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INTRODUCTION 
 
In 2008, the ad hoc Committee on the Future Health Care Workforce for Older 
Americans, under direction from the Institute of Medicine (IoM), published its 
report concluding that the definition of this workforce must be expanded. Ac-
cording to the report, the definition should encompass everyone involved in a 
patient’s care, including direct care workers (DCWs) such as nursing assistants 
and home care aides, and informal caregivers, referring to family and friends 
(IoM, 2008). The expansion of the definition is essential because DCWs and fam-
ily caregivers deliver most of the hands-on care to chronically ill and impaired 
adults, and are regarded as the backbone of the long-term care workforce 
(Noelker, 2001). Hence, any efforts to improve the health care workforce must 
give thoughtful attention to strategies that address the needs and interests of 
DCWs and family caregivers. The IoM Committee proposed a three-fold ap-
proach for retooling the health care workforce aimed at the following: increas-
ing recruitment and retention; enhancing competency through education and 
training; and, improving care delivery to ensure better outcomes for care re-
ceivers.  
 
For more than 40 years, the Aging Network has helped to grow the long-term-
care workforce in order to expand home- and community-based services 
(HCBS), thereby affording choice in long-term-care arrangements and support-
ing the independence of older Americans. The U.S. Administration on Aging 
(AoA) has led the Aging Network in these efforts. Over the years, it has taken a 
central role through Older Americans Act (OAA) Title IV training initiatives to im-
prove the workforce. It also has overseen the expansion of services for family 
caregivers through the National Family Caregiver Support Program, funded un-
der Title III of the OAA.  
 
EXPERT PANEL ON THE LONG-TERM-CARE WORKFORCE  
 
Under a Cooperative Agreement with AoA, the Benjamin Rose Institute on Ag-
ing convened a national panel of experts on the long-term-care workforce, 
specifically DCWs and family caregivers, to examine ways to enhance their ca-
pacity. One basis for the AoA request was that DCWs and family caregivers are 
critical to the delivery of long-term services and supports for older adults and 
adults with disabilities. As such, they are a vital part of the health care work-
force in this nation, which was acknowledged in the recent IoM report (2008) 
that focused on the urgent need to “retool” or strengthen this workforce.  
 
The second basis was health care reform legislation, including the CLASS Act, 
that presaged a new emphasis on and expansion of health promotion, chronic 
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disease prevention and management, and HCBS. In anticipation of the legisla-
tion’s passage, AoA was seeking input from recognized experts in the field on 
the implications of this legislation for the long-term-care workforce, as well as 
possible strategies and initiatives for AoA to consider in its effort to strengthen 
both the direct care workforce and family caregivers.  
 
The third basis was the pending reauthorization of the Older Americans Act and 
the work being done through public forums and other events to gather infor-
mation from various constituencies and stakeholders related to the reauthoriza-
tion. The panel was asked to consider workforce-related initiatives that AoA 
could carry out independently, as well as those it might do in partnership with 
federal and state agencies, national associations, labor unions, and other or-
ganizations. Panelists were cognizant that some long-standing and seemingly 
intractable workforce issues, such as low wages and the lack of health insur-
ance for direct care workers, were not under AoA’s authority or control. How-
ever, the panel did consider the extent to which AoA and the Aging Network 
could use their stature and experience in the long-term-care arena to explore 
the development of new workforce initiatives.  

The expert panel was asked to address five areas of concern: 1) the supply of 
DCWs and family caregivers, 2) the retention of these helpers, 3) the readiness 
or capacity of these helpers to provide care, 4) the quality of care they provide 
in terms of outcomes for those in their care, and 5) the impact of the Patient 
Protection and Affordable Care Act, including the CLASS Act, on DCWs and 
family caregivers. The panel was also asked to reflect on some of the chal-
lenges regarding defining DCWs and the blurring between DCWs and family 
caregivers when the latter are paid to provide care to their impaired relatives. 
 

THE PANEL’S WORK 
 
Eleven panelists, selected in consultation with AoA staff, attended meetings of 
the panel with Benjamin Rose and AoA staff and/or submitted written recom-
mendations. In advance of the first meeting, members were sent informational 
materials and a matrix laying out potential areas for new initiatives to 
strengthen the workforce. The purpose was to generate preliminary thoughts 
about how education and training initiatives, new or amended public policies, 
AoA program initiatives and demonstrations, labor pools, and potential part-
nerships could strengthen the supply, retention, readiness, and quality of care 
the workforce provides.  
 
When the first meeting in February 2010 was canceled due to inclement 
weather, panel members were sent an expanded matrix and asked to submit 
written comments and recommendations. These were compiled by Benjamin 
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Rose staff and distributed along with a summary document in advance of the 
rescheduled meeting, which was held in March 2010 in conjunction with the 
ASA/NCOA Aging in America conference. The discussion of the 12 persons in 
attendance at this meeting, including AoA and Benjamin Rose staff, was au-
dio-taped and subsequently transcribed, analyzed, and compiled into a report 
incorporating all of the participants’ comments and suggested approaches to 
date. A second meeting was held in April in Washington, DC, with 15 partici-
pants, several of whom had not been able to attend the March meeting. The 
discussion at this meeting was also audio-taped, transcribed, analyzed, and in-
tegrated with previous findings. The results of all the panel’s deliberations are 
included in this report.  
  
