and Gender         
Women of Color 47% 58% 72% 56% 
White Women 37% 30% 21% 31% 
Men of Color 10% 6% 3% 7% 
White Men 6% 7% 4% 6% 
Citizenship Status         
U.S. Citizen by Birth 91% 91% 95% 92% 
U.S. Citizen by Naturalization 6% 5% 2% 5% 
Not a Citizen of the U.S. 3% 3% 3% 3% 
Educational Attainment         
Less than High School 11% 5% 9% 9% 
High School Graduate 34% 39% 29% 34% 
Some College, No Degree 34% 43% 50% 40% 
Associate's Degree or Higher 21% 13% 13% 17% 
Employment Status         
Full-Time 54% 66% 69% 61% 
Part-Time 46% 34% 31% 39% 
Annual Earnings         
Median Personal Earnings $12,700 $17,000 $21,000 $16,700 
Median Family Income $38,200 $30,500 $39,700 $37,300 
Federal Poverty Level         
Less than 100% 22% 20% 13% 19% 
Less than 138% 33% 39% 27% 32% 
Less than 200% 48% 55% 48% 49% 
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Appendix 6: Profile of Direct Care Workers in the Detroit Region by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 55% 44% 45% 50% 
Food and Nutrition Assistance 43% 29% 31% 37% 
Medicaid 31% 30% 28% 30% 
Cash Assistance 3% 2% 2% 3% 
Health Insurance Status         
Any Health Insurance 81% 77% 89% 82% 
Health Insurance through Employer/Union 40% 44% 61% 46% 
Medicaid, Medicare, or Other Public Coverage 37% 33% 30% 34% 
Health Insurance Purchased Directly 11% 5% 4% 8% 
Transportation 

    
Drove Alone 72% 79% 82% 77% 
Carpool 6% 13% 12% 9% 
Public Transportation 4% 5% 3% 4% 
Worked at Home 14% 2% 0% 8% 
Walked, Bicycled, or Other 3% 1% 3% 2% 
Affordable Housing         
Housing Costs Above 30% of Household Income 40% 36% 37% 39% 
Children         
Own Child in Household (Aged 14 and Under) 16% 25% 24% 20% 
Own Child Under Age 5 in Household 10% 17% 13% 12% 
Own Child Ages 5 to 14 in Household 12% 14% 16% 13% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 4% 4% 3% 4% 
Cohabitation with Household Member with Long-Term Care (LTC) Needs 

Household Member with LTC Needs (Aged 5 and 
Above) 25% 12% 9% 18% 
Household Member Aged 5 to 17 with LTC needs 1% 1% 1% 1% 
Household Member Aged 18 to 64 with LTC Needs 18% 8% 6% 13% 
Household Member Aged 65 and Over with LTC 
Needs 9% 5% 3% 7% 

 

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 
(January 14, 2020). 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 7: Profile of Direct Care Workers in the Flint Area by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         
Women 80% 94% 97% 88% 
Men 20% 6% 3% 12% 
Age         
16 to 24 Years 11% 15% 26% 17% 
25 to 54 Years 65% 75% 66% 67% 
55 Years and Above 24% 10% 9% 16% 
Median Age 42 33 35 38 
Race and Ethnicity         
White 26% 40% 55% 38% 
Black or African American 54% 54% 42% 50% 
Hispanic or Latino (Any Race) 5% 3% 0% 3% 
Asian or Pacific Islander 15% 3% 3% 9% 
Other 69% 57% 45% 59% 
Race and Gender 

    
Women of Color 27% 43% 49% 37% 
White Women 4% 1% 3% 3% 
Men of Color 0% 0% 2% 1% 
White Men 1% 0% 1% 1% 
Citizenship Status         
U.S. Citizen by Birth 99% 98% 98% 98% 
U.S. Citizen by Naturalization 0% 0% 2% 1% 
Not a Citizen of the U.S. 1% 2% 0% 1% 
Educational Attainment         
Less than High School 10% 4% 6% 7% 
High School Graduate 37% 36% 26% 33% 
Some College, No Degree 43% 36% 59% 46% 
Associate's Degree or Higher 11% 25% 8% 13% 
Employment Status         
Full-Time 51% 75% 73% 63% 
Part-Time 49% 25% 27% 37% 
Annual Earnings         
Median Personal Earnings $14,200 $17,600 $22,200 $16,200 
Median Family Income $31,100 $24,300 $29,700 $29,700 
Federal Poverty Level         
Less than 100% 24% 29% 26% 26% 
Less than 138% 36% 50% 38% 40% 
Less than 200% 56% 70% 59% 60% 
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Appendix 7: Profile of Direct Care Workers in the Flint Area by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 52% 69% 48% 54% 
Food and Nutrition Assistance 37% 48% 35% 38% 
Medicaid 37% 51% 31% 38% 
Cash Assistance 5% 5% 3% 5% 
Health Insurance Status         
Any Health Insurance 73% 100% 78% 80% 
Health Insurance through Employer/Union 30% 38% 39% 34% 
Medicaid, Medicare, or Other Public Coverage 44% 60% 36% 45% 
Health Insurance Purchased Directly 8% 6% 5% 6% 
Transportation         
Drove Alone 69% 89% 80% 77% 
Carpool 7% 9% 17% 11% 
Public Transportation 2% 0% 1% 1% 
Worked at Home 15% 0% 0% 7% 
Walked, Bicycled, or Other 7% 2% 1% 4% 
Affordable Housing         
Housing Costs Above 30% of Household Income 33% 41% 28% 33% 
Children         
Own Child in Household (Aged 14 and Under) 29% 43% 30% 32% 
Own Child Under Age 5 in Household 14% 23% 18% 17% 
Own Child Ages 5 to 14 in Household 24% 29% 23% 25% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 9% 8% 7% 8% 
Cohabitation with Household Member with Long-Term Care (LTC) Needs 

Household Member with LTC Needs (Aged 5 and 
Above) 21% 19% 6% 16% 
Household Member Aged 5 to 17 with LTC needs 0% 0% 0% 0% 
Household Member Aged 18 to 64 with LTC Needs 15% 17% 2% 11% 
Household Member Aged 65 and Over with LTC 
Needs 9% 7% 4% 7% 

 

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 
(January 14, 2020). 

