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Abstract The US health care system and its workforce is rapidly changing to meet the
triple aim of reducing costs, increasing quality of care and improving the patient
experience. There is a need to align training models with system needs and patient
preferences in ways that allow the most cost effective members of the care team to
shoulder increasing shares of this care (Ricketts and Fraher, Health Affairs, 32(11),
1874–1880, 2013). One entry-level and in-demand class of health care workers are
personal and home care aides (PHCAs). The US Bureau of Labor Statistics projects a
26% increase in PHCAs to over 2.2 million workers by 2024 (OOH 2014). System
needs for rebalancing care from institutional settings into the community and patient
preferences for in-home care have aligned to drive the need for PHCAs. The increasing
prevalence of chronic disease, medical complexity and dementia mean that these
workers will be required to handle increasingly challenging clients and function as a
key member of increasingly integrated health care teams. Therefore, the development
of new models of education and training are necessary. Standards for PHCA training
are quite low (Marquand and Chapman 2014) and states leave most training to

* Jennifer Craft Morgan
jmorgan39@gsu.edu

1

Gerontology Institute, Georgia State University, PO Box 3984, Atlanta, GA 30302-3984, USA

2

University of Southern Maine, Portland, ME, USA

3

Michigan State University, East Lansing, MI, USA

4

Jonas Nurse Leader Scholar, Washington, DC, USA

5

College of Nursing, University of Iowa, Iowa City, IA, USA

6

University of Massachusetts Medical School, Worcester, MA, USA

7

School of Nursing, University of California at San Francisco, San Francisco, CA, USA

Ageing Int

employers with little to no oversight (Kelly et al. Journal of Applied Gerontology,
32(7): 804–832, 2013). The purpose of this study is to present case studies of six statebased training models for PHCAs funded by the Affordable Care Act. We discuss state
approaches to recruitment of trainees, curriculum design and delivery methods, and key
lessons learned to inform model development internationally.
Keywords Workforce . Long term care . Training models . Direct care workers

Introduction
Providing high quality, person-centered, aged care is a persistent challenge for many
countries with rapidly aging population structures. Most developing countries, whether
or not they have single payer or public health service, are experiencing limits to their
capacity for service provision for long term care (Nakrem et al. 2009). Shortages in the
long term care workforce, especially among home care aides and nursing assistants have
been persistent and well documented in the US and Europe (Hussein and Manthorpe
2005). Strategies for meeting the aged care labor force needs are varied from encouraging immigration for domestic and care laborers (Browne and Braun 2008), to
encouraging women’s labor force participation, to developing home safety and monitoring technology, and developing systems for individuals to share care labor where the
individual pays in with care labor now and saves credits for when they have need. While
a large numbers of workers are needed to meet the need for services, both the cost and
the quality of service provision is central to developing capacity regardless of country
context. Due to both high cost and projected shortage of health care professionals in
nursing and medicine, the established hierarchy of health care professions does not meet
the required capacity. A World Health Organization (WHO) report on home care in
Europe found a global concern about a shortage in the home care assistant or aide
workforce, challenges with migration from low to higher income countries in Europe,
and a need for better training and accreditation of training programs (WHO 2008).
The US health care system and its workforce, for example, is rapidly changing to meet
the triple aim of reducing costs, increasing quality of care, and improving the patient
experience. Projected health spending in the US continues to climb faster than in the recent
past due to multiple effects including the rapid expansion of the numbers of individuals
covered through passage of the 2010 Patient Protection and Affordable Care Act
(Affordable Care Act (ACA) 2010), economic growth and population aging. Yet, this
growth is slower than what has been experienced over the two decades prior to the most
recent recession due to higher cost sharing within private plans and due to Medicare
payment updates related to implementation of the ACA (National Health Expenditure Fact
Sheet 2014). In order to continue to bend this cost curve and accommodate value-based
payment changes, there is a need to align training models with system needs and patient
preferences in ways that allow the most cost effective members of the care team to
shoulder increasing shares of this care (Ricketts and Fraher 2013; Wilson 2015).
One entry-level and in-demand class of health care workers are personal and home
care aides (PHCAs). The US Bureau of Labor Statistics projects a 26% increase in
PHCAs to over 2.2 million workers by 2024 (OOH 2014). PHCAs in the U.S. health
system, by definition, work in community-based non-institutional residential care and
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in the home environment. System needs for rebalancing care from institutional or
skilled nursing settings into the community and patient preferences for in-home care
have aligned to drive the demand for PHCAs. As long term services and supports
(LTSS) is rebalanced toward more services in home and community based services,
preparing the workforce for this setting is critical. This agenda includes having a
sufficient supply of reliable, steady, and well trained workers (Kaye and Harrington
2015; Frogner et al. 2015).
The aging of our society compounded by increasing prevalence of chronic disease,
medical complexity, and dementia mean that these workers will be required to work
with increasingly challenging clients and function as a key member of increasingly
integrated health care teams. In the US, there are federally mandated training requirements for Certified Nursing Assistants (CNAs) and Home Health Aides (HHAs) who
work in settings whose services are funded by federal sources – Medicare and
Medicaid. However, standards for PHCA training are quite low in the U.S.
(Marquand and Chapman 2014) and states leave most training to employers with little
to no oversight (Kelly et al. 2013). Therefore, the development of new models of
education and training are necessary as are new policy strategies to support their
systematic adoption. There has been little research on the outcomes of mandatory or
voluntary training and little examination of the efficacy of training curriculum or
delivery approaches such as online or in person (Kaye and Harrington 2015).
The U.S. Health Resources and Services Administration (HRSA) appropriated $5
million dollars annually for fiscal years 2010–2013 to fund six state-based Personal and
Home Care Aide State Training (PHCAST) demonstration grants. Several of the six
states received no-cost extensions so the projects continued through 2014. The
PHCAST program provided funds for California, Iowa, Maine, Massachusetts,
Michigan and North Carolina to develop competency-based training models which
result in a credential or certification. The ACA- sponsored funding opportunity required
that each of the demonstration projects cover nine specified core competency areas: 1)
Roles and responsibilities of a Personal and Home Care Aide, 2) Personal care skills
and nutritional support, 3) Consumer/Needs-specific training, 4) Basic restorative
skills, 5) Consumers’ rights, ethics and confidentiality, 6) Interpersonal skills, 7)
Infection Control, 8) Safety and emergency training, 9) Health care support (HRSA
Bureau of Health Professions/Division of Nursing 2010). Recognizing that PHCA jobs
play an important role in promoting job creation and economic opportunity in low
income communities, states focused recruitment on individuals who were unemployed
with a goal of helping those individuals gain entry into the workforce through PHCA
training. Each state was free to develop its own target population, model of training,
curriculum, and evaluation measures and add to the competencies if desired. A national
evaluation was performed by an independent contractor.
Competency-based education focuses on impacting desired performance behaviors
as the object of training models. Rather than traditional frameworks that focus on what
the learner should know, competency-based models focus on what the learner should be
able to do at the end of the training. As such competency-based models are oriented to
expectations that reflect conditions external to the instructional program (i.e., what
employers and clients need PHCAs to do), expressions of competency in measurable
behavior (i.e., demonstrations of competence), standards for judging competence and
transparency for learners and other stakeholders. This has implications for how learning