CHALLENGES DEFINING DCWs AND PAID FAMILY CAREGIVERS 
 
The panel was confronted with several challenges, including different perspec-
tives on which types of workers are included in the direct-care workforce. This 
challenge exists because there is little consistency or consensus across the 
states on the nomenclature used for classes of direct-care workers. For exam-
ple, personal care attendant is a term used in federal classifications but with 
many different meanings across the states, where such workers may be desig-
nated as a mental health aide, respite worker, or a service aide (U.S. Depart-
ment of Health and Human Services, 2004). Other nomenclatures for direct-
care workers include nurse aides, orderlies and attendants; home health aides; 
and personal and home care aides (Harmuth & Dyson, 2005). Nursing aides are 
also known as nurse aides, nursing assistants, certified nursing assistants, geriat-
ric aides, unlicensed assistive personnel, orderlies, or hospital attendants, ac-
cording to the Bureau of Labor Statistics, which considers home health aides 
and personal/home care aides (the latter are also called homemakers, care-
givers, companions, and personal attendants) to be separate occupations 
(U.S. Department of Labor, 2010). For these reasons, panelists had to clarify 
when their recommendations pertained to specific types of DCWs, such as 
home care workers as distinct from certified nursing assistants.  

A further complication was that distinctions between family caregivers and di-
rect-care workers have become blurred; for example, family members can be-
come paid helpers under consumer-directed care programs and some family 
members perform functions that were formerly the sole responsibility of profes-
sional providers. Furthermore, a Rosalynn Carter Institute caregiver study indi-
cates that 31% of DCWs also have family care responsibilities and function as 
caregivers both at work and at home (Nottingham, Haigler, Smith, & Davis, 
1993). In addition, there have been attempts to enlarge the direct-care work-
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force by engaging former family caregivers in paid employment as direct-care 
workers (U.S. Department of Health and Human Services, 2009). In brief, the 
complexities and subtleties of caregiver designations pose challenges for their 
identification and categorization, which have implications when considering 
various strategies to enhance their recruitment, retention, training, and quality.   
 
 
1. INCREASING THE SUPPLY AND RETENTION OF DCWS  
 
Panelists discussed the importance of a variety of methods to improve both the 
supply and retention of DCWs.  
 
With respect to increasing the supply of DCWs, panelists recommended draw-
ing upon immigrant populations, displaced workers over 55 years old whose 
jobs were lost in the current recession, and persons with developmental disabili-
ties who could be trained as DCWs. Separately, it was widely acknowledged 
that the wages and benefits paid for direct-care work are a deterrent to re-
cruitment and retention efforts. For example, home care work is among the 
fastest-growing occupations in the nation; however, home care workers earn 
on average less than ten dollars an hour (Dawson, 2010). One panelist noted 
that DCWs frequently are not paid minimum wage. Under the Fair Labor Stan-
dards Act, those working in the home, even if employed by third parties, are 
designated as “companions to the elderly and infirm” and are excluded from 
these protections (PHI, 2010). The latest Department of Labor semiannual regu-
latory agenda indicates that there are plans to review the companionship ex-
emption. This is especially important in light of a recent investigation into viola-
tions of employment and labor laws in America’s cities, which showed that 
home care workers were frequent victims of overtime violations, off-the-clock 
violations, and meal break violations (Bernhardt et al., 2009). Consequently, a 
number of panelists suggested advocating for the enforcement of existing em-
ployment and labor laws to ensure protection for these workers.  
 
State workforce registries, generally regarded as effective systems for collect-
ing, organizing, and disseminating information on the available pool of DCWs, 
were mentioned by several panelists. According to CMS’s National Direct Ser-
vice Workforce Resource Center, 23 states have worker registry websites that 
match persons needing direct support or personal assistance at home or in the 
community with caregivers looking for work. These computerized registries have 
the capability to match home care workers’ qualifications with consumers’ 
needs, generate lists of potential workers for consumers to interview, and pro-
vide access to training for both consumers and workers. It was also suggested 
that the Aging and Disability Resource Centers (ADRCs), in cooperation with 
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State Units on Aging (SUAs) and Area Agencies on Aging (AAAs), could house 
statewide registries because they serve as information portals for consumers. 
This would require federal agencies to provide funding for information technol-
ogy to create a user-friendly, easily accessible system. Private agencies could 
also partner to create a database of available DCWs.  
 
Chief among the incentives discussed for retaining DCWs were: a) adequate 
wages, b) benefits, c) career advancement opportunities and career path-
ways, d) effective supervision and leadership, e) mentorship programs includ-
ing peer-to-peer mentoring, and f) recognition of the intrinsic benefits of the job 
such as compassionate care, which are critical components of this type of 
work. Panelists discussed several challenges to implementing increases in pay 
and benefits. For example, federal agencies such as AoA are likely to find it dif-
ficult to try to promote changes at the state and local levels and in the private 
market. Another barrier to increasing DCW wages related to the prevalence of 
small- and mid-size home care agencies and their flat organizational structure 
that limited opportunities to implement career ladders and consequently im-
prove compensation. Another panelist mentioned the possibility of working with 
unions in order to improve compensation packages. Increases in pay and 
benefits packages would, in turn, help attract and retain workers, thereby in-
creasing the supply of DCWs. 
 
With respect to increasing worker benefits, particularly health insurance, panel-
ists suggested that smaller agencies could pool together to buy into a larger 
government or private health care plan. Health care reform and the prospect 
of health insurance availability for those without it now may also have an im-
pact on this issue. Currently, many low-paid home health aides do not want to 
work more hours for fear of losing their Medicaid benefits.  
 
One panelist mentioned an intervention study in Ohio where career ladder op-
portunities were created for nurse assistants in nursing homes so that they could 
become Dementia Care Specialists (Noelker & Ejaz, 2001). However, when the 
nurse assistants completed the course, they received a change in title but not 
a wage increase.  
 