 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 8: Profile of Direct Care Workers in the Grand Rapids Region by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         
Women 91% 91% 91% 91% 
Men 9% 9% 9% 9% 
Age         
16 to 24 Years 12% 25% 27% 19% 
25 to 54 Years 63% 64% 62% 63% 
55 Years and Above 25% 11% 11% 18% 
Median Age 39 32 34 37 
Race and Ethnicity         
White 30% 25% 31% 29% 
Black or African American 62% 66% 61% 62% 
Hispanic or Latino (Any Race) 6% 1% 4% 4% 
Asian or Pacific Islander 3% 8% 5% 4% 
Other 64% 74% 65% 67% 
Race and Gender     
Women of Color 24% 22% 25% 24% 
White Women 9% 4% 4% 7% 
Men of Color 0% 0% 4% 1% 
White Men 2% 0% 2% 2% 
Citizenship Status         
U.S. Citizen by Birth 98% 98% 93% 96% 
U.S. Citizen by Naturalization 2% 0% 7% 3% 
Not a Citizen of the U.S. 0% 2% 0% 1% 
Educational Attainment         
Less than High School 18% 8% 4% 12% 
High School Graduate 28% 39% 36% 33% 
Some College, No Degree 31% 38% 46% 37% 
Associate's Degree or Higher 22% 15% 15% 18% 
Employment Status         
Full-Time 46% 66% 51% 52% 
Part-Time 54% 34% 49% 48% 
Annual Earnings         
Median Personal Earnings $12,500 $19,200 $20,900 $15,900 
Median Family Income $43,500 $30,700 $41,800 $38,400 
Federal Poverty Level         
Less than 100% 17% 24% 19% 19% 
Less than 138% 31% 31% 32% 31% 
Less than 200% 39% 59% 44% 45% 
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Appendix 8: Profile of Direct Care Workers in the Grand Rapids Region by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 45% 44% 39% 43% 
Food and Nutrition Assistance 26% 37% 27% 29% 
Medicaid 23% 22% 19% 22% 
Cash Assistance 1% 8% 2% 3% 
Health Insurance Status         
Any Health Insurance 87% 84% 86% 86% 
Health Insurance through Employer/Union 44% 58% 59% 52% 
Medicaid, Medicare, or Other Public Coverage 35% 27% 23% 30% 
Health Insurance Purchased Directly 22% 9% 10% 15% 
Transportation         
Drove Alone 75% 93% 86% 82% 
Carpool 9% 3% 11% 8% 
Public Transportation 2% 1% 1% 2% 
Worked at Home 9% 0% 1% 5% 
Walked, Bicycled, or Other 4% 2% 1% 3% 
Affordable Housing         
Housing Costs Above 30% of Household Income 31% 40% 34% 34% 
Children         
Own Child in Household (Aged 14 and Under) 23% 26% 18% 22% 
Own Child Under Age 5 in Household 11% 8% 17% 12% 
Own Child Ages 5 to 14 in Household 16% 24% 13% 17% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 4% 6% 8% 6% 
Cohabitation with Household Member with LTC Needs (Aged 5 and Above) 

Household Member with LTC Needs (Aged 5 and 
Above) 22% 14% 8% 16% 
Household Member Aged 5 to 17 with LTC needs 2% 1% 2% 2% 
Household Member Aged 18 to 64 with LTC Needs 15% 8% 7% 11% 
Household Member Aged 65 and Over with LTC 
Needs 7% 5% 1% 5% 

 

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 
(January 14, 2020). 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 9: Profile of Direct Care Workers in the Kalamazoo Region by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         
Women 87% 88% 85% 87% 
Men 13% 12% 15% 13% 
Age         
16 to 24 Years 16% 34% 4% 17% 
25 to 54 Years 55% 58% 80% 62% 
55 Years and Above 29% 9% 16% 21% 
Median Age 45 29 38 40 
Race and Ethnicity         
White 41% 17% 27% 32% 
Black or African American 46% 70% 58% 55% 
Hispanic or Latino (Any Race) 7% 6% 3% 6% 
Asian or Pacific Islander 6% 6% 12% 7% 
Other 51% 76% 70% 62% 
Race and Gender     
Women of Color 41% 20% 24% 31% 
White Women 0% 4% 5% 2% 
Men of Color 1% 0% 0% 0% 
White Men 7% 0% 1% 4% 
Citizenship Status         
U.S. Citizen by Birth 98% 98% 90% 96% 
U.S. Citizen by Naturalization 0% 2% 0% 1% 
Not a Citizen of the U.S. 2% 0% 10% 4% 
Educational Attainment         
Less than High School 7% 8% 7% 7% 
High School Graduate 34% 49% 39% 39% 
Some College, No Degree 38% 33% 33% 35% 
Associate's Degree or Higher 22% 10% 22% 19% 
Employment Status         
Full-Time 45% 55% 54% 50% 
Part-Time 55% 45% 46% 50% 
Annual Earnings         
Median Personal Earnings $13,400 $15,700 $24,300 $17,600 
Median Family Income $30,600 $20,200 $35,900 $31,100 
Federal Poverty Level         
Less than 100% 26% 32% 8% 23% 
Less than 138% 42% 53% 19% 39% 
Less than 200% 59% 68% 42% 57% 
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Appendix 9: Profile of Direct Care Workers in the Kalamazoo Region by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 59% 42% 23% 46% 
Food and Nutrition Assistance 32% 32% 20% 29% 
Medicaid 33% 35% 19% 30% 
Cash Assistance 1% 0% 2% 1% 
Health Insurance Status         
Any Health Insurance 87% 81% 77% 83% 
Health Insurance through Employer/Union 41% 40% 61% 46% 
Medicaid, Medicare, or Other Public Coverage 41% 35% 19% 34% 
Health Insurance Purchased Directly 14% 12% 5% 11% 
Transportation         
Drove Alone 77% 86% 91% 83% 
Carpool 3% 12% 8% 6% 
Public Transportation 5% 0% 2% 3% 
Worked at Home 13% 1% 0% 7% 
Walked, Bicycled, or Other 2% 1% 0% 1% 
Affordable Housing         
Housing Costs Above 30% of Household Income 40% 41% 23% 36% 
Children         
Own Child in Household (Aged 14 and Under) 16% 33% 31% 24% 
Own Child Under Age 5 in Household 12% 17% 20% 15% 
Own Child Ages 5 to 14 in Household 14% 29% 22% 20% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 8% 13% 11% 10% 
Cohabitation with Household Member with LTC Needs (Aged 5 and Above) 