Ageing Int

is structured - often as active learning where facilitated methods that employ role play,
discussion, projects and interaction. It also has implications for assessment which must
measure not only knowledge and its application but also verify demonstrated skills
(Gruppen et al. 2012).
The purpose of our study is to present case studies of six state-based training models
for PHCAs funded by HRSA. We discuss state approaches to recruitment of trainees,
curriculum design and delivery methods, and key lessons learned to inform the
development and assessment of PHCA training in the US and in other countries.

Methods
We employ a multiple case study approach to explore the structure and impact of the six
state-based demonstration projects. We analyze the variety of approaches in context to
both catalog common and unique dimensions but also to generate lessons learned across
cases to inform future sustainable model development at the state, region, or country
level. Data for this analysis come from state-level demonstration project reports, basic
completion and demographic data compiled by the national evaluation, collaborative
topic-based analyses conducted by individual teams over the grant period and author
participation as key members of each of the six state partner coalition teams (e.g.,
educators, evaluators, program managers) and thus process and content experts. We take
the approach that these cases are Bplausibility probes^ where the description of the pilot
implementation experiences of these six partnerships are illustrative of what is possible
and a reasonable set of plausible pathways to the development of training models for the
PHCA workforce (Thomas 2011). The systematic comparative analysis to draw out
implications from these model development and pilot tests allows us to identify lessons
learned and set the agenda for the intersection of research, policy and training model
development for the PHCA and long term services and support workforce more generally.

