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ELDERCARE IN THE UNITED STATES.
[INADEQUATE, INEQUITABLE, BUT NOT A l OST
CAUSE ‘

Susan C. Eaton

ABSTRACT

Eldercare, like other forms of care work, is often taken for granted and
undervalued. The burdens as well as the failures of providing care for the
elderly are often borne disproportionately by women. This paper documents
inequﬁliry of access and low quality of care for tl?e elderly in the United States. It
argues that public funds used to Slle!dlZC nursing homes are poorly spent and
that profitmaximizing competition in the nursing home industry adversely
affects the quality of care provided. In seeking to address these problems, policy-
makers can learn important lessons from several different sources. The
experiences of several European countries, current regulatory efforts in the
state of Massachusetts, and more decentralized volunteer efforts to promote
humane visions of eldercare all offer some hope for the future.
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INTRODUCTION

Eldercare is one of many kinds of care work that feminist economists have
explored (Marianne Ferber and Julie Nelson 1993; Nancy Folbre 2001; Jane
Jenson and Mariette Sineau 2001). It takes place both inside and outside
the formal market, and many aspects are difficult to measure and quantify.
Eldercare is embedded in the values of every culture and imbued with
mea.nings that range from respect to denial, from reciprocity to anger, from
family-based obligation to humanitarian privilege (Geoff Schneider and
Jean Shackleford 2001: 80-1; Heying Jenny Zhan and Rhonda J. V.
Montgomery 2003).
grg :::lerprsi with the provi.sion of eldercare in the United States are
0vera|1g. ual]if S“}"P]Y' of family care for the elderly is likely to decline. The
Baion 2‘(1)00) YL:)) Pald eldercare is low, and access to it is uneven (Susan
relyion famn' : \.'vh-x'ncomc elderly, Wl'.l() are predominantly women, ca'nnot‘
y care and often end up in nursing homes where the quality of
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THE SUPPLY OF ELDERCARE

Much of the responsibility for long-term care continues t?5fall (;]n famxlfss,
and it is largely women — many of them over the age of 55 — who provide
such care. Several factors are likely to reduce -th.e ﬁ'ltur(.: pool of women
available as caregivers: women’s increasing participation in 'Lhe workforc;,
the restructuring of families that follows divorce, and increasing geograp.hlc
mobility. Furthermore, growing awareness of the personal costs of assuming
care responsibilities is likely to have an increasing deterrent effect.

Men’s shorter average longevity often spares them from t}fe worst
consequences of aging, such as being institutionalized, poor,.smk, and
dependent upon others. A large majority of elderly US nursing home
residents are widows who cared for their late husbands at home, often with
help from home care services or children (Brenda Spillman, William
Spector, John Fleishman, and Liliana Pezzin, 2000). When their husbands
die, relatively few surviving wives have the resources to pay for their own
home-based care, which seldom provides for 24-hour needs for those
without a full-time caregiver at home.

(;l'lrl“cnlly, 85 percent of eldercare in the US is provided free of charge by
1au.nly members and friends, primarily women (US Administration on
Aging e The National Alliance for Caregiving estimates that 73
e o T women, st o e cployd (199
unpaid lmnil)' W()l‘ll(crs ‘x(l )lll(l):() ‘l;ﬂOl'ﬂml Jeeiea "? Europe. Feman
1990 and 1997 in, Auslri:ll'm;ltlllntx(U"?drly 7-0 percent of: the totl bet\.vec‘u

in Germany and the N('lll(“rl'm ]1.( . ﬂll((‘d l\lngdom, e .than g pelCCld
l.uxcml)uu;g. Only in h"(‘l'l;ld( ::lt(l)n(l .)-() percent or more in Denmark and
Finland (32 percent) was lll.(‘ e percent), P‘ortugnl (58 pgrcellt). and
Human Development Repy l “:':lagc below 60 percent (United Nations
eldercare in traditional .II()” l‘)_‘)‘))- Women also provide the bulk of
al cultures |ike China, where unpaid daughters and
hands-on assistance, while sons may assume
U support (Zhan and Montgomery 2003).

