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INTRODUCTION

The paraprofessional long-term care workforce—
nursing assistants, home health and home care aides, per-

sonal care workers, and personal care attendants—forms the
centerpiece of the formal long-term care system. These front-

line workers provide hands-on care, supervision, and emotional
support to millions of elderly and younger people with chronic ill-
ness and disabilities. Low wages and benefits, hard working condi-
tions, heavy workloads, and a job that has been stigmatized by society

make worker recruitment and retention difficult.



ong-term care providers report unprecedented vacancies and turnover rates for para-

professional workers. Increasingly, the media, federal, and state policymakers and

the industry itself are beginning to acknowledge the labor shortage crisis and its
potentially negative consequences for quality of care and quality of life. These shortages
are likely to worsen over time as demand increases. This paper, developed with support
from the Office of the Assistant Secretary for Planning and Evaluation in the U.S.
Department of Health and Human Services and the Robert Wood Johnson Foundation,
provides a broad overview of the long-term care frontline workforce issues.

Most paid providers of long-term care are paraprofessional workers. After informal care-
givers, these workers are the most essential component in helping older persons and
younger people with disabilities maintain some level of function and quality of life.
According to recent U.S. Bureau of Labor Statistics (BLS) data, nursing assistants held
about 750,000 jobs in nursing homes in 1998, while home health and personal care aides
held about 746,000 jobs in that same year. Like informal caregivers, the overwhelming
majority of frontline long-term care workers are women. About 55 percent of nursing
assistants are white, 35 percent are black, and 10 percent are Hispanic. Most workers are
relatively disadvantaged economically and have low levels of educational attainment.
While these paraprofessional workers are engaged in physically and emotionally demand-
ing work, they are among the lowest paid in the service industry, making little more than
the minimum wage. National data on the number of workers with health benefits is lack-
ing, but state and local studies suggest the rate of uninsurance is high.

The severe shortage of nursing assistants, home health and home care aides, and other
paraprofessional workers is the primary trend influencing the current wave of concern
about the long-term care workforce. National data on turnover rates show wide varia-
tion, depending on the source of the data: One source suggests that turnover rates



average about 45 percent for nursing homes and about
10 percent for home health programs, while other data
place average annual nursing home turnover at over
100 percent a year. High rates of staff vacancies and
turnover have negative effects on providers, consumers,
and workers: The cost to providers of replacing workers
is high; quality of care may suffer; and workers in under-
staffed environments may suffer higher rates of injury.

The future availability of frontline workers does not
look promising. There will be an unprecedented increase
in the size of the elderly population as the “baby boom”
generation ages. BLS estimates that, in response to this
rising demand, personal and home care assistance will be
the fourth-fastest growing occupation by 2006, with a
dramatic 84.7 percent growth rate expected. The num-
ber of home health aides is expected to increase by
74.6 percent and that of nursing assistants by 25.4 per-
cent. While these projections suggest that the demand
for workers will increase, the actual number of jobs may
be tempered by the rate of economic growth and the
extent to which purchasers are willing or able to pay. At
the same time, as baby boomers approach old age, the
pool of middle-aged women who have traditionally pro-
vided care will also be substantially smaller. Finally, with
very low population and labor force growth, even a “nor-
mal” business cycle recession would likely yield only a
modest increase in the number of unemployed who
could become part of a frontline worker pool.

The success of efforts to recruit, retain, and maintain a
long-term care workforce is dependent on a variety of
interdependent factors. One important influence on
individuals’ decisions to enter and remain in the long-
term care field is how society values the job. Frontline
worker jobs in long-term care are viewed by the public
as low-wage, unpleasant occupations that involve pri-
marily maid services and care of incontinent, cognitively
unaware old people. This image is exacerbated by media
reports that feature poor quality care by providers.
Conditions in the labor market are also important
influences on the decision to join the long-term care
workforce. Several studies have identified the strength of
the local economy as a major predictor of turnover rates
in long-term care. A study conducted in North Carolina
found that fewer than half the individuals trained as

nursing assistants in that state over the last decade were
currently certified to work in that occupation, with most
“leavers” working at higher-wage jobs.

Health and long-term care policies also significantly
affect workforce recruitment and retention. Medicare
and Medicaid account for almost three-fifths of long-
term care expenditures and therefore play a substantial
role in determining provider wages, benefits, and train-
ing opportunities. Regulatory policy on long-term care
focuses primarily on protecting consumers, rather than
on responding to workers’ concerns. Regulation tends to
emphasize entry training, with limited attention to con-
tinued career growth or development. One major policy
issue for workforce development is the extent to which
states allow nursing assistants to perform certain tasks
currently performed by nurses (e.g., administering med-
ications or providing wound care). Giving frontline
workers added responsibility and autonomy may moti-
vate them to remain in the job or encourage others to
seek these positions. Program design features, such as
whether consumer-directed home care is provided, can
also affect the size of the labor force by making it easy or
hard for relatives and friends to be paid for care
provided.

Labor policy plays an important role in determining
the size of the pool of frontline long-term care workers.
The federal government invests more than $8 billion
annually to prepare primarily low-income and unem-
ployed individuals for new and better jobs. Ironically,
state and federal employment agencies indirectly prevent
the long-term care industry from participating in train-
ing support programs by requiring that program grad-
uates secure wages that are higher than typical frontline
worker salaries. While these policies are designed to pro-
tect trainees from being shunted into poverty-level jobs,
they essentially preclude graduates from entering the
paraprofessional long-term care labor force. The federal
Work Investment Act of 2000 does not include the same
requirements, but the effects of the new law are unclear.

Federal welfare initiatives are particularly relevant to
the development of this workforce. The federal Personal
Responsibility and Work Opportunity Reconciliation
Act of 1996 (PRWORA) created the Temporary Assis-
tance for Needy Families (TANF) program, which
replaced the cash welfare system with a new block grant
program and provides flexibility to states in developing
job opportunities. Many states follow a “work first” strat-



egy that discourages skill-based training; although such
policies are designed to get recipients into the work
force, they conflict with federal nursing home and home
health aide training requirements.

