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This Issue Bief was pepared by BarbaaW. Frank
and Steen L. Davson of the &aprofessional Health
care Institute with assistance @&mAndy Van Kleunen
and Maty AnnWilner of the Riraprofessional Health
care Institute and Doiie Seaey, a labor economist in
the Boston ara.

Executive Summary

The Massaltusetts health carsystem isxpeli-
encing an unm@cedented lzor ciisis. High vacang and
turnover rates among dect cae workers? are geneet-
ing a davnward spial within the stée’s health ca
labor force—cieding an instaility that threaens the
quality and =ailability of health cae sevices br thou
sands of people ko ae ill, eldety or living with dis
abilities.p Unfortunaely, the pesent éreshadws an
even lager and deger cisis as‘baby boomes” begin
to face long-tem cae needs—fit for their paents,and
then br themseles.

The hot econom contiibutes to the gsis, but is
not its sole causeNow, and thoughout the ne 30
yeass,demand ér cae will outpace thewerall suppy
of workers. In esponsegto retain and #ract quality
direct cae workers, the health car system rast com
pete efectively against other Massacisetts emplgers
by offering compaatively high-quality jobsThe emeg-
ing labor crisis requires bothmmediae actionto stem
the curent davnward spiral, and then e&comprehen
sive, far-reading responsdo address its compieand
structural causes.

Dynamics of the Health Cae Labor Mar ket

The Massaausetts health calabor maket faces a
fundamentalsystemic balleng:

e Thedemandfor direct cae sevices aleady exceeds
the suppy of direct cae workers and is gowing eo
metiically—patticulary as the poputéon ages.

e The supply of potential diect cae workers cannot
keep pace—due to slav growth in the ldor force and
the shinking number of vomen ged 25-54who ae
the“traditional” providers of direct cae.

» A combindion of thid-party payment policies and
industry practices estiicts the dility and/or willing-
ness of health caremplgers to incease substan
tially their labor “price”—wages,benefis and vork-
ing conditions—thesby rendeing health cae jobs
relatively undtractve compaed to emplgment
options in other induges. The eception is thosedw
health cae providers who offer better quality jobs,
and thus epeilience laver rates of tunover and éwer
staf vacancies.

Deteriorating Job Quality and Care Quality

The health car system is neitheetaining epeti-
enced nrses and paprofessionals nortaacting sufi-
cient umbes of nav cale-gving staf due to:

¢ Insuficient and Detining Wages—especialy for
parprofessionals Wo ae paid sub low wages tha
they must work multiple jobs to povide for their am
ilies;

» Lack of Health Insusaince—patticulady when jobs a&
only pat-time, or emplgyers’ health plan pgmiums
are too high;

* Insuficient Training and CaeerAdvancement-both
for nurses viho shoulder incrased margeral
responsibilities, and fr pamprofessionals Wwo
receve little enty-level training and é&w oppotuni-
ties for skill-building or pomotion;

» DangerousWorkloads—for both murses and papro-
fessionalswho ae regulaty hurt on the joband ae
now required to povide moe cae within shoter time
peliods, beaing legal responsibility should rngect
result; and

» Poor Managyement and Supeision Pactices—that
render mrses and paprofessionals unapreciaed,
overworked and pooly utilized

These tends hae placed enonous lurdens not
only on direct cae workers, but also on the hundds of
thousandsaceving cae who must endue:

e Rushed or Delged Cae—Exhausted wrkers do not
have enough time with people to ®kae of them,
and ae sometimesdrced to ignoe even the most
basic needs;

aDirect-cae workers indude pofessionals (arses) and paprofessionals (céified rursing assistantslome health aideBpmemakrs,and per

sonal cae dtendants).

b Staewide, at least 8500 dict-cae positions cuently lay vacant.



* Loss of Continity—With high worker tumover, pec
ple receve cae from a paade of ne&v caegivers unf-
miliar with their individual needs;

» Higher Risk of Injup—Rushed undestafed cae
results in &lls and other injues;

» Loss of Expaenced Caegivers—Health cae is los
ing too mawy expelienced vorkers, no longer avail-
able to guide and mentor ottser

Recommendaions for State Action

Neither signiicant slaving in the demandofr cae
nor increases in thewerall suppy of workers ae likely.
Therefore, both immedi&e and longrtem actions a&
needed ¥ third paty payers and health carpoviders
to corect pevailing policies and actices thahave
contiibuted to the sectas’de@ening hilure to retain
and atract workers. Recommend#ons within health
car and ldor/workforce poliy and pactice indude:

* Document the Health Car Labor Market—estimae
current and poject futue health cag consumption
and workforce needs; swey the diect cae work-

force to detanine its stéus and needs; and issue job

quality report cads;

e Invest in the Expansion of the Qualéd Labor
Pool—position health caras a gteway to emplgy-
ment br nev workers, providing tageted pubic sup
ports for recent immigants,for people tansitioning
from welfare to work, and Pr other lav-income indi
viduals who need assistance to succeed indaicae
occupdions;

* Improve the “Price” Offered to Direct Cae
Workers—increase arse and paprofessional vage
and bendf levels though pullic policies and
provider practices; impove training and oppduni-
ties for adrancement; eskdish stafing levels tha
ensue saé workloads; and prmote inn@ations in
supevision and mangement thamaximiz the alue
of direct cae workers; and

» Establish a Health CaeWorkforce Commissioa-
forge a Laislature-sponsoed, multi-stakeholder
taskforce to monitor health carconsumption and
worker availability, develop stetegies to implement
immedide reforms, and ecommend lsanges wer
time to adiress long-ten health cae workforce
needs.

Intr oduction

Across Massduusetts health cae poviders ae
reporting unpecedented laor vacancies—pdiculary
for those paprofessionals andursing staf who pio-
vide “hands-on”direct cae sevices. for example nurs-
ing home poviders report an 11 perent \acang rate in
their pasprofessional positions and 12 pent in their
professional nrsing positions. E&n acute-car hospi
tals,which typically pay relaively high salaies, report
vacancies inursing staf positions &ceeding 5 peent.

These acancies & speading aass a health car
delivery system akad/ plagued ly high rates of diect
care staf turnover. Long-tem cae pioviders, for exam-
ple, report anrual losses of 40 to 60 pEynt among
paraprofessionals in home cagenciesand 70 to 100
percent tunover among paprofessionals wrking in
nursing homes.

This combinéion of high tunover and system-wide
vacancies sugests a dtical deteforation in the quality
of jobs within our health carsystem. Consungeconsis
tently identify a kind caing connection with cargvers
as the ky factor Pr their quality of cae. Reseathers
have identifed sut a signifcant relationship betveen
the quality of diect cae jobs and quality of carthd it is
likely this deteiorating cycle of job quality will pio-
foundly de-stdilize the &ility of the Commonwalth's
health cae system to enseiquality cae for its residents.

Sud high \acanyg and tunover rates ae the esult of
massve forces & work throughout the Ste—with an
increase in demandf health cer sevices colliding
against igid cost constints br the funding of those ser
ices. Pinned beteen ae health ca pioviders and their
direct cae staf who nrust delver moe cae with elatively
fewer resouces.When emplgers tun to look br adli-
tional workers, they find thd a red-hot Massaduwsetts
econony has diven unemplgment etes to histdc lows,
creding unpecedented competitionrfemplyees. Unbr-
tunaely, within this heéed competition dr labor, our
health cae system nw offers reldively undtractive jobs.

Yet these &cancies and toover rates ae not a mea
ter of pulbic policy alone; cause can also baded to a
patem of decisions madeythealth cae pioviders them
seles.This is paticulardy true conceming pagprofes
sionals—csiified rursing assistants (CA%), home
health aideshomemakrs, and pesonal cae dten
dants—within the long-ten cae systemTo fill these
jobs,the long-tem cae industy has long strctured itself
on the assumption of an endless symdllow-income



contingent workers, and typicaly offered ony low
wages,few benefis,and \ery poor working conditions.

Unfortungely, the futue of'ers even geder reason
for concen: The aailability of caregivers reldive to the
number of health carconsumex will likely worsen da-
matically in the coming decadesoiFexample the eldely
in Massabusetts—ko hae relatively greaer health
needs than theegerl populdion—are pedicted to
increaseby 48 pecent duing the nat 25 yeas. Yet duiing
that same pdod, the umbes of women ged 25 though
54—vho male up the ast majoity of “tr aditional” direct
care workers—ae piojected talecreasedy 7 pecent.

Cleaty, our health ca system is nw captive
within an inceasingy competitive lébor maket. To
break the ngative spial, policy makers and industr
leades must work with consumes and theirdmilies,
workers, and the pulic, to stdilize and thenabuild the
Commonwvealth’s health cag emplyment stucture—
crafting public policies and indusyr practices thawill
both dtract,and etain,direct cae workers. Railure to
respond will simp} drive moe workers avay from the
health cae workforce, disrupt provider sevices,and
most impotantly, compiomise the quality of caravail-
able to our Bimilies and owgehes.

In Section | of this paer, we defne the dimensions
of the Commonwalth's emeging health cas work-
force cisis. Section Il desdves curent health car
employment pactices and their impact on quality ear
In Section Ill,we recommend immedia and long-
range action ly policy malers and health carleades.

Section I:
Overview of the Massabtusetts
Health CareWorkforce

Depiction of the Emerging Crisist

Although mports of staf vacancies n@ edo
throughout the health carsystemthis Issue Bief
focuses eplicitly on“direct cae” workers—those ko
provide health and psonal cae in acute and long-ter
care settingsWe indude within the defiition of “direct
care” staf both poofessionals (Rgistered Nuises and

Licensed Pactical Nuses) and paprofessionals (home
health aidesgettified rursing assistant©iomemalers,
and pesonal cae dtendants)While professional arses
and paaprofessional health camorkers have very dif-
ferent oles and esponsibilitiestogether thg form
much of the health car‘delivery system”—thg are the
face hands and eice of health ca for hundeds of
thousands of illeldetty and disaled pesons.

Vacany and tunover rates of diect cae staf are &
histoiic highs.This tumoil is not ony destilizing
providers, it has tw other pofound impactskor health
care workers, low stafing undemines those ¥wo remain
on the jobforced to*work shot” and theefore “speed
up,” workers must cae for more people withelatively
less time Direct cae staf face higher leels of stess,a
greaer likelihood of injuy, and dep frustration when
they are undle to piovide the cae consumex desere,
and which they are lggally responsike to piovide.