daughters-in-law olten provide
some responsibility for financi;
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FLDERCARE IN THE UNITED STATES

In the US, informal eldercare may involve inviting an aged parent or

relative to live
<he can live without sharing fully in family space on a daily basis, It

an clder to a nearby apartment or turning down
.\munmnnivx for career advancement that might require relocation away
from an aging relative. Or it may mean just being a “‘good Samaritan’ and
bringing meals, doing shopping, taking an elderly neighbor to the doctor’s
office, or helping with other necessary errands. Sometimes an older person,
with or without the help of family, hires an informal caregiver who visits
regularly to help when she is unable to care for herself. These informal
he books” so families can avoid paying
unemployment insurance, and Social

in one's home or building a “mother-in-law’” apartment

where
may involve moving

caregivers are often hired “‘off t
taxes. worker’s compensation,
Security payments or benefits for the worker.

According to the US Department of Labor, 60 percent of adult women
were part of the paid labor force in 1997. In the same year, nearly one in
four households provided some care o elders, typically by middle-aged
employed women providing an average of 18 hours of care a week to a
nearby parent for an average duration of 4.5 years. A study by Metropolitan
Life Insurance Company (MetLife) estimated the net cost in lost
productivity to business at a minimum of $11.8 billion a year (Metropolitan
Life Insurance Company 1997: 4). The $11.8 billion calculation makes clear
what is most valued (business productivity), while it simultaneously provides
an estimate of the value of part of the unpaid work of the women involved.
Yearly replacement cOSts for employees who quit their jobs to care for
elders are estimated at $4.9 billion, absenteeism at $398 million, partial
absenteeism at $488 million, workday interruptions at 3.76 billion,
eldercare crises at $1.1 billion, and supervising caregivers at $880 million.

Costs to caregivers are substantial. They sometimes forgo promotions,
overtime, and other work opportunities to take care of relatives. The term
“the sandwich generation’ was coined to describe mostly middle-aged
women taking care of parents on one side of the generation gap and
children on the other. Studies have documented the stress that such
responsibilities can impose (Elaine Brody 1990). The numbers from
MetLife omit several difficult-to-estimate costs, including increased mental
health and healthcare costs for caregivers and the impact of leaves of
absence and reduced work hours on career advancement.

The MetLife estimate of $11.8 billion should be viewed as a lower bound,
since it only includes employed people helping with multiple significant
daily tasks and excludes 8.7 million employed people who help with more
basic tasks; if they were included, the total estimated costs would reach as
much as $29 billion a year.

The US-based National Alliance for Caregiving offers much higher
estimates, By their calculations, American family caregivers provide $257
billion in free care annually, Compare this figure with $32 billion per year

39



ARTICLES

spent for home-based paid care and $92 billion per year for nursing ey,
care in the US. In the United Kingdom, family caregivers (also knowy 4,
“carens™) provide free care worth US$86 billion, about the same Ao
the UK spends on its qational health service (National Alliance for

Caregiving 2002).
Women are also the primary paid caregivers for the elderly in the g
Ll

ise of previous experience caring for g
older relative at home (Susan Eaton 2002). Fully 90 percent of direct care
workers emploved in US nursing homes are women, disproportiona;dy
women of color with a high sc hool education or less (Robin Stone anqd
Joshua Wiener 2001). Certified nursing assistants (CNAs) provide most
‘Thands-on care to residents in institutional settings. Home health aides and
pexsonal care aides working in the community are also mostly women. The
experiences of these workers have been the subject of intense scrutiny lately
because of a predicted massive workforce shortage that could entail an 1]
percent vacancy rate and a 76 percent turnover rate (Barbara Frank and
Steven Dawson 2000; American Health Care Association 2005). At least 42
of the 50 states have created task forces to address actual and potential
workforce shortages (Paraprofessional Healthcare Institute and the North
Carolina Department of Health and Human Services 2002).