Given the current labor shortage and gloomy projec-
tions about the future pool of workers, many providers
have expressed interest in immigration as a tool for
expanding the potential labor pool. But immigration of
low-wage workers would have to substantially increase
to keep pace with population aging and new long-term
care demands. Policymakers must recognize that having
low-skilled immigrants fill entry-level jobs in
the long-term care industry would
likely mean a sharp cultural dis-
continuity between the client
and the caregiver.

The confluence of the
above factors and individ-
ual employer and em-
ployee decisions are
played out in the work-
place. Organizational
arrangements, social
factors, physical set-
ting, and environment
and technology all
affect the successful de-
velopment of the front-
line workforce. A review of
the literature reveals that little
empirical research on workplace
interventions has been done. Most
of the research has been conducted in
nursing homes and tends to be descriptive,
rather than analytical, describing various manage-
ment/job redesign efforts, training activities, and finan-
cial and nonmonetary reward programs. In the 1980s,
several small, qualitative studies of nursing assistants
identified the organization’s management style (e.g.,
supervisors with “good people skills,” promotion of
worker autonomy) as the most important predictor of
higher job satisfaction and lower turnover rates. A later
study examined factors determining nursing assistant
turnover, and found that local economic conditions had
the strongest effects on turnover rates. One of the latter
study’s most important findings was that homes in
which nurse supervisors accepted nursing assistants’

advice or simply discussed care plans with the aides
reported turnover rates that were one-third lower than
those without these practices. Other studies have under-
scored the importance of including nursing assistants in
care planning and providing feedback to help assistants
understand the connection between interventions and
resident outcomes.

Research on home care workers has been more diffi-
cult to conduct because it must be carried out in indi-
vidual homes. The most comprehensive study of home
care worker satisfaction and turnover, conducted over a

decade ago, assessed the impact of salary

increases, improved benefits, guaran-
teed number of service hours, and
increased training and support
on worker retention. In the
aggregate, the interventions
reduced turnover rates by

11 to 44 percent. The

study found that while

financial rewards were
important to worker
satisfaction, motiva-
tion, and retention, job
qualities such as good
personal relationships
between management
and workers and between
the worker and the client
were more important. Disap-
pointingly, when research fund-
ing terminated, agencies reverted to
their former practices.

Public and Private Efforts to Develop a
Qualified, Stable Frontline Workforce

As noted previously, recruiting and retaining frontline
long-term care workers have become a priority for many
states. State initiatives have included the following
options:

m Establishing “wage pass-throughs,” in which a state
designates some portion of a public long-term care
program’s reimbursement increase to be used specifi-
cally to increase wages and/or benefits for frontline
workers.
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Increasing worker fringe benefits, such as health

insurance and payment for transportation time.

m Developing career ladders by establishing additional
job levels in public programs, training requirements,
or reimbursement decisions.

m Increasing and improving training requirements.

= Developing new worker pools, including former wel-
fare recipients.

m Establishing public authorities to pro-

vide independent workers and

consumers ways to address
issues about wages and bene-

fits, job quality, and secu-
rity.

Providers, too, are
experimenting with a
range of interventions.
The literature contains
numerous descriptions
of programs in nursing
home and home care
settings that have
attempted to address
recruitment and reten-
tion (although few such
programs have been
evaluated). For example,
the “Pioneer Homes”
approach to changing nurs-
ing home culture does not
focus specifically on recruiting
and retaining workers, but it tries to
link the facility to the outside world
and create a community: Plants and ani-
mals abound, children interact with residents,
and workers are respected as an essential part of the care
team. Evaluations of this model have not been com-
pleted.

The Wellspring model of quality improvement is
another approach to changing nursing home workplace
culture. Wellspring is a consortium of 11 freestanding
nursing homes whose top management have made a
philosophical and financial commitment to a contin-
uous quality improvement initiative. The three-pronged
approach includes intensive clinical training, periodic

analysis of outcomes data to monitor quality, and a man-
agement change/job redesign effort, in which nursing
assistants become essential members of care teams and
are empowered to make certain decisions.
Cooperative Home Care Associates, a worker-owned
company located in New York, Boston, and Philadelphia,
is staffed overwhelmingly by former welfare recipients.
After three months’ employment, a worker can
purchase shares in the company. Wages are
higher than the average for home care
aides, and workers receive fringe
benefits as well as guaranteed
hours. Workers are encouraged
to advance their careers and
earn higher pay and status as
associate trainers or by
assuming administrative
positions.
Many frontline long-
term care workers have
developed their own ini-
tiatives to improve their
status, compensation,
and job opportunities.
These include the lowa
Caregivers Association,
the National Network of
Career Nursing Assistants,
and the Direct Care Al-
liance. Unions, particularly
the Service Employees Interna-
tional Union (SEIU), have made
major inroads in organizing both
nursing home and home care workers
in selected states across the country.

This broad overview of long-term care frontline worker
issues has identified a number of knowledge and infor-
mation gaps that need to be addressed to further the
development of a qualified, sustainable workforce: We
need a better understanding of the sources of the prob-
lem, the effects of policy interventions, and which ele-
ments in different approaches succeed and fail . We need
an updated profile of the frontline workforce in all long-



term care settings that describes their demographic
characteristics, wages and benefits, geographic distribu-
tion, levels of education, and health literacy. Policy-
makers need to better understand the magnitude of the
long-term problem so that they are more motivated in
developing this workforce, the barriers to doing so, and
the possible consequences of different policy interac-
tions. Research is needed to assess state strategies’ effec-
tiveness at ameliorating the short-term crisis, as well as
to determine whether such strategies as wage pass-
throughs could be replicated successfully. Finally, we
need to develop and test creative ways of developing
new pools of workers to meet the demand for services
in the future.