Yet for health cae consumes; the impact of
undestafing is ezen moe direct: Care thd is rushed
care thd is delg/ed, and in some casesare thd is
entirely forgone — a home cardient not visited; a per
son with disailities left in bed all veekend or whose
family cannot verk because help is notailable; a hos
pital paient whose medicthon is forgotten; a mrsing
home esident vino sits alonehungy and deldrated

Using a“la bor-market pamladigm), this section ana
lyzes the drces within andxd@emal to the health carsys
tem causing this disiption among dict cae staf—
forces thaforeshadav a system-wide health @crisis
across the Commorealth. Rart 1 provides an verview
of health cae emplgment in Massduwisetts. It desdres
the health cae labor maiket, the scale of cuent \acan
cies and tunover rates,and pojections of futue emplg-
ment. Rrt 2 analzes the ginamics of the health car
labor maiket, and eamines dctors tha affect the
demanddr care, the supp} of labor, and the pice third-
party payers and health ca emplgers pay for labor.

Part 1 - Scale of Massdwusetts Health Cae
Employment®

Direct cae staf are emplyed within a ang of
formal, “reported” emplgyment elaionships—as dact

¢An anaysis tharelied soley on «isting, pubished déa to desdbe key factors in the health carlabor maket—sud as total emplgment,hours,
wages and benafi—would be both inadeqteand misleadingrigures ae outdéed bebre they are pubished and daa collection is not wil
structured for monitoing basic verkforce and occug@nal trends.This Issue Bef draws its anafsis as mch from interiews with industy par
ticipants and obseers as fom pullished d#a. Indeedthe dsence of useful dais so alaning—paticulardy for a ldbor force paid substantigl
with pulic tax dollas—tha structuiing, collection and angkis of sophisticed ldbor maket information is a majorecommendgon of this

report.



employees of hospitalgjursing homesor home health
and home car providers; as geng/ workers subcon

tracted to the site of a coatiting povider; or as inde
pendent wrkers contacting diectly with consumes.

The health ca system pvides 13 pearent of all
reported emplgment in Massdwsetts—pproxi-
mately 365,000 jobsd —making health ca& a moe
important emplger in the stie than naonwide where
health cae totals ony 9 pecent of eported emplg-
ment3 Formal emplyment is augmented considbly
by unreported “gray maket” employment within paa-
professionalin-home” sewicesd Difficult to quantify
gray maket emplgment nonetheless dsl substantiafl
to the health carlebor maket4

Employment ly Provider Group and Rsition

Hospitals,nursing homes and home health/home

care ggencies accounbf nealy three quaters of total
reported health car emplyment. Hgures fr
1996/1997 sugest tha, of total health ca emply-
ment,the gproximate shaes ly setting vere as 6l-
lows?>

Hospitals (pivate and pukic) 41-42%
Nursing and pesonal cae facilities 21-22%
Home health carsevices 10-14%
Other 22-28%

Over the couse of the 19902he composition of
industy employment in the health carsector bgan to
shift avay from hospitals and ward long tem cae.c

The Massagusetts Diision of Emplyment and @in-
ing predicts thahospital emplgment will fall to ebout
a third of all health cag emplyment ty 2006 (34 per
cent),and long-tem cae will increase to wer 40 per
cent of total health caremplgment in 2006.

Occupdional Emplyment Stéstics daa for 1998
from the Bueau of L&or Staistics indicae thda Massa
chusetts emplged over 60,000 paprofessional and
roughly 89,000 pofessional diect cae workers. Table
1 gves the beakdavn, as eported, by occupaion’
(again, unreported caegivers would increase the par
professional count signdantly).

Union Role inWorkforce

Unionizaion of Registered Nuses in Massdw-
setts standstalightly more than 20 peent; unioniza
tion of Licensed Ractical Nuses and paprofessionals
is not documentedbut is reported by union oficials to
be quite lev. The Sevice Emplgees Intenational
Union reports 5 pecent of ursing homes and 2 peant
of home health caragencies ag oiganized in the stt.
This degree of unioniz#on is relaively modest—bér
example neaty 13 pecent of all mrsing homes rtéon-
wide ae oganized

Scale ofvacancies andrurnover

All three of the ky staleholdes in the Massdur
setts health carsystem—poviders, consumes, and
workers—report both signifcant vacancies and high
turnover rates among dect cae health wrkers. These

Table 1: Number of Direct care Staff by Occupation in Massachusetts, 1997- 1998

QOccupation 1997 1998
Personal and home care aides™ 3,310 3,010
Home health aides 21,810 18,720
Nursing aides, orderlies, and attendants 38,810 38,620
Licensed practical nurses 17,460 17,000
Registered nurses 68,990 72,050

Source: U.S Bureau of Laor Stdistics,Occupdional Emplgyment Stastics "Occupéional Emplyment and\age Estimaes”

(http//:stats.ds.gov/oes/oes_da.htm)

*Contrary to OES d#a, the disility community reports goproximately 8,000—10,000 peopnal cae dtendants pvided
independenty contracted assistance to people with Bifgaes duiing tha time.

dn addition to uneported paid emplgment,a signifcant undeground workforce eists among undocumenteaikers, who ae legally unavail-
able for hire by health cae piovider ayencies bt who provide pesonal and supptive sevices to consumser

e Private hospital emplgment detined from nealy half of piivate health sector emptment in 1990 to 40 % in 199&hile long-tem cae
employment epanded fom 25 % in 1990 to 28 %y1998.Yet within these lwader industr trends contrary occup@onal shifts often occuin
1998 hospitals lgan to incease arsing emplgment after seeral yeass of dedine, while home health carreduced paprofessional positions
significantly in 1998 after seeral yeass of rapid expansionaccoding to Medicaid costeports.



exist in all potions of the health carsectaorboth long-
term and acute cayand a both the mrsing and paar-
professional leels. Long-tem cae providers, con
sumes and unionsepresenting long-ten cae workers
concur thathese acancies leels ae nav compomis
ing quality cae.8

Nursing homeseaport an 11 pecent \acang rate
in parmprofessional positions and a 12 pent \acany
rate in rursing positions. Hospitals eport a 5.1 perent
vacany rate for nursing positions.10 In-home
providers also eport increased dficulty in hiring staf;
unfortunaely, the home health carindusty does not
document stéfvacancies.

Furthemore, representtives of the long-ten cae
industly agree tha Massabusetts gpeliences ates of
turnover similar to the est of the naon, which have
consistenty been eported & 40 pecent to 60 pearent
within the home health indugtrand betveen 70 per
cent and 100 peent within the arsing home indusgr

One-thid of rursing homesesponding to a suey
by their tade assocten, the Massaltusetts Extended
Care Fedestion, reported tha they have resticted dient
admissionsor expect to estict admissionsdue to
“dangerously” low stafing. Nursing homes aoiss the
stae report they increasingy rely upon stafing agengy
“pools” for tempoary help to fll vacant positionsta
high perhour costs. &cilities eport tha, in paticular,
second shift positions—ém 3:00 PM to 11:00 PM—
are the hadest to fil.

Using a consemtive estimée of a 7 perent
vacang rate acoss all poviders, and an assumption
tha 80 pecent of all pofessional and 95 peent of all
paraprofessional positions ardirect cag, then diect
care vacanciegurrently total at least 8500 thsughout
the Commonealth.

Projection of Future EmploymentTrends

Health cae emplyment in Massduwsetts is -
jected to gow to moe than 400,000 positiony 12006,
with little hospital emplgment gowth, 15 pecent gowth
in nursing home jobsand &pansion of in-home caljobs
by 42 pecent. Since thesegilictions vere made por to
the spile in lebor competition—and befe recent eversals

in Medicae funding—their pecision is subject to ques
tion. Nonethelessndusty obsevers predict contiued
expansion in demanaf direct cae sevices,especia¥ in
home and comomity-based settingfpr the nat six yeas
and bgond (seéFactos of Labor Demand below).

Part 2 - Dynamics of the Health Cae Labor
Mar ket

As is tue for every sector of the econogymhealth
care emplyers competedr workers within a ¢gnamic
labor maket. Hovever, if the Massabusetts health car
labor maket were functioning“perfectly,” direct cae
vacancies should not contie for long Tha is, the sup
ply of workers would expand to meet demands
employers adjusted theitprice” (wages, beneits and
working conditions) upward to dtract and etain moe
workers. Unbrtungely, several factois pevent our health
car system fom adieving rapid labormaiket “equilib-
rium” to fill all available positionsThese &ctoss indude:

e Continually expandingpressues on thelemandor
health cae sevices;

e Limitations on thesupply of additional workers who
might enter thedrmal health car labor maket; and

* Restictions on the hility and/or willingness of
employers to incease their laor “ price” sufficiently
to dtract an adeque suppy of workers.

To undestand l&or dynamics of demandupply
and pice in contet, it is necessarto draw an gproxi-
mation of this“imperfectly” functioning ldoor maket:

1] Factors of Labor Demand

Geometic Expansion of Sevice Need

Demand 6r health cae workers is“pushed”by:
the aygregate rumber of consumsrthe illness acuity
levels of those consungiand tetinolagy.

One poxy for increased demand is thise in the
number of elddy, who require geaer health sefices
reldive to the gneal populdéion.h Although the elddy
in Massabusetts & piojected to de@ase slightt dur-
ing the net five yeass (from 842,500 in 2000 to 826,400

f Despite acanciesthe Massatusetts NusesAssocidion reports thad hospitals often do not lravailable new nurse gadudes who require dini-
cal preceptor expelience bebre they can tale on a full leel of responsibilities.

9“Acuity” is a tem used in health carto quantify a pi#ent’s level of illness and intensity of need

h An estimaed one-burth of all eldely required assistance with one or reactvities of dail living (ADLs) or instumental actiities of dail liv-
ing (IADLs) in 1994 accoding to the Dpatment of Ldor'sWomens Bureau (http://wwwdol.gov/dol/wb/public/wb_pubs/eldes.htm).



in 2005),this age goup is ppjected to incease ery
rapidly thereafter—17 pagent ly 2015,and another 30
percent ty 202511

Similady, the acuity of paents has steadilrisen:
The staewide inpaient case-mix inde for all inpa
tients of acute hospitaldimbed moe than 10 peent
from 1993 though 19992 and is pojected to contine
to increase

Finally, in the health car sectarmary technolagi-
cal adrances help ingdiduals mange their illnesses and
disabilities outside of hospital-based settinghbis iron-
ically increaseslemand ér hands-on ca-gving staf
in post-acute settings.

In sum,growing numbes of consumes, with higher
acuity rates,who ae seved in inceasingy laborinten
sive settingswill place geometic pressues on the need
for health car sevices. Fuly-stafing the health carsys
tem will thus be in@asingy difficult—especial} as eld
ey populdion growth begins to accelete in 2005.

“Ef fective Demand”vs.“Need”

While the fictos noted hove “push” the “need”
for mote labor, other dtributes of the health calaor
market mgy suppess,or a least distar, the “effective
demand’for labor (defned as the leel of sevices tha
payers ae willing to fund). Since health oais funded
largely by pulic and pivate third-paty payers who
have stoong financial incenties to limit their costs,
“effective demand’as detamined ly third-paty payers
will lik ely always be less than thieeed”as peceived ty
direct consumeror their poviders of health setices.

