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HOME CARE: THE SWEATSHOP .TOD OF THE NEW MILLENNIUM 

The past twenty years have seen the creation of a huic, new sub-industty iA health ·carer-- home care 
services. In 1977, there were virtually no options other than nursing homes for person8 wbo required 
peid long-tenn care1 Today. home care is the fastest growing sector of the health care industry, md 
many elderly and dlsab!M are able to a.void costly institutionalizatinn and stay at home. More and 
more consumers are demanding ~temadves to instlnnionaliz.ed care to provide them with a wide 
range of medical and non-medical services. Based on current trendi, tM nwnbet of seniors 
depending upon long-term care will double (ftom 7 to 14 million) by 2020, and the greater number 
of people in need of chronic cate2 will expand ax-eatJ.y the need fur pm;onal 11SsisLu.nc.:tl wid custodial 
services. 

A3 we move into the 21st ccotury, U.S. health policy makers face a profound challcnaie - - to meet 
the nc~s Qf the rapidly growina number of Americarui wbo will rely o~ Jiome o~ :s~rvi~. Yi;:t 
most of the personal care and home care aides who mah home care possible still receive poverty­
h:vtl wages. have oo health tare tovcra&c or other benefits, receive little if any trainin&, and 
frequently worlc irt bQ2atdous condlllons. These warkers care for our society's sickest and frailest 
members in their own horn~ and are paid less than worl:cts who care for animals in zoos.> 

Over the past dc.·adc, there has been a growing body of academic literature ~d public policy 
r00omrnanda.tlons that calls for action to address the poor compensation and training of paid 
paraprofessionals in order to ensure the availability of quality long-term care. In 1993, a major 
Kais~ Family Foundation 5tUdy stated that ".As tlu Clinton Administration takes a.fresh look at the 
major /uu4s on our national agutda, there is a critical window of opportunity for svious effort$ to 
improve conditions in th4 long-t,nn car, workforce. Th, time is ripefor ... a multidisciplinary effort 
far increasing reimhw-s11~nJ for >wnu car, aides linking heath care reform, welfare reform, and 
job training. '"' 

Five years lata. the .President's Advisory Commission on Consumer Protectioo and Quality in the 
Health Care Industry icmid.fied the problems of unovcnru:ss of quality, training, and supervision in 
the home care sector of the indU5tl)' a., "maners of some urgency." Contributing to these problc:ms 
are the poverty level wages that are aenerally paid to 'the paraprofessionals who work in the home 
care sector. Toe Co1I111W1sion noled thnt of the two million health oare paraprofessionals in the 
United States, 600,000 are eamiug wages below the poverty line.-~ 

These numbers do not include "independeot providers11 and otlu-.r home care employees paid directly 
by states and exclude some of the workers in agencies funded solely by Medicaid, who also tam 
pathetically low wages. 

The Administrnrion's recently announced lo~temi care initiative, which would provide tax credits 
for f.amily ca.rcgiva-s, offers needed relief for many Ainerican familks. A recent report by the 
Alzheimer's Association found that family careiivm save the U.S. haalth care system $ J 96 billiou 
i\ ye.ar ($22 .9 billion in California; 13.5 billion in New Yotk). Yet, thc:n: vs also a critical need 10 

address the shortfalls in the care provided t.o those who mun rely upon paid c~ivers. The largely 
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publi~}y funded home c.are industry is becoming the modem day sweatshop, with caregivers working 
at p0ver:ty wages with no health care or other benefits and often under harsh conditions. Since the 
fedenu and State 2overmnents largely set the standards -fo.r care and pe1foJIJ1ancc in·th39·industry and 
pay for it3 delivery, they must bear the responsibility for improving care for the elderly and disabled 
who rely upon these services aod ensuring decent wages and working conditioll.9 for the' workers who 
seek to provide it. 

SEID represents over 175,000 paraprofessionals in the home care industty, who are committed to 
their clients and t~ work, but for whom worlc.ing oortditions and 1ivi1l8 9tandards are shameful. 
Most oftbese members are paid din-x;tly by state agencies or are employed by non-profit agencies, 
sololy funded through government aid pro8f3WS- The urgency of the problems faced by the 
provil.lers and the consumers who rely upon them for services cans for immediate action and the 
attention of both the Department of Labor and the Department of Health and Human Services to 
improve quality by developing a stable, well-trained workforce. 
We appreciate the oppommity and cballenge of working with you to address these issues. 