Household Member with LTC Needs (Aged 5 and 
Above) 24% 6% 11% 16% 
Household Member Aged 5 to 17 with LTC needs 1% 0% 1% 1% 
Household Member Aged 18 to 64 with LTC Needs 16% 6% 10% 12% 
Household Member Aged 65 and Over with LTC 
Needs 9% 0% 1% 5% 

 

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 
(January 14, 2020). 

 

 

 

https://doi.org/10.18128/D010.V9.0
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Appendix 10: Profile of Direct Care Workers in the Lansing Region by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         
Women 93% 83% 96% 91% 
Men 7% 17% 4% 9% 
Age         
16 to 24 Years 13% 33% 65% 29% 
25 to 54 Years 56% 63% 28% 52% 
55 Years and Above 31% 4% 7% 19% 
Median Age 45 27 24 32 
Race and Ethnicity         
White 27% 14% 14% 21% 
Black or African American 66% 69% 82% 70% 
Hispanic or Latino (Any Race) 7% 14% 0% 7% 
Asian or Pacific Islander 0% 3% 4% 2% 
Other 66% 72% 86% 71% 
Race and Gender     
Women of Color 9% 18% 14% 13% 
White Women 15% 10% 0% 11% 
Men of Color 10% 0% 0% 5% 
White Men 0% 0% 0% 0% 
Citizenship Status         
U.S. Citizen by Birth 90% 96% 100% 94% 
U.S. Citizen by Naturalization 1% 4% 0% 2% 
Not a Citizen of the U.S. 9% 0% 0% 5% 
Educational Attainment         
Less than High School 13% 7% 0% 9% 
High School Graduate 36% 28% 14% 29% 
Some College, No Degree 30% 39% 86% 44% 
Associate's Degree or Higher 22% 27% 0% 18% 
Employment Status         
Full-Time 44% 41% 79% 50% 
Part-Time 56% 59% 21% 50% 
Annual Earnings         
Median Personal Earnings $10,600 $11,100 $23,900 $12,100 
Median Family Income $41,100 $23,500 $30,300 $33,400 
Federal Poverty Level         
Less than 100% 26% 47% 26% 31% 
Less than 138% 35% 52% 26% 37% 
Less than 200% 55% 60% 51% 55% 
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Appendix 10: Profile of Direct Care Workers in the Lansing Region by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 58% 48% 26% 49% 
Food and Nutrition Assistance 37% 40% 21% 35% 
Medicaid 42% 23% 18% 32% 
Cash Assistance 7% 0% 7% 5% 
Health Insurance Status         
Any Health Insurance 91% 82% 99% 91% 
Health Insurance through Employer/Union 36% 42% 76% 46% 
Medicaid, Medicare, or Other Public Coverage 46% 24% 20% 35% 
Health Insurance Purchased Directly 19% 24% 12% 19% 
Transportation         
Drove Alone 74% 82% 74% 76% 
Carpool 6% 8% 26% 11% 
Public Transportation 1% 10% 0% 3% 
Worked at Home 18% 0% 0% 10% 
Walked, Bicycled, or Other 2% 0% 0% 1% 
Affordable Housing         
Housing Costs Above 30% of Household Income 29% 42% 21% 31% 
Children         
Own Child in Household (Aged 14 and Under) 25% 21% 12% 21% 
Own Child Under Age 5 in Household 19% 17% 11% 17% 
Own Child Ages 5 to 14 in Household 20% 17% 1% 16% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 14% 14% 0% 11% 
Cohabitation with Household Member with LTC Needs (Aged 5 and Above) 

Household Member with LTC Needs (Aged 5 and 
Above) 21% 27% 7% 20% 
Household Member Aged 5 to 17 with LTC needs 0% 0% 0% 0% 
Household Member Aged 18 to 64 with LTC 
Needs 20% 13% 7% 16% 
Household Member Aged 65 and Over with LTC 
Needs 0% 14% 0% 4% 

 