Fedeal and stte pubic payers ae influenced ly
the bioader political ppcess of ppottioning tax dollas
to an aray of pulic sewvices—health ca being ony
one among man Similally, private insuers 13 account
able to puchases and shaholdes who diive piices
down, have creded caitation arangementsutilization
reviews, and a igorous deinition of what constitutes
health cae (as distinct ism social serices) in oder to
contml costs. Irespectie of inceased equests dr

sewice, third-paty payers mg choose to consitt, or
perhas e/enreduce “effective sevice demangd which
in tum suppesses dééctive demanddr labor.

System-widethe health carlébor maket can best
be undestood as dven ty massie demgraphic forces
that push td‘acceleete” aggregate demanddr sewices,
while sinultaneous}, powerful third-paty payers (both
pulic and pivate) atempt to“brake” that demand
through egulaory constaints and cost containment.

Therefore, while official predictions of health car
employment myg well be wverstaed industy obsevers
agree tha aggregate efective demanddr direct cae
workers will continue to &pand into the dreseehble
future. However, such expansion will be iregular and
“balky,” depending on political andrfancial—not sim
ply health-elated—consideations.

2] Factors of Labor Supply

Genenl Trends

During the 1990s,Massabtusetts epelienced
remakably slov growth both in its gneal populdion
and its ldor force.l4 From 1990 to 1997the resident
populaion grew by only 1.7 pecent,compaed to a
national populdéion growth rate of 7.3 pecent. The
labor force aver this peiod expanded g only 1 pecent
from 1990 to 1997compaked to an 8 peent incease
for the US. as a vole All of the net laor force gowth
in Massabusetts dung the past decade can ltia-
uted to immigation k Direct cae positions a alead/
employ a dispopotionaely composed of intexional
immigrants.

Both the g@neal populdion and the lbor force in
Massabusetts a predicted to gow very slowly
through the gar 2006 and lyend Therfore—shot of
a major e&pansion of akead; high intenaional immk
gration rates—the Sti@’s health car system cannot gr
sume a signi€antly larger “genenl” pool of potential
workers to dew upon br decades to come

i “Case-mix ind&” provides a measaerof the leel of illness and need of theeall paient populéion by grouping paéients and kassifying them

accoding to \arious“acuity” measues.

i This reality males oficial predictions of theesulting ldor demand difcult to rely upon:For example despite anfasolute deline in home
health aides rilonwide duing 1999 due to major cuts in Mediedunding the Bueau of Ldor Stdistics still pedicts thahome health aides and
personal aides will in@ase 58 peent ndéionwide betveen 1998 and 2008—supposesilill the seenth astest gowing occupéon in the néon.

k During the peiod 1990 though 1997net domestic migition was damdically negative in Massaleusettsfalling by more than 220,000. Net
intemational migation adled 112,237 psons to the sta’s populéion. — See angsis inAndrew M. Sum,et. al. (1998)The RoadAhead:
Emeging Threats toWborkers, Families & the Massduisetts Econoyn(Boston:The Massagusetts Institutedr a Nev Commonvealth) on the
Intemet & http://wwwmassinorg/pages/R@orts/RoadAhead/fie_Road_Aheabtm.



The“Caregiving” Workforce

While the St&e’s geneal pool of workers is
unlikely to gow, the futue suppy of “traditional”
health cae workers—women between the ges of 25
and 54—is causef even geder concen.

Nationwide, women hold 78 peent of all health
car positionsand women ae e/en moe dispopottion-
ately represented in dect cae positionst> Ninety-
three pecent of paaprofessionals & women; 89 per
cent ae under 55 gars of gge.16 Women also account
for 95 pecent of a apidly aging professional arsing
staf. The rumber of vomen in Massdwisetts beteen
the gyes of 25 and 54 is pjected tadeceasaluring the
next 25 years,down from 1,415,000 to 1,311,000 (a 7
percent loss)17

Figure 1 juxtgoses the ligly increase in demand
for sewices (poxied by the gowing number of elddy)
against the shinking number of “traditional” care-

givers, suggesting a wrsening long-tem stafing chak
lenge to the health carsystem wer time

Furthemore, since women in this ge goup also
make up the ast majoity of family cargivers, their
shiinkage will likely place &en geaer demand onto
the“formal; paid health car systeni8

This relationship betveen the eldéy and their
paid and unpaid cegivers can also be undsood ly
creding a“caregiver ratio"—that is, the rumber of eld
erly compaed to the nmber of Emales ged 25 to 54
who might be waailable for their cae. The rtio of eld-
erly to females 25-54 in Masslagsetts is prjected to
worsen signifcantly over the n&t 25 yeais—from 60
eldelly per 100 caggiving-aged £males in 200ap 95
eldedy per 100 caegiving-aged £males in 2025—
nealy a one-to-one coespondence

The Impact of Educéion on Professional Bsitions

Educdional standats pose oneattor tha shaply
divides the paprofessional fom the pofessional cas

Figure 1:Elderly andWomen of Caregiving Age in MA, 2000-2025*
(Individuals 65 and oldergmales ged 25-54)
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*T his“demand cuve” proxy only accountsdr the umber of elddy, not the nultiplier effects of inceased acuity or teaolagy.

I Although pesuming thewomen shouldemain the gmary souce of caegivers mg/ be gnderbiasedlooking to men as a potential soarof
health cae labor piovides little elief: Men of the samege goup ae also pojected to de@ase 7 peent cwver the same 25ear peiod.



givers. For paaprofessional wrkers, most all positions
require no moe than tvo weeks of taining, and mag
do not equire a high skool diploma or GE.D. There-
fore, ently into the workforce is nedy instantaneous.
However, the rursing pofession equires betveen tvwo
and pur yeass of college educton.

Over the past fie years rursing s¢ool enoliments
nationally have dedined by 15 pecent; in Massautu-
setts thg have dedined by 25 pecentl® As the nrsing
workforce ayjes—ndionally, the average e increased
from 40.3 yass in 1980 to 44.3gars in 199680—more
nurses will be etiring. Since edudéon credes a‘lag
time” of several yeass bebre nav nurses can be admit
ted into the wrkforce, Massabtusetts will ce a
shiinking suppy of nav nurse pofessionalsdr the nat
several yeass, even if the collge enpllment tends
reverse immeditely.

One mitigating factor br the supplt of profession
als is the lage rumber of those o currently hold
nursing licenseshut are not pacticing In Massahu-
setts,17 pecent of licensedurses emain outside the
profession— a pool ofgproximately 17,000 tained
nurses viho might be ecuiited bak into the health car
labor maket?! with improvements in \ages,beneits,
and working conditions.

The Unemplged and Indviduals Recaiing PuHic
Assistance

The oficial unemplyment ite in Massalusetts
is naw at histoiic lows. With one-thid of emplyers
reporting plans to hig, a softening of unempjyonent in
the near futte seems unlidy.22 With very low popula
tion and ldor force gowth, even a“normal” business
cycle recession will lilkely yield only a modest in@ase
in the umber of unemplged?23 Therefore, those"offi-
cially” unemplyed (actvely seeking work) do not ofer
a laige untgped pool of potential health eanorkers.

One other sowe of potential wrkers is the pool of
individuals tansitioning fom welfare to work. How-
ever, since the omber of indviduals eceving pubic
assistance in Masdagsetts has dpped ly 57 pecent
since 19924 a substantial pdoion of tha potential
source of workers has akead/ been asorbed into the
workerhungy econony.

Furthemore, those viho remain on pulic assis
tance ae nav more likely to have nultiple bariers to
employment—eg., substancelaisg physical or mental
disabilities, or other batiers sut as limited tanspota-
tion resouces. Unbrtunaely, the moe bariers thda

potential emplgees &ce the moe costy it will be for
the pultic and for emplgers to assist these indduals
as thg move into stéle emplyment.

Therefore, although pubc assistanceecipients
will remain a sowe of diect cae health wrkers, par
ticulady for pamprofessional positionst is unlikely
tha they represent a lage additional pool of potential
workers.

Private Fay and“Gr ay-Market” Influence

Higherincome consumeroften pg privately for
in-home sevices povided by agencies thatamet the
private-pay maiket, or by caregivers who work directly
for in-home consumer(often within uneported“gray
market” arangements in wich payroll taxes ae not
withheld). A significant undeground ldor maket
exists amondundocumentedWorkers,who ae legally
unavailable to health car pioviders. Duing this curent
petiod of high ldor competitionprivate-pay and gay
market arangements ag draining workers avay from
the lager, publicly-funded potion of the health car
systempy offering relaively higher‘take home pg’
(see belw).

3] “Price” Infl exibility in the Health Car e
Labor Mar ket

Given tha options br identifying nev sources to
expand the gneal labor pool ae likely to remain \ery
limited—and th&the rumbes of “traditional” care-
givers ae actualy shiinking—one other piéa remains
for policy makers and poviders: competing success
fully against other emplers for workers. Put kuntly,
only by improving the eldive quality of diect cae
positions can health eaemplyers successfull reciuit
workers from other pas of the l&or maket,and etain
those vorkers once thg are emplyed

This stiategy requires impoving the“price” of
health cae jobs—wages,beneits andworking condi
tions. Havever, two core factors inheent in the health
care labor maket must be adressedthird-paty payers
and povider emplgment pactices.