often going nto the field becat

Inadequacy and inequality in eldercare

In the US. unlike many other advanced industrial countries, the social
safety net is thin and offers no guarantee of long-term care for the elderly
or disabled. While evervone over 65 years of age is eligible for Medicare.
this social insurance only covers acute illness and hospitalization, some-
times with a short rehabilitation stay in a nursing home. But despite the
existence of some pilot projects, no home or community-based care i
provided as a universal benefit. Only extremely poor people (with assets less
than $2,000) are eligible for Medicaid, a state-based program that pays fora
bare minimum of institutional long-term care. Most Americans appear t0
be badly informed about this basic problem; few have purchased privaté
long-term care insurance or saved enough to pay for institutional care on
their own. Yet projections indicate that as many as two-thirds of all aduls
rgaching 65 will require such care at some time in their lives (Walter
Cadette 2003).

Paid home and community-based care

A p.uchwmk system of paid home and community-based care supplemeﬂ‘s
mformal care. Home health and home care agencies can provide either
personal care, which involves light housekeeping, bathing, and Pﬂ'hal”
cooking, or health-related care, which includes assisting with medicatio™
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Most US states are trying to redirect public resources away from |
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term institutional care and toward home and community-based care, but
concerned about the “‘woodwork’" effect: latent ;lemand for .such
far exceeds the feasible supply if eligibility requiremems‘ are
loosened. Although a few innovative experiments are under way, such as a
home health cooperative in New York City (Cooperative Home Care
nost non-nursing home health jobs are poorly paid and
ven guaranteed hours. Many home
tation between clients’

they are
services

Associates 2003), 1
offer little job security, training, or €
health companies do not even pay for transpor
homes, much less provide their employees health insurance.

Formal eldercare

isted living"’ facilities or nursing homes.
" facilities admit only wealthy people who can afford
1 costs, but 95 percent of US nursing faciliies
ms Medicare and Medicaid. Relatively
d most live in publicly subsidized

Formal eldercare 1S provided in ‘‘ass

A few ‘‘private pay’
$60,000 in minimum annua
participate in the tWo public progra
few elderly can afford private care, an

nursing homes that are run for profit.
“Assisted living”" facilities are apartmentlike dwellings where elders can

get limited help with some activities of daily living (ADLs), reminders to
take medication, and usually at least on€ hot meal a day. Demographic
projections led many businesses to consider these a future profit center, but
a number of corporate chains, including Marriott and Hyatt, have
’L‘ncountered sizable unanticipated problems related to ‘‘aging in place.”
rr( l:;;f'!)l':i))limsoclcur wher.m elders need more than occasion.a.l qusismnce or
e bl lcglul u n'u.rsmg or healthcare [l?an these facilities nonna%h’
congtny '«l“}: - (fm :ulc s0 .fcarful of nursing homes that they resist
o howing lh'c’ rm}:lntfc.( additional care, anc.l it is hard to forFe peoplc? out
living facillties )Which or W .Thc exclusion increases the price of assisted
el li‘(-'i“li(-s_’ in turn reduces the number of elderly who can afford
Conti : ¥

f"""’:::":l‘i‘:i’:ﬁ :"z:r(;nrcurcm-cnl comn.mnilies (CCRCs) offer the elderly
increase, often re .‘T_Vt‘ | through various levels of care as their needs

equiring that elders be ambulatory and reasonably healthy
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before they enter. Most of these CCRCs, even religious nonprofits, require
deposits that run to the hundreds ol thousands of dollars and are forfejte
to the organization after some period of time, as well as a monthly living fee
als and basic services. While these communities offer the most

covering mex
peace of mind, they are available only to the relatively small numbers of

elderly that can afford them.