Another suggested avenue to pursue for better retention is improved supervi-
sion of DCWs. There is, in fact, a substantial body of research on the impor-
tance of good supervision for retention of DCWs (Noelker, Ejaz, Menne, & Ba-
gaka’s, 2009). Thus, several panelists referred to the need for improved man-
agement training programs for providers of long-term-care services and sup-
ports. One panelist suggested that standards should be developed for the Ag-
ing Network related to creating supportive work environments and effective 
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worker retention practices. Moreover, these same standards should be used as 
performance standards for provider organizations under contract with Area 
Agencies on Aging.  
  
APPROACHES TO INCREASE THE SUPPLY AND RETENTION OF DCWS 
 
1.1 Collaborate with the Department of Labor to extend Fair Labor Standards 

Act laws to home care workers, and explore funding implications of requir-
ing provider organizations to offer living wage salaries and benefits to 
DCWs. 

 
1.2 Provide incentives and technical assistance to the states that currently do 

not have worker registries to develop and implement them, possibly 
through grants to ADRCs, SUAs and AAAs, so that persons needing direct 
support are matched with caregivers seeking work.  

 
1.3 Through ADRC grants, support the establishment of linkages between 

ADRCs and existing worker registries in states that have them.  
 
1.4 In collaboration with CMS, launch a pubic service campaign that would 

elevate the public’s image of DCWs and the importance of their role in the 
nation’s health care workforce.  

 
1.5 Collaborate with boards of nursing and other associations to promote the 

use of existing training protocols, and implement and test supervisory train-
ing programs for nurses in long-term care focused on team leadership skills, 
person-centered care, empowerment, and mentoring and coaching 
DCWs. 

 
2. INCREASING THE SUPPLY AND RETENTION OF FAMILY CAREGIVERS  
 
In this regard, panelists discussed the importance of continuing to expand con-
sumer-directed care programs in which persons requiring long-term care in the 
community can directly hire and pay their helpers, including family members. 
This approach gives consumers more control over their care arrangements. Be-
ing “hired” also provides family caregivers with much needed financial com-
pensation, especially when their earnings in the paid workforce are diminished 
because of caregiving responsibilities or when they make financial expendi-
tures related to the care recipient’s needs. Following a discussion about various 
options under consumer-directed care, it was suggested that the most attrac-
tive option for some family members was getting direct cash benefits under a 
flexible individual budget. In fact, a recent national survey of family caregivers 
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reported that their top preferences for programs or policies were tax credits 
and payment for the care they give (National Alliance for Caregiving, 2009). 
These could include providing refundable tax credits to help cover families’ 
long-term-care costs as well as broadening the applicability of the Dependent 
Care Tax Credit to care recipients who do not live with the taxpayer. 
 
Programs and incentives that transition former family caregivers into the di-
rect care workforce were also suggested by panelists. Yet, some panelists 
felt this was a limited pool because former caregivers are often “burned 
out” and, if they are looking for employment, are likely to be seeking more 
lucrative opportunities. Another consideration related to the potential sup-
ply of family caregivers is the increase in informal caregiving by peers, non-
kin, and fictive kin, especially in light of recent demographic changes, such 
as the entry of more women into the workforce, decreased birth rates, in-
creased life expectancy, and the geographic dispersion of families. Informal 
caregivers could also be supported and encouraged through mechanisms 
such as caregiving cooperatives, community caregiver associations that 
mentor individuals new to caregiving, and easily accessible sources of care-
giving information provided by ADRCs. 
 
With respect to improving the recruitment and retention of family caregivers, 
panelists discussed approaches such as providing funds for home and environ-
mental modifications to accommodate disabled relatives more easily in their 
own homes. Similarly, it was suggested that funds be made available for fami-
lies to purchase assistive devices and associated training to facilitate bathing, 
lifting, transferring, and other care tasks, which make the work less physically 
demanding and safer for both the caregiver and care receiver. In addition, 
panelists recommended an increase in funding for services specifically di-
rected toward caregivers, particularly respite services with 24-hour availability. 
Major increases in funding for the National Family Caregiver Support Program 
were also called for and seen as critical to supporting and retaining family 
caregivers.  
 
Some panelists’ suggested approaches for supporting employed caregivers in-
cluded the following: having geriatric care managers help caregivers develop 
strategies to support care receivers while caregivers are at work; educating 
employers about caregiving issues such as the importance of flexible work 
schedules; and expanding the Family and Medical Leave Act (FMLA) and 
other paid leave policies at the federal and state level to promote wage re-
placement. For example, those caring for siblings, in-laws, domestic partners, 
and/or grandparents could become eligible under FMLA, and the threshold for 
coverage of private employers could be reduced from the current 50 employ-
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ees to 15-25. Also with respect to the FMLA, ADRCs, SUAs, and AAAs could play 
a role in education about individuals’ rights under the Act.   
 
APPROACHES TO INCREASE THE SUPPLY AND RETENTION OF FAMILY 
CAREGIVERS 
 
2.1 Continue supporting expansion of consumer-directed care programs; pro-

mote peer-to-peer care and allow spouses, non-kin, and fictive kin to qual-
ify as paid caregivers. 

 
2.2 Identify ways, in partnership with the construction trades, home remodelers, 

HUD, and technology companies, to fund home remodeling, home addi-
tions, and installation of assistive technologies that enable informal caregiv-
ers to house and care for persons with disabilities. 