Federal and state agencies and private foundations
have begun to invest in applied research that will help
provide some solutions. The U.S. Department of Health
and Human Services’ Office of the Assistant Secretary
for Planning and Evaluation (ASPE) is collaborating
with the Robert Wood Johnson Foundation to develop
a research and demonstration agenda on this issue, and
other private foundations and agencies of the federal
government are also supporting similar research efforts.

The future of the frontline long-term care worker is,
in many ways, a barometer for the health of our aging
communities. Stakeholders at the federal, state, and local
levels and in the public and private sectors must come
together to find creative solutions to this problem.



INTRODUCTION

The paraprofessional long-term care workforce—
nursing assistants (NAs), home health and home care

aides, personal care workers, and personal care attendants—

forms the center of the formal long-term care system. These
frontline workers provide hands-on care, supervision, and emo-
tional support to millions of people with chronic illnesses and dis-
abilities, and work in a variety of settings, including nursing homes,
assisted living and other residential care settings, adult day care, and
private homes. The care they provide is intimate and personal. It is also
increasingly complex and frequently both physically and emotionally
challenging. Because of their ongoing, daily contact with the care
recipient and the relationships that often develop between the worker
and the client, these frontline workers are the “eyes and ears” of the
care system. In addition to helping with activities of daily living,
such as bathing, dressing, toileting, eating, and managing med-
ication, these workers provide the personal interaction that is
essential to quality of life and quality of care for chronically

disabled individuals.



Addressing the Long-Term Care
Workforce Crisis

ow wages and benefits, hard working conditions, heavy workloads, and the stigma

attached to long-term care jobs make recruitment and retention of workers difficult,

even when unemployment rates are high. While concerns about this workforce have
varied over the past two decades (Crown et al. 1992; Bayer et al. 1993; Atchley 1996;
and Wilner and Wyatt 1998), there is growing concern about the current and future sup-
ply of long-term care paraprofessionals, in large part because of the very strong economy
(Rimer 2000; Stone 2000). Indeed, many observers refer to the the current difficulty of
attracting workers as a crisis.

Estimates of turnover rates for NAs working in nursing homes range from 45 percent
to 105 percent, depending on the source. Estimates of home care worker turnover are
lower, although anecdotal evidence points to great variation across agencies and among
independent providers (AHCA 1999; Burbridge 1993; MacAdam 1993; Crown et al.
1995). As higher-paying jobs with better working conditions have opened up for women
who have typically worked in nursing homes or home care, long-term care workers have
become increasingly hard to find. With the national unemployment rate falling to
4.1 percent in May 2000 (BLS 2000), recruitment and retention problems are likely to
persist. Finding qualified, committed NAs or home care aides has become a second-order
priority, as many nursing homes, residential care providers, home care agencies,
community-based care organizations, and families look for anyone available to provide
frontline care.

Issues related to frontline long-term care workers have historically received little atten-
tion from policymakers, researchers, and the general public. Recently, however, the media
has begun to document the crisis status of this labor shortage, underscoring its potential
negative effects on quality of care and quality of life. Policymakers at the federal and state
levels are also beginning to acknowledge this problem. Officials from 42 states respond-
ing to a 1999 national survey on long-term care workforce issues identified recruitment
and retention of frontline workers as a major priority, and those from 30 states reported
engaging in a workforce initiative (NCDFS 1999).



Difficulty in recruiting nursing and home health
aides is likely to become worse as the number of people
needing long-term care increases relative to the number
of people between ages 20 and 64, who make up
most of the workforce. Between 1998 and 2008,
BLS estimates there will be 325,000 more nursing assis-
tant and 433,000 more personal care and home health
aide jobs (BLS 2000), but there is little evidence that
there will be enough people to fill them. Reflecting
the growing emphasis on provision of long-term care
at home or in alternative residential settings rather
than institutions, total employment in nursing homes
is projected to grow less quickly than in home
and community-based settings. A sharp economic
downturn could end the current worker shortage, but
the long-run demographic imbalance between the
demand for and supply of workers will only worsen over
time.

This paper provides a broad overview of the issues
affecting the long-term-care frontline workforce. The
first section provides a profile of the workers and
describes the nature of their jobs across the continuum
of long-term care settings. That section is followed by a
discussion of the urgency and magnitude of the prob-
lem from both short- and long-term perspectives. We
underscore the need to address the immediate crisis
related to the shortage of workers, as well as the more
systemic problem of developing a qualified, committed,
stable frontline workforce. The third section reviews the
factors influencing the supply and quality of frontline
workers. At the macro level, these include how society
views this occupation, the status of the economy, and
policies affecting health and long-term care, labor,
welfare and immigration. At the micro level, factors
affecting the supply and quality of frontline workers
include organizational arrangements, social factors,
environmental characteristics, and technology. In the
fourth section, we identify public and private sector
efforts to increase the supply of frontline workers and to
develop a qualified, sustainable workforce. The fifth
section outlines a research and demonstration agenda
that will help inform the development of policies
and programs to ensure the availability of a trained,
committed, and caring pool of frontline workers in the
21st century.

Long-term care encompasses the broad range of types of
help with daily activities that chronically disabled people
need for prolonged periods of time. These primarily low-
tech services are designed to minimize, rehabilitate, or
compensate for loss of independent physical or mental
functioning, and include assistance with basic activities
of daily living (ADLs) such as bathing, dressing, eating,
or other personal care. Services may also help with
instrumental activities of daily living (IADLs), including
household chores, such as meal preparation and clean-
ing, and life management, such as shopping, medication
management, and money management. The services
include hands-on and stand-by or supervisory assistance.
Long-term care also encompasses social and environ-
mental needs and is therefore broader than the medical
model that dominates acute care (Stone 2000).

Long-term care is provided in a range of settings,
depending on the recipient’s needs and preferences, the
availability of informal support, and the source of reim-
bursement. Among the care silos that have been created
primarily by reimbursement policy, the nursing home
(or nursing facility, as it is referred to by Medicare and
Medicaid) is the major institutional setting for long-
term care. In 1996 there were 16,840 nursing homes
in the United States, for a total of 1.8 million beds
(Rhoades and Krauss 1999). Approximately 13 percent
of these facilities had Alzheimer’s special care units,
which accounted for 73,400 beds. An additional 28,500
beds were located in distinct rehabilitation and/or sub-
acute special care units.