Below we first provide general b4Clcground on the nature of the services provided, the providers, the 
clients. and the funding mechanisms. We then look more catefully at two of the largest programs, 
the New Yotlc City and Los Angeles Cowty proarams. Finally, we suggest some steps and 
directions for improvement 

PJJBI.ICLY FUNDED PERSON.AL CARE SERVICES, 

Who arc the ~mployers Home ca«, is a multi-segmented industry, with services involving a wide 
range of medical complexity. Prior to 1980, home care was provided primarily by RN's miployed 
by visitlng nurses assoclatiQD$ .i1ld public health agencies in the formal st:c:tor and by family and 
friends in the informal sector.' In the 19801s funding, reaulatory and system changes ~suited in 
enormous growth in the numbers of service providcrs7• indudina hospital based agencies, for•profit 
agencii:s, nan-profit social services agencies, aod "independent provider" programs (so-called 
because the state agencies who pay the prnviders do rtot (l~wl~ae a.n employment relationship 
with them). 

11

CU$todlal" services - homemaking, barbing, feed.in& shopping and assisting consumers with other 
activities of daily living - are where the bulk of state and Medicaid funds are concentrated. While 
some a&cncir:s provi& SttVices across the entire spectrum (including &killed nursme and ''high tech 11 

care), it is the independent providers and non-profit a2encies that dominate the CUllt.oclia.l sector. For 
the individual providers, their employers are the recipients of scIVices themselves and. for some 
puiposes, the state and local agencies that pay and direct them .. 

Who arc the Conrumers Consumers of personal c:are services include people with physical, sensory, 
cognitive, aru:l psychiatric di$abUities of all ages- Those who are eligjblo for Medicaid financed 
services are generally low-income elderiy and/or disabled persons. While the population that most 
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benefits from homo care services are the elderly (ov~r 60 years), many are youn,er adults with 
physicttl rli~hilities 11ntl $mtu!! 11re children with specitil ~,. 

While consumers of personal care services often prefer to select, direct nnd dismiss their own 
providers and to control tM deliveiy of services, consumer-directed services hav~ generally lacked 
sufficient supports for coosumers, compensation and training fot workats and iniegration with other 
long term care services. Surveys of consµn;iers done in California have found tha1 nearly 99% 
support the so-called individual provider mode of delivery because consumers frequently control the 
selection, ~. firing, and delivery of services. However, this model of service delivery generally 
lacks an effective quality control mecharusm. 

Wb@.t m the Services The Medicaid program. which fwlds parapromsionals to pro~de perional 
care services in the ho.mes of the elderly and disabled. defines these services as 11~lated to a patie.nrs 
physical requirements, such as as$ista:Dc.e with eatina, batbini, ckeissins, pe.rsonal hyJicnc. activities 
of daily living, bladder and bowel require.men~. and taking medications. They may also include 
as1omance with preparation of meals, and other services which are essential to the .beal1h and wclf.are 
of the beneficiary such as housekeepingohores like bed-maldn&, dustina, and vacuuming. HCFA 
describes the personal care services provided in the home of the elderly and disabled as 11$imilar to 
those that would nonnally be performed by a IUII"SC's aide" in a hospital or nlfflling home. 

While the services o"Vedap with those perfonned by home health aides. "skilled services that may 
be performed only by a health professional are not considered personal care services,"' Personal care 
asslstantS may perfonn ''paramedical services, which are loosely defined as activities which persons 
would normally pcrfonn for thcmaclve£ but for their functional 1imiWiona" and could include 
movement to prevent an-opby. catheter care. chauiUli of dressings. injections, administralion of 
medication. rube febfing, and omou1y care.9 Io the rt.al world ofho.l)lC ~ con...,w:nas and workers. 
these boundaries are ofton blUrTed. 