Third-Party Payer Distortion

As noted edier, a“perfect” health cae labor mar
ket would respond to the systemturent mismach
between suppl and demandybimproving wages,bene
fits and working conditions. Hwever, the health car
system is funded lgely by pullic and pivate third-



patty payers who play a pimary role in detemining
“effective demand

Third-paty payers influence the pce of lebor—by
detemining the amount thewill pay per peson,per
illness/gisode or per visit.While providers hare some
flexibility in setting wages and bend#fi (see belw), that
flexibility is limited by this thid-paty payer constaint.
In peliods of high l&or competition—if pgment ates
fail to keegp up with the'true” cost of poviding sew-
ices—ayencies hae corespondingy less fexibility to
“meet the maket”

Within the Commonwalth’s highly competitve
labor maket, this “third-paty payer” dynamic has
played a signicant ole in keeping wages and benés
artificially below the levels necessgrto atract and
retain quality stdf

The Influence of Povider Emplogyment Pactices

Although thid-paty payers constain provider
flexibility, providers nonethelesstain a dgree of dis
cretion over hav total pgyments ae allocaed among
the full range of costs and pfitability—alfter all, direct
care wages and benéb do vary from emplyer to
employer ezen within the same indugtr

Furthemore, although vages and benéb are an
essential parof “pricing” for labor, working conditions
are equaly important. Working conditions intude a
broad aray of factos, from the tanible (pat-time
employment or unsa workloads) to the intarigle
(feeling“respected”) and oth in between (@od tain-
ing or oppotunities to agtance). In ecent discussions,
direct cae workers in Nev England eported nultiple
examples of insulting and sometimes dargis work-
ing conditions?5 they also eported tha working cond
tions were ofequal impotanceto wages and bend§ in
their decisions to emain emplged within health
carme.26,27

Providers retain signifcant contol over working
conditions within the“labor piice”—for example
improving the quality of supeision—and signitant
improvements hex can often be implementetirala
tively limited expense

Finally, costs assoctad with impioving the pice
of labor should be taleast patially offset by savings
from reduced tumover:28 Several studies sugest tha
staf “replacement costsh the health car industy—
recruitment and @ining costsincreased margement
expenses and lost pductivity—are between $3,500

and $5,000 per dict cae worker. Additionally, work-
ing conditionsquality of cae, and tunover rates ae
closely related2® Consumes cite stale, caiing rela
tionships with stdfas the most dtical ingredient br
quality cae.30

Summary

Staf vacancies and taover in direct cae exist
within a highly competitve labor maket, where options
for expanding the pool afiev workers ae seerely lim-
ited. Some dfforts to incease the supylof potential
labor—thmough a limited inagase in immiggtion, or
greaer facilitation of people cuently on pubic assis
tance into health caijobs—ae worthy of caeful exam
ination. Yet the pimary response thaemains within
the contol of the health carsystem is toxamine vays
in which health cae emplyers cancompete ma sue
cessfuly for labor ayainst other Massacisetts emply
ers.

Successful competition essentall requires
improving the “price” of labor—examining ways to
increase wages, benefts and vorking conditionsin
order to dtract and etain a higher perentage of the
existing Massalusetts l@or suppy. Failure to do so is
a dhoice allowing a deteiorating ¢ycle of poor quality
jobs to endangy all Massakusetts esidentsincluding
its most vulnesble—our ill, eldety and disaled.
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Section Il

Paying the Price for Quality Health
CareWorkers: Current Practices
and Their Impact on Care

Intr oduction

Many health cae jobs in Massdwsetts povide
low wages, few beneits, limited oppotunities r

advancementand poor werall working conditions.

Within the curent“full employment economy” few
new workers ae atracted into diect cae emplyment,
and mayg experienced vorkers ae leasing. Unfortu-
naely, those vorkers who remain fice worsening con
ditions: Forced to“work shot,” they are undle to pio-
vide the time and carg tha makes the job wrthwhile,
and then thetoo ae moke likely to leave.31

Unfortunaely, Massabusetts is not aloné&orty-
two of the 48 sti@s esponding to a 1999 suay by the
North Caplina Division of Facility Sewices eported

recruitment and etention poblems among their par
professional health camorkforce32

As a diect consequence to higlacang and
turnover rates of diect cae workers, Massabusetts
consumes report deteroration in access to and quality
of long tem cake sevices33 Elders, people with dis
abilities, and their &milies eport lack of access to in-
home services,because gencies do not he enough
workers to meet kent request$435 Many nursing
homes hae reported thd they are refusing nav admis
sions because thdadk suficient staf to cae for adli-
tional residents$6 The LongTerm Cae Omludsman
Program documented an ireaise in ca-related com
plaints in the lastgar3?

This section desdres curent health cag emplg-
ment pactices and their impact on aaiving. Part 1
presents the cuent stde of caegiving emplgment.
Part 2 descibes hav health cae and verkforce policies
contiibute to the poor quality of dict cae jobs. Rrt 3
discusses the consequences of poor quality jobs f
health cae consumesand verkers.

Table 2: 1999 Average Hourly Wages*

Home Health Home Care Nursin General
AgenciesJr Agenci es* Homes Hospitals
Nurses $21.84 N/A $19.00 $23.00
Parapro fessionals $9.93 $8.77 $9.74 Not available
Newly hired $8.25 | $8.00-$8.50" |  $8.50 Not available
paraprofessional s**

* Wages ae based on industreported compengin rates,which indude 15-20 parent br benefis. Information provided
by Home and Health CaAssocidion of MassabhusettsMassabusetts Extended GaFedegtion, Massabusetts Council
of Home CagAide Sevices,and Massduusetts NusesAssocidion, February, 2000. Regarding rursing home \age infor-
maion, MECF notes thiea change in the 1999 swey methodolgy for calculding houty wages tha directed espondents
not to indude overtime, shift differentials,or pay in lieu of benets predudes a alid compaison betveen median wges of
that year with wages flom piior yeass’ suiveys” Home cae average houty emplo/ee compengdn indudes vages and
fringe beneits (indudes ony non-stautory emplo/ee bendfs). Executive Ofiice of ElderAffairs RFA (Request ér
Approval) Povider review application form FY 2000 dehes houly emplg/ee compengion as‘base vages,travel pay,
holiday pay, sick pay, personal dgs pay, vacdion pay, health insuance training wages,transpotation stipendshereave-
ment pg, anruity pensionand othef

* Home and Health CaAssocidion of Massabusetts wge suvey, 1999.

¥ Massabusetts Council of Home GaAide Sewices,1999.

§ Massabusetts Extended GaFedegtion member emplment suvey, 1999.

** A dispropottionae rumber of pasprofessionals makenty-level wages because of high nover.

++ Lower range gplies to homemads, higher mnge gplies to home health aidesaligh EOEA funded Home Gapio-
grams.There ae regional varations in stating wages. Homemades inWorcester bgin a $7.00; in Boston thebegin at
$8.50. Rersonal cag-homemaérs inWorcester bgin a $7.50; in Boston thebegin a $8.75. Home health aides\Worces
ter bain a $8.00 and in Boston theébegin a $9.25. Déa piovided by the Massatusetts Council of Home GaAide Ser
vices based oregional meetings Mah 2000.
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1] The Current Stae of Caregiving
Employment

> InsufficientWages(Se€Table 2)

Poverty wages: Full-time pasprofessional wrkers
eaned $16,000 - $18,000 in 1999 — just mdnan half
of the stée’s percapita income of $31,2088 In-home
providers cannot guantee full time wrk for paapro-
fessionals Wo theefore hare even laver eanings.
Forty-one pecent of home car workers sureyed in
1998 haddmily incomes betwen 100 and 200 peent
of poverty.3® Working pat-time afects life-time ean-
ings and ultimeely social sectty benefts.

Lack of family-sustaining vages: The Self-Sufi-
cieng/ Standad for Massahusettsyeleased in 1998yb
the Massaleusetts Bmily Economic Self-Sdiciency
(MassFESS) Riject?0 finds tha a single adult with a
presdiooler in Boston needs an hbuself-suficiengy
wage of $15.28 per hour to eer the basic costs of
housing child car, food, transpotation, health cae,
miscellaneousx@ensesand taes. (Seédppendix 2.)

Wages ake not competitie in this ldbor market:
Many parmprofessionals wrk at least tvo jobs,yet a
recent Noth Caplina stug found tha mary of those
who had left health carinceased their incomes enough
that they no longer needed to ark two jobs4!

Lack of parity across the sectonWage increases
in one par of the health carsector daw workers avay
from other health caremplyers, destailizing the
workforce, rather than inceasing health cais relaive
competitveness with other sector

» Lack of Health Insurance Cwoerage

Part-time workers: Thirty-four pecent of home
care workers sureyed in 1998 had no health insur
ance42 Only half of rursing homesesponding to a
1999 emplgment suvey offered health inswance to
their pat-time workers 43 however worker paticipation
rates ae not knavn. No insuance pogram is &ailable
for the 8,000-10,000&fsonal Cae Attendants o
sewne 5,000 people with dibdities in Massabusetts4

Premiums ae too high: Many workers cannot
afford health cag pemiums.Thirty-five pecent of
nursing homes paless than half of their emplees’
individual pemiums and 56 peent pg less than half
the cost of &mily health insuance4s One worker’s

family health insuance costs $102 peregk while he
eans $9.24 per houf

Ineligible for Medicaid: Paraprofessionals often
eam too ruch for Medicaid yet too little to aford pri-
vate insuance pemiums.

> Insufficient Training; Lack of Advancement
Oppottunities

Nurses ae not pepared to supevise: Nurses ag
not trained suficiently in supevision and mange-
ment—Iet alone in cultal competencies needed to
manaye and suppaothe Commonwalth’s increasingy
diverse diect cae staf.47

Curriculum inadequde: Prospectve direct cae
workers receve limited taining in basic knical skills,
inter-personal commnicaion and poblem-solving
skills,48 and hae little oppotunity to gply skills in real
car settings? Training curicula do not pepare pae-
professionalsdr the inceasingy comple care thd is
required

Training does not suppdrthe nev workforce:
Many trainees hee limited English languge caabili-
ties,or lad literacy or numeiacy skills. They require
teadiing methods and criculum emphasiseped to
adult leaners, yet few health cae trainels knav how to
develop or deler curicula to meet these edua@nal
needs.

Lack of Career Ladlers: Few oppotunities &ist
for ongping skill kuilding tha would provide access to
betterpaying jobs along a dact cae caeer ladler. Tal-
ented caggivers leave “dead end”direct cae jobs.
Houselegoing and kithien staff lack oppotunities to
move up the job ladler into caggiving positionst®

» DangerousWorkloads

Stretched thin: Nurses and paprofessionals a
asked to povide moe cake in less time —a sitdi@n
that puts dients and werkers & greaer risk of neglect
and injury.50.51

Higher acuity in hospitals:Patient acuity has
increased P 10 pecent since 19982 Nurses eport
tha they are regulaily “asked” to work overtime or pull
doule-shifts when the pient censusltangs,patient
complicdions deelop,or a collegue calls in sik.53

m Cumrently, Massabusetts equires 75 houws of training for cetified rursing assistantg0 hous for homemaérs, 60 hous for pesonal cag-

homemakrs,and 75 hows for home health aides.
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Higher acuity in long-tem care: As hospitals dis
chamge padients“quicker and siker,” nursing homes and
home health gencies eport tha their residents and
clients hae moe comple needsrequiing mote staf
time.>4

Nursing home stdiing inadequae: Stae regula
tions hae, at least since 196%equired 2.4 hs of rurs-
ing staf per resident dgu55 Massabusetts orsing
homes ®gerage doser to 3.4 howr per esident dg, a
level consumes, providers, and workers ayree is inade
quae.n.s6

Shortened in-home visitsSince ecent &deal
Medicae cutsMassabusettshome health aides and
visiting nurses nust povide the same seices to tients
as bebre, but in shoter visits®? Rushing betwen
shot-hour casesdrces home health aides to spead f
more time (often unpaid) &veling, exacerbéing cae-
giver xhaustion and stiss. Shder visits alsoesult in
fewer paid hous for paeprofessionalsand thus geaer
difficulty in creaing full-time jobs.