“Home and community-based care” is a catchall
phrase that refers to a wide variety of noninstitutional
long-term care settings, ranging from various types of
congregate living arrangements to individuals’ own
homes. The boundaries between institutional and non-
institutional environments are far from clear. Many
assisted living and board and care facilities are large
buildings that strongly resemble nursing homes or hotels
in physical appearance and philosophy. Other residen-
tial care sites are small and homey, offering privacy and
choice to residents. In contrast to nursing homes, which
are licensed and regulated by the federal government
because they receive significant Medicare and Medicaid



reimbursement, states and local jurisdictions are largely
responsible for the licensing and regulation of residential
care. Consequently, there is no consensus on the defini-
tion of “residential care” or on the number of facilities
nationwide. One recent national study of assisted living
reported that there were 11,472 facilities, with approx-
imately 650,500 beds, in 1998 (Hawes et al. 1999). A
1991 study estimated that there were 28,188 licensed
board and care homes, serving over 500,000 people
(Clark et al. 1994). These data, however, underestimate
the total board and care population, as the number of
unlicensed facilities is unknown.

Other community-based settings
include adult day care, in which
disabled elderly individuals
receive supervision, personal
care, social integration, and
companionship in a group
setting, usually during
the workweek from nine
to five. Most long-term
care users live at home,
either in their own
homes (with or without
aspouse), or in the home
of a close relative.

The long-term care
population is diverse in
terms of age and level of dis-
ability. Of the estimated 12.8
million Americans reporting long-
term care needs in 1995, as measured
by the need for assistance with ADLSs or
IADLs, 57 percent were over the age of 65. Another
42 percent were younger adults, and 3 percent were chil-
dren (National Academy on Aging 1997). Family and
friends (i.e., unpaid caregivers) are the major providers
of long-term care. Nearly 75 percent of people ages 18
to 64 receiving long-term care assistance in the commu-
nity (i.e., outside of nursing homes) rely exclusively on
unpaid caregivers; only 6 percent of the younger disabled
rely exclusively on paid services. Another 138,000 per-
sons ages 18 to 64 reside in nursing homes (Tilly et al.
2000). Similarly, about 60 percent of the 3.9 million
elderly receiving long-term care in the community rely
exclusively on unpaid caregivers, primarily spouses and

children; only 7 percent rely solely on paid services.
About 1.4 million older persons reside in nursing homes.

Over the past decade, the nursing home population
has become older and more severely disabled. In 1996,
83 percent of the residents had three ADL limitations,
compared to 72 percent in 1987 (Rhoades and Krauss
1999). These residents are also more likely to be cogni-
tively impaired (Spillman et al. 1997). Elderly persons
receiving long-term care in the community report lower
levels of disability than those in nursing homes, with ap-
proximately 17 percent reporting limitations in three or

more ADLs (Alecxih 1997).

Most paid providers of long-
term care are parapro-
fessional workers. After
informal caregivers, these
workers are the key to
helping older persons
and younger people
with disabilities main-
tain some level of func-
tion and quality of life.
According to recent BLS
statistics (2000), NAs held
about 750,000 jobs in nurs-
ing homes in 1998, and home
health and personal care aides
held about 746,000 jobs. This fig-
ure underestimates the total number of
home care workers, since many aides are
hired privately and may not be included in official fed-
eral statistics. According to a study of independent home
care workers in California, for example, the state
employs more than 200,000 workers through its In-
Home Supportive Services (IHSS) program, 72,000 in
Los Angeles County alone (Cousineau 2000). In their
national study of home care workers providing assistance
to the Medicare population, Leon and Franco (1998)
found that 29 percent of the workers were self-
employed.
As is true with informal caregivers, most frontline
long-term care workers are women. According to
national data on this work force from 1987 through



1989 (Crown 1994), an estimated 93 percent of NAs
and home care workers were female. A 1995 survey of
home care workers reported that 96 percent of those
employed by agencies—and 100 percent of the self-
employed—were female (Leon and Franco 1998).
Crown (1994) estimated that almost 7 out of 10 work-
ers were white; 27 percent of the NAs and 29 percent of
home care aides were black. More recent data from BLS
(1999) indicate that 35 percent of NAs are black and
10 percent are Hispanic. There is also significant geo-
graphic variation in the racial profile of frontline work-
ers. A recent study of home care workers participating in
California’s IHSS program found that 32 percent of the
agency workers and 41 percent of the independent
providers (including paid family caregivers) were white
(Benjamin et al. 2000). Forty-five percent of the agency
workers and 30 percent of the independent providers
were Hispanic; comparable estimates for black workers
were 15 percent and 20 percent, respectively.

Most of these frontline workers are relatively dis-
advantaged economically. According to data from the
late 1980s, they tend to have low levels of educational
attainment: Approximately 25 percent of NAs and
38 percent of the home care workers had not completed
high school (Crown et al. 1994). Median earnings for
NAs and home care aides in the late 1980s were $9,000
and $5,200, respectively, and many current workers live
at or below the poverty level. Many are also juggling
work and family responsibilities: 50 percent of the NAs
and 33 percent of the home care workers, for example,
have children under the age of 18.

While long-term care providers are engaged in work
that is physically and emotionally demanding, their
occupation isamong the lowest paid in the service indus-
try. Paraprofessionals in nursing homes, home care, and
other long-term care settings tend to make little more
than the minimum wage (BLS 2000). In 1998, median
hourly wages for NAs working in nursing and personal
care facilities were $7.50; for those working in residen-
tial care, the rate was $7.20 per hour. The lowest 10 per-
cent earned less than $5.87 and the highest 10 percent
earned a little more than $11.33. The median hourly
wage for home health aides in 1998 was $7.20; for per-
sonal and home care aides, it was between $6.00 and
$7.00, depending on the job category. The lowest
10 percent of these workers earned less than $5.73 per
hour and the highest 10 percent earned a little more than

$10.51 per hour. In the study of California’s IHSS work-
ers that Benjamin et al. (1998) conducted, the mean
hourly wage for agency workers was $6.22; for client-
directed, independent providers, it was $4.79.

