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1. Direct Care in Homes: the Work, the Workers

Each day, in every community across our nation—farm and city, North and
South—workers arrive at homes to provide care and support that makes inde-
pendent living possible for seniors and individuals living with disabilities. From
bathing and positioning to cooking and cleaning, these workers—the in-home
direct care workforce—are on the frontlines of the nation’s long-term care sys-
tem. Their work is critical to the quality of life, independence and well-being
of people who are disabled, frail, and elderly who rely on their services and
support; to the peace of mind of their client’s family members; and to both the
public and private health care systems, which rely on these workers to be the
hands-on care and support for clients and patients.

The workers are a cornerstone of our nation’s long-term care system and help
make it more cost effective; they provide a stronger foundation for quality of
life for clients, patients, and families. They also bring home some of the lowest
wages and benefits in the country. In fact, many of these workers are explicitly
and/or effectively outside the basic labor protections, including minimum wage
and overtime, which protect nearly all other workers. The standards in these jobs
are the product of a complex web of federal and state Medicare and Medicaid
policy, and pressures of the national health care system. Neither trade nor
technological change—two factors consistently credited with driving down
standards in the U.S. labor market—have restructured health care work in the
home in profound ways.

Over the last decade, despite longstanding status as quintessential low-
wage work, in-home direct care workers have generated significant and inspir-
ing innovations to improve job quality. Unionization of home health has pro-
vided some of the labor movement’s most significant membership increases in
recent years, delivering substantial wage and benefits improvements for more
than 300,000 workers. Coop models have emerged for direct care work, prov-
ing that better wages and working conditions are possible in these positions.
And advocacy campaigns for home health workers have increased awareness of
these jobs and won significant policy victories to help promote the interests of
the workers doing them.

This paper sheds light on the issues facing this workforce; offers data on the
in-home care workforce, wages and benefits in the jobs; and discusses issues
related to working conditions and labor law. We focus on in-home workers not
only because they face some of the worst wages and working conditions in
the direct care workforce, but also because they represent the fastest growing
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The Work: In-Home Direct Care, Defined

In this paper, we are focusing most specifically on the sub-
set of “direct care workers” who work inside other people’s
homes. The nature of their work means that these workers
can be hard to identify and may often be undercounted.
First, the employers in this sector can be hard to find
especially when the employer is the client. These employers
are explicitly left out of nationally representative employer
surveys. On the worker side, some in-home providers may
be wary of reporting their work even on a survey, as they
keep the work officially off the books. For these reasons,
this is a set of jobs that is notoriously difficult to count.

Additionally, disparate occupational and industrial
definitions, as well as counting methodologies used in the
Current Population Survey (CPS) and the Occupational Em-
ployment Statistics (OES), also create a challenge. While
in the OES, the Bureau of Labor Statistics (BLS) currently
separates nursing and psychiatric aides from home health
aides, the CPS categorizes those in the same occupation.
As such, for the broad counts of the occupations, we stick
with BLS definitions and reported results, which separate
home health from nursing aides, and thus provide a better
count of jobs, and not surprisingly, a larger count than
our CPS analysis yields.

For analysis of the demographics, wages, and benefits
of the in-home direct care workforce, we must utilize the
CPS. We draw from these two occupations:
® Nursing, psychiatric, and home health aides
(CPS Occupational Code 3600)
® Personal and home care aides (CPS Occupational Code 4610)

But because the CPS does not differentiate among
nursing, psychiatric, and home health aides, we must use
the best possible industrial screens to separate those care
workers who labor in homes from those who work in in-
stitutional settings. To do so, we limit the sample to only
those workers employed in two industries:
® Home Health Care Services
(CPS Industrial Code 8170/NAICS 6126)
® Private Households (CPS Industrial Code 9290/NAICS 814)

Generally speaking, home health aides deliver hands-on
care: moving, bathing, dressing, and otherwise physically
assisting clients, along with basic health-related services,
like pulse rate and temperature. Personal and home care
aides provide supportive services in the home: cooking,
cleaning, and attending to clients’ needs.

segment of it, and organizing by these workers has gener-
ated important improvements in job quality. We provide
information on why low wages and benefits for in-home
care workers are a social problem, not just a struggle for
those who have to live on the wages. Finally, we offer

a description of the key strategies that have worked to
improve the jobs. Because these workers provide service
of great social value, examination of that work and strate-
gies to improve it should inspire interest from groups
outside the field itself.