Findings
State Models
The six states that were awarded PHCAST funding took varied approaches to fulfilling
the goal to develop a competency-based training model for personal and home care
aides. Table 1 summarizes the training model curriculum and delivery characteristics
across the six models. The following is a brief description of each of the six models:

California
California developed a 25 module competency-based curriculum (100 contact hours)
which focused on the core competencies outlined by the PHCAST call for proposals with
two additional modules for job readiness and customer service skills. The development of
this curriculum was aimed at preparing new and untrained existing workers for jobs as
personal care aides in the State of California. Training was offered in both English and
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Table 1 Training model curriculum and delivery characteristics
Model characteristics

California Iowa Maine Massachusetts Michigan North Carolina

Person-centered focus to
X
training/curriculum development

X

X

X

Less than 75 h for core

X

X

X

Core and specialty distinction

X

X

X

X

X

X

X

X

Adult learning centered strategies
predominate

X

Uses online learning strategies

X

University delivery
Community college delivery

State recognized credentialing

X
X

X

X

X
X

X

X

High school delivery
Training offered in work setting

X

X
X

X

X

X

X

X

X
X

Spanish and resulted in a certificate of completion. The program utilized face-to-face
components and on-line learning. The face-to-face course was offered at three community
colleges and a county based PHCA agency that served individuals who received home
care services through California’s In Home Support Services (IHSS) program. A small
pilot program was conducted with the same curriculum delivered online by a state
association of home care agencies. Course length was 100 h for 3.5–4 weeks. It included
time in labs and assessing skills demonstration. Instructor to trainee ratio varied from 1:15
to 2:40 ratio of instructor participants depending upon setting. In community colleges,
courses were taught with an assistant with significant work-experience. Career exploration and/or mentoring workshops were included in career development module and in
conjunction with other competencies. California implementation partners also developed
‘student success committees’ – individual counseling that identified trainees falling
behind and delivered coaching to these individuals.

Iowa
The Iowa PHCAST curriculum called Prepare to Care, was 114-h training consisting of
six modules (CORE, advanced and specialty training modules), which incorporated adult
learning theory and principles of learner-centered instruction. Basic credential as a Direct
Care Associate was offered after the core training completion. Students could then choose
to take a combination of advanced training modules that could lead to advanced specialty
credentials. The advanced training modules provide flexibility for the worker to take
training that allowed them to adapt to changes in positions of the worker or changes in the
needed skills of the workforce. The core curriculum included basic foundational knowledge and an introduction to the profession. The five advanced education modules
included: Instrumental Activities of Daily Living (11 h), Home and Community Living
(13 h), Health Monitoring and Maintenance (27 h), Personal Activities of Daily Living
(48 h), and Personal Support (9 h). The competencies addressed in these modules apply
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across all settings of healthcare delivery. Specialty competencies were developed in high
demand subjects or professional areas such as: Autism; Alzheimer’s/Dementia; Mental
Health; Positive Behavior Supports; and Oral Health. Personal Activities of Daily Living
(PADL) and Health Monitoring and Maintenance (HMM) courses required a RN
instructor with two years of experience. Core, Personal Support (PS), Home and
Community Living (HCL), and Instrumental Activities of Daily Living (IADL) required
instructors to have at least one year of experience with direct care and a post-secondary
degree or a direct care credential. Direct Care mentors were identified and trained at
participating project sites to provide on-site support.

Maine
To maximize efficiency and access to training (particularly in rural areas of the state),
Maine’s program was delivered both online and in face-to-face classroom settings thus
reducing travel and scheduling constraints. Like Iowa, Maine’s training model offered
core and specialty tracks (self-paced) of approximately 50 contact hours. Similar to the
California credentialing model, Maine offered a certificate of completion for the core
and specialty offerings which is required for employment in long term services and
support settings. Maine’s project goals were to streamline the training processes,
improve access and flexibility in training, improve worker mobility across settings
and populations served and expand opportunities for direct service workers. Maine’s
team sought to build a comprehensive system that provides a logical career progression
and enables specialization and cross-training to respond to a range of complex and
changing medical and supportive needs. The program model took the form of a
competency-based core curriculum to serve as the foundation to various direct care
specialty positions. Along with the web-based portal for easy access, the curriculum
was piloted by University of Southern Maine at various locations across the state. Inperson skills demonstrations were a required component necessary for course completion and certification. Course length varied somewhat by specialty and student pace. On
average, the core and one of the specialty modules; Personal Support Specialist (PSS),
Direct Support Professional (DPS) and Mental Health Rehabilitation Technician-1
(MHRT-1) trainings were completed in 8 weeks during the pilot period. The web
portal, a key product of the demonstration program, provided visible and easy access to
the training program. Additionally, it provided job requirements, career information and
online continuing education courses available free of charge to workers.