The elderly living in 17,000 nursing facilities (NFs) in the US are most
likely to be poor, whether or not they met that description when they
entered. Two-thirds of the 1.7 million mostly female residents in US
nursing facilities are eligible for Medicaid, which pays for just over half of
nursing facility costs. While requirements vary by state, Medicaid eligibility
typically means that elders may not possess more than $2,000 in assets
(sometimes excluding a home if a spouse is still alive). Also, any income
they may have from US Social Security or other sources is paid directly to
the facility, where charges for a single resident now average $158 a day for
a semi-private room, or $57,670 a year, and much more in some high-cost
states like New York and Alaska (Metropolitan Life Insurance Company
2003: 4).

Facilities prefer to admit residents who can pay their own way for somé
tim.e to come, but they seldom enjoy this opportunity. If middle-class elders
arrive in a nursing facility with typically modest financial resources they
quickly spend down their funds (at $51,000 per year, on average) and
convert to Medicaid status. The worst nursing facilities tend to be those
whose populations are more than 75 percent Medicaid-financed (although
there are some exceptions, such as the Hebrew Rehabilitation Center for
the Aged in Boston, Massachusetts). So-called ‘‘Medicaid mills” rely on
minimal staffing, turn over Medicaid clients rapidly without pl’OViding
personal or individual attention to their needs, and often defy fede
ngu.lalions. Nursing homes face a cost squeeze: direct public payments o
nursing facilities, not including individuals’ Social Security payments, cover
only about. 61 percent of total costs (Cadette 2003).

Elders without family members who are willing and able to care for ther
at home Qflcn have a particularly hard time coping with serious illness:
Bchmsc of Fost-cutting in Medicare and other health programs oVer rece™
years, hospitals have incentives to shorten the stays of their patients: e
:“r:;:;:'Zliﬂlﬁi(’l‘;::_)’nl)f"(1Pl(f “q.uickcr and sicker". to nursing facilities, \:r::
el y : eeds hi‘ls n']‘crcz}scd substantially over the l'd‘St ten
o :\:1((1:;(":::”:] O”y‘”“t (.("rul‘lc:u.mn and Reporting System of (htj G

are and Medicaid Services, more than 45 percent of nu

home residents i ! i

m. lc.md(nl.s in 2004 suffered from dementia (American Health
Association 2005),
| inequal®

In su al e - . : .
m, formal eldercare in the US fosters even more socia
vand !

than inf al care i v
; Hormal care, spliting old persons between *private payers
poor (or soon o be poor),
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DERCARE IN THE UNITED STATES

Nursing home quality

of home and informal care is difficult to assess unless it is
4 community setting that can be observed or monitored. The
g home care is difficult to assess for similar reasons, but
wme indicators ar Inmulwl by regular inspections by state surveyors who
Jcilities at least once every fifteen months, looking for régul;nury
violations. Regulations in the US gcncrally focus on indicators of basic
clinical care and health rather than quality-of-life concerns.

Problems that cause ac tual harm to residents or place them in immediate
jeopardy have been documented in at least one-quarter of all facilities (US
ral Accounting Office 9003). Some care problems, such as severe
and serious avoidable pressure sores, are understated by survey
not included in this estimate. A study in California, the
US, showed that many elders are dying of preventable
untreated infections, repeated falls, and even
malnutrition and dehydration (US General Accounting Office 1998).