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 
(January 14, 2020). 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 11: Profile of Direct Care Workers in the Non-Metropolitan Lower Peninsula by Industry, 
2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         
Women 91% 86% 92% 90% 
Men 9% 14% 8% 10% 
Age         
16 to 24 Years 17% 29% 21% 21% 
25 to 54 Years 58% 54% 66% 60% 
55 Years and Above 25% 17% 13% 20% 
Median Age 43 30 35 37 
Race and Ethnicity         
White 6% 10% 6% 7% 
Black or African American 85% 76% 86% 83% 
Hispanic or Latino (Any Race) 1% 2% 2% 1% 
Asian or Pacific Islander 9% 12% 6% 9% 
Other 94% 88% 93% 92% 
Race and Gender     
Women of Color 1% 0% 2% 1% 
White Women 3% 9% 4% 5% 
Men of Color 0% 0% 1% 0% 
White Men 3% 2% 1% 2% 
Citizenship Status         
U.S. Citizen by Birth 100% 95% 99% 98% 
U.S. Citizen by Naturalization 0% 1% 0% 0% 
Not a Citizen of the U.S. 0% 3% 1% 1% 
Educational Attainment         
Less than High School 8% 13% 7% 9% 
High School Graduate 42% 34% 40% 40% 
Some College, No Degree 38% 34% 41% 38% 
Associate's Degree or Higher 12% 19% 12% 14% 
Employment Status         
Full-Time 45% 53% 65% 53% 
Part-Time 55% 47% 35% 47% 
Annual Earnings         
Median Personal Earnings $13,800 $16,400 $20,700 $16,700 
Median Family Income $33,100 $40,300 $37,000 $36,000 
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Appendix 11: Profile of Direct Care Workers in the Non-Metropolitan Lower Peninsula by Industry, 
2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Federal Poverty Level         
Less than 100% 26% 15% 13% 19% 
Less than 138% 36% 31% 27% 32% 
Less than 200% 54% 52% 48% 52% 
Public Assistance         

Any Public Assistance 53% 44% 22% 41% 
Food and Nutrition Assistance 31% 27% 14% 25% 
Medicaid 37% 28% 13% 27% 
Cash Assistance 3% 6% 3% 3% 
Health Insurance Status         
Any Health Insurance 87% 82% 86% 85% 
Health Insurance through Employer/Union 42% 52% 70% 53% 
Medicaid, Medicare, or Other Public Coverage 45% 33% 13% 33% 
Health Insurance Purchased Directly 11% 9% 7% 9% 
Transportation         
Drove Alone 81% 87% 88% 85% 
Carpool 5% 11% 9% 7% 
Public Transportation 1% 0% 0% 1% 
Worked at Home 9% 1% 0% 5% 
Walked, Bicycled, or Other 3% 2% 3% 3% 
Affordable Housing         
Housing Costs Above 30% of Household Income 31% 32% 28% 30% 
Children         
Own Child in Household (Aged 14 and Under) 22% 29% 28% 25% 
Own Child Under Age 5 in Household 12% 14% 14% 13% 
Own Child Ages 5 to 14 in Household 17% 16% 20% 18% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 6% 1% 6% 5% 
Cohabitation with Household Member with LTC Needs (Aged 5 and Above) 

Household Member with LTC Needs (Aged 5 and 
Above) 20% 9% 10% 15% 
Household Member Aged 5 to 17 with LTC needs 1% 2% 1% 1% 
Household Member Aged 18 to 64 with LTC 
Needs 15% 4% 9% 11% 
Household Member Aged 65 and Over with LTC 
Needs 5% 3% 1% 3% 

 

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 
(January 14, 2020). 

https://doi.org/10.18128/D010.V9.0
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Appendix 12: Profile of Direct Care Workers in the Saginaw Region by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         
Women 77% 80% 97% 83% 
Men 23% 20% 3% 17% 
Age         
16 to 24 Years 18% 36% 35% 27% 
25 to 54 Years 71% 50% 62% 63% 
55 Years and Above 11% 14% 3% 10% 
Median Age 34 28 28 31 
Race and Ethnicity         
White 25% 37% 41% 32% 
Black or African American 52% 43% 56% 51% 
Hispanic or Latino (Any Race) 9% 14% 0% 8% 
Asian or Pacific Islander 14% 7% 3% 9% 
Other 66% 49% 59% 60% 
Race and Gender     
Women of Color 28% 45% 33% 33% 
White Women 4% 2% 6% 4% 
Men of Color 0% 0% 0% 0% 
White Men 2% 4% 2% 3% 
Citizenship Status         
U.S. Citizen by Birth 100% 97% 100% 99% 
U.S. Citizen by Naturalization 0% 0% 0% 0% 
Not a Citizen of the U.S. 0% 3% 0% 1% 
Educational Attainment         
Less than High School 15% 9% 5% 11% 
High School Graduate 23% 48% 33% 32% 
Some College, No Degree 43% 31% 54% 43% 
Associate's Degree or Higher 19% 12% 8% 14% 
Employment Status         
Full-Time 46% 56% 78% 57% 
Part-Time 54% 44% 22% 43% 
Annual Earnings         
Median Personal Earnings $15,700 $15,900 $15,300 $15,900 
Median Family Income $36,100 $28,600 $23,000 $28,100 
Federal Poverty Level         
Less than 100% 16% 22% 48% 26% 
Less than 138% 36% 40% 60% 44% 
Less than 200% 51% 60% 64% 57% 
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Appendix 12: Profile of Direct Care Workers in the Saginaw Region by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 50% 65% 52% 55% 
Food and Nutrition Assistance 41% 49% 49% 45% 
Medicaid 33% 33% 29% 32% 
Cash Assistance 3% 6% 1% 3% 
Health Insurance Status         
Any Health Insurance 84% 76% 83% 82% 
Health Insurance through Employer/Union 42% 42% 44% 43% 
Medicaid, Medicare, or Other Public Coverage 36% 36% 30% 35% 
Health Insurance Purchased Directly 7% 4% 3% 5% 
Transportation         
Drove Alone 87% 86% 95% 89% 
Carpool 8% 6% 5% 7% 
Public Transportation 0% 0% 0% 0% 
Worked at Home 3% 2% 0% 2% 
Walked, Bicycled, or Other 2% 7% 0% 2% 
Affordable Housing         
Housing Costs Above 30% of Household Income 26% 27% 21% 25% 
Children         
Own Child in Household (Aged 14 and Under) 24% 26% 41% 29% 
Own Child Under Age 5 in Household 14% 22% 41% 23% 
Own Child Ages 5 to 14 in Household 18% 14% 23% 18% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 7% 10% 22% 12% 
Cohabitation with Household Member with LTC Needs (Aged 5 and Above) 