Who are the Workers While doctors and nurses are involved to some extent in the delivery of home 
ca1e, it is the home health a.ides, personal care and bomemaker/choreworkers who provide the vast 
m.o.jority of hands-on Ca?e that is purclwcd by disabled person., of all ages. These front-line, 
unskilled parcaprofcssionals are centJal to the ability of millions of clients across the country to stay 
in their homes. (n 1995, thuc wa-c more than 875.000 home care workers nationwide, a: number that 
has more than doubled since 1988. Today we estimate that there are nearly 1.3 million workers. 10 

No occupation will grow faster over the next ten years than home health aid¢, with peisonal care 
aidea rankina third. Currently, the xmjority of thtse aides are fenwe, single, and middle aged 
(avt.tage age 47). In latger cities, these workers tend to be minority and immigrant women. They 
work pan-time, &et little if any tJ:ainini, cam minimum wage or slightly higher, ceceivc few if 1WY 
benefits., have uncompensated travel time between olients. experience high rumover, and wod: 
without the protection of basfo. labor and e~ploywcu1 l~W$. Meanwhile, home care workers' low 
levels of pay and benefits have contrlbur.ed to the eycle of poveny and public health problems in the 
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inner-city neighbotboods. where these jobs have lq been amon& the only steadily &rowin.2 lSOl.lrCt:8 

of employment. 

Home care worker tum.over in som£ parts of tht nation bas erown as high as 60% pe:r year. Low 
unemployment rates have produced shonagcs of respite and replacement workers, and -- as noted 
by the President's Quality Commission - "uncveno.css of quality, training, and SUpeIVision appear 
to be matters of some urgcncy1 as these careQivers serve coraumcra with increasingly complex 
ncc~b. 

Labor and employment law protections aenerally do not apply to personal cnre workers. They are 
getWMly 6Xclud6(1 ftom wage aD4 hour ~om, unemployment and workers' compensation 
programs in most swcs.11 And in.adeq~ atrention to the health aod ~ety problems that theie 
workers confront has resulted in a much higher risk of serious job-related injuri~ or illnesses than 
that faced by the average health care worker, who is herself at high :ruk of injury. 

In 1994, the rate oflost-work time injuries was 4. 7 per I 00 workers in the hpmc health industry, one 
and o~half times the cotteSpOnding rate (3.1) in all private health :services. When injured. home 
health care workers typically missed seven workdays, two days more Uwi the median absence from 
work for private health servk.es.12 The primary cause of lost workdays for these providers is 
overexertion while lliiatin~ clients. Hie}lway accidents were also a si&nificant cause. In addition, 
providers face the ruk of contnciing serious il.lnAsse&. For example, after the bloodbome pathogens 
s~ was promulpted by the Oec••patioDal Safety and Health Administration, a suit by the home 
care industry led to 1be exemption of theie worlcers ftom many of thll mandated protections against 
the spread of serious bloodbomo disco.Jes among health oare workers. 

What la the Fundine T (\&ly. there ~re a broad range of federal and state proaram,s that fund home 
care services, including Medicare home health benefits; Medicaid home and oonmnmity bo.sed 
services waivers, personal care serviccs option and home health benefits; the Oldc:r Amcric.aos Act: 
the Social Services Block Grant; and siatc revenue funded program&. With me exception of 
Medicare. states control the vast majority of these spending decisions which bas resulted in 
substantial variation in pro~ design, access, availability and structure oftbcsc programs. 

Though relatively small, home care is the fastest &rowin& oomPonOllt of total national health care 
spending, with 3/4's of all such services. paid for by government programs. The rapid growth in the 
number of home health aacncies has been paralleled by a 167 percent increase in home health 
expenditures (mainly Medicare) from 1989 to 1993 (ftom $9 to $24 billion). This escalation in 
expenditures has been attributed to a nmnber of factors. including the aging of the population , 
medical and techaological advances all.owing people to avoid institutional eare,'inercased insurance 
coverage for post-acute home health care. pressure for carliel' hospital dischiu-gt:, und revisions of 
HCF A's home hMlth regulatiotts, but Ml ro home c.ace aide's ~ees. 13 

The Medicaid personal care option and the Social Services Block Grant (SSBG) are the largest 
personal care programs. Under the Medicaid program, personal care services arc an optional seivice 
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which a State may choose to cover under its Medicaid plan. Most states have opted to do so. Home 
care purchased through Medicaid goes prinw'ily to elderly and di.sabled ~ucnts. with half of that 
spending for th~ needing custodial care only (scmi-&dllcd or non-skilled services fo.r.low-incomc 
individuals who need help with activities of daily living). 