A shocking number of complaints a year arc logged in the US from
consumers, their families, and ombudspersons about the quality of nursing
home care (US General Accounting Office 2002). The Department of
Health and Human Services (DHHS) recently released a report showing
nt of the nation’s nursing homes did not meet the staffing
threshold below which harm could be shown to occur for residents (US
Center for Medicare and Medicaid Services 2001). Yet the administration
W. Bush decided not to implement the report’s recommenda-
ased hiring of nursing assistants and nurses, but
rather attempted to create more efficient markets by posting information
on nursing home quality on a government website (Department of Health
and Human Services Secretary Thompson’s letter to Congress concerning
US CMS 2001; for a response, see Paraprofessional Healthcare Institute
and American Federation of State, County, and Municipal Employees
2001). A coaliion representing consumers, labor, providers, and the
National Citizens' Coalition on Nursing Home Reform (NCCNHR) has
flu('unu-nlcd serious quality and access problems in the nursing home
;:"‘\li'”';zﬂ'l's‘(dd has P"O'Plf)scc_l‘ potential policy solutions. NCCNHR affiliates
l"'l)://w'w;v nc(m (.lua ity issues with consumers in every US state (see

ncenhr.org).

| he .Iu,llll\
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The structure of the nursing home industry

The 1718 i b
&,.:‘l “l’JIZ)':'(:';"’I'l'l"('ly"“ﬂ‘s.II'”)“.‘C funds (Medicare and Medicaid plus Social
U il I](,,,,:.:l.‘()-h.l Y |).l lV:lltj, f(:l'-pl'()hl industry. About 67 percent of
Nerconeian ”.- are Im-pn‘)ht. 256 percent are not-for-profit, and 8

publicly owned (Eaton 2000), The federal government has
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delegated 1o states the power o sel spe ific benefit levels, |)(~ynml A h?.ln_-
minimum., and o monitor basic safety and quality standards,

One major problem with ensuring quality ”l. care 1, of course, the limjgeg
information and consumer choice that exist in this ('nvn‘onnTcnt. Nursin
facilities average 80 percent o1 higher occupancy rates; I.h(' highest quali
ones fill quickly and have long waiting lists. As a result, f('?W (.:()nsumers are
able to exercise much choice. Many elderly people transferring to nursin
home lacilities after a short hospital stay must go wherever they can find 5
bed. Most states have limited or banned the construction of new nursiy
home beds, since they would fill up nearly immediately if built, costing the
public sector more. Also, it is difficult ;m(.l (;lz.lngcml.ls lq move elders after
they have settled into a facility, so the initial choice is usually the Jast,

allowing little room for wrial and error.

Family members may or may not provide a check on quality; too often
they live far away and visit only rarely. Finally, the health status of older
residents is poor to begin with and tends to worsen unless they only have a
short rehabilitative stay. With more than 50 percent of nursing home
inhabitants suffering from dementia, the “consumers’” themselves are
often not able to make their needs understood or to complain about poor
conditions. While direct physical abuse is relatively rare, it does occur, and
some observers would say that emotional abuse is more frequent though
harder to document. Probably the most severe problem is the poor quality
of day-to-day conditions that results from inadequate staffing.

Nursing facilities in the US are not just generally unpleasant places to live
and die; they are also unpleasant places to work. Wages for direct care
workers average under $10 an hour, not enough to put a single mother with
one or two children over the poverty line even if she is working full-time all
year. Turnover among certified nursing assistants has been documented as
more than 100 percent per year and is seldom lower than 30 percent per
vear (Eaton 2002). Not surprisingly, turnover among administrators and
directors of nursing is increasing. Nursing homes are among the least safe
workplaces in the US, even worse than construction sites and coal mines.
Major complaints include back injuries from lifting and abuse frqm
residents (Service Employees International Union 1999). Nursing facilities
offer few [~)cnoﬁls to their staffs, whose members p disproportiona“’ly
women of color and immigrants, typically with low levels of formal

educaton. Only about 10 percent of nursing facilities are unionized (more
in highly organized areas like New York City)
Despite their efforts 1o cut costs, fe .