Some 1.7 million workers hold jobs in in-home direct
care.? Using our more restrictive definition which narrows
our focus to those employed in the home health care ser-
vices and private households industries, better guarantee-
ing we're looking at in-home workers, we identify roughly
three-quarters of a million workers who provide care and
support to people in their homes. The large majority of
these—nearly 650,000—are employed by home health
care services firms. Another 130,000 work directly for
clients and are found in the private households industry.
This industrial distinction has more to do with state
policy than with worker or client choice. In many states,
elderly services and services to adults with disabilities
are provided through a network of agencies (and so these
workers are found in the “home health care services”
industry). In others, states pay for services, but clients
select workers. In these states, in-home care providers are
much more likely to be in the private households industry.
Some states have a mix of employment structures which
include both agencies and direct client/worker contract-
ing, sometimes on the basis of local policy, sometimes
the result of state rules on funding streams. The private
pay market also works through both models (sometimes
clients or their families hire and pay directly, others may
hire through an agency).

Longer lifespan, the aging of baby boomers, and
restructuring of American health care all work together
to ensure projected growth for these jobs. Aging of the
population is the most obvious lever for growing demand
for in-home care workers. Also important, states and
private health systems have and will continue to seek
cost savings in the provision of care. That, mostly likely,
means less institutional care and more home-based care.
It also means shorter stays in acute care and skilled nurs-
ing rehab facilities. In fact, BLS projects that a significant
share of the growth in all health care support occupa-
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tions, nearly 30 percent, will result from the ever-ex- 2. Problems with the Jobs: Wages,

panding demand for home health aides. The forecast also Income, Benefits and Working Conditions
suggests that this occupation will add the second-highest in In-Home Direct Care

number of jobs of any occupation in the economy and will Poor job quality is indisputable for in-home direct care

have the third-highest rate of growth. Personal and home workers: wages are extremely low and benefits non-exis-
care aides will experience considerable growth as well; tent, and even basic labor standards do not effectively
of the 1 million jobs expected over the next ten years in cover many of these workers. Table 3 summarizes wage
personal care and service occupations, personal and home and benefit data for the in-home direct care workforce.
care aides will comprise 375,000 of them, or nearly 38 Workers caring in the home earn some of the lowest
percent of the total projected growth. wages in the economy. In 2009, the median wage for

these workers was $9.50, just below the
20th percentile wage ($9.83 per hour)
and just three-fifths the national me-
dian ($15.95 per hour).5 Providing just

Table 1: In-Home Direct Care Jobs, and Their Projected Growth
Source: Monthly Labor Review?

Occupation Employment Change, 2008-2018 over $19,000 in annual income (in the
2008 2018 Number | Percent unlikely case where the job offers full-
Home Health Aides 921,700 1,382,600 | 460,900 50.0 time year-round employment), these jobs
Personal & Home Care Aides 817,200 1,193,000 | 375,800 46.0 can't keep a family of four out of poverty.
These are exceedingly low wages.

The Workers Low and chronically unstable hours combine with low
The majority of workers providing hands-on care in homes wages to generate low income for the workforce. When
are, not surprisingly, women. Nearly 9 in 10 in-home care clients don't want services—they're out of town, or in the
workers are women, making this one of the most gender- hospital, for example—many workers don’t receive pay.
segregated occupations in the nation.* Additionally, That means that income can be unpredictable, and that
women of color, women who aren't citizens, and women juggling schedules of clients, or time spent trying to fill
without high school degrees are much more likely to hold a slot when a client no longer needs services, can push
these jobs. For example, while just 9.6 percent of the income down even further. This is especially true for those
national workforce has no high school degree, fully one who work directly for clients (rather than for an agency).
in five in-home direct care workers has no high school However, even with an agency, often the emphasis is on
degree. Though Hispanics represent less than 15 percent clients” wishes or needs rather than ensuring a stable
of the total labor force, they are one-fifth of the work- schedule and income for workers. A significant share of
force in home-based direct care. Additionally, it is likely direct care work is characterized by underemployment—
that these in-home workers are older than the broader over forty percent of direct care workers work less than
labor force.® full-time.”