» Poor Management and Supefision: Negative Work
Culture

Lack of emplgee involvement:Many nurses and
paraprofessionalsaport tha they do not el valued in
daily practice or in the werall “culture” of their health
care oiganizdion. Both eport a ladk of paticipation in
decision-making in their ark settings or in cardelv-
ery and la& of oppotunities to discuss ark with pees
or other memberof the cag-gving teamgs

Untrained, overworked supevisors: Supevisors
do not h&e time or &pettise to mentor anticoach”
new pamprofessionals or deal with the fehe-job,
poverty-associéed emplgment bariers workers faces®

Lack of cultural competenciesSeiious bariers
exist between superisors and paaprofessionals,
including languae, culture, class,ethnicity, and tain-
ing.c

Poor manggement pactices:Team hiilding, per
manent assignmentsdusteing—all successful mana

gerial approadhes—ae still rare within the health car
system.

2] How Public Policy ContributesTo Poor
Quality Jobs

All the factos reviewed @ove — insuficient
wages; lak of health insuance; insuficient training
and lak of caeer adzancement opptunities; dangr-
ous workloads; parrtime emplyment; and poor quality
manaement and supeision — contibute to the poor
quality of direct cae jobs. Combined tlyemake health
car jobs inceasingy undtractive to curent and poten
tial workers. Yet, while these psbhlems ae a diect
result of industy practice public policies ceae much
of the contet within which these pactices occuiwhile
public payment policies hae not povided adequiz
funds fr cae or diection Pr their usgpubic quality
assuance mebanisms hee been unale to pevent
deteroration in cae.60

» Health Care Payment Plicies:

Poor wages b@et poor vages: To calculde py-
ment ates br long-tem cae poviders, puldic agencies
analze the costs of priding cae. Ffty to seventy per
cent of the pgment rte typically goes to Idor costs
(calculaed as the amount of staiime required to meet
car needstaestimaed wage rates)®! Wages ae calcu
lated based on pvious povider practicesjn the agre-
gate, with regional variations. Pevailing wages become
a pimary basis br future pgyment mtes,thus inhibiting
wage progression anddiling to cover fully labor costs.

Out of sync with ldor market: Inflation adjustos
recalculae rates flom previous yeais based on coent
economic indictors. Medicaid haselied on the con
sumer pice index to “updae” labor costsjnstead of a
measue tha reflects actual \ages in Massauusetts.
This males eimhursement sticturally resistant to
labor maket pressues,diminishing poviders’ ability to
attract and etain workers under apidly changng labor
market conditionsAccording to Chistine Bishop,a
leading health careconomist,The result of contin-
ously undeestimding wage costs is thanursing facili-

n"Numeious studies document the @etion between steing levels and quality car(induding a stugt by Chatene Harington,using ndional
suwvey daa,see note 69). Reseher kanie KgserJones documented sigruéint delgdration and malntrition in California rursing homes in
two separate studies. She and her teanedtly obseved lesidents eer a polonged peiod of time noting their intak of food in the fist stug,
and flids,in the second stydIn eat stud, they obseved iesidents with daregously low levels of basic flids and otrients.The most fequent

cause of this ldcof intake was undestafing.

°The majoity of paraprofessionals @& women of colorand 91 perent of urse superisors ae white.

PThis is despite sta Medicaid lav which requires thapayment be‘reasonble and adequa to meet the costs thaust be incured by efficiently

and economicajl opeeted facilities”
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ties [and home health @riders] will be undle to pur
chase the Ibor inputs thg need to ta& cae of
patients...especiayl in the highest-laor-demand agas
of the Stée”62

No more mamgin: Prior to the ate increase in FY
2000, home health gencies had oyl had one ate
increaseof 2.11 pecent,in seven yeass. Pior to 1999,
Personal Cag Attendants seting people with didaili-
ties had had no inease since 1990. Nsing home pga
ment inceasesfrom 2.5 pecent to 3.5 p&ent per gar
since 1994have not lept pace withising cost$3 For
yeass, health cae pioviders relied on Medicag and pir
vate payment to mak up br Medicaid shdfalls.
Medicake cuts though the Balanced BudtAct of 1997
and shifts of long-tem cae piivate pa/ resouces to

assisted liing, have eliminded these counterbalances.

Now, 15 pecent of Massawsettshursing homes & in
some brm of bankuptcy and 26 home healtlgancies
closed their do@ over the last tw yeass.

» Workforce Development andMelfare Rolicy

Almost all Massalkusetts paprofessionals a
“low-wage workers”, and ae afected ly policies ele-
vant to lav income &miliesd

Inadequae pubic suppots drive workers from
health care: Waiting lists br sliding scaleincome-el
gible child care hare lengthened as metow-income
workers need hild care sevices than the system can
accommodte. Confusion after wifare reform regard-
ing eligibility f or Medicaid/bod stamps mgrams has
impeded access to thesegnams. Limits on access to
pre-emplyment taining hae made it maz difficult for
people tansitioning fom welfare to eceve the educa
tion tha would endle them to deelop the skills needed
for adzancement out of p@rnty. As these suppts
decease and health eanwages emain lav, mary work-
ers must leae direct cae in oder to povide for their
families.

Absence of suppds for low-income job-holdes:
The full-emplgyment econom has povided work for
mary who transitioned fom welfare. Those still ecev-
ing welfare benets ae predominanty long-tem recipk
ent$4who hare “multiple bariers to work” and equite
tangble assistance withhéldcare, transpotation, and
training—in dinical and other skills to help themepr
pare for the world of work, or to compenda for a lak

of basic edudéon or English-languge skills. Health
care poviders ae not curently able to supparthese
needs. May due to fscal constaints,have eliminded
middle mangement positions thavould povide this
suppot.ss

3] Consequencesbownward Spiral for
Workers and Consumes

The curent stde of caegiving emplyment has
caused higherates of tunover and undestafing,
diminishing job quality and quality of car

» Impact on Cae and theNork Environment:

High Turnover: Annual tumover rates of 40 - 60
percent in home carand 70 - 100 peen6in nursing
homes diaupt continiity of the caegiving relaionship
that consumes defne as the dunddion of quality
car.57

Spreading Caegivers Too Thin: Remaining
workers cary a heaier cae-gving load and cannot
give the time and teention thg know is needed8
Expeiienced caggivers spend time éenting nev and
tempoary workers while also #tending to their wn
assignments.

Quality of Care Sufers: When stdfing levels ae
inadequ#e, consumes ake likely to sufer discombérts,
indignities,pain,and detines in their conditior$® In
some instances theis no cag, when a PCA or home
car aide is not\ailable, or a rursing assistant does not
have enough time toaspond toesidentsheeds.

Quality of Life Sufers: Stretched thinworkers hare
limited, if any, time for corversaion or to dend to social
and emotional needs. Niimg home esidents spend less
than 3 perent of their time intexcting Isoldion, loneli-
nessand d@ression contbute signifcantly to deteiora-
tion in indviduals’physical and mental condition.

High Replacement CostsHigh tumover means
high replacement costs$3500 - $5000 per staf
turnover in long-tem cae, for repeaed recuitment and
training of nev staf.70

Reliance on Costl Tempomry Workers: Temp
staf cannot deler individualized cae or st@ in with

a4 Many have relied on pubic assistance pgrams—uwelfare cash assistandeod stampspuHlic housing Mass Health —to compertsafor the
inadequge wages and benefi. Mary workers oiiginally enteed diect-cae though pulticly-funded taining pograms—sub as CM or home
health aide c¢ificaion programs funded under theldTraining RatneshipAct (JTRA) overseen § Regional Emplyment Boads,or the Mass

Jobs pogram wun by the stée’s Dgpatment ofTransitionalAssistance
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the same el of productiity and teamwrk as full-
time emplyees.

Higher Rates of Injuries toWorkers and Clients:
Undesstafing often causes injigs among wrkers and
consumes. Direct cae-gving work has the highest
rates of injuy of ary job,” leading to inceased hospi
talizations,workers’ compensgon, and lost time

Loss of Expeienced Poblem-Solers: Fewer
expelienced mirses and paprofessionals & available
to mentor and guide meworkers.”2

Exacerbding Vacancies and Bor Job Conditions
—The Dowvnward Spiral: The Hawvard Nurses Stuy of
125,000 mrses fom 1992-1996 haotind tha these
difficult working conditions hee contibuted to a
dedine in nurses’personal health and &ll-being as
well as a déline in their job stsfaction?3 Paraprofes
sionals similafy report increased sess and a déne in
job sdisfaction’4 While workers sy tha wages ae
important,it is working conditions thmore often dive
them to lese.”>

By contrast, a high-quality job cant&ract and
retain competentgompassion& direct cae workers
and counteact these rgative efects on quality car
The essential elements of a high-quality joblated in
Appendix 1.

Section IlI;
Recommendaions for Action’

This section@commendsasponses to the aent
and emeging health cag workforce cisis. These ec
ommendé#ons ae not nutually exclusive. The cisis is
so compl& in origin tha no one action alone can &uf
ciently resole it. Immedide responses can help to sta
bilize the dawnward spiral in the diect cae workforce,
and povide the time to deslop and implement loreg
term, more compehensie stetegiess

Massabusetts has a histoof consensus in gel-
oping poligy through paticipation among ky stale-
holdess. For an efective immedide responsgthe stae
must cowene all ley staleholdes—paticulary
providers, consumes and ldor—to derelop poposals
for wages,health insuance workloads,and taining
This will then allav time to adress systemicall
longer-term responses under the urelia of a Health
Care Workforce Commission.

Recommenddions

Recommenddion # 1: Data Collection,
Analysis,and Public Disclosure

Rationale: Information éout health ca con
sumption and the suppbf workers is sctered among
a dozn stée agencies with juisdiction over health cag,
welfare, labor and verkforce development. Informa

Recommendton # 1:
Data Collection

Structured collectionanalysis and dissemiti@mn of labor maket and
health cae utilization information.

Recommendgon # 2:
Gateway to Employment

Targeted suppdrto recent immigants and indiiduals tansitioning
from welfare to work; improved access tounsing educton.

Recommendton # 3 & 4:
Impr ove the Piice Paid for
Labor—Public Policy and
Private Practice

conditions.

PuHic policies and pivate practices to impove wages,beneits, train-
ing, workloads,oppotunities bor adzancement andwerall working

Recommendton # 5:
Restructure the Health Cae Sys
tem’sWorkforce Policies and
Practices

Health Cae Workforce CommissionA patticipatory, Legislature-spon
sored piocess to plarmonitor, and fundamentafladjust the Commer
wealths evolving health cag workforce needs.