 
2.3 Pursue strategies to expand the Family and Medical Leave Act that will bet-

ter accommodate the needs of family caregivers and support the develop-
ment and implementation of training programs for ADRC, SUA, and AAA 
staff so they can better educate persons about their rights under the Act. 

 
2.4 Pursue strategies to amend the tax code to include Caregiver Tax Credits 

to ease the financial burdens of caregiving by offsetting both direct care 
expenses (e.g., food, clothing) and indirect expenses (e.g., lost wages). 

 
2.5 Conduct demonstration and evaluation studies of new care models in 

which persons can serve as unpaid caregivers and bank their work hours for 
later use when they or their family members require care.  

 
2.6 Encourage the Aging Network to foster and support community caregiver 

associations that mentor those new to caregiving and take advantage of 
the latest technologies to supply on-going information and support to fam-
ily caregivers, possibly through ADRCs.  

 
2.7 Increase funding for the National Family Caregiver Support Program to en-

hance all service components, including respite services with 24-hour avail-
ability. 

 
3. IMPROVING THE READINESS OF DCWs 
 
There were divergent opinions among panelists regarding the advisability of in-
creased training requirements for DCWs. Acknowledging the various types of 
DCWs and the corresponding range of skills, knowledge, and expertise re-
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quired, some panelists expressed the belief that increased training require-
ments could be a barrier or deterrent to increasing the supply of DCWs. They 
also pointed out that associated training costs for providers would increase, al-
though their reimbursement would not. Much of this discussion centered on 
whether DCWs actually required additional training to perform home-related 
chores and basic personal care tasks. The argument was made that adding 
“clinical” hours would lead to “medicalizing” home care and would work 
against the delivery of person-centered care.  
 
Other panelists were of the opinion that home care workers are increasingly 
serving individuals who suffer from multiple chronic conditions and have com-
plex medical needs requiring additional training, especially given consumers’ 
preferences for home care over institutional care. According to these panelists, 
requiring additional training and licensing would lead to higher standards and 
wages. These panelists maintained that special attention and advocacy efforts 
are needed to raise the federal and state training requirements for DCWs, spe-
cifically, certified nursing assistants and home care workers. These requirements 
have not been amended since the passage of OBRA in 1987 [§ 1891(a)(3)]. As 
of 2009, there were 20 states that had not increased the entry-level training re-
quirements from the OBRA-mandated 75 hours, while 13 other states and the 
District of Columbia changed them to require 120 hours or more (PHI, 2009). In 
the state of Washington, legislation has been passed to update requirements 
for training hours and curriculum content, combined with requirements that 
home care aides have certification.  
 
Panelists also noted that entry-level training for these workers should include 
more clinical experience to develop their skills and to have a fuller understand-
ing of the nature of the work. Peer-to-peer and mentoring programs were 
viewed as a valuable component of entry-level training programs. Regarding 
DCWs’ continuing education requirements, there have been calls issued over 
the past decade for increases in the annual requirement of 12 hours and man-
dates for specific training content such as skills and techniques for person-
centered care (U.S. Department of Health and Human Services, 2002).  
 
One recommendation by the panel was to have evidence-based training 
curricula and programs designed around the core competencies necessary 
for the job, including interpersonal and team skills to foster the care recipi-
ent’s independence. These core competencies should be aligned with 
those specified in Title V of the Patient Protection and Affordable Care Act 
of 2010. Students for whom English is not their first language were seen as re-
quiring special attention and adjustments to training curricula and pro-
grams, as were low-income persons and those with cultural backgrounds 
that influence delivery of care.   
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Some panelists endorsed the development of a set of core competencies that 
cut across age and disability groups as a method of helping to enhance the 
skills of DCWs and their employability in a wider variety of care settings. One 
program mentioned by a panelist as exemplifying a successful approach to 
training DCWs to serve older adults and adults with disabilities was SPEAK 
(Support Providing Employees’ Association of Kentuckiana), a network of pro-
vider organizations guided by two lead agencies – The Council on Mental Re-
tardation and Seven Counties Services, Inc. SPEAK provides networking oppor-
tunities to “Direct Support Professionals” who serve a wide range of individuals, 
such as those with developmental disabilities, mental illness, and emotional dis-
turbances, and the elderly. SPEAK also provides pre-service orientation to give 
job applicants a realistic preview of the work before they are hired, a mentor-
ship/apprenticeship program to help new hires adjust and learn best practices 
from a peer, and training and recognition opportunities (SPEAK, 2010). 
 
In the wake of health care reform, there may be new opportunities for special-
ized training for DCWs. For example, the “medical home” model of care deliv-
ery includes comprehensive training to coordinate care, along with an ongo-
ing relationship between a provider and patient, 24-hour access to medical 
consultation, and patient-centered care. DCW specialists specifically trained in 
post-hospital care could work within a care receiver’s medical home to facili-
tate smooth care transitions that help prevent unnecessary emergency depart-
ment use and acute care hospital readmissions. 
 
Panelists also noted that in decades past, AoA has historically supported spe-
cialized training programs in aging using Older Americans Act Title IV funds to 
better educate professionals in gerontology and long-term care. Future invest-
ment in these types of training programs for DCWs can both attract new peo-
ple to the field of long-term care and ensure that those working in the field are 
properly prepared to perform their jobs. Paying trainees during training was also 
mentioned as a necessity by one panelist.  
 