Massachusetts
The Massachusetts competency-based curriculum, Acquiring Basic Core Competencies
(ABCs) for Direct Care Workers aimed to meet the needs of PHCAs by making training
easily accessible while increasing the transferability of skills of workers across human
service providers. The ABCs, a 60-h, 13-module curriculum was available in four
languages and incorporated adult-learner teaching methods to strengthen the skills,
knowledge, and values and build on past experiences of learners. Furthermore, the
Massachusetts PHCAST model partnered with case managers, Head Start programs,
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and Senior Community Service Employment Program (SCSEP) to help students
identify and overcome obstacles so they could complete their training, and seek or
maintain employment. At some training sites, partners were also able to provide
mentoring support activities for trainees. A career pathway, created by the project team,
served as a recruitment tool to inform students and stakeholders of potential professional advancement. The quality and retention of the workforce was enhanced by a
series of continuing education modules that were available for workers who completed
the ABCs training. These modules included topics such as abuse prevention,
supporting consumers who are deaf or hard of hearing, cleaning for clients with asthma,
enhanced body mechanics to insure safe transfers of obese and overweight consumers,
supporting LGBT elders, supporting children with disabilities, and effective supervision. The modules were designed so that they could be delivered in a face-to-face,
hybrid, or on-line format. To maintain the fidelity and integrity of the training, the
Massachusetts Executive Office of Health and Human Services required facilitator
training prior to receiving access to the curriculum materials and recommended a
1:18 facilitator-to-trainee ratio for effective classroom instruction.

Michigan
The Michigan model included 22 3.5-h competency-based modules for a total of 77 inperson contact hours of core training and skills demonstration. Required competencies
and the curriculum were both developed through an extensive consensus building
process that engaged a diverse group of stakeholders from across the state. This
promoted buy-in and increased chances for sustainability post-funding. The training
targeted skills needed to serve participants in MI Choice—Michigan’s Medicaid Home
and Community Based waiver program but is relevant for all settings in which PHCAs
are employed. Grounded in a person-centered philosophy, it used small class sizes
(instructor to student ratio of 1:12) and adult learner teaching methods that rely heavily
on interactive learning activities. The modules covered all required content including an
orientation to direct care work and foundational knowledge, attitudes and skills as well
as other topics critical to high-quality care. Two modules focused specifically on
person-centered concepts and all of the modules were framed in how to provide
person-centered supports and services. The program was delivered by a team of 44
specialized trainers through five regional MI Choice Waiver Agents, four of whom
were Area Agencies on Aging. This strategy was unique (see Table 1) among the state
models. The Michigan model was delivered through the aging network including Area
Agencies on Aging and the Certification was recognized by participating aging network organizations. The majority of trainers were RNs. Other disciplines served as
trainers, such as Licensed practical nurses (LPNs) and social workers. All trainers
completed a train-the-trainer program and were expected to have content knowledge,
promote a person-centered philosophy, and be grounded in adult learner techniques. Inservice continuing education training was offered on additional critical topics using
similar educational methods in high need areas including preventing abuse and neglect,
home skills management, and dementia. Michigan had no state PHCA training programs already in place and hoped to establish the Michigan model as a state-wide
PHCA curriculum that can eventually be linked with other advanced training offerings.
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North Carolina
North Carolina four-phased model was developed to create a career pathway for direct
care workers. The program model formed a career ladder by offering progressive direct
care specialty training with a foundation in the core competencies. The first phase
included job readiness skills and an introduction to health care careers along with a
CPR certification. The second phase was similar to other states’ core curricula entitled
BDirect Care Basics.^ The third phase encompassed the state-based Certified Nursing
Assistant (CNA) training curricula, and the final fourth phase offered a Home Care
Specialty designation. Those completing the fourth phase were registered on the CNA