" The lecommendi@ons do not contain spedftost estimis.Accurate dda is not gailable for precise estima&s and costsawy among the man

options pesented within e&cissue aa.

s For example increasing veges is an immedte st to counteaict the curent fight from health ca Permanenty recalibieting wages to compete
for qualified workers mg take moke time and delibetion to accomplishbut will have a moe long-lasting impact.

tAgencies use diérent defhitions,time perods,and souces,making it dificult to assemle defnitive information ebout health ca consumer or
the workforce The disaray reflects thé'silos” tha maintain sparate informaion on health ca consumptionypayer and ly provider, and
therefore do not cpture information aout consumerand verkers,who move regulally throughout the health casystem.
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tion is not collected on a systetitabasis; some essen
tial information is not collectedtaall. Although health
care and ldor systems intsect aound health car
employment,no closspad &ists among these systems’
data collection efforts v Policy-makers need a codli-
naed, interageng/ system of di@ collection and angl
sis to document cuent conditions; pvide pulic
information to consumes; assist gencies to monitor
current and golving conditions; and pwvide the basis
for longer-term planning andwaludion.

level; and actos on and df the job tha affect
employee etention (3., job quality and job d&sfac
tion daa; their needs as\Wwswage eaners in low-
income amilies).

. Evaluate regularly the ability of the health care

sector to dtract and retain qualified workers:
Compae vacang rates,turnover rates,and eaming
levels in diect cae positions withates and eanings

ProposedAction:

A. Bi-annual report to the Legislature on curent

and projected health cae consumption and vork-
force needsinclude informaion from stae ayencies
overseeing health carsevice delveryv and the
workforcev about: (a) curent and pojected use of
health and long-ten cae sevices,including deme
graphics, acuity levels, treagment potocols, out
comesand esouces needed; and (b)gpected need
for and aailability of paraprofessionals andurses.
Through the Boat of Nursing, suivey nurses &
license-enaval to detemine their vork staus,set
ting, longevity, hours, and eamings; suvey nursing
sdhools dout enollment tends; swey health cae
employers éout pojected needs.

. Issue“J ob Quality Report Cards”: Requile health
care pioviders to eport on bb Quality Dda—
turnover, absenteeismand injuly rates; wages and
beneits; health insuance povided; on-site educa
tion and oppdunities br wage progression; vork-
loads; curent and pojected diect cae vacancies;
and the pearentaje of overall expenditues on
stafing. Pubish anmual bb Quality Reort cads,
including compaative and indiidual provider infor-
mation, to assist consumerin &ercising doice
Requie pioviders to post db Quality Reort Caids.

C. Survey the direct care workforce: Profile the diect

care workforce though egular sample sweys
including: worker demaraphics; household mak
up; staus and type of health insarce coerage; el
gibility for and use of pulz benefts; educéional

in other compaable jobs, using quatedy wage
reports to povide longtudinal information aout
compastive wages.

Issues to Consider:

Pubic agencies mg have to dange their déa cot
lection systems to codinate reporting, analsis and
planning acnss genciesWhere needed infrmation is
not nav available, agencies mg have to cedae nav
means of collection (g., employer suweys) and
crosswer processes bm eisting dda souces (eg.,
payroll information).

Recommendaion # 2: Make Long-temm
Care the Gaeway for Employment

Rationale: Many people nw transitioning fom
welfare to work require substantial assistance asythe
enter the wrld of work. Many have few workplace
skills, several bariers to emplgment, and limited
resouces. Many immigrants alsodce these and dd
tional languge and cultual obstates.With suppots
from the velfare and varkforce systemdpng-tem cae
can be a geway to successful empymnent or nev
workers.

Proposediction:

Creae a welfare and workforce development
fund for health care workers—provide targeted
funding to: assist individuals who face emplyment
barriers, support pre- and post-emplgment educa
tion, and promote health sector anajsis.

U Health cae and ldor agencies do not codinate their déa anaysis,delaying policy adjustments. & example the impact of the 1997 Balanced

BudgetAmendment on home health esmplyment is not gt reflected in the Dgattment of Emplgment andlraining’s emplyment pojec
tions.And, while unemplgment etes detined thioughout the lee 1990spnly recenty have the gencies thefund health ca sevices bgun to

look & the worsening emplgment cisis.

v The Dgpartment of Pubc Health,the Dvision of Health Cag Finance and &licy, the Division of MedicalAssistanceand the Egcutive Ofice

of ElderAffairs.

W Division of Emplgment andlraining the Depatment of Ldbor andWorkforce Developmentand the Cguoration for BusinessWork, and

Leaming.
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A) Assistance gercoming barriers to work:

* Pilot programs br welfare recipients to wrk in long-
term cae and deelop workplace skills viile still

receving health instance and income supplements.

e Use Transitional Assistance to Need Families
(TANF) funds to povide lov-wage health ca work-
ers with expanded access thitdcare and tanspota-
tion. UseTANF and wvelfare-to-work funds br post-
emplogyment counseling an@tention assistance

» UseTANF for health cag workers’ access totdldcare:
(1) Raise income elibility levels and laver sliding
scale ées br subsidied dildcae; (2) povide resouces
to crede dildcaie centes in health car settings; and (3)
provide incentves br childcare centes to expand hous
of opeetion to caver evenings and welends.

B) Education:

» Provide high-quality pre-emplyment taining to pe-

pare nav direct cae workers for the demands of hands-

on caegiving. Develop the @inical and poblem-solv
ing skills nev workers need to mvide quality cae.

e Give health car emplgers who maintain quality
work ervironments gority access to wrkplace tain-
ing fundsx Use funds to dcilitate patnerships
between health caremplyers and commnity-based

educdors. Conduct wrker needs assessments and

provide educ#on to huild the skills and eaing
potential of incumbent wrkers, and implement
career ladlers within health car settings.

 Target training and edud#&n resouces to pograms
that connect ecent immigants to diect cae emply-
ment,including worksite based ESOL (Englistmif
Spealers-of-Other Languges) taining

e Fund loan érgiveness and le-interest loan po-
grams,scholarships andéllowships to incease ors-
ing scool enolimenty

C) Sectomal Analysis andAction:

» Produce studies of health and longrtetae thiough
the Massalusetts Occupeonal Information and

Coordinating Committee (MOICC) to assigVork-
force Investment Boats (WIBs) to taget workforce
development and &ining funds to health car

e Encourge health car paticipation on localWIBs
and the stz workforce boad.

» Evaluae curent and pojected earings br paigpro-
fessional health camorkers in relation to the Self-
Sufficiency Standads for Massabusett3¢ released
by the Massadtusetts Bmily Economic Self-Sui-
cieng/ Project (MassFESS).

Issues to Consider:

The welfare system can pvide & least limited
assistance to compenesdor relaively low health cae
wages. In adition, health cag pioviders can contbute
resouces to vorkforce derelopment forts, for exam
ple thiough paid elease timedr workers engged in
educdional programs. Demonsétions in the health
sector can pvide information aout the eficacy of
these initidives br other lav-wage workers. Radkaging
tuition assistance or long-tarcae emplyment with
welfare beneits can help indiiduals use their time
receving pubic assistance to maxineztheir pepara-
tion for successful empyonent and inazased earing
potential.

Recommendaion # 3: Impr ove the
“Pricing” (Quality) of Jobs — Pulbic Policy

Rationale: Improving the pice of lebor—better
wages,benetts, training and stdfng/workload levels
for all direct cae staf—can stilize the vorkforce and
make direct cae jobs moe competitve in the ldor
market.

Proposediction:
A. WAGES:

* Wage pass-though: Implement an inaase thais
solely dedicded to wages and/or ben#$ as an ad-
on to pyment etes??

XThese intude funds fom the D@atment of Ldor, the Dgatment of Eduction, the Dgartment ofTransitionalAssistanceand theNorkforce

Training Fund of the Unempjaent Compend&sn Fund

Y According to the Boston Colte Shool of Nusing and the Urersity of Massabusetts BAmherst Shool of Nusing undegradude training
typically takes betveen tvo and bur yeas & an aerage cost of $9,000/gar br tuition,room,boad and booksip-stete, and $18,000/gar out-

of-state, in pullic school,and $30,000/gar in pivate shool.

z2The Self-Suficiengy Standad can help detemine whether veges suppdrself-suficiency and can guide arkforce deelopment funding to sup

port job retention employment-based &ining and vage progression.
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* Make targeted wage increases:Fully reimburse

providers who pa& higher wages br aftenoons and

evenings,weelends and holidgs, travel time for
home health wrkers, stgp increasesdr job tenre,
and Dr caeer ladlers (see Recommeniitan 4-B).

» Raise direct care wages to a higher eamings
bracket in a stgpped fashion,over a peiod of time
and ind& wages to ldor maket indicaors rather
than the consumer ige inde to ensue tha health
care wages ae competitie in the I&@or maket.’8

qualify for other pograms,such as MassHealttA
few hospitals,such as Boston Medical Center and
Brigham andMomen's Hospitalppelate outpaient
phamacies and thus amble also to povide free cae
for outpaient presciption drugs.

A program for health cag workers could be initited ty
using free cae demonsttion project funds and/or
combining curent pool funds with empj@r and
employee contibutions to ceer a boader aray of sew-
ices than tditionally are reimbkursed ly the pool as is

1 2 1 1 *
- Public oversight of wage rates: Corvene key stale- being done under thedhing Rartneiship Health Plan.

holdes to eview adequay of wages based ovacan ~ * Expand the Insurance Rartnership Program
cies,turnover, overtime, tempogry pool useanaysis (IPP): IPP gves pemium assistance to empkas

of wages br compaable jobs,and levels neededdr with less than 50 wrkers and to wrkers eaning

limit for health cag emplyers and aise eligbility to
250 pecent of FPL.

e Pass-through health insurance cwerage costs:
Reimhurse health car providers for 100 pecent of
their health insuance pemiums br low-wage work-
ers. The Medical Secitly Trust Fundcreaed to pe-
sewe health car accessdr unemplged workers, is
one possile reverue soucedd

Issues to Consider:

Though vage increases ar costy,’® they can po-
duce some sangs from reduced tunover and acan
cies.Wage pass-ttoughs povide a tempaary boost to
wages lut are subject to competing economic consider
ations, budgetary availability, and the political prcess.
Targeted inceasesdr longevity or shift differentials
can be adminisétively cumbesome especial as pg-
ment systems nve tovard caitated rates.