Though these workers help provide
health care, very few receive health
insurance as a benefit from their job. Just
24 percent of in-home workers with at

Table 2: In-Home Care—The Workers
Source: Center on Wisconsin Strategy analysis of Current Population Survey data, 2009

Pi':se:t least half-time year-round work or more
Percent Than get health insurance through their em-
Percent | Percent | Percent | Non- High ployment, compared with 55 percent of
Indust Female Black Hispanic | Citizen School . .
il 1spamt e the national workforce (Table 3). Direct
Home Health Care Services 90.2 29.6 18.8 14.1 21.0
care workers employed by home health
Private Households 88.3 13.0 26.1 17.8 21.6 .
care agencies have the greatest access to
In-Home Care Total 89.9 26.8 20.0 14.7 211 employer health insurance; one in four
U.S. TOTAL WORKFORCE 46.7 11.2 14.8 9.1 9.6 workers report having employer-provided
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Table 3: Employment, Wages, and Benefits of In-Home Workers, 2009
Source: Center on Wisconsin Strategy analysis of Current Population Survey data,
2009, and Economic Policy Institute analysis of Current Population Survey data for

national median wage.

Standards Act (FLSA) of 1938,
which guarantees basic labor

standards for the vast majority
of workers, specifically exempted
“any employee employed in

Percent with | Percent with domestic service employment to
Health Care Employer- . K . .
Provided/ Provided/ provide companionship services for
Total Median Wage | Subsidized by | Accessed individuals who (because of age
Industry Employed (2008 $) Employer Pensions or infirmity) are unable to care
Home Health Care Services 649,580 9.50 24.9 13.7 for themselves.”*® Though domes-
Private Households 130,236 10.00 17.4 1.6 tic workers were granted FLSA
In-Home Care Industries, 779,816 9.50 23.7 11.8 protections by Congress in 1974,
Combined workers that provide companion-
Nursing Care Facilities and 1,007,257 10.50 45.0 26.5 ship services to the elderly and
Residential Care Facilities, . .
Combined disabled were denied those same
U.S. TOTAL WORKFORCE | 145,277,316 |  16.01 55.0 46.0 protections by the Department of
Labor in 1975.

health insurance, compared with less than one in five

in the private households market. The majority of these
workers then must rely on spouses or public insurance
programs for coverage, and many do. Even so, one in four
direct care workers have no coverage at all.?

The pension picture is even more grim, despite year-
round employment at least half-time. Just over one in 10
home health workers participate in an employer pension
plan. Upon reaching retirement age, these workers will
rely solely on Social Security. Beyond pension and health
care benefits, other benefit levels also tend to be incred-
ibly low. Paid vacation and sick leave are rare.’

The more broadly defined direct care worker certainly
faces low-wage and benefit packages; however, the in-
home workforce is clearly behind even the weak stan-
dard established in more institutional settings. In-home
workers earn lower hourly wages (a median of $9.50 per
hour in-home compared to $10.50 per hour in residential
and nursing facilities). The real difference is in benefits,
however. Direct care providers in institutional settings are
more likely to receive health care through their employer
(45 percent do, as opposed to 24 percent of in-home
workers), and are more than twice as likely to participate
in employer-based pension plans (27 percent in residen-
tial and nursing facilities, compared to 12 percent of
in-home workers.)