registry alongside their CNA registration to allow for statewide portability of the
credential. The NC training was delivered through community college and high school
education providers. Phase I is 12–16 h, Phase II is 50–59 h, and Phase III is 120 h
(minimum 75 h). Phase IV specialty tracks include Home Care Nurse Aide at 100 h,
Geriatric Nurse Aide at 100 h and Medication Aide at 24 h. The timing of training
sessions varied according to needs of the community and the college (taught daily, at
night, on weekends). Lab activities varied by phase and averaged 25–40% of the class.
High Schools offered the course as one Carnegie unit, or one credit hour as
defined by American Universities and Colelges, to be taught daily for a year or
on block for a semester. Student ratio followed current community college and
High School practices. In the laboratory, the instructor student ratio of no more
than 1:16 was used. Phase I Instructor level, health care professional with home
care experience is preferred. Phase II – IV required a RN with supplemental
trainers (Phase III requires experience in long-term care, Phase IV required
experience in home care).
Recruitment of Participants
The six states used a variety of approaches to the recruitment of training participants in
order to get the training to new entrants, unemployed workers, and communities in
need as well as to respond to the unique needs of each state. In California, target
participants included individuals with little prior formal education or work experience
with incomes below federal poverty levels, including those who were unemployed,
underemployed, and welfare to work students. Outreach vehicles included community
based organizations, workforce investment boards, community education centers, and
local newspapers. In Iowa, the program recruited new and incumbent PHCAs. All
trainees were employed by an agency providing direct care to older adults or individuals with disabilities for the duration of the program. Recruitment was statewide and
therefore engaged rural and urban areas. In Maine, the program targeted PHCAs for
specialization training in three tracks including personal support specialist (PSS), direct
support professional (DSP), and mental health rehabilitation technician (MHRT-1).
Outreach was made to Maine’s refugee population. Massachusetts created a career
lattice as a recruitment tool and worked with local workforce investment boards to
inform potential and incumbent workers of the career advancement opportunities for
direct care workers. Outreach sites included community colleges, career counselors,
community programs serving immigrant populations and people with disabilities, as
well as the state’s secondary education partners, and public benefits program that assist
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individuals receiving federal and state cash benefits, e.g. transitional assistance for
needy families (TANF). In Michigan, outreach was done through the aging network,
particularly by the five MI Choice waiver agent partners who worked closely with local
home care agency employers and self-determination based MI Choice participants. The
North Carolina program primarily focused on PCHAs who intended to work in home
and residential care settings entering the workforce through unemployment training or
as students in community colleges or high schools. In NC, existing workers were
recruited through state level provider associations and their members.
Competency Testing
As competency-based models, each of the six states devised testing and skills
assessments for their models. In some models, the clinical skills assessment was
embedded in the course and instructors were responsible for signing off on
return demonstration of skills and competencies as part of the end of course
protocols. Some states divorced the testing from the training and provided for
in-person competency assessment managed by a state agent or delegate. There
was a mixture of written, oral, and demonstration components utilized across
the six states. Efforts were made across states to assure trainee success in
testing and skill demonstration by offering extra support in test taking for
students who needed it.
Trainees
The output of trainees varied widely across the six states. Table 1 includes data
on the number of training participants and demographic characteristics by state.
Over the grant period, approximately 4500 individuals across 6 states received
training to provide personal care services. As is to be expected given national
demographics, the trainee workforce was predominately female. Also, in states with
larger minority populations – there were larger percentages of racial and ethnic minorities. States with relatively larger numbers had more completers in the core or in-service
category. Those with fewer tended to have more completers in the advanced categories
(See Tables 2 and 3).
Table 2 Demographics of trainees*
N