Sincci Stattls have set the amowrt. duration and scope of coverage, there is considerable variation 
among them in the use of Medicaid home health care funds. California and New York consume the 
lion's sluire of all U .S. Medicaid spending on home cue. The SSBG authori:uis states to fund a 
broad range of home care community-based socla] services, including home core for the elderly and 
disabled. California receives by far the largest percentage of these funds .14 

Since these servi~ arc fuodcd directly by federal and state governments, and because in many 
instaiiccs me state ls considered ajolnt employer of the&e workers, the government bears a !fpecial 
responsibility to improve their stancbrds. Recent dtvtlopmmts in the nation's two largest cities 
:provide a unique opportunity for the admmistration to partner with CODiUme1'91 caregiven, and state 
~ loOAI offi~i~ to improve the quality of i.o~homc services. 

The Los Ancc•u C9ppty frocram 

Califomia's In-Home Supportive Services (IlJSS) progJam has over 200,000 independent providers 
providing personal care seivices throuibout lbe litlltc. In Los Anaeles County alone there are 
approximately 74.000 providers secvina, over n,ooo per$0Wi with ~u~ cli~bilities. 1t majority of 
whom au elderly. Tbty provide a ~e of non-professional, personal care services in the hoqies 
of low-income elderly and disabled individuals. 

For most recipiCJ1ta, IliBS aerves as en altc:mativ~ to muc;h moat costly institutional care. The cost 
of the JHSS p.r:ogram i, veiy tow - an average of approximately $300 per client per month. u 

Personal care providers in tho IHSS proiJalll are on the whole paid 1he California minimum wage 
of S5.7S an hour with tJie exception of th.rule 1n Alaro.eda and San Franoisco. where pursuant to 
collective bar~~ the public authorities arc obligated to pay more: $6.00 in Almneda 
and $7.00 in San F~co. With the exception of workers in San :Francisco, these workc.r:s are not 
provided health care:: covcragt: through their employment. In San Francisco. health iru:urancc is 
provided through an employa-paid plan covering services offered by a network of public and safety 
net providers. 

Although almo~ 75% of IHSS providers depend solely on. the IHSS program as their sole 
employment, almost 80¾ work part-tima, and most do not have enoueh clients to work the number 
of the hours tbot they would like and need to work. Approximately one-third of provitie(s donate 
hours and wo.-.: for more hours than they are paid in order to sustA.in clicnm whose needs exceed the 
hours for which the County is willing to pay. 
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While the IHSS pro~ has existed since al least 1973, California included personal cal'e ~ces 
u a benefit provided throuah the Medic-aid proyrmi only in 1993, shltti.t)g • S'Obstantial proportion 
of the costs of services to that program and ~cordiJls1y to the fcderalgovemmentc.-~viously, the 
federal aovemment had participated in the costs of the program through the Title XX program, but 
in muab smaller amounts. Although th6 ~cipation of the kderal government through the 
Medicaid program greatly r~w:ed county and state oosts, neither the Los Angeles County or the 
State of C.alifomia devoted funds saved from the increased federal contribution to improving ,ctvice.3 

under the program or iuoreasing provider compensation. 

When the IHSS program was firsl es?blisbed, counties were eiven the option of providing the 
services throll&h their employees or through a conmct with a private agency. Then in 1992. the state 

t:$tclbli5hed an innovative proaram, In an effort co improve the delivery of services. counties were 
given the option offotttiing a public authority to administer the prognun with conBWner direction 
and input. This l)Ublic entity would take on the responsibility of acting as the tmployor of those 
workers, maintaining a registry of competent wo.rkcri. providing tr--unin& and diiecting tbl;,aa to 
needy clients. 

Pri01 to the establishment of the public authority model. consmner& in Califomia had identified a 
ran~ of problems in the delivezy of services through the program. Cowumers and providers 
reporTM that they received little assistance whan coptng with problems. Couotios were not 
proVidini sufficient boms of assistance for the olicnts. J'C8Ulting in providers' providing UDpaid hours 
of service to meet their clients' basic needs. Consumers reported ereat difficulty in recruiting 
qualified providers and in retaining them since the providers ncc<fed to move on to better pa)'l.IlG 
jobs. In Los Angc:les County, 90% of provict.rs had never had any fonnal lraining to prepare them 
to provide personal ca?C servioes to di~lcd client.a, Statewide in Califomia's IHSS p1oaraw, there 
arc no form.al training., sc.reening or applicatioD procedures. To begin work, home care providers 
simply need to presem their name and Social Secwity number. 