Additionally, many in-home direct care workers do not
benefit from wage and overtime protections. The Fair Labor

Long-time home health aide

Evelyn Coke challenged the exemption in Long Island Care
at Home, Ltd. v. Coke, which went to the Supreme Court.
In June 2007, the U.S. Supreme Court upheld the exemp-
tion; in-home health workers continue to lack overtime
protections.™

Whatever the formal laws on the books, however, the
very structure of many of the jobs makes defending basic
labor standards in them difficult. Perhaps especially in the
private pay market, deals are made directly between work-
ers and their clients. Neither is likely to understand the em-
ployment relationship definitions or the basic wage, hours,
and safety standards that employment should carry. These
workers are working outside the basic labor framework both
explicitly—through the overtime exemption—and effec-
tively, as when workers and employers do not even under-
stand the regulations of their employment relationship.

3. In-Home Direct Care: Unique Jobs,
Unique Challenges to Improving Job Quality
By any standard, from wages and benefits to labor law,
the in-home direct care workforce lies near the bottom
of the American labor market. For the workers, of course,
that’s a problem on its own. But it's a problem for the
rest of us, too. These are the workers who provide us

and the people we love comfort and support at our times
of greatest need. These are the workers providing the
resources that allow people to live independently in their
communities. These are also the workers with the most
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consistent contact with some of the most frail and needy
and expensive clients in the health care system. Quality of
life, strength of community, and health care cost savings
are all in the hands of these workers.

Likewise, the low quality of the jobs is a real prob-
lem not just for workers, but for clients, patients, family
members and communities, too. Low-quality jobs lead to
higher turnover and that disrupts the relationship that
clients rely on for support and care. High turnover is tied
to low morale, absenteeism, and “burn out”—frequent
turnover requires existing care workers to work overtime
which makes them “susceptible to exhaustion, increased
mistakes and decreasing quality of performance.”*? For
consumers, turnover can mean a disruption of care or
inadequate care (as the direct care workforce is stretched
too thin) or denial of care altogether.”

And the contradiction between the social value and
the pay package will continue to grow into the future if
the means to systematically improve these jobs are not
found. The aging of the baby boomers drives that demand:
“The 55-years-and-older age group consumes significantly
more health care and social assistance services than any
other age group. As a result, jobs in health care and social
assistance are expected to have the fastest rate of growth
over the next 10 years, adding a projected 4.0 million new
wage and salary jobs, or 27 percent of all new nonagricul-
tural wage and salary jobs (emphasis added).”** Pressure on
state health care budgets and increasing health care cover-
age in national health care reform will also likely continue
the shift from institutional to community-based care and
increase the demand for these workers as well.

Key Features of In-Home Care Work
In-home care workers need better wages, working condi-
tions, and benefits. But the very structure of the work
makes it hard to organize and improve. There are at least
three features of in-home work relevant to the question
of organizing and improving it: the work is inherently
isolated and autonomous; the work is inherently inti-
mate, building strong connections with clients but few
connections with other workers; and the work is socially
perceived as inherently “women’s” work, and often the
provenance of women of color with few alternatives.
Both the good and the bad of direct care work derives
from its combination of isolation and autonomy. For some
workers, isolation is evident before a job is secured, as
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obtaining work requires a one-to-one deal with the client.
From the time a job connection is established, working in
the home is essentially a solitary endeavor. If co-workers
or supervisors exist at all, they are remote. There is no
“water cooler,” or the relationship-building and problem-
solving that can happen at a more standard worksite.
There is no natural community for support, for checking
on what's reasonable, for seeing a pattern of problems.
Perhaps more importantly, there is no one there to observe
the situation and defend the worker if a client accuses
him or her of something, makes unreasonable demands, or
treats him or her unacceptably. These workers, some with-
out the resources provided by years of education or native
facility with English, face their clients alone.

But for many, “isolation” is also “independence and
autonomy.” Many in-home direct care workers prefer the
autonomy and self-reliance of individual work. There are
no co-workers to slow you down, no supervisor to stare
over your shoulder, no one to second-guess your decisions
or approaches. And there’s no office gossip or in-fighting.
Home health workers with prior experience in nursing
homes state a preference for the autonomy and relation-
ships they can build in home health care settings.”
Within broad parameters, they can decide what order to
do tasks in, stay a bit longer, or provide extra service. In-
deed, a 1999 study in the area around Dane County, Wis-
consin, documented lower rates of both pay and turnover
in home health compared to nursing homes.*¢ Clearly for
some, autonomy and independence in home health helped
make up for the lower wages.