Household Member with LTC Needs (Aged 5 and 
Above) 9% 12% 13% 11% 
Household Member Aged 5 to 17 with LTC needs 1% 0% 3% 1% 
Household Member Aged 18 to 64 with LTC Needs 7% 12% 10% 9% 
Household Member Aged 65 and Over with LTC 
Needs 2% 0% 0% 1% 

 

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 
(January 14, 2020). 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 13: Profile of Direct Care Workers in the Upper Peninsula by Industry, 2017 

  
Home Care 

Workers 
Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Gender         
Women 81% 89% 91% 87% 
Men 19% 11% 9% 13% 
Age         
16 to 24 Years 21% 44% 21% 27% 
25 to 54 Years 60% 44% 61% 56% 
55 Years and Above 19% 12% 18% 17% 
Median Age 48 26 37 40 
Race and Ethnicity         
White 5% 10% 7% 7% 
Black or African American 76% 78% 85% 80% 
Hispanic or Latino (Any Race) 0% 0% 0% 0% 
Asian or Pacific Islander 19% 11% 9% 13% 
Other 95% 89% 93% 93% 
Race and Gender     
Women of Color 0% 0% 1% 0% 
White Women 1% 0% 4% 2% 
Men of Color 2% 0% 0% 1% 
White Men 2% 10% 2% 4% 
Citizenship Status         
U.S. Citizen by Birth 97% 97% 100% 98% 
U.S. Citizen by Naturalization 2% 3% 0% 1% 
Not a Citizen of the U.S. 1% 0% 0% 0% 
Educational Attainment         
Less than High School 5% 3% 3% 4% 
High School Graduate 34% 38% 35% 35% 
Some College, No Degree 34% 48% 56% 45% 
Associate's Degree or Higher 27% 11% 7% 16% 
Employment Status         
Full-Time 40% 60% 67% 55% 
Part-Time 60% 40% 33% 45% 
Annual Earnings         
Median Personal Earnings $10,400 $12,700 $20,900 $13,900 
Median Family Income $27,400 $32,300 $29,400 $29,300 
Federal Poverty Level         
Less than 100% 34% 38% 25% 32% 
Less than 138% 39% 43% 35% 39% 
Less than 200% 58% 65% 57% 60% 
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Appendix 13: Profile of Direct Care Workers in the Upper Peninsula by Industry, 2017 (Continued) 

  Home Care 
Workers 

Residential 
Care Aides 

Nursing Assistants 
in Nursing Homes 

All Direct Care 
Workers 

Public Assistance         

Any Public Assistance 61% 33% 33% 44% 
Food and Nutrition Assistance 48% 19% 21% 31% 
Medicaid 23% 16% 29% 23% 
Cash Assistance 7% 1% 7% 5% 
Health Insurance Status         
Any Health Insurance 71% 82% 89% 80% 
Health Insurance through Employer/Union 39% 57% 56% 49% 
Medicaid, Medicare, or Other Public Coverage 33% 19% 29% 28% 
Health Insurance Purchased Directly 3% 14% 13% 9% 
Transportation         
Drove Alone 87% 95% 83% 88% 
Carpool 4% 2% 9% 5% 
Public Transportation 0% 0% 2% 1% 
Worked at Home 8% 1% 0% 3% 
Walked, Bicycled, or Other 2% 1% 6% 3% 
Affordable Housing         
Housing Costs Above 30% of Household Income 38% 31% 25% 32% 
Children         
Own Child in Household (Aged 14 and Under) 13% 26% 20% 19% 
Own Child Under Age 5 in Household 8% 6% 13% 9% 
Own Child Ages 5 to 14 in Household 8% 23% 15% 14% 
Own Children Under Age 5 and Ages 5 to 14 in 
Household 3% 2% 6% 4% 
Cohabitation with Household Member with LTC Needs (Aged 5 and Above) 

Household Member with LTC Needs (Aged 5 and 
Above) 18% 9% 9% 13% 
Household Member Aged 5 to 17 with LTC needs 0% 0% 0% 0% 
Household Member Aged 18 to 64 with LTC 
Needs 14% 9% 6% 10% 
Household Member Aged 65 and Over with LTC 
Needs 4% 0% 5% 3% 

 

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 
(January 14, 2020). 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 14: Profile of the Direct Care Workforce in Michigan by Race and Gender, 2017 

  Women of Color White Women Men 
Age       

16 to 24 Years 17% 21% 26% 
25 to 54 Years 67% 59% 57% 
55 Years and Above 16% 19% 17% 

Median Age 37 39 34 
Citizenship Status       
U.S. Citizen by Birth 94% 97% 91% 

U.S. Citizen by Naturalization 3% 2% 3% 
Not a Citizen of the U.S. 3% 1% 6% 
Educational Attainment       

Less than High School 10% 8% 8% 
High School Graduate 33% 36% 34% 
Some College, No Degree 43% 39% 39% 