% Female

% Hispanic

% Black or African American

CA

1054

83%

35%

23%

IA

691

73%

3%

13%

ME

220

82%

1%

11%

MA

882

90%

29%

17%

MI

1190

88%

4%

22%

NC

463

91%

4%

44%

Demographics reported here were compiled by the National Evaluator using HRSA’s electronic handbook data
reporting system. Because states collected this data differently, this is the most comparable data available but
may not perfectly reflect state’s internal data collection
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Table 3 Program completers by type of training across states
IA

CA

MA

ME

MI

NC

Total number of completers

447

1054

882

161

1190

463

Total number of Bcore^ completers

363

1054

882

161

393

181

428

797

76

13

N/A

206

Total number of Bin service^ completers
Total number of Badvanced^ completers

84

N/A

N/A

Facilitators and Challenges Related to Model Development and Implementation
Collaboration
Each state developed a stakeholder coalition and/or advisory committee to
inform and leverage resources for statewide implementation of the education
and training models. All states cited turnover and lack of educational standards
of this workforce in combination with high projected demand as the motivation
to collaborate toward education and training models for PHCAs. Common
partners included health care providers’ statewide associations (e.g., home care,
assisted living, and nursing home), community colleges, universities for evaluation and curriculum development, state regulatory agencies, workforce investment boards, direct care workers (PHCAs), and participants receiving supports
and services and in the home. Some states used the Paraprofessional Healthcare
Institute (PHI) curriculum as a base and worked with PHI on competency
testing. Relatively unique partnerships were developed with direct care worker
associations, high schools, federal Head Start (school readiness for children
under age 5), Senior Community Service Employment Program (SCSEP – a
federally funded program to help transition hard-to-employ older workers into
paid employment through subsidized internship-like positions), State Area
Agencies on Aging, community stakeholders, and adult foster care homes.
While communication and consensus-building was sometimes challenging, the
collaboration and partnership was essential to both implementation and eventual
sustainability of the models. Employers were critical in helping states to
understand the needs of their organizations, workers, and clients in setting
priorities for content development of training. Academic partners, particularly
community colleges, and adult training centers, were often key to long term
sustainability as was integration with state agencies that could continue programs after funding ended.
Trainee Vulnerability
Almost by definition, the populations that states were recruiting from experienced precarious employment, and socio-economic challenges and/or were
drawn from immigrant or refugee groups and were therefore often quite vulnerable. Recruitment strategies needed to build in a significant amount of
support for workers and provide for high proportion of attrition from class
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rolls. Their ability to attend class consistently and show up for one-time classes
was compromised by their socio-economic position. For example, Michigan
developed multiple strategies to counter high attrition including introducing a
required pre-enrollment orientation, covering topics such as attendance policies
and learner expectations, that proved to dramatically lower rates of Bno shows^
and early Bdropouts^. Other strategies included over-enrolling to guarantee
minimum number of learners and having peer-mentors attend classes to assist
the instructors so that classes would have enough students for pedagogical and
efficiency needs. Massachusetts incorporated a case management model to
reduce attrition and improve outcomes. Case-managers offered 10 h of supportive training and 1:1 individualized support as needed. Massachusetts Head Start
partners used their family advocates to mediate between the PHCAST training
program and the Head Start parents enrolled in the program. Similarly, the
Senior Community Service Employment program provided case management
through contracted employment partners. More than half of the PHCAST states
added mentors or coaches to help solve logistical and advisory problems for
trainees navigating both course and educational pathways.
Regulatory or Legislative Issues
Rule, policies or institutionalized reimbursement arrangements also presented
challenges. For example, Michigan was targeting PHCAs who would be providing supports and services to MI Choice participants but these efforts are
impeded at the federal level, as Medicaid reimbursement policies do not support
pre-employment training of PHCAs. In a July 2011 bulletin to State Medicaid
Agencies, the Centers for Medicare and Medicaid Services (CMS) ruled, BCosts
associated with requirements that are prerequisite to being a qualified Medicaid
provider are not reimbursable by Medicaid. However, costs associated with
maintaining status as a qualified provider may be included in determining the
rate for services.^ This language has been used to deny Medicaid funding for
PHCA pre-employment training in a Medicaid-waiver program. Especially since
there are no federal PCA competency or training requirements, employers found
it very hard to Brelease^ current employees to attend days of training when they
could be providing billable services to participants. Massachusetts provided
training to two types of workers: those employed by an agency and those
who work directly for a MassHealth (state Medicaid) consumer. Higher attrition
rates were found among the Medicaid consumer directed model since there are
no state-based training requirements for this population of workers.
State-based policies and practices were also identified as facilitators. Authorization
of the developed curriculum was a big facilitator in many states for enrollment of
trainees. For example, in Iowa, Prepare to Care has been recognized by state agencies
with oversight of local public health, home care, and hospice - as an acceptable training
option for direct care workers to meet federal standards. This change expanded
opportunities for recruitment of workers. Finally, active registries of direct care worker
competency accrual facilitated expansion of the registries to add registration of advanced skill accrual as in the North Carolina model’s addition of the Home Care Nurse
Aide to the existing statewide Nurse Aide Registry.
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Tying Competency Accrual to Wage or Promotion
The focus of these models was on building training models for PHCAs that would
increase their skills in ways that would raise the capacity of both new entrants and
incumbent workers to deliver high quality, person-centered care to older adults and
individuals with disabilities in the long term care system. All six states developed highquality curriculum and developed systems to assess competencies reliably. However,
the utility of these models is impacted by the ability of the workers to gain higher wages
or promotions as a result of the training. With the exception of Massachusetts,
developing career ladders was a challenge across the state models and only happened
in partnership with select employers who were able to integrate educational achievement with wage and promotion ladders. The Massachusetts project stands out in the
development a career lattice (see Fig. 1) to aid in recruitment, promote retention, and
provide comparative wage information across occupations. The career ladder increased
transparency for career advancement opportunities within the direct care workforce by
showing training and education requirements of each role, as well as average wages in
Massachusetts.

Major Unique Facilitators
By design, each state had unique aspects of their training model and target population
to be trained. In California, the training partners decided to use standard tools to assess
potential trainees for reading and literacy skills prior to the training. Individuals were
referred to remedial classes if needed, prior to the training. This likely contributed to
higher rates of program completion for participants who were eager to participate in the
training but were faced with long standing learning challenges or deficiencies. In
addition, California tested the same curriculum with both an online pilot and face-to-