Partnerships were viewed as central to expanded and improved training pro-
grams, as were demonstration grant initiatives to implement workforce innova-
tions and evidence-based best practices in various programs and states. Such 
partnerships could include high schools, community colleges, universities/
centers of excellence, boards of nursing, Alzheimer’s Association chapters, 
AARP, disability advocates, immigrant advocates, labor unions, United Way, 
ADRCs, and coalitions such as the Long-Term Care Working Group in Washing-
ton, D.C. Among state and federal government entities, partnerships between 
AoA and Workforce Investment Boards, Departments of Labor and Education, 
Centers for Medicare and Medicaid Services, Veterans Affairs, Assistant Secre-
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tary for Planning and Evaluation (ASPE), Health Resources and Services Admini-
stration (HRSA), and Housing and Urban Development (HUD) offices could result 
in coordinated and sustained attention to training program initiatives that will 
ensure ongoing advances in the quality of the long-term-care workforce.  
 
APPROACHES TO IMPROVE THE READINESS OF DCWs 
 
3.1 Include a proposal in the Administration’s recommendations for the OAA 

reauthorization for DCW training programs that are focused on the core 
competencies needed by specific types of DCWs, as specified in Title V of 
the Patient Protection and Affordable Care Act, along with career ad-
vancement programs, career ladders, and standardized certification that 
transfers to different locations. 

 
3.2 Make greater use of OAA Title IV funds for demonstrations, training and 

education programs, including train-the-trainer programs for DCWs, and 
ensure these are evidence-based training programs directed to core com-
petencies, aligned with the provisions of the Patient Protection and Afford-
able Care Act. 

 
3.3 Promote training programs for DCWs that are designed to accommodate 

the needs of low-income persons, immigrant persons for whom English is a 
second language and those with cultural backgrounds that influence their 
approach to and delivery of care. 

 
3.4 Consider a variety of partners to develop and implement recruitment and 

training programs for DCWs, including special apprenticeship programs tar-
geted to HCBS; some of these may include Workforce Investment Boards, 
community colleges, Department of Labor, Department of Education, labor 
unions, boards of nursing, senior and disability advocates, advocates for im-
migrants, universities/centers of excellence, ADRCs, and United Way. 

 
3.5 Explore possible mechanisms for funding child care and other expenses 

while persons are receiving DCW training. 
 
3.6 Ensure that training programs include a pre-training component which pro-

vides applicants with actual experience of what the job is like and include 
more on-the-job training and peer mentoring for skill development.  
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4. IMPROVING THE READINESS OF FAMILY CAREGIVERS 
 
Panelists expressed the opinion that in order to meet the training needs of fam-
ily caregivers, substantial attention and a plan of action will be required. As evi-
dence of the need for family caregiver education, findings from a national sur-
vey showed that fewer than one in five caregivers reported receiving formal 
training for their role, and 78% said they needed more information on a variety 
of topics related to caregiving (National Alliance for Caregiving, 2009).  
 
In this regard, training in the use of assistive technology could be leveraged to 
address projected increases in the number of older adults with disabilities and 
shortages of DCWs, especially in rural areas. In recent national surveys about 
assistive technology use and the home environment, funded by the Office of 
the Assistant Secretary for Planning and Evaluation (ASPE) in the U.S. Depart-
ment of Health and Human Services, investigators found that about 25% of 
adults age 50+ were able to manage their personal care using devices, and 
another 25% could benefit from home modification (Freedman, Agree, & Corn-
man, 2006). Thus assistive technology could benefit both caregivers and care 
recipients.   
 
Panelists stated that families could benefit from hands-on training to gain skills in 
areas such as body mechanics, lifting, transferring, bathing, using assistive de-
vices, managing medications, and recognizing signs and symptoms for com-
mon diseases, including dementia and Alzheimer’s disease. Training for family 
caregivers could take place either in a formal setting like a classroom or on-site, 
such as in senior housing units. In the latter case, a panelist noted that conduct-
ing training in this type of setting could benefit family members who do not self-
identify as caregivers. Another panelist described a program in Baltimore 
County that trains family members caring for older adults age 60+ and grand-
parents who are the primary caregivers of grandchildren, through a grant from 
the National Family Caregiver Support Program. Mention was also made of the 
District of Columbia’s Caregivers’ Institute, a centralized training, education 
and support resource for caregivers experiencing financial burden due to care-
giving for an older adult with low to moderate income.    
 
In addition, it was suggested that on-demand (as opposed to scheduled) train-
ing for family caregivers would be useful, perhaps in the form of 24-hour hotlines 
operated by ADRCs, SUAs and/or AAAs offering information, consultation and 
counseling on care-related problems. In this context, it would be important to 
develop core competencies for professionals in the Aging Network who work 
with and support family caregivers. AAAs and ADRCs could also promote the 
use of validated caregiver assessment tools aimed at identifying training, ser-
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vice, and support needs, and their administration at critical points when the as-
sistance needs of care recipients increase or change (e.g., prior to discharge 
from hospital, rehabilitation unit, or nursing home).   
 
For family caregivers and care receivers involved in consumer-directed pro-
grams, it would be helpful to offer training in fiscal management and effective 
supervision of DCWs. For example, family members, especially adult children 
and spouses, might be called upon to act as a “case manager” in a medical 
home model of care delivery. Because the medical home is a comprehensive 
approach to coordination of care, a family caregiver could play an important 
role by reinforcing the focus on disease prevention, disease management and 
patient-centered care.  
  
A toolkit of evidence-based training programs for family caregivers was seen as 
having substantial benefits. Although some panelists said that the selection cri-
teria for scientific evidence were not very stringent, they noted that a list of 
such tools is maintained by the Rosalynn Carter Institute for Caregiving. The de-
velopment of innovative training programs and evidence-based programs 
could be supported by AoA using a variety of funding mechanisms and part-
nerships, including Older Americans Act Title III funds from the National Family 
Caregiver Support Program.  
 