In 1998, Los Angeles County made a coanmitment to improve home care services. It chose the 
public authority option. establishing a Personal Assistant Services CoWlCil to "develop and 
implement a comprehtraive appro«h to imprtNing it mss program, Including providing ,u,istance 
in finding provldtrs for tm IHSS pl'Ogram through tho esmblishment of a caJ11ral rqistry1 and 
relaJedfanctions .. '.. n . 16 The counly ~ a~e cballenge given the~ of its IHSS program•· 
approximately 80,000 olieuts - and the VSl')'mi need& of the population seived..J .. os Ao.aeles is now 
among six counties that have selected this option and have c:stabll&hc:d public authorities: Alameda, 
Contra Costa, Los Angdes, San Francisco, San Mateo, and Santa Clara. 

As the administration explores options for the expansion and enhancement of conswncr-dircctcd 
personal assistance service prognuns, the Los Angeles P ASC pre$ents a si&flific&ut opportunicy to 
support ~ momento\JS state and local poJicy initiative that places improvements in workers' wages, 
beJle.iiu, imd lr.un.ini at the core of the home care quality agenda. 
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The New York City Medicaid Homegre Pup:am 

After a series of~ about homfic conditions in Medicaid supported nursine h,nnes-in-the late 
1970s, New Yori, State's political leadership deolded to redirect its long-termpolicytiom briclcs and 
mortar nursing home care to home ~ - Ra~r thM in~ in sigoific.aotly enlilI'pli and upgrading 
its loni-term institutional care sector. people needing l0f18-tenn chronic~ were Qffeted 111-home 
services. At the time, home care was promoted.~ the more humane, less expensive altemative. It 
remains, for most frail elderly and chronically disabled, a more hwnaoc alternative. However, since 
home care: ~ by definition~ blbor-inumive one-on~ service. home care ts less costly only if two 
conditions are met. The clients/patients recaive a very limited number of hours of service. and 
workers' wages ace small and benefits minimal. 

As the elderly and disablM population bas grown iQ N~w York. so has its home care programs. 
Today, New York State ha.s tht nation's s~nd highest Medicaid expenditures on home care. The 
larger of the two Mcdi~d-fundcd programs - the home attendant progJam - bad state e~nditmes 
in 1997 of $1 .8 billion. This progr4m paid for the care of an average of 60.000 clients per day in 
New York. provided by over 70,000 wodtera with an averag• c06t per hour of about $14.00, 
including wages, benefits, administrative end other oosts. An estimated one-tQ,ird of tl;\c ~litttts are 
so-impaired that absent the in-home proarmn, they would pass the State', res1rictive entry screen and 
be entitled to nursing home admission. One in ten clients is cared for 24 hours a day. While half 
the ollents receive less than 30 hours a week. of service, on average, home attendants work 43 hours 
a week. 

Over tbi: pcast fi&en years, Nc:w Yruk City's home care unions have won the city and state funding 
battles ncessaxy to dtablish the nation's highest standards of home care wage, and benefits The 
50,000 unio~d NYC personal care workers are paid an average of $7.00 an hour. receive: 
employee paid health insurance. and have a small pensioh. 

New Yor~ City rum its program primarily through nob-ptofit agencies:, ()f whi(:b. there .u-e 64 
c;ommlmiLy-~d homti aU.endant aiencies with between 600-i200, oases~- With the ax~tion 
of a few for-profit agencies which have only recently became vendors, all of the agencies are 
unionized. Ho~vcr ~en the collective bargained wages are barely livable by New York standard&. 
In 1997, the average wage was $14.000. Sixty pe.rccnt ofwodceis bad at least one dependent. Many 
are the only regularly amployed wag~~ in large multi~merational. immigrant families. 
When the health insurance plans were established in 1989-90. rouib!Y half of the newly-enrolled 
plan participants were uninBured, the otha' halfwM receivlog Medicaid benefits. TodAy, ~ workers' 
health plans are strained by the slow &rowth in agency rates and the pension is meager. 