Information on the proportion of workers nationally
with benefits such as health insurance and sick leave is not
available. The most recent national profile of frontline
workers, which used data from the late 1980s (Crown et
al. 1995), indicated that 28.5 percent of NAs and
38.9 percent of home care workers had no health insur-
ance coverage. Independent workers and those employed
by small residential care providers or home care agencies
were less likely to receive this benefit. It is not clear, how-
ever, whether this coverage applies only to full-time work-
ers and how much the employer actually contributes. If
the employee’s share of the premium cost is too high,
workers generally opt out of the benefit (Wilner and
Whyatt 1998). Cousineau (2000) found that 45 percent of
the 72,000 independent home care workers hired through
the IHSS program in Los Angeles are uninsured. Two-
thirds work at least 25 percent time, and 10 percent work
full-time or more. One in three workers maintain one or
more jobs in addition to the IHSS position.

The severe shortage of NAs, home health and home care
aides, and other paraprofessional workers is the primary
cause of concern about the long-term care workforce.
Various media reports have underscored the inability of
nursing homes, residential care providers, home care
agencies, community-based organizations, and individ-
uals and their families to find workers. According to
recent anecdotes (Rimer 2000), some frustrated pro-
viders and families are willing to give up the search for
quality employees as long as they can find people to fill
the positions. This crisis is not limited to the United
States. It is a global problem, particularly in the Euro-
pean Union and Japan, where the proportion of the pop-
ulation that is elderly is much higher than in the United
States (Christopherson 1997).

While this crisis has received significant attention over
the past six months, the phenomenon is hot new. In fact,
during the late 1980s, tight labor markets in many com-
munities created significant worker shortages that cat-
alyzed policy debate, state and provider initiatives, and



several seminal research activities, including the devel-
opment of the first national profile of the paraprofes-
sional workforce (Crown 1994; Crown et al. 1995). This
time, however, there is growing recognition that an eco-
nomic downturn will not solve the problem. Demo-
graphic, economic, and policy trends suggest that
without serious intervention, the inadequate supply of
frontline workers will remain a problem that could
worsen over the next few decades.

The problem, however, is not simply one of
supply. The more fundamental, long-term
dilemma is how to develop a commit-
ted, stable pool of frontline workers
who are willing, able, and prepared
to provide quality care to people
with long-term care needs. Both
the short- and long-term prob-
lems must be addressed if
we are to design quality
systems of care to meet the
needs of people with chronic
disabilities.

Across the country, long-term
care providers are reporting
paraprofessional labor vacancies
and high turnover rates. Nursing
homes, assisted-living and other
residential care providers, home
health agencies, community-based
home care and adult day care programs,
and individuals and their families all report
significant difficulties in recruiting and retaining
frontline workers. Nationally, data on turnover rates
show wide variation. One source suggests that turnover
rates average about 45 percent for nursing homes and
about 10 percent for home health care programs
(Hoechst Marion Roussel 1996). Feldman (1994), citing
Marion Merrell Dow data, reports that turnover among
home care workers for private agencies is 12 percent,
while turnover among those working for public agencies
is much higher. Other data place average annual nursing
home turnover at 105 percent (Wilner and Wyatt 1998).
Officials from 42 state Medicaid or aging offices
responding to a North Carolina Division of Facility Ser-

vices' 1999 survey reported significant recruitment and
retention problems among their paraprofessional work-
force. A more recent survey of all long-term care
providers in Pennsylvania found that nearly 70 percent
of providers reported significant problems with either
recruitment or retention; 35 percent reported that the
problems were extreme (Leon et al. 2001). California
nursing homes reported an overall employee turnover
rate of 67.8 percent, with the annual NA turnover rate
estimated to be even higher (Ruzek et al. 1999).
A 1999 survey of New York nursing homes
and home health agencies, conducted
by the New York Association of
Homes and Services for the Aging,
found that the average NA
turnover rate between 1997 and
1998 was 42 percent for the
entire state: 21 percent for the
New York City/Long Island
area, and 56 percent for the
rest of the state. Straker and
Atchley (1999) found NA
turnover rates ranging from
88 percent to 137 percent in
Ohio nursing homes, with
home health aide turnover
rates ranging from 40 percent
to 76 percent. In addition, the
authors observed that nursing
homes—particularly those that
saw turnover as a serious problem—
were very likely to underestimate their
turnover rates. Annual NA turnover rates
in North Carolina reportedly exceed
100 percent; the comparable estimate in adult
care homes is over 140 percent (NCDFS 1999). Fur-
thermore, the number of inactive NAs in North Car-
olina’s nurse aide registry is greater than the number of
active NAs, suggesting that these individuals are not
seeking jobs in the long-term care sector. A Florida
Department of Elder Affairs report to the state legisla-
ture noted that only 53 percent of trained NAs were
working in health-related fields one year after certifica-
tion (cited in Bucher 2000).
Worker shortages, however, vary across and within
states, as well as between providers. Massachusetts’s nurs-
ing home administrators reported an 11 percent vacancy



rate in frontline worker positions in 1999 (MHPF
2000). The Home Care Association of New York State
also acknowledges a major worker shortage, noting that
it takes providers at least two to three months to fill aide
positions (Home Care Association of New York State,
Inc. 2000). Leon et al. (2001) found that only 8 percent
of responding long-term care providers in Pennsylvania
identified the problem as severe. This estimate was
significantly higher for privately owned nursing homes
(12 percent) and home health agencies (18 percent).
Although the job vacancy rate for all frontline work-
ers in Pennsylvania was 11 percent, the rates were
highest among certified home health agencies (15 per-
cent), licensed noncertified home health agencies
(14 percent), and privately owned nursing homes
(13 percent). Across the state, 13 percent of providers
reported vacancy rates exceeding 20 percent. But while
all types of nursing homes had chronic levels of job
vacancies, only 6 percent of government facilities had
high job vacancy rates, compared with over 19 percent
of the privately owned nursing homes reporting vacancy
rates of greater than 20 percent. A disproportionate per-
centage of home health and home care agencies had high
vacancy rates, with more than 25 percent of the certified
home health providers and 27 percent of licensed, non-
certified agencies reporting rates greater than 20 percent.