Fig. 1 Massachusett’s direct care worker career lattice: wage and education requirements
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face trainings. Participants in the online curriculum had much lower completion rates,
less than 30% compared to 85% for the face to face training. In focus groups held after
the training program, the evaluators learned that several factors including computer
skills, connectivity issues, module deadlines, and the requirement to demonstrate skills
at a specified site hampered successful completion. Michigan specifically collected data
from learners and examined issues of internet access, use, and acceptability for PCA
training. Findings support the experiences of other states and confirm that there are
gaps among learners in terms of internet access and reading ability that could affect
program completion (Ochylski et al. 2017).
In the second year of the Massachusetts PHCAST grant, students and instructors
provided feedback suggesting the training should be made available in multiple
languages; evidence from prescreening surveys showed that 42% of applicants
responded affirmatively, when asked if they believed their limited English skills
prevented them from enrolling or successfully completing a health career training
program. The participant materials (handouts, videos, assessments, registration forms,
etc.) were translated into Spanish, Haitian Creole, and Brazilian Portuguese. Class
instructors were either bilingual or were paired with bilingual translators to ensure
curriculum comprehension across diverse populations. Pre/post assessment tests were
given to evaluate knowledge gain and hands-on skills assessments. Overall, all sessions
showed statistically significant improvement in performance between pre and post-test
for all trainee populations. However, language proved to be a very important variable,
as English speaking students showed an individual average percent change in gain in
knowledge of 14%, whereas bilingual classes showed a 38% individual average percent
change for limited English speakers (Massachusetts Final PHCAST report 2014).
Maine’s training and certification program was designed to promote cross-training
among direct service workers and build a cadre of workers with skills to provide
supports across populations receiving long term supports and services (LTSS). During
the demonstration project, 1 in 5 trainees earned more than one credential validating the
premise that workers want to expand their knowledge and skills to serve multiple
populations thus increasing their employment options. This was an important finding as
recruiting a sufficient supply of workers is a challenge in the state. Preparing the current
workforce to serve multiple populations is a key strategy to addressing the worker
shortage. In addition, Maine’s model includes an expanding suite of online continuing
education modules which can be accessed by workers 24/7 and provide ongoing
professional development across the workforce.
Iowa’s PHCAST team was able to build on the extensive work previously completed
in the state to develop and empower direct care workers fueled by previous grants and
legislatively directed task forces. Numerous stakeholders were engaged in the project
through involvement in project teams, curriculum development and review, peer
mentoring training of direct care workers, and an extensive evaluation design. The
process for curriculum development included multiple steps for soliciting feedback
from a wide variety of stakeholders. A unique feature of Iowa’s efforts was an ongoing
involvement of direct care workers, like PHCAs, at all levels of the project. This
involvement helped to ensure that processes, curriculum, training, and credentialing
were focused on the needs of the workforce (Richardson et al. 2014).
The North Carolina PHCAST model was able to draw on the strengths of educational structures to increase the success of the training model. Integration into high
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schools through the Department of Public Instruction’s career and technical training
was key to empowering young adults to think about careers in health care. Integration
of Phases I and II into the Human Resource Development (HRD) structure of the
community colleges facilitated both recruitment and completion rates for advanced
levels. The NC HRD program was designed to provide employability skills to individuals who are unemployed or underemployed. With this mission, the HRD program
has the unique capability of providing a broad curriculum that includes resume writing,
interview proficiency, workplace technology, and communication skills. Also, the HRD
program allows students to research career pathways. This exploration component
provides students with the opportunity to understand workplace expectations and the
realities of various careers. The structure of the HRD offerings also encourages students
to make decisions to determine their Bbest fit^ educational and career choices. North
Carolina state rules give authority to allow colleges to waive registration fees for HRD
classes if individuals meet one of four specific criteria: 1) unemployed; 2) received
notification of pending layoff; 3) working and eligible for federal earned income tax
credit; or 4) working and earning wages at or below two hundred percent (200%) of the
federal poverty guidelines.

Discussion
This federally funded training program was a demonstration to identify successful
models in the delivery of a competency based training for PHCAs and perhaps lead
to more standardization within states and perhaps across states. Although a relatively
small number of workers were trained, approximately 4500 in total, states were able to
use this opportunity to develop and assess the number of hours needed to effectively
deliver a PHCA program, develop and test a curriculum, and assess how best to deliver
training. Figure 2 summarizes the key program parameters, outputs and projected
outcomes for these types of training models across the six models in an effort to assist
future program planners attempting to build on the lessons learned from these
initiatives.
Common challenges across states were in spreading the training throughout the state
and finding means of sustaining the training following the grant period. For example, in
California, two community college programs were able to continue the training program post grant funding using community education funding. Due to the fact that the
North Carolina community college system was highly integrated, the PHCAST curriculum was piloted with 12 colleges but easily transitioned into others post-grant because
of the existence of the common curriculum. In Massachusetts, some of partners in the
demonstration continued PCHA training using grants, student fees, and workforce
training and development funding; the project also implemented an annual fee-based
facilitator training to increase the number after the initial pilot phase. Maine’s DHHS
has been working toward full statewide implementation of the model through existing
training partners. Massachusetts also funded the expansion of the ABCs curriculum
with the development of a bridge curriculum to a certified nurse aide, and additional
resources have been used to update and enhance the curriculum. Iowa has developed
collaborative efforts among workforce entities, healthcare providers and community
colleges. This collaboration has provided funded opportunities (through state programs
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Fig. 2 Program logic model PHCAST state-based PHCA training models