State budgetary pte55ures have substantially slowed the climb toward, parity bcftween · in-home and 
iruititutional work.us. In fact, in New Y orlc City there ba6 bce&i a net reduction in the averaae 
number of autlwrlzcd hours per client. In response, many home anendant agencies a.re attempting 
to stabilize and expand their op,:ratlons by increasing the p;ope of services they offer. In addition 
to providina Medicaid financed personal care, these age{lcies have begun to solicit home health aide 
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conaxts from a eertificd home health agencies in the state. Unfortunately, few worlcus are prepared 
to adopt the same survival stt'dteiY, There is an a.cw shorta&c of people cc.rtificd as home iWtndan:ts 
and licensed as home haalth ajdes. Without further training. most wurkers arc -restricted to t\ 

diminishing number of penonal ear~ cases. 

To be certifieo M., personal care worm. New York's home attendants must pass a li~y skills test 
and complete a two~threc week trainina program before receiving a c.ertificate. In addition, the 
agencies are required to provide 12 hour.9 a year of in-!le!'Vice training. Many workers have noted 
that the training is often inadequate to help them deal with their clients' complex physical and 
psychological problems. An additional 24 hour3 of clMSSl'Oom work plus supervised clinical 
on-th&-job training would be required to upgrade .frQID home attendant to home health aide. 

Sixteen thousaDd of the unionized home care workers are cli¢ble to receive additional tnu.nuli 
benefits through the 1199 Home Care Education Fund. This Fund is a multi-employer benefit plan 
that is financed with a S.025 an hoUF ~ploye.r contribution (virtually all employer income is 
Medicaid) and 32 separate agencies contribute to the Fund. Annually, the Fund receives about 
S800,000. The Fund bu a Board of Trusted composed of half Union and half muagement. 

The Fund's program 1"1'0ies from literacy to college. Well over 1,000 people have tuen advan121ge 
of Fund offerings since its inception 6 years ago. About half ciuolled in ~Lor GED programs. The 
other 500 people were enrolled in Hume Health Aide training program&, colleee prep, LPN and 
college progr~s. The Fund bas a special arranaement with Lehman College (City University of 
New York) whereby the College bas desi&ned 11 particular collage level ce&tiflcaie program (12 
credits) organiz.ed around home care wo.d<ers i\Od their experience. 

However, the.unions' training ~pacity is insufficient to prepare workers for full-time employment 
in a home care sysr.em increa!iingly dominated by f•wer and larger aaeu,;ics which are rapidly 
integrating the provision of sociol and medical S4.TVices. 

As the administration explores options for the integration of social and medical home care s.crvices 
under more rigorously managed models, the New York City program provides a significant 
opportunity to begin stabilizing the improvement of home care workers' health insurance benefits 
and jub tnLining as pan of the core f~d~ efforts to build a comprehensive system of quality home 
and community-based services. 
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STEpS TO IMPROW; S:t.RVlCES AND WORJaNG CONDITIONS 

Government fundin2 and regulatory decisions ultimately dictate home care employment-standards. 
Whether through waivers, tax credits, pilot project, or enbancc.d reimbursement, the direction of 
federal public policy muse be to encouraee independent livin2 ioals, models of client-directed care. 
and cost-effective altematives to institutional care while ensurlni decent and appropriate standi\rds 
for the home care workforce. The Los Angeles County PASC and the New York City Campaign 
for Quality Horne Care offi=r unique opponuuities to the develop and improve models of high quality 
home care undet tbe two dornioaut modes of in-home service delivery. 

There arc both short and 1011;-iemi policy obj~ve.s and po5Sibl~ iDitiltive.s whi~h we v~ proposing 
for consi.dc::ration by the U.S. Department of Labor and Health and Hwnan Services. This list is not 
all-inclusive but intended to frame some solutiotli for ducu.ssion. 

IMMEDIATE: 

1. LA County Bcaim A conunon goal for consumers and labor advocates in Los Angeles is the 
creation of a full-se?Vi~, cowuy-wide reilJtrY that would ensure IHSS consumers timely aooess to 
qualified cme providers. and improve the stability, competaicy and continuity of the workforce. The 
development of such a registry for Los Aniclcs County ~ challenees beyond those encountered 
by other IHSS public authorities given the sysum i9 comprised of over 80,000 consumers, a 
comparable number of calqtivms, and is spread out over 4.000 5Quare;, milt:t; uf!iervicc:·~. IL will 
not only be the laraest rei).Stry in California, but anywhere in the U.S. 