High rates of staff vacancies and turnover have neg-
ative effects on the major stakeholders within the long-
term care system: providers, consumers (individuals and
their families), and workers (PHI 2000). Labor shortages
and high turnover also affect federal and state policy-
makers, who are responsible for ensuring that the pro-
grams they either fund or directly operate are providing
quality care.

Turnover is expensive for health care providers. Sev-
eral studies suggest that staff turnover and vacancy
costs—for recruitment, training, increased management
expenses, and lost productivity—ranges from worker to
worker. The turnover cost of a nursing home NA has
been estimated at four times the employee’s monthly
salary, translating into a replacement cost of $3,840
(Pillemer 1996). Zahrt (1992) documented the costs of
replacing home care workers, including the costs of
recruiting, orienting, and training the new employee and
the costs related to terminating the worker being
replaced (e.g., exit interview, administrative functions,
separation pay, unemployment taxes): The total cost

associated with each turnover was $3,362. In addition to
the financial costs of the initial hire, there are costs asso-
ciated with lost productivity during the time it takes for
the recently hired worker to complete the learning curve
(Atchley 1996). Furthermore, this estimate does not
include the costs of the attrition that occurs between ini-
tial hires, training, and retention. White (1994), for
example, found that out of 351 potential home care
worker recruits who completed a scheduled interview,
216 were actually accepted into the training program,
133 actually started classes, 106 graduated, and only 46
were still with the agency six months after they were
placed.

Across all Pennsylvania providers, the estimated total
annual (recurring) cost of training due to turnover in
2000 was at least $35 million (Leon et al. 2001). Nurs-
ing homes’ training costs accounted for $23.9 million,
and home health/nome care agencies’ costs accounted
for $4.8 million. The regions encompassing large met-
ropolitan areas accounted for 75 percent of the costs. In
addition to the recurring turnover costs, one-time state
training costs for filling currently open jobs were esti-
mated at $13.5 million.

Labor shortages and high turnover rates may also have
negative consequences for consumers. While there is lit-
tle empirical evidence to establish causal links, anecdotes
and qualitative studies suggest that problems with
attracting and retaining frontline workers may translate
into poorer quality and/or unsafe care, major disruptions
in the continuity of care, and reduced access to care
(Wunderlich et al. 1996). Because of the important role
that workers play in meeting the most basic needs of
long-term care users and the close personal relationships
that are frequently established between aides and care
recipients, the reduced availability and frequent churn-
ing of such personnel may ultimately affect clients’ phys-
ical and mental functioning. Several studies have
observed that inadequate staffing levels, an inevitable
byproduct of worker shortages, are associated with
poorer nutrition (Kayser-Jones and Schell 1997) and
preventable hospitalizations (Kramer et al. 2000) among
nursing home residents. A reduced pool of workers also
places more pressure on family caregivers, who are
already providing the bulk of care to disabled individu-
als in the United States.

Nursing assistants, home care aides, and other work-
ers who enter and remain in these jobs may also suffer



from the effects of labor shortages and high turnover.
Workers who are providing care in understaffed envi-
ronments may experience higher levels of stress and frus-
tration, which may lead to poorer quality of care.
Workers in nursing homes may be responsible for the
care of too many residents, leaving them unable to ded-
icate adequate time to individuals. In home care, short
staffing may limit aides’ personal interaction with their
clients.

Short staffing may also result in increased rates of
injury and accidents, although there have been no stud-
ies documenting such a direct relationship.

These workers are already employed in
one of the most hazardous occupa-
tions in the service industry
(Wise 1996): The injury inci-
dence rate per 100 full-time
NAs was 16 percent in
1996; the comparable rate

for home health care
aides was 9 percent
(SEIU 1997). Some re-
searchers have speculated

that overworked and
frustrated staff may also

be more likely to physi-
cally or emotionally abuse
nursing home residents or
home care clients (PHI 2001)
or become the victims of abuse

from underserved care recipients.

Finally, high turnover and increased
vacancies may leave new workers with
fewer mentors for on-the-job learning and peer
support (PHI 2001). Overworked supervisors, further-
more, have less time to train and support frontline work-
ers. In focus groups with nurse supervisors employed
by several nonprofit nursing homes in Kansas, Long
and Long (1998) found that understaffing was a
major contributor to nurses’ decisions to leave the
facility.

During the 21st century, there will be an unprecedented
increase in the size of the U.S. elderly population as the
baby boom generation ages. While most elderly people

are not disabled, the likelihood of their needing long-
term care increases with age. The number of people age
85 and over—those most likely to need long-term
care—is projected to increase fivefold in the next
40 years: Estimates range from 8.3 million to 20.9 mil-
lion in 2040, depending on assumptions about fertility,
mortality, and immigration patterns (Stone 2000).
Recent analyses of national and international data indi-
cate a decline in disability rates among the elderly over
the past decade (Manton et al. 1997; Christopherson
1997; Waidmann and Manton 1998), but that trend is
probably not sufficient to counteract the sig-
nificant increase in the size of the elderly
population over the next 40 years.
Using various mortality and dis-
ability scenarios, Kunkel and
Applebaum (1992) esti-
mated that by the year
2020, the number of
older Americans needing
long-term care will be
between 14.8 and 22.6
million people.
Assuming reasonable
rates of economic growth,
baby boomers are likely to
have higher real incomes
during their retirement years
than today’s retirees (Man-
chester 1997). Those facing
long-term care decisions may be
more willing and able to purchase for-
mal services than to rely solely on informal
care. This trend, coupled with the aging of the pop-
ulation, will contribute to an increased demand for for-
mal long-term care services over the next 30 years.