The most isolated workers may be those in-home care
workers with just one client. Multiple clients, by con-
trast, provide a more diverse base of demand and allow
the worker to check standards in one situation against
another. Multiple clients can also minimize the financial
impact of a lost client and income. But multiple clients
can also come with heavy scheduling, transportation and
other logistical issues. (See Dawson and Surpin 2001 for
discussion.)

In-home care workers employed by an agency may be
(but are not necessarily) less isolated as well. They may
get training, assignments, and supervision from a central
source. But this connection can often be quite weak,
with the worker never hearing from the agency unless the
schedule changes.

Direct care work in the home is also inherently inti-
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mate, as the lines between work and personal relation-
ships are consistently crossed. The direct care worker is
often presumed to be or treated as “a part of the family.”
The workers develop a deep store of information about cli-
ents’ lives; many develop strong affection for their clients.

Like isolation, intimacy is a double-edged sword. For
many care and support providers, the relationship to the
client is a critical element of job quality. Workers develop
strong connections to their clients. The bond makes the
work rewarding, and the quality of care received can be
higher when relationships are stronger.

Even so, intimacy raises many problems for work-
ers. Being “part of the family” can be both fulfilling and
demeaning. The expectations and presumptions of clients
can creep and expand, leaving the worker hard-pressed
to draw a boundary. This is perhaps especially true in the
private pay market when exact definitions about what
should and should not be included in the work are hard
sometimes to discern and difficult to navigate. While a
home health aide may know that s/he is not supposed to
do laundry, saying no to a frail client can be very difficult,
especially when the bond with the client is strong.

In general, the more hours with a single client, the
more intimate the relationship. But even less intensive
hours with a family can create deep intimacy. Caring for a
frail or dying person, even just a few hours a day, may be
the most deeply intimate work, requiring the client, the
client’s family, and the care provider to develop a strong
relationship of trust.

For many workers, autonomy and relationships can be
the work’s greatest rewards. But the isolation and the
intimacy can also lead to higher levels of exploitation and
instability in the jobs.

These jobs carry a legacy of low status. In part, this
has to do with the fact that women, usually mothers,
have done this work, and done it for free. Care work in
the home is often not seen as “real work” and therefore is
not paid as such. Sexism and the consistently low social
value placed on women’s work is clearly a core issue in
wage setting.

Additionally, this work has often been the domain
of women of color and immigrants. They continue to be
overrepresented in these home health jobs. And these
workers tend to have fewer external options in the labor
market that could leverage improvements on the job.

Labor market factors push wages down in two ways

here. First, the work is considered to be of very low worth
and is paid as such. Second, the women workers who hold
the jobs—women of color and immigrants—have fewer
opportunities outside these in-home jobs.

The shared traits of isolated, intimate, and undervalued
work go a long way toward explaining why these jobs can
be extremely hard to improve. Extremely low wages and
poor job quality invariably lead to high turnover.'” The
workers may have weak professional identity; the worker
may identify more with his or her client than with other
in-home workers. And worksites are not only isolated
but also widely dispersed. Collective action to improve
wages of in-home work often requires building collec-
tive identity, but several factors stand directly in the way
of building collective voice: extremely small work units
(most often a unit of one), very low social value and little
professional identity, and high turnover.

4. Improving Wage and Benefits of the
In-Home Direct Care Workforce

Any successful strategy to improve in-home direct care
job quality will necessarily bring more money to the field.
Often this will require some collective sense of identity
among members of the workforce. In some ways, improv-
ing in-home work is both as straightforward and as dif-
ficult as that.

Collective Identity and Resources

The very isolation of the workers pushes squarely against
collective identity. It is only in conversation and connec-
tion with others that these workers begin to understand
their own situation in a larger context. Further, given
their often strong connection to clients, workers need
some collective connection both to remind them that
their project is not only about their own position and to
help them think more broadly about how improving the
conditions of their work could actually improve their ser-
vice to the client. Collective action can also make visible
this otherwise socially invisible work and force the issues
of value and wages into public discourse. Without collec-
tive action, the work is too easily discussed in terms of
anecdotal experience rather than collective reality.