S.EllJ CQmmissioned a. study 6-om the Paraprofessional He.althcare Institute which reviewed various 
types of registry inhstructu.rcs and provided preliminary projections about. what would bt: ncc:dt:<l 
(i.e., expertise, staff, information systems. physical plant) to develop and run such a registry.17 From 
this report, we anticipate that the PA.SC will need financial support in the pJanning and design 
process, which must include the involvcmient of stakeholders. We envision an effort that phases in 
the various components of the registry - recruitment, pre-sCleeDini, trainiJ1', data manaiement, 
basic refcmll and refcmil support, services to consumers and quality assurance -- with a full system 
being operational by the end of two years. 

We are see.kin~ federal demonstration funds for the plannina~ development and operation (for a 
limited time until operational funda arc accurcd) for the registry. We believe that the successful 
development of a home care workers' rejistry in LA county will set a model for other Public 
Authority counties in Califoroict as well as for other mtC5 that have IP home eve programs. 

' }~ 

2. Training Assistance lhe type of training now needed in New Y od.: city is a massive, on&-time '\ 
upgrade of current wptkers licenses and een:iflcations to prepare them to take on any case ~aardless ~ 
of payor. CUII'C.Iltly. Medicare: and Malicaid pay for slidilly ditJ~nt services &nd require different o\,,;. 9 "'L 
licenses (home attendant and home health aide). The integration of the sysiems is:.necessary. Right <.,.~-
now, a patient discharged from the hospital might get home he&lth aide sc:rviccs for 3 to 6 months g 
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(paid by Medicare) before she is switched over to chronic care from a home attendant (paid by 
Medicaid). 

We are see.king to give the work.e.rs the credentials to care fur any patient/client. who-needs home 
health can, services and to enswe continuity of care. The most efficient way to do this is to start a 
several year prooess whereby every~ home attendant gds trained (with a few CKceptions of 
people who just can not do the upgraded work). Tho $.025/hour made by the noo profit employer 
contrib1.1tion is not enough to undertake this one-time effort, although it i, enough to prepare new 
workers and to underwrite the cost of in-service programs. 

Five million dollars in support to supplement the cWTCnt contributions of the non-profits will enable 
this one time, initial training of New York City's home attendants employed by non-profit agencies 
and tns-w-e collliouity of care to clients who iely upon these services. 

\ _ 
I 

3. CampanjoQahip e1muptjon reiJllation When Conaress amended the FLSA in 1974 to cover 4,, 
persons engaged in domestic service employment, it created a limited exemption for persons in ?'~. 

domestic service employment who provided babysitting and companionship services.11 DOL c. ~ 
promulgated reil,llations defining the term companionship to include a wide range of services: " v . . , 1-v\' 

those services which provide fellowship, care, andprotectiorifor a~rson whu. becuuse of V ~ 
QL/vanced ag~ ()r phy$ic.al -or m~nlol infirmity, cannot care for his or her own needs. Such ~ ~ 
service3 may include household work r11lat11d to th11 car, of th~ a~qd or infirm person such ~ 
a.s meal preparalion, bed mahng. washing of cloiMt, and olhu .1imilar s~rvic£&. Th~y nuzy ~ • 
also include the performance of ~eneral household work: provftkd bo>':'Y(r, rhat ~uch work \ 

~ 4 
~ Duy-~/ 

l.s incid,ntal, ;., .. doll not exc.t1d 20 ,urc,nt oftm total wee/cly no11rs worked. The lerm 
"companionship ~rvtceJ,. does not t,wlude se1'Vices ~lattng to thl! care and prarec1ton of the <"-
aged or irrfo'm which require and are performed by trained personnel, such as a r1:gis1en:d ~ '\ , 
or practical nW'&e. 29 C.F.R. §552.6. ~ 

ZI0(21 

Contcaiy to thfl lntei:1t of Congress in Cl'Nling th" companionship examption, the tegu]ations allows )~ 
the e~ption to cover workers who perform an unlimited amount of certain household work so loog 
as the services IIJ'C "related to the care of the aged or infirm person." As a result, pets0nal care 
servi~ attendmts are excluded ftom FL.SA protectiOD althouih the bulk of their work is household 
work - the very-type of domestic service work tha1 Congress amended the FLSA to cover. 