The future availability of informal caregivers is less
predictable. The ratio of the population in the average
caregiving range (ages 50 to 64) to the population age 85
and older is projected to decrease, from 11 to 1 in 1990
to 4 to 1 in 2050 (RWJF 1996). But this estimate does
not include the large number of elderly spouses, partic-
ularly wives, and the increasing number of adult children
who may be available to care for their parents. The par-
ents of the baby boom generation have a larger average
pool of family members than did the Depression-era
generation. During the next 50 years, however, older



people’s average number of adult children is expected to
fall. A large proportion of working-age women will be in
the labor force, and more will be juggling parenting and
elder care responsibilities. A recent survey of private geri-
atric care managers (Stone 2001) suggests that the num-
ber of people purchasing care for relatives who do not
live nearby is growing, which could place more demands
on the formal long-term care system.

According to BLS (1998), personal and home care
assistance is projected to be the fourth-fastest growing
occupation. The number of home health aides is
expected to increase by 74.6 percent between 1996 and
2006; the comparable estimate for the nursing home
aide occupation is 25.4 percent.

A variety of factors, however, may offset the long-
term demand for and supply of paraprofessional work-
ers (Wilner and Wyatt 1998). The actual number of
available jobs may be tempered by both the rate of eco-
nomic growth and the effective demand—that is, the
extent to which purchasers are willing or able to pay
(Crown et al. 1992). Some analysts (Bishop 1998) sug-
gest that the dramatic slowdown in the growth of all
health care costs in the 1990s, attributed to market
forces and the pressures of managed care, will reduce the
number of health care jobs available, particularly in
terms of unskilled jobs. For example, recent home health
care policy changes, including reductions in Medicare
payments, may diminish the future growth rate.

In the aggregate, the trends described above suggest that
the demand for NAs, home care aides and other direct care
workers will increase. There is, however, serious concern
about the availability of these workers. By 2010, as baby
boomers approach old age and begin to require assistance,
the pool of middle-aged women available to provide low-
skilled basic services will be substantially smaller than it is
today (Feldman 1997). The pool of “traditional” care-
givers—women between the ages of 25 and 54—is pre-
dicted to increase by only 7 percent during the next 30
years. More importantly, the pool of potential entry-level
workers—women age 25 to 44 in the civilian workforce—
is projected to decline by 1.4 percent during the next six
years (PHI 2000). The baby boom workforce has passed
through this age range, and the rate of increased partici-
pation of women in the workforce is slowing considerably.

The educational level among minority women—
those most likely to enter the paraprofessional work-
force—is also improving dramatically. While the educa-

tional status of both white and black women improved
between 1990 and 1998, the increase was most striking
for the latter group. The proportion of black women age
25 or over with a high school education increased from
51.3 percent to 76.7 percent over that period; the pro-
portion with four or more years of college increased from
8.1 percent to 15.4 percent (U.S. Bureau of the Census
1998). These more-educated women may be less willing
to work in the same low-wage, low-benefit jobs as those
who preceded them (Burbridge 1993).

The official unemployment rate in the United States is
at a historic low, and a dramatic increase in unemploy-
ment in the near future seems unlikely. With very low
population and labor force growth, even a “normal” busi-
ness cycle recession will likely yield only a modest increase
in the number of unemployed (Judy 2000). Therefore, the
unemployed do not offer a large untapped pool of poten-
tial frontline workers. While individuals moving from
welfare to work represent another potential source of
labor, a substantial proportion of these individuals have
already been absorbed into the economy (MHPF 2000).
Those who remain on public assistance may have multi-
ple physical, mental, and lifestyle barriers to employment,
particularly with respect to the type of caring yet demand-
ing work required of NAs and home care aides. Many
policymakers and providers in the United States, as well as
in Western Europe and Japan, view immigrants as a
potential pool of workers. But, as will be discussed in the
next section of this paper, reliance on a major new influx
of immigrants to solve the labor shortage may have sig-
nificant negative consequences for our society.

The long-term outlook for the paraprofessional labor
market is not promising, even without considering
the more fundamental issue of developing a qualified,
committed workforce. The lack of a well-trained, well-
qualified workforce for long-term care—professional
and paraprofessional—is an even graver problem than
financing and delivery problems (Stone 2000). There are
few financial or cultural incentives for workers to obtain
training or to pursue careers in the care of people with
chronic illness and disabilities.

The successful recruitment, retention, and maintenance
of a committed, prepared long-term care workforce are



dependent on a variety of factors that intervene at dif-
ferent levels. At the highest level, the value society places
on direct care work interacts with economics and public
policies—including health and long-term care re-
imbursement, regulation and program design, labor
and welfare training, and workforce development and
immigration—to influence the supply and quality of
paraprofessional workers. At the workplace level, orga-
nizational arrangements, social factors, the physical set-
ting and environment, and technology all influence
employers’ ability to attract and retain workers. Policy-
makers and providers need to consider the interactions
of the factors described below, including the counter-
vailing effects of certain initiatives, in enhancing or
impeding the development of a qualified, sustainable
frontline workforce.

One important influence on individuals’ decisions to
enter and remain in the long-term care field is how soci-
ety views and values the job. Although there has been
progress in reducing ageism, many still believe that
growing old is an inevitable evil leading to decrepitude
and death—an idea the mass media often reinforces.
This negative image is matched by the ubiquitous fear of
long-term care. “I'd rather die than be in a nursing
home,” and, “I will never be a burden on my children,”
are the mantras of some middle-aged adults, many of
whom are already engaged in some level of caregiving for
their parents. Frontline jobs in nursing homes, assisted
living, and home care are viewed by the public as low-
wage, unpleasant occupations that involve primarily
maid services and “butt-wiping” of incontinent, cogni-
tively unaware elderly people.