The second obvious and necessary ingredient for im-
proving in-home direct care jobs is money. The low social
value of the work, and the relatively weaker external
opportunities for many of the workers who do it, mean

6 www.directcarealliance.org



www.directcarealliance.org

Dire

that the collective consciousness needs to be directed at
raising wages—and that takes money. Because of this,
the most salient strategy to create a collective identity is
to carefully target the employer. Though identifying the
employer might seem simple, in-home workers are often
confounded by this first step.

Public funds are central to the home health system.
Indeed, the majority of financing of long-term care comes
from Medicaid and Medicare and as more long-term care
moves into the home, these public dollars are increas-
ingly important to home health jobs.*® But the definition
of “employer,” can remain contentious and contested. In
some places, the client is able to select and hire the care
worker, while the state or local unit of government directs
Medicaid and/or Medicare money to the care worker. In
some instances, the payment for work goes directly from
the state to the care worker; in others the client receives
and redirects the money to the care worker.'® Other insur-
ance providers may also work this way, providing payment
while still allowing consumer choice in hiring. Given the
very heavy public investment in home health care, these
workers have much to gain from finding ways to identify
the public sector as their employer.

Another important question when it comes to creating
identity and leveraging money is related but distinct: is
there a significant public good being produced by the in-
home workers? Direct care workers have a strong positive
argument here. The shift from institutional to home-based
care for individuals who are frail, elderly, and developmen-
tally disabled over the last generation has been premised
on promoting better health and well-being for clients,
while also having the potential to save the state money.
The home health workers who make such a shift possible
are the point at which these larger public medical systems
touch the client. In fact, the quality of the care provided
is directly and clearly related to the quality of jobs the
system supports. Finding more money for these home
health workers, whether employed through agencies or as
independent contractors, hinges not only on finding the
public money already in the system but also on making
arguments for the public good that the workers provide.

What Has Worked to Improve In-Home Care Work?

In-home direct care jobs have been “bad” jobs for a very
long time in the U.S. But innovative thinking about how
to organize and improve these jobs has begun to produce
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meaningful results. Unions, cooperatives, advocacy cam-
paigns, and legal strategies have all made progress toward
improving these jobs.

Unions and Public Authority Strategies

The development of the public authority model is the
most influential innovation in in-home work. The roots of
the model go back to the 1980s, when Service Employees
International Union (SEIU) was first trying to organize
personal care assistants in California’s In-Home Support-
ive Services home care program. In 1987, the court found
that neither the state nor the county was an “employer”
for the home care workers. At that point, SEIU began
pursuing a legislative and advocacy strategy to establish
a public authority to serve as “employer of record” for
purposes of bargaining. The county-based public authori-
ties finally redefined the home health providers as workers
and established a legal employment relationship between
the county and them. “[T]he public authority, which
made the local or state government into an employer to
bargain with, became the mechanism to end the fiction of
the home care worker as independent contractor and cut
through obfuscations stemming from home care’s place
within the welfare state.”?

The public authority model in home health has had
some dramatic successes. Most famously, in 1999, 74,000
home care workers joined SEIU in Los Angeles, marking
the largest union organizing victory since the 1940s. The
model in California has spread to nearly all counties in the
state. Oregon and Washington also have public authori-
ties, and all together at least 400,000 workers on the
Pacific Coast are now union members and employees of
public authorities. Wage and benefits gains for many (but
not all) of these home health workers have been sub-
stantial. Home care workers have also gained the right to
organize in Illinois, Michigan, Massachusetts, and
New York (see Schneider 2003 for a summary).

These public authority strategies leverage both the pub-
lic dollars in long-term care and the public good produced
by it. Labor has played a leading role in developing the
model, but it has been joint work with consumer advocates
that has made the progress possible. In the public author-
ity states, consumer and worker advocates have joined
together because of the strong links between job and care
quality. Their common interest in decent standards for the
jobs and their influence on public policy has secured a new
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model in this previously invisible sector of work.