APPROACHES TO IMPROVE THE READINESS OF FAMILY CAREGIVERS  
 
4.1 Support demonstrations and evaluations of hands-on training programs for 

family caregivers that include training on skills such as body mechanics, lift-
ing, transferring, bathing, and use of assistive devices, and include them in 
AoA’s toolkit of evidence-based training programs.  

 
4.2 Determine the capacity of ADRCs, SUAs and AAAs to provide 24/7 hot lines 

for caregivers to receive information, consultation and counseling on care-
related problems they encounter. 

 
4.3 Through the AAAs and/or ADRCs, promote the use of validated caregiver 

assessment tools aimed at identifying training, service, and support needs 
and their administration at critical points when the assistance needs of care 
recipients increase or change (e.g., prior to discharge from hospital, reha-
bilitation unit, nursing home). 

 
4.4 Develop core competencies for professionals in the Aging Network to im-

plement in their work with and support of family caregivers. 
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5. IMPROVING THE READINESS OF BOTH DCWs AND FAMILY  
CAREGIVERS 
 
In addition to joint training programs for DCWs and family caregivers, another 
suggestion from panelists was to develop and test training models in which 
DCWs are prepared to educate and train family caregivers.  For example, new 
training programs for DCWs could enable them to educate family caregivers 
about safe and effective care techniques (e.g., lifting, transferring) and other 
core competencies. Conversely, family caregivers were seen as having a role 
in training DCWs because family members can provide workers with insight into 
the values, preferences, and unique interests of those receiving care, thereby 
helping to foster person-centered care. Thus, creating synergy in the training of 
DCWs and family caregivers was seen as an effective way to improve training 
outcomes for both. 
 
APPROACHES TO IMPROVE THE READINESS OF BOTH DCWs AND 
FAMILY CAREGIVERS 
 
5.1 Support demonstration-evaluation programs that build on core competen-

cies to train family caregivers and DCWs jointly in order to promote shared 
understanding of their roles and new training programs for DCWs that en-
able them to educate family caregivers about safe and effective care 
techniques (e.g., lifting, transferring), possibly in collaboration with the De-
partment of Labor. 

 
6. IMPROVING OUTCOMES FOR CARE RECIPIENTS AND CAREGIVERS 
 
DCWs: Turnover among DCWs was seen by panelists as detrimental to the con-
tinuity and quality of care for recipients. Panelists were clear that the develop-
ment and implementation of standard approaches for tracking DCW turnover 
and retention rates by AAAs and employers in the Aging Network are neces-
sary to determine the actual extent of turnover and to identify the workplace 
and management practices associated with lower turnover rates. These prac-
tices should be publicized and disseminated throughout the Aging Network for 
replication purposes. Further, provider organizations could be incentivized to 
implement workforce improvement practices, using OAA and/or Medicaid 
funding, and include measures of workforce improvement (e.g., decreased 
turnover, increased number of job advancements, fewer unfilled positions) in 
their reports to AoA.   
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Regarding the role of education and training programs for DCWs in fostering 
quality care, the panelists again underscored a focus on desired outcomes for 
care recipients which directly link to core job competencies that are instilled 
through enhanced training programs. These core competencies should be 
broadened to include training to achieve quality of life outcomes for care re-
ceivers, such as sustained independent living, empowerment, choice and con-
trol over their care arrangements, and engagement in the management of 
chronic conditions. 
 
Several panelists pointed to the potential role of the Aging Network in achiev-
ing better health care outcomes for care recipients. Specifically, they called for 
demonstration and evaluation research initiatives that address the Network’s 
role in preventing unnecessary hospitalizations and emergency room use (i.e., 
improved service system outcomes) through partnerships and collaborative 
programs linking AAAs with primary care physician practices and hospital sys-
tems.   
 
The issue of the variable quality of home care provider organizations was raised 
in discussing care outcomes, along with the suggestion to implement a volun-
tary system of accountability related to service reliability, consistency in work-
ers, worker training requirements, and consumer satisfaction. High-performing 
provider organizations should be recognized for their successful efforts and 
consumers and family caregivers made aware of those with records of high 
performance. Another suggestion was to involve the AAAs in evaluating how 
DCWs can influence client outcomes. In addition, AAAs could influence pro-
vider organizations to raise the standards for delivering effective care by re-
warding providers that achieve desired outcomes for DCWs (e.g., job retention, 
job satisfaction) and for consumers (e.g., increased length of stay in HBCS set-
tings, reduced hospital and nursing home (re)admissions among waiver partici-
pants, fewer emergency department visits). In addition, AAA and ADRC staff 
could benefit from training and support that promotes their understanding of 
and preparation for undertaking legal and liability issues as they develop and 
maintain registries of providers that meet quality outcome criteria. 
 
Family Caregivers: Regarding outcomes for family caregivers, several panelists 
recommended the implementation of a standardized caregiver assessment 
process and its application throughout the Aging Network to ensure that the 
service and support needs of caregivers are addressed. Other panelists ex-
pressed divergent opinions and cautioned that the content and administration 
of caregiver assessments could have adverse effects on caregivers and on the 
quality of care and outcomes for elders. There were also concerns that assess-
ment of family caregivers would have a negative impact on supply, could lead 
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to accusations of elder abuse, and should not be linked with training. One pan-
elist pointed out that in the United Kingdom, caregiver assessment is a right un-
der the Carers (Equal Opportunites) Act of 2004, but many eligible caregivers 
are unaware of that fact and few have availed themselves of it. Similarly, pan-
elists cautioned against trying to be prescriptive with family caregivers because 
they make their own decisions about what type of help they want and when to 
seek help.  
 