This image is exacerbated by reports in the mass
media that feature very negative stories about living and
working conditions in long-term care facilities and about
widespread fraud and abuse in home care. While quality
concerns are certainly warranted, the current climate is
intolerant of mishaps or bad results (Kapp 1997). As
Kane (2000) noted, “We are at risk of turning the great
bulk of well-intended, hard-working long-term care
providers into a depressed and beleaguered group, who
are too fearful of missteps to exercise creativity or even
common sense in their daily work.”

The adversarial relationship between consumers and
regulators on the one hand, and providers on the other,
has significantly tarnished the long-term care industry’s
image, ultimately affecting the reputation of the front-
line worker. The strict regulatory approach championed
by several leaders on Capitol Hill, undertaken by
the Health Care Financing Administration (HCFA), and
embraced by many consumer advocates may have
unintended negative consequences for the paraprofes-
sional workforce. Anecdotes informally reported to us by
workers at a consortium of Wisconsin facilities reputed
to provide quality care suggest that these aides are
depressed and demoralized by aggressive survey inspec-
tion and enforcement activities and by the way the
media portrays their jobs and work environment. In
Florida, the recent rash of litigation against nursing
homes is not only causing liability insurers to pull out of
the market, it is also discouraging potential employees
from applying for jobs in the industry (Bucher 2000).

Several policymakers and researchers, when discussing
the current shortage of NAs, home care aides, and other
direct care workers, have argued, “It’s just the economy,
stupid!” They perceive this crisis as a short-term problem
that will be ameliorated by an economic downturn.
While the problem is more entrenched and complicated,
there is no doubt that the status of the local economy is
a major determinant of the supply and stability of the
frontline workforce. Several studies (Crown et al. 1995;
Feldman et al. 1990; Banaszak-Holl and Hines 1996)
have identified the strength of the local economy as a
major predictor of turnover rates in nursing homes and
home care. Experience in several local markets during
the early and late 1980s demonstrated that the ability to
attract and retain frontline workers ebbed and flowed
with economic cycles (Feldman 1997).

Recruitment, retention, and turnover are related to
conditions in both the long-term care labor market and
the overall labor market (Atchley 1996; Burbridge
1993). When the general labor market is tight, there are
more jobs for qualified people, who are likely to find bet-
ter opportunities outside long-term care. Likewise, when
the long-term care labor market is expanding, competi-
tion for new staff intensifies among providers, recruiting
may become less selective, and retaining existing staff



becomes more difficult. More attention is paid to hiring
workers than to searching for individuals who have the
requisite personalities and/or skills for the job.

Policymakers and providers have expressed keen inter-
est in understanding the extent to which there is intra-sec-
toral movement (from one nursing home to another or
from one setting to another) versus movement out of the
long-term care or health sector altogether. Informal dis-
cussions with providers suggest that many workers quit to
take a job with another facility or agency, supporting the
notion that providers are “stealing from one another.”
Feldman (1994) has observed that as hospitals de-empha-
size inpatient hospital care, they are beginning to offer
subacute care and various forms of community-based
care. Nursing homes have increasingly specialized in reha-
bilitation and subacute care and have branched out into
home care. As a result, the nursing home and home care
industries are converging and are beginning to compete
for people in the same labor pool, contributing to the
shortage of frontline workers.

Konrad (1999) examined the extent to which trained
NAs in North Carolina are currently employed in the
long-term care sector, identified other concurrent or sub-
sequent jobs these individuals hold, and determined the
annual earnings of active versus inactive NAs. The study
found that less than half of the 180,000 North Car-
olinians trained to work as NAs during the last decade
are currently certified to work in this occupation. Even
among those who are certified, many apparently work
only part-time as NAs, supplementing their income with
earnings from unrelated jobs in low-wage industries.
Most of the individuals who are no longer certified as
NAs have left the long-term care field and appear to have
more stable jobs at higher wages in other industries.

Health and long-term care policies at the federal and
state levels significantly affect the recruitment and reten-
tion of the frontline workforce, influencing employer
and employee decisions through reimbursement, regula-
tion, and program design.

Medicare and Medicaid, the major sources of public
funding for health care, account for most long-term care

expenditures (Stone 2000). In 1995, approximately
$106.5 billion was spent on long-term care, with public
resources accounting for 57.4 percent of the amount.
The largest part of public funds, 37.8 percent, came
from Medicaid (21.1 percent federal and 16.7 percent
state). Medicare paid 17.8 percent of the $106.5 billion,
and other federal and state programs supplied lesser
amounts (e.g., Veterans Affairs, Older Americans Act,
Social Service Block Grant, state general assistance).

Medicare provides coverage for short, post-acute stays
in skilled nursing facilities and for home health services
to community-dwelling beneficiaries who need skilled
nursing, particularly following a hospitalization. Medi-
caid, the federal/state health care program for the
poor, provides coverage for more traditional, chronic,
and nonmedical services in nursing homes and institu-
tions for people with mental retardation. Using waivers
and state plan options, Medicaid also covers home and
personal care for people who meet the low-income
requirements.

Because these programs are major sources of long-
term care funding, reimbursement policy plays a sub-
stantial role in determining workers’ wages, benefits, and
training opportunities. Nationally, Medicaid finances
care for about two-thirds of all nursing home residents.
At the extremes, Medicaid covers just over 50 percent of
residents in three states, while in four states the program
finances over 80 percent (Manard and Feder 1998).
These third-party payers influence the price of labor by
determining the amount of money public agencies and
private insurers are willing to pay (PHI 2000). While
providers have some flexibility in setting wages and
benefits, that flexibility is limited by this third-party
payer constraint (Atchley 1996). If payment rates fail to
keep up with the true cost of providing services, organi-
zations have less flexibility to offer competitive wages
and benefits.

For years, states have tried to control Medicaid nurs-
ing home and home care expenditures by placing limits
on reimbursement (HCIA-Sachs and Arthur Andersen
LLP 2000). Many home health providers relied on
Medicare to make up for Medi