B. HEALTH INSURANCE:

* Medicaid buy-in thr ough expansion of Common
Health:2a Medicaid could allov pamprofessionals to
buy into MassHealth on a sliding scades adults and
children with disailities who ae overincome br
MassHealth ne do. Medicaid by-in would require a
stautory change and an amendment to the Section
1115 Medicaid aiver.80

» Collective purchasing pool: The Stée could help
health cae emplyers leverage their collectve pur
chasing pwer (and boaden theirisk pool) with pi-
vate insuers8l Private insuance could hee sliding
scale pemiums though stée subsig.bp

* Use the uncompensizd care pool to fund cwer-
age: Acute hospitals use theirefe cae funds to po-
vide a boad aray of sewices,including pimatry ca,
to residents wo ae eligble for free cae and do not

* Maximize the Children’s Health Insurance Po-
gram (CHIP): Work with health cae emplgers to
ensue tha eligible emplgees hae enplled their
children in pullic health insuance pograms.

Issues to Consider:

Most health cae emplyers do ofer health insur
ance nw, but workers (especiall pat-time) cant
afford the pemiums.A program thd expands health
insurance without assisting with @miums will not
have a signiftant impact on access.

Options could diminish empjyer-provided health
insurance and interére with or cowd out the pivate
insurance maket. Guidelines @& needed to enseithad
providers ae pudent luyers of health inswance

C. EDUCATION:
e Updde and gpand initial and on-ging curiculum to

reflect dinical realities and adult i-long leaning ted-
niques (&g. problem-solving comnunicéion skills);

aaRhode Islandxpanded Medicaid to imede diildcare workers whose veges ae constained ly pullic reimbursementThe same Igic extends to
health cae workers. Medicaid gpansion could be phased-in sitag with the lavest wage workers, suc as partime home car workers.

bb The Massalsusetts Bhemens Fund povides health insance on a sliding scale tsliemen,whose income has been limiteg gpvemment
ervironmental contls on fshing They have access to aipete health inswance plan Wich offers sliding scale gmiums subsidizd though
funding from the stee's Uncompensed Cae Rool and the US Deaitment of Commere

cc Premiums ag $25 per monthof individuals and $30 per monthrffamilies.

dd If this fund is usedt will be important to peseve a signiftant balance in the Medical SeityTrust Fund to cushion getive cash fiw in
recessionsThe balance of funds shoulemain @ailable for the Fund oiiginal pupose — health insance 6r unemplged workers.

* Emended 8/22/00
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» Lengthen pe-sevice training and ad a tansition
peiiod from dasspoom to hands-on cegiving;ee

* Provide couses in specit cae aeas (eg.
Alzheimers, rehailitation, depression);

* Crede curiculum and competencevaluaions for
carer ladlers;

e Coomdinae enty-level training for home health and

nursing facility positions to allw easier cosswer
among long-ten cae settings; and

» Strengthen linkges betveen paaprofessional t@in-
ing and the comumity college and stee unversity
systems to maxime potential 6r workers to con
tinue their edudéon.

Issues to Consider:

Despite some diérences a@ss cae settingsthe
basic elements of pagrofessional wrk are similar A
core pagprofessional cuiculum povides potability
for workers.

Health cae policies equire training bebre work-
ers povide hands-on carYet, welfare policies &vor
post-emplgment taining limiting funding br pre-sev-
ice training

D. WORKLO ADS:

* Increase mrsing home stafing ratio:ff Increase
ratios to a mininum of 4.13 hows of direct cae per
resident dg, adjusted upward for acuity as econ
mended B NCCNHR and other nimnal expeitsg9

» Develop a hospital stafing ratio: Estélish sak
nurse stdfing standadts for hospitalgh

e Creae a commission to estalish safe stafing lev-
els: A standing commissiorcompised of consumer
provider, and health car union epresentéives and

expett reseachers, would review daa on acuity and
outcomessuiveys and complaintsand fom con
sumey family, and worker focus goups. It vould set
minimum stafing levels and ecommend stéihg-
relded impovements in \ages,training, supevision,
and mangement.

Issues to Consider:

Estalishing stafing standads and an on<ng
oversight commission @&aes a countedrce to fscal
pressues tha drive stafing belav levels neededdr
quality cae. An oversight commission can gvide for
changes wer time as cae needsltange. The commis
sion would need inbrmation and tebnical assistance
from relevant stde agencies to aid in its delibations,
though not all di& is eadily available.

Recommendaion # 4: Impr ove the“Pr ice”
(Quality) of Jobs — Industry Practice

Rationale: Improvements in povider mange-
ment afect retention.When poviders irnvest in their
workforce, workers feel a eciprocal investment. Mayn
inexpensve, cost-efective mangement pproates
provide better car and cede a better wrk culture.

Proposediction:

A. QUALITY MAN AGEMENT AND
SUPERVISION:

e Train supelrvisors: Develop a coe curiculum for
supevisors on:fosteing a team pproad; utilizing
quality mangement; and desloping citical thinking
and poblem solving skills.The curiculum would
include the use of adult le@ing tedniquesempha
size competencies in supgsing workers from rulti-
ple cultues,and povide information about hav to
access pulr suppots available to lowv-income vork-
ers.

eeTraining lequirments a curently 40 his. for homemakrs, 60 his. for pesonal cae/homemaérs, 75 his. for home health aides/ @Gis.

ff Some hee poposed use dkingle-task”workers & mealtimesWhile malrutrition and delgdration in nursing homes is a Seus poblem, a sin
gle-task verker gpproach could futher dgrade both the quality of the job and the quality oecResidents Wo cannotéed themseks gner
ally have plysical or cgnitive poblems andequire trained assistanc@araprofessional jobs need to be uaded not made piecemeal.

99 The Naional Citizens’Coalition for Nursing Home Refrm (NCCNHR) endased this stding ratio based on thexpeiiences of esidentsfami-
lies,nursing home stéfand deeloped ly professional eperts coivened ly The dhnA. Hartford Institute r Geiatric Nursing & New York
University inApril 1998 & a one-dg conference fundedytheAgeng for Health Cae Policy and Reseah. Conkrees eviewed: (1) studies on
stafing and quality; (2)édenl survey data; (3) ederl time mangement studies dm 1995-97; and (4) NCCNHRpeliminary 1995 stding
standad. The conérees'work is descbed in the Ebruary 2000 issue of he Geontolagist. A bill to apply the NCCNHR stding standad to
Massabusetts orsing homesand esthlish an on-ging Commission toaview the adequacof stafing, was acted oreforably by the dint
Health Cae Committee and is pending bef the Lejislature. It will require funding to be implemented

hhThe Massaausetts NusesAssocidion has adocaed legislation for sag stafing ratios in hospitals.
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* Promote pioneeing approaches to culture
change:82 A few high-quality pactitiones have pio
neeed tansbrmative work to chang the mrsing
home cultue for those vino live and verk there. They
provide individualized, resident-cented, comnu-
nity-oriented cae. Trade assoctéons can pomote
these pactices and mvide eductional supporand
other tetinical assistance to inddual providers.

» Use indusive, supportive manggement practices in
the health care workplace:

= Develop teamwrk and pemanent assignments

in nursing homes; lasteed stafing and supei-
sion in home health car

= Maximize direct cae workers’ knowledge and
expeiience in planning car

= Provide suppatr groups and team meetingsrf
direct cae workers.

= Develop cultually competent supegision and
mangement.

= Coad and poblem-solwe to help verkers over-
come bariers on and dfthe job

= Crede “family-friendly” workplaces. Br exan+
ple, provide family and medical leae and Fexi-
ble scheduling to accommodaworkers’ family
responsibilities.

= Padkage full-time work for those vao want itii

» Support provider consottia: Develop consaiia of
providers who, by joining together can cede an
expanded pool of empl®es,offer better benék
through pooled empige assistance ggrams,crede
full-time work, develop caeer ladiers, and ofer joint
training

» Support caregiver associsions: Suppot develop-
ment of pasprofessional cagiver associtons to

provide peer suppoyrto crede leaning oppotunities,
and to aglance vorkers’ interests.

e Fund demonstration projects: Fund indvidual
employers and consaia who piovide quality work
ernvironments to eshdish projects thasuppot good
manayement pactices. Rcilitate patneiships among
local health cax emplyers and commnity-based
organizdions thda assist lav-income workers.
Develop coopeative emplyee ecuitment,training
assistanceand caeer adancement oppounities.
Fund pograms with Cvil Monetaly Penalty (CMP)
fundgl andWorkforce Investmenict (WIA) fundskk
and theWorkforce Training Fund The Coporation
for BusinessWork, and Leaning could coodinae
these demonsdtions and povide for stdewide dis
semindion.

Issues to Consider:

Demonstation projects should meet local needs,
resouces andealities,and be shad and coatinaed
among health carpoviders staewide. Where relevant,
resouces andpettise deeloped br health cag work-
ers should be shad with other emplgers of lov-wage
workers. Pojects should ha input fom consumes,
health cae emplgers and vorkforce trining poviders,
labor unionscaregiver associtons and other wrkers.

B. OPPORTUNITIES FOR ADVANCEMENT :

Proposal: Creae caeer ladlers for paaprofes
sional workers within long-tem cae. Within individual
employment settingsprovide a brmal pahway for
advancement. Conductatker assessments andvd®p
plans to #ain caeer adancement. Deelop curicula
and wages to suppdrincreased dutiesA career pah
could tale non-cetified workers into cetified work and
provide cetified workers with a specialty-&ining tad.
Stae reimbursement could mvide for wage progres
sion for workers who complete aecaynized couse of
training and competegavaluaion, and ae assigned
duties commensate with the taining!! Pulic
resouces br workplace educigon could suppdradult

i Guamntee enough hosiof work for a 35-hour wrk week and pgatravel, meal,and leaning time SeeBetter bbs,Better Cae: Building the
Home CaeWbrk Forceby Suipin, Haslangr, and Davson,United Hospital FundNY 1994.

i CMP funds a& to be spent to impve quality cae for nursing home esidents.

kk Workforce Investmenfct (WIA) funds suppdrjob placementetention and mgression ér low-wage workers. LocaWorkforce Irvestment
Boards (WIBs) could taget funds to health caremplgers for training and demonstion projects in quality impsvements to suppband etain
a high-quality verkforce Mary of the peopl&VIA targets,who ae transitioning fom welfare to work, go into sevice-related jobs speciftally

in health cae.