Other panelists asserted that caregiver assessment would help to ensure ser-
vice quality and appropriate training of family members. Proponents of this ap-
proach recommended that assessment of family caregivers could occur at the 
time care recipients are discharged from the hospital to determine the care-
giver’s ability to manage new or expanded care tasks related to the care re-
cipient’s post-hospital care. As a critical agent in a family member’s care, the 
caregiver’s capacity at time of discharge has a direct bearing on the relative’s 
successful transition back to and continued functioning in the home setting.  
 
APPROACHES TO IMPROVE OUTCOMES FOR DCWs AND FAMILY 
CAREGIVERS 
 
6.1 Support demonstrations and evaluations of specialized DCW training pro-

grams that enable them to assist older adults’ in managing chronic condi-
tions and determine the impact on clients’ health outcomes. 

 
6.2 Have AAAs raise the standards for the workforce by rewarding providers 

that achieve desired outcomes for DCWs and consumers (e.g., increased 
length of stay in HCBS settings, reduced nursing home admissions among 
waiver participants, fewer emergency department visits, and reduced re-
admissions to hospitals). 

 
6.3 Provide training and support to AAA and ADRC staff that promote their un-

derstanding of and preparation for undertaking legal and liability issues as 
they develop and maintain registries of providers that meet quality out-
come criteria.  

 
6.4 Incentivize provider organizations to implement workforce improvement 

practices, using OAA and/or Medicaid funding, and include measures of 
workforce improvement (e.g., decreased turnover, increased number of 
job advancements, fewer unfilled positions) in their reports to AoA.  
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7. IMPLICATIONS OF HEALTH CARE REFORM AND THE CLASS ACT 
 
Title V of the Patient Protection and Affordable Care Act (2010) is intended to 
encourage innovations in health workforce training, recruitment, and retention. 
One area of focus is direct-care workers who provide long-term-care services 
and supports, as exemplified by the enumeration of a core set of 10 compe-
tencies for personal or home care aides. Six states will be awarded funds total-
ing up to $5 million a year from 2010-2012 to demonstrate approaches to train-
ing that will advance these core competencies and to develop training proto-
cols (Justice, 2010). The latter will include a certification test for home care 
aides who complete this training, and the impact of the training on aides’ job 
skills will be evaluated. 
 
A National Health Care Workforce Commission is going to be established in the 
latter part of 2010, and it will serve as a resource for Congress and the Presi-
dent. Panelists suggested that, upon request, AoA should provide information 
to the Commission regarding development, dissemination, and application of 
evidence-based, best-practice programs designed to advance the training, 
support and retention of DCWs and informal caregivers. If the Commission 
makes recommendations regarding the establishment of a national credential-
ing program for personal care workers, those could be considered by AoA.  
 
Demand for HCBS and the direct-care workers who provide such services is ex-
pected to increase as a result of the CLASS Act, the purpose of which is to fa-
cilitate community living services and supports. It establishes a new public-
private approach to financing long-term services and supports, and gives en-
rollees flexibility in how to use their cash benefits. In such an environment, the 
growth of consumer-directed care programs is also likely, which again has im-
plications for family caregivers. For example, there is potential for paid family 
caregivers to be unionized. In addition, one panelist noted that increased de-
mand in the market for these services could create upward pressure on DCW 
compensation. Others suggested that AoA could collaborate with CMS on in-
frastructure grants designed to build the capacity of AAAs for the expansion of 
HCBS, for serving a private pay market and administering managed care pro-
grams.  
 
Patient-centered medical homes, as described earlier, will be established un-
der a federal grant program, and must contract with primary care providers for 
support services, including care coordination, chronic disease management 
and care planning. Panelists also suggested that AoA could take a leadership 
role in promoting evidence-based practices and the involvement of family 
caregivers in the care of older adults served by medical homes. In addition, 
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AoA could collaborate with CMS to continue investing in ADRCs and/or AAAs; 
they could play a significant role in care coordination and care transition mod-
els in which family involvement and education around anticipated changes in 
caregiving tasks and demands are critical. They could also provide counseling 
and education about the use of the benefits under the CLASS Act, although 
there are still many unanswered questions remaining about the specifics of its 
implementation.  
 

APPROACHES RELATED TO HEALTH CARE REFORM AND THE CLASS 
ACT 
 
7.1 Provide information upon request to the National Health Care Workforce 

Commission regarding development, dissemination, and application of evi-
dence-based, best-practice programs designed to advance the training, 
support and retention of DCWs and informal caregivers. 

 
7.2 Consider recommendations made by the National Health Care Workforce 

Commission regarding the establishment of a national credentialing pro-
gram for personal care workers. 

 
7.3 Have AoA take a leadership role in promoting the involvement of family 

caregivers in the care of older adults served by medical homes and evi-
dence-based practices that medical homes should use to communicate, 
educate and coordinate care with family caregivers. 

 
7.4 Collaborate with CMS on investing in ADRCs and/or AAAs so that they have 

a significant role in care transition and care coordination models that em-
phasize family involvement and education around anticipated changes in 
caregiving tasks and demands. 

 
7.5 Collaborate with CMS on investing in ADRCs and/or AAAs to provide coun-

seling and education about use of benefits under the CLASS Act. 
 
7.6 Collaborate with CMS on infrastructure grants designed to build the capac-

ity of AAAs for the expansion of HCBS and for serving a private pay market 
and administering managed care programs.  