Associate's Degree or Higher 14% 17% 19% 
Employment Status       
Full-Time 61% 53% 64% 

Part-Time 39% 47% 36% 
Annual Earnings       
Median Personal Earnings $16,800 $16,500 $15,900 

Median Family Income $28,600 $40,400 $35,700 
Federal Poverty Level       
Less than 100% 26% 19% 21% 

Less than 138% 43% 30% 32% 
Less than 200% 63% 46% 47% 
Public Assistance       

Any Public Assistance 62% 40% 38% 
Food and Nutrition Assistance 48% 25% 26% 
Medicaid 40% 25% 17% 

Cash Assistance 3% 4% 2% 
Health Insurance Status       
Any Health Insurance 84% 86% 76% 

Health Insurance through Employer/Union 40% 52% 50% 
Medicaid, Medicare, or Other Public Coverage 43% 31% 23% 
Health Insurance Purchased Directly 7% 11% 8% 

Transportation       
Drove Alone 77% 85% 68% 
Carpool 11% 7% 12% 

Public Transportation 5% 1% 3% 
Worked at Home 5% 6% 10% 
Walked, Bicycled, or Other 3% 2% 6% 
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Appendix 14: Profile of the Direct Care Workforce in Michigan by Race and Gender, 2017 (Continued) 

  Women of Color White Women Men 

Affordable Housing       

Housing Costs Above 30% of Household Income 43% 29% 31% 

Children       

Own Child in Household (Aged 14 and Under) 28% 23% 10% 

Own Child Under Age 5 in Household 18% 13% 6% 

Own Child Ages 5 to 14 in Household 20% 17% 7% 

Own Children Under Age 5 and Ages 5 to 14 in 
Household 

7% 6% 1% 

Cohabitation with Household Member with Long-Term Care (LTC) Needs   

Household Member with LTC Needs (Aged 5 and 
Above) 

13% 17% 20% 

Household Member Aged 5 to 17 with LTC needs 1% 1% 0% 

Household Member Aged 18 to 64 with LTC Needs 9% 12% 15% 

Household Member Aged 65 and Over with LTC 
Needs 

4% 5% 7% 

 

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 
(January 14, 2020). 

 

  

https://doi.org/10.18128/D010.V9.0
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Appendix 15: Direct Care Workforce Employment Projections Statewide and by Prosperity Region in 
Michigan, 2016 to 2026 

Prosperity Region  Direct Care Occupation 
Change Openings Due To   

Numeric Percent Exits Transfers Total 
Openings 

Detroit Metro 
Prosperity Region 

Home Health Aides 4,985 35% 10,300 8,550 23,835 

Nursing Assistants 1,940 9% 13,250 11,000 26,190 

Personal Care Aides 4,575 30% 14,000 10,550 29,125 

All Direct Care Workers 11,500 23% 37,550 30,100 79,150 

East Prosperity Region 
(Flint Area) 

Home Health Aides 415 17% 1,600 1,300 3,315 

Nursing Assistants 40 1% 1,950 1,600 3,590 

Personal Care Aides 510 16% 2,700 2,050 5,260 

All Direct Care Workers 965 11% 6,250 4,950 12,165 

East Central Prosperity 
Region (Saginaw Area) 

Home Health Aides 455 23% 1,350 1,150 2,955 

Nursing Assistants -5 0% 2,150 1,800 3,945 

Personal Care Aides 630 20% 2,800 2,100 5,530 

All Direct Care Workers 1,080 12% 6,300 5,050 12,430 

Northeast Prosperity 
Region (Non-
Metropolitan Lower 
Peninsula) 

Home Health Aides 75 17% 300 250 625 

Nursing Assistants 15 2% 500 400 915 

Personal Care Aides 265 23% 1,000 750 2,015 

All Direct Care Workers 355 15% 1,800 1,400 3,555 

Northwest Prosperity 
Region (Non-
Metropolitan Lower 
Peninsula) 

Home Health Aides 220 38% 400 350 970 

Nursing Assistants 100 6% 1,050 850 2,000 

Personal Care Aides 470 30% 1,450 1,100 3,020 

All Direct Care Workers 790 21% 2,900 2,300 5,990 

South Central 
Prosperity Region 
(Lansing Area) 

Home Health Aides 280 24% 800 650 1,730 

Nursing Assistants 90 5% 1,100 950 2,140 

Personal Care Aides 765 35% 2,050 1,550 4,365 

All Direct Care Workers 1,135 22% 3,950 3,150 8,235 

Southeast Prosperity 
Region (Ann Arbor 
Area) 

Home Health Aides 1,525 47% 2,450 2,050 6,025 

Nursing Assistants 265 6% 2,800 2,350 5,415 

Personal Care Aides 1,115 26% 3,900 2,900 7,915 

All Direct Care Workers 2,905 24% 9,150 7,300 19,355 

Upper Peninsula 
Prosperity Region 

Home Health Aides 160 14% 750 600 1,510 

Nursing Assistants -5 0% 950 800 1,745 

Personal Care Aides 110 11% 850 650 1,610 

All Direct Care Workers 265 7% 2,550 2,050 4,865 
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Appendix 15: Direct Care Workforce Employment Projections Statewide and by Prosperity Region in 
Michigan, 2016 to 2026 (Continued) 

Prosperity Region  Direct Care Occupation 
Change Openings Due To   

Numeric Percent Exits Transfers Total 
Openings 

West Prosperity Region 
(Grand Rapid Area) 