These regulations must be revised to more loosely conform to con&reS$ional intent in providi~ 
coverage to persons eng-aged in domestic service and limit the exemption to workers who do no or 
only a small amount of bouaebold work of any kind. 

4. Medicaid and CHIP o»srstAA wi expansion to cover additional families The admjnistration 
should work "with the States of Californi11. and New York and Los Angeles County to ensure that 
personal oare providers and their families who qualify for Medicaid nnd CHIP service, have been 

1 0 
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enrolled in the program. Because of their low income and because many have childreo in their 
homes. these workers may be eligi)Jle for these services. In addition, HCF A should work with the$e \ 
States to consider how Medicaid and CHIP eligibility could be expanded to ensure co:verage for v 
these low wage workers so that those who provide essential health care services can themselves 
fc::Qeive modical cai-e. 

5. Health and Safc;ty Dmtection for yenc,y wod;ers Given the high injury rates among these 
workers and the often hazardous settings in which they work, effort must be made to ensure that 
protections are afforded to them in the homes of their clients. Health and safety protections muse 
ensure full protection for those workers in the homes oftbeir clients. 

FUNDING ~Nn Sl'AN'JlARDS JMPROVEMENTSt 1999 AND BEYOND 

l . Establish ms;ohaniw» fur wage cubousc;ment Since the federal and state govetnments in effect 
set the wage rates for these workers, they must establish a mechanism for wage and benefit 
improvements. State and local governments would be encouraged to re-assess what are reasonable 
levels of compensation for home care wort.era if they had a clearer understnnding of the· boundaries 
of federal reimbursement for wages and benefits. The fcdetal government should delineate 
conditions under which it would approve increased reimbursement for homecare woikex­
(:Ompensation. This could be done through the establishment geographic wage ranges or through 
recognition of acceptable procedures for state and local determination ·of compensation levels, such 
as interest arbitration or similar rnecllanums. In establi~ wage r8Ilges, either level of 
government should ~k to prevailing wages for other segments of 1he long tenn care indusuy, such 
as nurse aides in institutional settings. Parity with these other parts of the industry should be 
recognized as the nonn. 

2 . Encourage the establishment of livina :waae standards : In-approving demonstration and other 
grant fun.ding for programa providing home care services, the Administration should consider 
whether the coxnpemation Jevela for workers who deliver services under the programs provide a 
''living wage." Only programs which do so should be i,tovided dfacretionary funding. 

3. Change the ~tutocy defiriltlon of family providtt The Miidkaid st.arute currently exclude! 
spo~s and parents of children from reimbursement for home care services because of their 
financially responsible family members. In California., an cstimaled 25¾ of IHSS workers are 
family providers. The fiscal burden on the state to be the sole payer is tremendous, yet studies on 
the IP program19 shows improved co1>.Sumer satisfaction when family members are paid to ea.re for 
relativeg_ 

In the llltcmative, we propose considaation of a waiver for the California program that would allow 
responsible family members to be provid~r:. .. Thi:; wulcl Ix: clunc in WJ.)' nwr1lx:r uf way:1, :;uch it:i 
based on family in.come, c;;lieul hr::wO, :.talus (based on activities of daily living), or a limitt:d nwn 
of ·visits. Appropriah, quality of can, fiscal oversight and proti:ssionaJ standards would be included. 
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4. Improve clienu' needs a§8CS8mcnts: Too many clients arc ~vin& insufficient services to 
pcovider for thci.r nee<b. Needs &Messment need to be refined to ensure that cli¢.nt$ &(e eU2ible for 
sufficient how-s of services. Workers will benefit from bnpraved assessments since there will be less 
need for them to devote uncompensated hours to their cllenis. Tull federal government should use 
New York and California a., laboratories to test out and develop nttd.a a.c;i;essment tools for this client 
population. 

S. Mandate trainiJli and resistl)' Aa with home bt:alth aidtsS undt,r the Medicare program, tber~ is 
the need for .minimum t1tandardg for personal. care assistants under the Medicaid program. The 
administration should work with stakeholders to develop appropr-iare training modules for home care 
workers seeking to illlprove their abilities to meet the special phyiical, psychological, !llld cultural 
needs of diverse home ca:re ~umers, and to qualify themselves for eniployment in othey '\ 
paraprofessional and professional roles in health care system. · ::,J\ 
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