Public authority strategies have effectively promoted
the interests of in-home care workers, but they have
run into multiple and sometimes surprising road blocks.
Indeed, spreading the model within California to in-home
workers who assist the independent living of persons with
developmental disabilities has been extremely slow-going
because the independent contractor model is not as prev-
alent in that sector in California. Public authority strate-
gies work best where in-home health care work is all ar-
ranged through independent contracting. In many states,
however, agencies hire home health workers to provide
in-home care. If work is organized through agencies, then
there is no need for a public authority to serve as the
employer of record; the agency already holds the title. The
public authority model also requires political support from
a strong labor and consumer coalition. In some states,
that coalition may not have sufficient leverage to secure
the executive orders and/or legislation required to get the
process going. Despite these challenges, public author-
ity strategies remain the most effective means for the
improvement of in-home care employment.

Worker Cooperatives
As SEIU was developing the public authority strategy in
Illinois and California, another project to improve home
health jobs was established in the Bronx. Cooperative
Home Care Associates (CHCA) was established as part of
a community-based economic development program to
create jobs through worker-owned firms. Since its genesis
in 1985, CHCA has grown in both scale and advocacy am-
bition. The organization “anchors a national cooperative
network generating over $60 million annually in revenue
and creating quality jobs for over 1,600 individuals”.?
Modeled after CHCA, the Department of Health and
Human Services in Waushara County, Wisconsin, collabo-
rated with the USDA, the State of Wisconsin Division of
Long Term Care Personnel and other stakeholders, to set
up Cooperative Care. Cooperative Care is a member-owned
cooperative designed to provide in-home services for the
residents of rural communities in the east-central region
of the state who are frail, elderly, or disabled. Worker-
owners receive better wages and benefits than other
direct care workers and turnover at Cooperative Care is
extremely low. Since its inception in 2001, according to
an analysis by a regional Rural Health Research Center, no

are Alliance Policy Briet No.

workers have left the coop—a noteworthy outcome given
the 40-60 percent turnover at other home care businesses
according to the USDA’s estimate.??

These enterprises alone do not approach the scale of
impact that the public authority models do. But they are
critical in at least three ways. First, the very existence
of a direct care business model with different priorities
and higher quality jobs proves that a different way of
designing and rewarding these jobs is possible. Second,
and probably more importantly, these coops often enter
directly into advocacy and policy making, bringing the
voice and needs of workers more centrally into debates
on job quality in their industries. Third, in their advocacy,
the care-focused coops have continued to help build the
consumer/worker coalitions that better jobs require.

Advocacy Campaigns and Litigation

Bringing workers together around an agenda of job im-
provement is another approach to improving the jobs. The
advocacy must capture public attention and make issues
of compensation explicit. Most public authority campaigns
start out with a labor/consumer coalition and advocacy
agenda, before they secure the changes needed to build
the public authority model. But many coalitions have
been formed around a more general agenda of job quality
and have pursued other strategies as well.

The Direct Care Alliance (DCA), a nation- and state-
wide coalition of direct care workers, employers and the
individuals who utilize their services, has been working to
secure fair pay for direct care workers since 2007. Follow-
ing the June 2007 Supreme Court ruling against Evelyn
Coke, DCA undertook a campaign to obtain legislative and
regulatory changes to FLSA in order to secure wage and
overtime protections for direct care workers. In addition
to its own letters to then-President-Elect Obama and Sec-
retary of Labor, Hilda Solis, which called for better wages
and the extension of FLSA protections to those working
in home care, DCA successfully enlisted the support of 15
U.S. Senators and 37 members of the House to Sec. Solis
with a call to end the exemption. Members of DCA, along
with direct care workers, also lobbied the Department of
Labor in person, urging it to extend wage and overtime
protections to home care workers. Finally, DCA formally
partnered with PHI's Policy Works, PHI's national strategy
center that works to improve national- and state-level
policy affecting the direct care workforce, to launch the Cam-
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paign for Fair Pay. In 2010, the Department of Labor added
the issue of FLSA exemptions to its regulatory agenda.? Most
recently, DCA played an instrumental role in supporting the
introduction of the Direct Care Workforce Empowerment Act
(H.R. 5902/S. 3696) in the House and Senate.?*