Home Health Aides 1,180 40% 2,150 1,800 5,130 

Nursing Assistants 1,010 12% 5,450 4,500 10,960 

Personal Care Aides 1,890 33% 5,300 4,000 11,190 

All Direct Care Workers 4,080 24% 12,900 10,300 27,280 

Michigan Statewide 

Home Health Aides 29,540 42,530 12,990 44.0% 21,900 

Nursing Assistants 50,450 55,980 5,530 11.0% 32,300 

Personal Care Aides 42,580 58,150 15,570 36.6% 40,200 

Direct Care Workers 122,570 156,660 34,090 0.3% 94,400 
 

Source: Michigan Department of Technology, Management, and Budget (DTMB). 2018. Michigan Statewide Short-Term and 
Long-Term Employment Projections. http://milmi.mt.gov/datasearch/projections-excel; Michigan Department of 
Technology, Management, and Budget (DTMB). 2018. Michigan Regional Long-Term Employment Projections 2016-2026. 
http://milmi.mt.gov/datasearch/projections-excel; analysis by PHI (April 20, 2020). Occupation and industry-specific 
employment projections are not available, although most direct care workers are employed in long-term care. 

  

http://milmi.mt.gov/datasearch/projections-excel
http://milmi.mt.gov/datasearch/projections-excel
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Appendix 16: Population Projections Statewide and by Region in Michigan, 2020 to 2045 

Region Age 
Group 2020 2025 2030 2035 2040 2045 

Detroit Metropolitan 
Area 

20-64 2,542,443 2,495,976 2,474,150 2,471,807 2,495,840 2,522,929 
65+ 750,397 860,756 940,013 971,917 961,251 917,472 
85+ 91,076 94,004 108,398 132,115 153,095 171,622 

Grand Rapids Area 
20-64 734,429 750,872 773,205 803,173 838,354 869,154 
65+ 198,715 235,622 266,314 281,604 285,891 288,431 
85+ 23,668 25,478 29,729 37,098 45,064 51,659 

Non-Metropolitan 
Lower Peninsula 

20-64 829,831 804,818 791,601 789,546 795,980 796,982 
65+ 329,272 372,461 403,254 410,935 402,881 387,986 
85+ 35,193 38,313 43,985 52,377 61,164 67,855 

Ann Arbor Area 
20-64 409,806 412,795 419,754 429,749 442,184 453,711 
65+ 114,146 132,771 146,906 152,979 152,311 148,257 
85+ 13,001 14,391 17,472 22,053 25,955 28,639 

Kalamazoo Area 
20-64 388,636 383,866 387,369 395,676 405,392 411,414 
65+ 124,575 140,144 150,561 153,011 150,797 147,272 
85+ 14,807 15,501 17,656 21,300 24,669 26,848 

Lansing Area 
20-64 289,115 292,248 298,996 309,094 320,061 328,089 
65+ 77,727 89,613 97,811 100,928 100,734 100,923 
85+ 8,299 8,890 10,926 13,913 16,438 18,034 

Flint Area 
20-64 229,763 218,223 209,488 202,722 196,893 190,022 
65+ 74,408 84,090 90,337 91,615 89,899 85,574 
85+ 8,989 9,190 10,183 12,117 13,761 15,375 

Saginaw Area 
20-64 210,758 199,317 190,624 184,534 180,452 175,062 
65+ 76,551 84,846 89,416 88,658 84,420 78,898 
85+ 10,070 10,645 11,847 13,832 15,521 16,686 

Upper Peninsula 
20-64 164,873 156,584 152,894 152,056 152,190 150,334 
65+ 69,814 76,695 80,272 78,774 74,514 69,595 
85+ 8,695 9,138 9,991 11,951 13,807 14,517 

Michigan Statewide 
20-64 5,799,652 5,714,699 5,698,082 5,738,357 5,827,345 5,897,698 
65+ 1,815,605 2,076,998 2,264,885 2,330,422 2,302,698 2,224,408 
85+ 213,796 225,551 260,187 316,755 369,473 411,235 

 

Source: Michigan Department of Technology, Management, and Budget (DTMB). 2019. Population Projections. 
https://milmi.org/datasearch/popproj; analysis by PHI (April 20, 2020). 

 

https://milmi.org/datasearch/popproj
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Appendix 17: Training Requirements for Direct Care Workers in Michigan  

1. Personal Care Aides (MI Choice Medicaid Waiver) 

Description: Under the MI Choice Medicaid waiver, agency-employed and consumer-directed 
workers must have training in: first aid and CPR; good health practices; housekeeping and 
household management; universal precautions and blood-borne pathogens; and observing, 
reporting, and recording information. Most training is conducted by home care agencies or 
waiver agencies (i.e., the Area Agencies on Aging and other local organizations that are 
contracted to administer the waiver program). 

Proof of Competency: No proof of competency required. 

Required Duration: No training duration specified. 

Citation: Centers for Medicaid and Medicare Services (CMS). 2018. MI Choice Renewal. 
0241.R05.00. Washington, D.C.: CMS. https://www.michigan.gov/documents/mdch/1915-
c_HCBS_Waiver-6-2007_205659_7.pdf. 

2. Direct Support Professionals (Habilitation Supports Waiver) 

Description: Under the Habilitation Supports Waiver, direct support professionals (DSPs) must 
be competent in first aid and CPR and infection prevention, as well as all the skills required for 
each individual consumer’s service plan. 

Proof of Competency: Competency assessment methods are not specified, although DSP 
qualifications must be verified by their employing agency or self-directing consumers, and these 
assessments must be certified by Prepaid Inpatient Health Plans (PIHPs). (Michigan’s 10 PIHPs 
manage acute and long-term care for people with mental illness and intellectual and 
developmental disabilities.)  

Required Duration: No training duration specified. 