 

SUGGESTED PRIORITIES 
 
After all recommended approaches were compiled into a matrix, panelists 
were asked to rank them in relation to their perceived priority. In all, six out of 
the eleven panelists completed the task of ranking the top priorities among the 
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total of 33 suggested approaches noted in this document. The results in Table 1 
show approaches that at least two panelists considered a priority.  
 
The approaches that were most frequently endorsed (by four panelists) were:  

 
· 2.4—Pursue strategies to amend the tax code to include Caregiver Tax 

Credits to ease the financial burdens of caregiving by offsetting both di-
rect care expenses (e.g., food, clothing) and indirect expenses (e.g., lost 
wages). 

 
· 6.1—Support demonstrations and evaluations of specialized DCW train-

ing programs that enable them to assist older adults’ in managing 
chronic conditions and determine the impact on clients’ health out-
comes. 

 
The next most frequently endorsed priorities (three panelists each) were: 

 
· 7.1—Provide information upon request to the National Health Care Work-

force Commission regarding development, dissemination, and applica-
tion of evidence-based, best-practice programs designed to advance 
the training, support, and retention of DCWs and informal caregivers. 

 
· 7.6—Collaborate with CMS on infrastructure grants designed to build the 

capacity of AAAs for the expansion of HCBS and for serving a private 
pay market and administering managed care programs. 

 
It is interesting to note that these four priorities speak to support for family care-
givers, both financially as well as through education and training; specialized 
and evidence-based training programs for direct-care workers; and the Aging 
Network’s ability to evolve in response to new developments in the arena of 
home- and community-based services programs. In combination, these ap-
proaches have significant potential to enhance the capacity and perform-
ance of the long-term-care workforce.  
 

CONCLUSION 
 
The panelists set forth a wide variety of programmatic, advocacy, and policy 
suggestions for the Aging Network’s consideration as it works to improve the 
supply, readiness, retention, and outcomes for DCWs and family caregivers. The 
responses summarized in this report are indicative of the work that needs to be 
planned and implemented in order to fully equip the Aging Network as it ex-
pands home- and community-based long-term-care programs, and continues 
to build and support the direct-care workforce that delivers the bulk of long-
term care. 
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Table 1. Suggested Approaches Endorsed as Top Priorities by Panelists   

Suggested Approaches 
Number of  
Panelists'  

Endorsements 

2. APPROACHES TO INCREASE THE SUPPLY AND RETENTION OF FAMILY CAREGIVERS   

2.1 
Continue supporting expansion of consumer-directed care programs; promote peer-to-peer care 
and allow spouses, non-kin, and fictive kin to qualify as paid caregivers. 

2 

2.4 
Pursue strategies to amend the tax code to include Caregiver Tax Credits to ease the financial bur-
dens of caregiving by offsetting both direct care expenses (e.g., food, clothing) and indirect ex-
penses (e.g., lost wages). 

4 

2.7 
Increase funding for the National Family Caregiver Support Program to enhance all service compo-
nents, including respite services with 24-hour availability. 

2 

3. APPROACHES TO IMPROVE THE READINESS OF DCWS   

3.4 

Consider a variety of partners to develop and implement recruitment and training programs for 
DCWs, including special apprenticeship programs targeted to HCBS; some of these may include 
Workforce Investment Boards, community colleges, Department of Labor, Department of Education, 
labor unions, boards of nursing, senior and disability advocates, advocates for immigrants, universi-
ties/centers of excellence, ADRCs, and United Way. 

2 

4. APPROACHES TO IMPROVE THE READINESS OF FAMILY CAREGIVERS    

4.1 
Support demonstrations and evaluations of hands-on training programs for family caregivers that 
include training on skills such as body mechanics, lifting, transferring, bathing, and use of assistive 
devices, and include them in AoA’s toolkit of evidence-based training programs.   

2 

5. APPROACHES TO IMPROVE THE READINESS OF BOTH   

5.1 

Support demonstration-evaluation programs that build on core competencies to train family care-
givers and DCWs jointly in order to promote shared understanding of their roles and new training pro-
grams for DCWs that enable them to educate family caregivers about safe and effective care tech-
niques (e.g., lifting, transferring), possibly in collaboration with the Department of Labor. 

2 

6. APPROACHES TO IMPROVE OUTCOMES FOR DCWS AND FAMILY CAREGIVERS   

6.1 
Support demonstrations and evaluations of specialized DCW training programs that enable them to assist 
older adults’ in managing chronic conditions and determine the impact on clients’ health outcomes. 

4 

6.4 
Incentivize provider organizations to implement workforce improvement practices, using OAA and/
or Medicaid funding, and include measures of workforce improvement (e.g., decreased turnover, 
increased number of job advancements, fewer unfilled positions) in their reports to AoA. 

2 

7. HEALTH CARE REFORM AND THE CLASS ACT   

7.1 
Provide information upon request to the National Health Care Workforce Commission regarding de-
velopment, dissemination, and application of evidence-based, best-practice programs designed to 
advance the training, support, and retention of DCWs and informal caregivers. 

3 

7.4 
Collaborate with CMS on investing in ADRCs and/or AAAs so that they have a significant role in care 
transition and care coordination models that emphasize family involvement and education around 
anticipated changes in caregiving tasks and demands. 

2 

7.5 
Collaborate with CMS on investing in ADRCs and/or AAAs to provide counseling and education 
about use of benefits under the CLASS Act.  

2 

7.6 
Collaborate with CMS on infrastructure grants designed to build the capacity of AAAs for the expan-
sion of HCBS and for serving a private pay market and administering managed care programs. 

3 
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