DCA's advocacy campaign and work towards bettering
the lives of the direct care workforce, in part, rests upon
the success of its training and capacity-building initiative,
the Voices Institute, which imparts “leadership, advocacy,
and organizational development skills crucial to [direct care
workers themselves], allowing them a decision making role
with other stakeholders in the development of direct care
work.”?® Informed by the belief that worker involvement is
essential to the development of the organization’s goals
and objectives, DCA's Voices Institute equips direct care
workers with the expertise necessary to advocate directly
on behalf of their profession; plan statewide conferences
on issues relevant to direct care work, develop and advance
policy suggestions; and interest other key stakeholders
and state officials in working to improve the outcomes for
those employed in direct care.26 While empowering workers
through the Voices Institute, DCA also aims to strengthen
their position through its development of a national
credentialing program that gives direct care workers the op-
portunity to demonstrate and improve their skills.?’

The Pennsylvania Direct Care Worker Association
(PDCWA), founded in 2006 with help from the Better Jobs
Better Care Project and PHI, is one of the oldest direct
care worker associations in the country. Since inception,
they have grown to include 700-plus members from across
Pennsylvania and its Board of Directors is comprised of
workers themselves. PDCWA aims to improve the quality of
care for persons who are elderly, living with disabilities,
chronically or terminally ill by delivering educational in-
struction to the state’s direct care profession, and offering
support to the workforce.

Often litigation is a useful tool as well, especially when
deployed in the context of increasing advocacy around the
jobs. Parties of Medicaid-eligible individuals have brought
cases before federal courts to challenge state Medicaid pay-
ment policies and payment rates for home and community-
based services. The lawsuits hinge upon whether Medicaid
beneficiaries are able to receive reliable care when state
Medicaid payments made for direct care work are too low to
provide for a sufficient workforce; simply put, the wages for
direct care work are too low to recruit or retain individuals

are Alliance pPolicy briet No.

into the occupations which could result in a possible care
shortage and thus violate federal Medicaid law which stipu-
lates the provision of dependable care.? Failure to provide
competitive wages to pre-existing or potential members of
the direct care workforce has also been found to be a viola-
tion of the Americans with Disabilities Act (ADA) too. Such
policy decisions lead to care shortages, thereby “limiting
[the ability of persons with disabilities] to maintain their
social and economic independence and depriving them

of a real choice between home and institutional care.”?#
Relatedly, attempts have been made by provider associa-
tions at the state level to challenge the HCBS reimburse-
ment rates set by state Medicaid offices for failing to keep
up with the costs of care.*® In April 2010, New York City
home care workers filed a class-action suit against their
employer for failure to pay them due wages and overtime,
seeking financial redress along with assurances that their
employer would obey New York state wage and hour laws in
the future.®!

Though legal proceedings can provide some resolution
to the problems facing direct care workers, bringing much
needed attention to these issues in the public domain, it
is not without cost. Resolution in the courts takes time
and cases require financial resources and sustained advo-
cacy over many years.*

Conclusion

Direct care workers contribute every day to the quality

of life of countless Americans. They do critical work but
often lack basic labor protections or decent wage and
benefits standards. And while the work remains underpaid,
many in the field are working hard to improve the jobs,
and their innovations have brought real gains to work-
ers. The growing solidarity among direct care workers and
their clients can continue to pave the road toward broader
adoption of these positive strategies. The way ahead will
be difficult, however. The recession that began in late
2007 has exhausted state budgets. The anemic recovery
has produced few jobs and very little by way of relief for
state resources. When state budgets are pressed, cuts in
these programs are inevitable. Costly means of improv-
ing the jobs may be, at least in this budget cycle, off the
table. But we should defend the progress that has been
made, and continue developing the advocacy campaigns
and worker/consumer coalitions necessary to improve
home-based direct care.
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