I Massabusetts cuently recaynizes the senior aide gizulum in EOEA-funded home car
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basic educd@on and incumbent wrker skills

upgadesnm
Issues to Consider:

Steps in the cager ladler should inlude training,
pay, and assignmentof nev levels of competenc
Health cae emplgers should not just use @aar ladlers
to save mong by replacing moe skilled workers with
lesser tained oned” Individual emplgers can ceae
their avn caeer ladlers hut colléboration with other
providers can ceae moe job oppatunities br workers,
and malke the long-tem cae sectoras a vihole, more
competitive with other emplpment secta. For formal
recaynition and eimbursementthe Stée would have to
develop citeria for training, competeng evaluaion,
assignments andages.The Coporation for Business,
Work, and Leaning, which will be cetifying training
vendos under thaVorkforce InvestmentAct (WIA),
should work with the Deartment of Pulic Health'’s
content and céification requirements in pproving
WIA-funded aide-taining

Recommenddion # 5: Health CareWork-
force Commission

Rationale: The curent workforce cisis meely
foreshadws a lager impending onelhe poblems tha
undetlie the workforce cisis require compehensie
longer-term solutions thiacut acoss poliy sectos.An
oversight commission is needed to plgojde monitor
and &alude poligy options as theare considezd and
implemented

Proposal: The Massalusetts Lgislature should
form a Commission hwse pimary functions vould be
to: (a) tradk and analze changes in health carneeds,
clinical protocols and wrkforce d/namics; (b) poject
workforce needs; and (c) delop Fve-Year Plansdr
the Health CaxWorkforce, over the peiod from 2005
through 2030. It wuld plan, monitor and ealuae
whether taining, compenston, workload, and quality
manayement initidives povide a stale, qualified work-

force in suficient rumbes to meet health cameeds. In
patticular, the Commission wuld be empwered to

assess and makecommendgons on:(a) rationalizing

the multiple funding “silos” that fragment not onf

health cae sevices,but the health carlébor maket as
well, and (b) coadinating the Commonwalth’s health
care poligy functions with its werkforce and velfare

policy functions.

The Commission wuld have representéion from
appropriate stde ayencies,stakeholdes (health cag
consumes; poviders; unions; and elfare, workforce
and taining inteests),and eseachers with expettise in
health cae and in lev-wage emplgment. It would
coorinate with the Fve-Year Planning pcess under
theWorkforce Investmenict.

Issues to Consider:

The Commission wuld require resouces and
access toalevant daa. The Commission wuld need to
have a eporting authoity that would male its work rel-
evant. The Commission couldeport to the Stee Lagis-
lature, the Gavemor, all relevant Boads and gencies,

and the pulic, on action needed to meet consumer

needs and wrkforce gals.

The manitude of the emgmg ciisis in our health
care workforce leaes Massduusetts with little boice:
we must first stdilize, and then ebuild our health car
systems gproad to its workforce. To do so will
require a fundamentakriew of hov the stée stuctures
and pgs for the workforce component of health @ar
sewices,and a pofound dalleng to hav health cae
providers recuit, train, reward and supetfise their diect
care staf.

Without a pulic commitment to stailize the
Commonvealth’s health cag workforce, there will sim-
ply be too éw people willing to be dict cae workers

mmA number of gants hae been warded to health caremplgers to enhance skills andwddop caeer ladiers for curent workers. The Depatt-
ment of Ldor funded a mject though the Boston PIC inlich Benjamin Health CarFacility in Jamaica Plain has deloped a carer ladler
curiculum, now available for replication in 10 rursing homes aoss the ste. TheAlliance for Home Cae in Amaica Plaineceved funding
from theWorkforce Training Fund to design modulesAizheimers and End-of-Lié Cae for workers in long-tem cae settings fom adult
day cae to skilled mrsing cae. The Dgatment of Educton funds a panership betveen the Seiice Emplgees Intenaional Union Local
285'sWorkforce Training Rartnership and th&Vomens Educéional and Industal Union to povide adult basic edutian for home cag work-
ers.The Coporation for Businesswork, and Leaning’s tactical taining inititive for incumbent wrker training could also suppbcaeer lad

ders.

nn Professional arses hae raised concars dout the use of unlicensed assistpbesonnel in hospitals as a decisioivdn by fiscal considetions
that can compomise cae. Consumes have wiced concars dout the use of lessskilled workers for hands-on cargving sud as poviding
assistancetaneals Assignments mst not &ceed tinical training and cpabilities, and nust not compsmise the quality of car
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under curent conditions. Haever, a well-planned
investment in the quality of jobsif health cas workers
—by both pultic policymakers and industr practition-

ers,in patnership with consumerand vorkers—will

genente countless didends in the quality of carfor
health cae consumes.
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Appendix 1

Elements of a Quality bb

Stable quality jobs equire a nutually committed high-imestment emplgment elationship with gpropriate

compenston, workloads,educaion, oppotunities br adrzancementand indusive, suppotive mangement and
supevisoly practices.

Compensdion and Workload:

Vacdion pay, sick pay, paid holidgs, individual and &mily health insuaince retirement benet, and fimily med
ical leave;

Rewarding longvity with step increases in pgand poviding a pahway for adzancement to senior aidesentos,
and cae specialties;

For in-home cag, structuring assignments so thpalprofessional wrkers who want full-time emplgment can
find it within one gengy; providing a salay base ér a 35-hour wrk week tha pays for travel time mealtime and
leaming time; and allwing flexibility in scheduling dient cases and other eaesponsibilities to pdage full-time
work;*

In nursing homesa minimum stafing level of 4.13 hous of rursing staf time per esident per dais needed to
meet consumetmedical and psywsocial needs.**

Education and Opportunities for Advancement:

Updae and gpand initial and on-ging eductonal curiculum to eflect curent cae needsclinical realities,and
adult life-long leaning tedniques;

Cultivate pooblem-solving skillsjnterpersonal and comomication skills;

Provide concentited leaning oppotunities in the specificae needs (@. Alzheimers, rehailitation, depression,
etc);

Develop a caeer ladler for non-cetified and ceified staf and incoporate into the vege scale a $tedule of
increasescommenstate with inceased leaning, that suppots a pshway of economic adancement.

Inclusive, supportive management and supevisory practices:

Foster teamwrk, use pemanent assignments arldsteing gpproades to stdfng and supefisory patems;
Utilize rursing and paprofessional wrkers’ informaion and &petise in decisionslzout cae and opaitions;
Provide suppargroups and team meetings fdirect cae workers;

Enhance the skills of supasors so thathey are cultually competent andate to tale a coaking and poblem solv
ing goproad to workers who face on and éthe job bariers to successful emptment;

Build flexibility into scheduling and pvide full-time work for those o want it; and

Maximize workers’ access to puic suppot available to lov-wage workers and lev-income imilies.

* Sumpin, R, Haslangr, K., and Davson,S. Better &bs,Better Cae: Building the Home Ca\Work Force Bronx, NY; United Hospital Fund; 1994
** As recommendedybthe Ndional Citizens’Coalition for Nursing Home Redrm, WashingtonDC.
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Appendix 2

Women'’s Educaional and Industrial Union
The Self-Suficiency Standard for Massadusetts

The Self-Suficiency Standad measugs the amount of mopdamilies need in Masshuasetts to meet their basic

needs ér housingfood transpotation, child care, health cag, miscellaneousxpensesand taes - in todg’'s maket
without pubdic or private subsidiesThe Standat was deeloped ly Dr. Diana Rarce of the Uniersity of Washington
at Sedtle, former dilector of theWomen and Bverty Program d Wider Oppotunities br Women.The Standats ae
calculded for 40 diferent aeas in Massdmisettsand br mary different family types based on theimber of adults,
and rumber and ges of diildren. Somexamples bllow (see alsdables 1 and 2 belg).

Self-Sufficiency Standard (Per M onth)

One Adult +
One Adult + Presdooler +
One Adult One Preschooler School Age
City of Boston $1,324 $2,690 $3,263
Wor cester Area $1,271 $2,492 $2,955
Rural Berkshir es $1,085 $2,056 $2,460

Findings from The Self-Suficiency Standad: Where Massabusetts families Stand:

Forty-six cities and tarns in Massagusetts hae over 30% of &milies with incomes belo the Standat, e.g.
Boston 34% Worcester 35%/|owell 37%, Spiingfield 38%,Lynn 39%,Fall River and Nes Bedford 42%,
Lawrence 48%.

The Self-Suficiency Standad is a better beenak of family well-being than thegdeal poverty level. At $17,050
for a family of four in 2000,the £deml poverty level provides just $3.89 per pson,per day for food, and ony
$7.79 per peson,per day for all other expenses - noeality-based

The pecentaye of households with incomes belthe Self-Suiciency Standad is 3 times the peentaye of people
with incomes bela the pwerty level: 27% vs. 9%.

Many families ae caughtbove porerty but belov self-suiciency; they ean too nuch to qualify for mary types of
assistancebut too little to really male ends meet.

Single paents fice the paest hallenges in eadhing self-suficiengy. All communities face dallenges br a least
some of theiresidents.

The Massdtusetts Bmily Economic Self-Sdiciengy (MassFESS) Biject is a gowing staewide coalition
of organizaions working to help all &milies thive. Copies of theaports, The Self-Stitiency Standad for Mass
achusetts September 1998andThe Self-Stiiciency Standad for MassabusettsWhere Massahusetts Bmilies
Stand January 2000,are available for $5.00 eale from MassFESStaheWomens Educéonal and Industal
Union,617.536.5651>.140; or emaitkavanah@weiu.oq.
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Table 1

Selected Family Types

The Self-Sufficiency Standard for Boston, MA-NH-PMSA
Suffolk County, 1997 - City of Boston *

One Adult + One Adult + Two Adults +
Monthly Costs One Adult preschooler preschooler + preschooler +
schoolage schoolage
Housing $669 $839 $839 $839
Child Care $0 $669 $985 $985
Food $157 $239 $355 $488
Transportation $46 $46 $46 $92
Health Care $89 $163 $183 $235
Miscellaneous $96 $196 $241 $264
Taxes $267 $578 $694 $724
Earned Income Tax Credit (-) $0 $0 $0 $0
Child Care Tax Credit (-) $0 ($40) ($80) ($80)
slelf-Sufﬁciency Standard per $1324 $2,690 $3,.263 $3,547
onth
Self-Sufficiency Wage perHour ** $7.52 $15.28 $18.54 $10.08 peradult
Source: Wider Opportunities for Women
Table 2

Selected Family Types

The Self-Sufficiency Standard for Berkshire County, MA
Western Massachusetts, 1997 - Rural Berkshire County *

One Adult + One Adult + Two Adults +
Monthly Costs One Adult e Adu preschooler + preschooler +
preschooler
schoolage schoolage
Housing $446 $526 $526 $526
Child Care $0 $520 $707 $707
Food $157 $239 $355 $488
Transportation $113 $117 $117 $227
Health Care $89 $163 $183 $235
Miscellaneous $81 $156 $189 $218
Taxes $199 $395 $463 $523
Earned Income Tax Credit (-) $0 ($16) $0 $0
Child Care Tax Credit (-) $0 ($44) ($80) ($80)
Self-Sufficiency Standard per $1,085 $2,056 $2,460 $2,845
Month
Self-Sufficiency Wage per Hour ** $6.16 $11.68 $13.98  $8.08 peradult

Source: Wider Opportunities for Women

* The Standard is calculated by adding expenses and taxes and subtracting tax credits.

** The hourly wage is calculated by dividing the monthly wage by 176 hours (8 hours per day times 22 days per month).
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