Citation: Centers for Medicaid and Medicare Services (CMS). 2018. MI Habilitation Supports 
Waiver. 0167.R06.00. Washington, D.C.: CMS. https://www.medicaid.gov/medicaid/section-
1115-demo/demonstration-and-waiver-list/82091  

 

 

 

 

 

 

 

 

https://www.michigan.gov/documents/mdch/1915-c_HCBS_Waiver-6-2007_205659_7.pdf
https://www.michigan.gov/documents/mdch/1915-c_HCBS_Waiver-6-2007_205659_7.pdf
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list/82091
https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list/82091
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Appendix 17: Training Requirements for Direct Care Workers in Michigan (Continued) 

3. Home Health Aides 

Description: Michigan follows federal training requirements for home health aides. Under these 
requirements, home health aides must complete training in 15 broad topics. Training must be 
provided by a registered nurse or a licensed practical nurse who is under the supervision of a 
registered nurse. 

Proof of Competency: Home health aides must complete a written assessment as well as 
demonstrate their skills in front of a registered nurse (on the job or in a training classroom). 
Worker competency must be verified by a registered nurse. 

Required Duration: 75 hours, including 16 hours of hands-on practical training. 

Citation: Code of Federal Regulations. 2001. Condition of Participation: Home Health Services. 
42 CFR §484.36. https://www.law.cornell.edu/cfr/text/42/484.36; Michigan Department of 
Licensing and Regulatory Affairs. “Home Health Agencies.” Last updated April 22, 2020. 
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_72971_75375---,00.html.  

4. Residential Care Aides (Homes for the Aged) 

Description: Homes for the Aged are residential care homes that serve 21 or more people aged 
55 and above. In these settings, residential care aides must demonstrate competency in seven 
areas: reporting requirements and documentation; first aid and CPR; personal care; resident 
rights and responsibilities; safety and fire prevention; the prevention and containment of 
infectious disease and standard precautions; and medication administration (if applicable). They 
must also receive training in the skills required to execute each resident’s individual plan of care.  

Proof of Competency: Employers must ensure worker competency, but assessment methods 
are not specified by the regulations. 

Required Duration: No training duration specified. 

Citation: National Center for Assisted Living (NCAL). 2019. 2019 Assisted Living State Regulatory 
Review. Washington, D.C.: NCAL. 
https://www.ahcancal.org/ncal/advocacy/regs/Documents/2019_reg_review.pdf.  

 

 

 

 

 

 

 

https://www.law.cornell.edu/cfr/text/42/484.36
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_72971_75375---,00.html
https://www.ahcancal.org/ncal/advocacy/regs/Documents/2019_reg_review.pdf
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Appendix 17: Training Requirements for Direct Care Workers in Michigan (Continued) 

5. Residential Care Aides (Adult Foster Care Homes) 

Description: Adult foster care homes are residential care homes that serve 20 or fewer older 
adults, people with mental illness, or people with intellectual and development disabilities. 
Residential care aides in these settings must demonstrate their competency in: reporting 
requirements and documentation; first aid and CPR; personal care; supervision and protection 
of residents; resident rights; safety and fire prevention; and the prevention and containment of 
infectious disease and standard precautions. Also, direct support professionals who work in 
adult foster care homes that serve people with intellectual and developmental disabilities must 
complete training that uses a state-sponsored curriculum, “Providing Residential Services in 
Community Settings: A Training Guide,” or an equivalent, state-approved curriculum. This state-
sponsored curriculum covers the required topics for all residential care aides in adult foster care 
homes, as well as additional topics, including human needs and values. 

Proof of Competency: Employers must ensure worker competency, but assessment methods 
are not specified by the regulations. 

Required Duration: No training duration specified. 

Citation: National Center for Assisted Living (NCAL). 2019. 2019 Assisted Living State Regulatory 
Review. Washington, D.C.: NCAL. 
https://www.ahcancal.org/ncal/advocacy/regs/Documents/2019_reg_review.pdf; Michigan 
Department of Licensing and Regulatory Affairs. “Direct Care Staff Training for Certified 
Facilities.” Last updated October 17, 2019. https://www.michigan.gov/lara/0,4601,7-154-
89334_63294_27717-224979--,00.html. 

6. Nursing Assistants 

Description: Nursing assistants must complete training according to a state-sponsored 
curriculum called the “State of Michigan Nurse Aide Training Curriculum Model.” This curriculum 
follows federal standards for nursing assistants, which stipulate seven detailed topics. Training 
must be provided by a registered nurse with at least two years of experience, including one year 
in long-term care. 

Proof of Competency: Nursing assistants must pass a written or oral exam and demonstrate 
their skills in front of a registered nurse. 

Required Duration: 75 hours, including 16 hours of hands-on practical training. 

Citation: Michigan Department of Licensing and Regulatory Affairs (LARA). “Nurse Aide Training 
Program.” Last updated April 18, 2020. https://www.michigan.gov/lara/0,4601,7-154-
89334_63294_74190---,00.html; Code of Federal Regulations. 1991. Requirements That Must Be 
Met by States and State Agencies: Nurse Aide Training and Competency Evaluation, and Paid 
Feeding Assistants. 42 CFR Subpart D. https://www.law.cornell.edu/cfr/text/42/part-
483/subpart-D. 

https://www.ahcancal.org/ncal/advocacy/regs/Documents/2019_reg_review.pdf
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_27717-224979--,00.html
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_27717-224979--,00.html
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_74190---,00.html
https://www.michigan.gov/lara/0,4601,7-154-89334_63294_74190---,00.html
https://www.law.cornell.edu/cfr/text/42/part-483/subpart-D
https://www.law.cornell.edu/cfr/text/42/part-483/subpart-D
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