available to the community colleges) for individuals interested in entering the direct
care workforce and provides highly prepared workers for the healthcare provider. One
of the Iowa Job Corps (Federal program) has received approval for the first Registered
Apprenticeship in the nation for direct care in which the Prepare to Care modules are
an integral part of the training program.
Another shared challenge was with adult learning and providing resources for this
pool of trainees to be able to attend training. Providing free tuition is just one means of
support needed for this trainee population. This workforce needs significant support,
often called wrap-around services or case management, for services like child care and
transportation. As described earlier, Maine’s model consisted of both required face-toface training and academic counseling. Cognizant of low retention levels among
traditional online training programs, Maine built its model to be highly interactive. In
Massachusetts, course instructors had regular and on-going contact with agencies like
Head Start which brought their resources to support learners and contributed to learner
success particularly during the asynchronous modules in the training. Instructors
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monitored student progress through the learning management system and initiated
outreach via discussion questions, individual email, text messaging and phone calls.
There is a clear need to establish guidelines and requirements for states to meet the
educational needs of the PHCA workforce. This is a challenge since unlike federal
standards for nursing homes and therefore the workers, home and community based
services and PHCAs are funded primarily by federal waivers and state programs. There
is no consistent across-state definition of the role nor expected work. The nine topics set
out by HRSA were essential building blocks for educating PHCAs but it is also clear
that training models that include supports for choosing career pathways, navigating
educational requirements, career coaching, and employability supports are useful for
both recruitment and retention of workers who are necessarily drawn from vulnerable
groups in most states. Further, it is also important for states to tailor these requirements
to the needs of their workers and the clients of the long term services and supports in
their states. Specifically, recognizing the vulnerability of this workforce in the design of
training models is paramount. Planners should identify and address barriers to learning
faced by learners, such as socio-economic status (e.g. availability of transportation,
childcare, and literacy level). Solutions such as on-site childcare or vouchers may
minimize attrition and lead to higher employment, wages, job satisfaction, and retention. Finally, models should provide classes at minimal or no cost to learners, many of
whom could not afford CNA training, similar trainings, or state certification fees.
As the aging population continues to grow, demand for long term care services
increase, and payment mechanisms evolve in the future the relevant federal agencies
may be able to refocus on training policies for the PHCA workforce. Michigan has
conducted subsequent studies that indicate that comprehensive PHCA training not only
leads to improved worker satisfaction and employability but also improved client
satisfaction and clinical outcomes including reduced 30-day rehospitalizations (Luz
and Hanson 2015a; Luz and Hanson 2015b). This is highly relevant to anyone
interested in policies that improve quality of care at reduced costs.
Federal policy for the development of PCHA training has not moved forward since
the PHCAST training program. Training continues to be largely left to the states and
local agencies. No U.S. federal training requirements or methods to pay for training
have been developed. There is recognition that partnerships and collaborations can be
most effective in this policy environment for increasing the profile of direct care
training and related issues (recruitment and retention, turnover, wages, and high
demand/low supply of workers). All six states used broad reaching collaboration
structures to meet the needs for developing and implementing their statewide models.
Sustaining models moved beyond the engagement of state agencies and provider
associations to directly include employers, educational institutions, outreach organizations and direct care workers themselves.

Conclusion
This demonstration program supports the development of evidence-based, personcentered PCA training programs that align with the needs of older adults and individuals with disabilities. Providing a competent, qualified PCA workforce should reduce
overall cost of care by minimizing the likelihood of emergency room admission,
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hospitalization, and long-term institutional care. These six programs met recommended
federal competency guidelines for PCHAs and included core training modules that can
be used to provide safe, high-quality; timely, person-centered, evidence-based care. The
PHCAST program provided suggestions for a gold standard for training of PCAs which
can be used for other countries seeking improvements in quality, safety and affordability of care for older adults and persons with disabilities (See Fig. 2). Further research is
needed nationally and internationally to tie PHCA training to patient outcomes.
Additional rigorous research is needed to establish evidence that ties training, career
opportunities and integration into the care team to client outcomes or population health
metrics. Further research and demonstration programs area also needed to address
workforce preparedness for coordinating care for older adults and individuals with
disabilities to remain in their communities to receive care.
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