3 en
_ W nursing homes are profitable. Seve
of the largest nine

tor-profit nursing home chains experienced bankruptc¥
in the last several years, in PArtas a result of tighter regulations on the
and real estate transaction costs that can

Yperators blame many of their difficulties on

amount of physical I|l('|'.||)\-
reimbursed. Nursing facility
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POLICY ALTERNATIVES

tries do a better job than the US in providing fc

provides ideal conditions. Advocates for imi)r())\:etr:w|el(lprl¥'.
| demand more generous public provision but sh(;:,llelrcf‘lre
e limitations of market-based approaches andi scarc(hdf::

Many coun
although none
in the US shoulc
uv to explain th
wavs of impre ywing eldercare quality.
Public provision

tries, policies toward the elderly are
for living at home and aging in place.
calth and housing policies.
ence and autonomy while

y Western European coun

In man
blic support

designed to provide pu
These policies are complemented by generous h

The best examples of entitlement (o independ
receiving necessary care can be found in the Nordic countries, where

governments provide support for elder home care, sometimes with 24-hour-
a-day coverage. Sweden provides health and long-term care (o all citizens
based on need, offering an allowance to elders (or a caregivers’ salary to the

comparable to the salary a state employee would earn, including
ts. Both Israel and Sweden give generous

ke leave from paid work to care for an

caregiver)
vacation and pension benefi

benefits to family members to 2
older family member, and long-term care is part of Israel’s
social insurance plan (National Alliance for Caregiving 2002: 6-7).

Australia has passed a Home and Community Care (HACC) Act that
provides respite and support services to caregivers and subsidizes nursing
home care so the maximum payment owed by an elder or their family is

capped at US$15,000 a year.
In Japan, where life expectancy is the

'elders the highest in the world (projecte
about half of all elders live with family members. Still, in 2000 Japan

Sx[i?l::j(i Olh)i- National Long-Term Care Insurance law, wbich relies on
or in-home cl!ll‘er(;fl]'[llCO-Pz-l~)qnell[s frof henehitk g pro“dé resxde.nual
Alliance for Care )i\:iln Psz,z,?;_] s over 40 years of age w{h.o need it (National
most married w giving 2002: 8). Even in a very tm.dmonal culture Yvher.e

women do not work at career-type jobs and filial piety is

valued, the sov
government h;:s established a right to needed care, whether at

state-funded

longest, and the proportion of
d to reach 26 percent by 2020),

hl o i .
;'“‘}'“ in an institution
nthe UK care i 5
, care ‘ W,
far more extensiy “(lllmm"g homes is free to all. Home caregiver support 18
sive ‘ i 2 ) .o s
feduce togal costs l.m" M "I“ US, although it is sometimes means-tested o
sts. Even Canada, a country that excludes nursing homes

,“'“l .
“‘“"”ldl l .
1ealth services nrowvi :
1 services, provides affordable alternatives for assisted
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Jso entitled to a social insurance payment that "”(1\,,
s

ll\'“‘i SCNIOTS an
Athough the amount of tax sthsicly
Or

them more freedom of choice,
caregiver support varies by province (National Alliance for ("""K'\‘lng 2009,

N)

Weaknesses of market-based provision

Ihe case for increased public provision of support for lh(‘» elderly ip the
home and community rests on inherent weaknesses of market-h
provision. In a wide-ranging essay on optimal contracts for health SeTvices,
cconomists Karen Eggleston and Richard Zeckhauser emphasize the
problems caused by limited information and the lack of consume,
sovereignty (2002: 64-5). These problems suggest that a proﬁt—oriemed
system can be problematic.

New economic models are needed to conceptualize the work of
physical and emotional care for frail elders. As Arlie Hochschild noteq
many years ago in The Managed Heart (1983), corporations can try to
make employees “act’ friendly and happy, but this is hard on employees
if it requires them to act in ways contradictory to their true feelings. In
nursing home care, genuine relationships have remarkable healing
qualities, but forced or artificial ones seem to burden caregiver and
recipient alike.

Both the inputs and the outputs of care work are difficult to measure and
monitor. Care work creates new bonds of social obligation and concern that
enhance its value but also keep the “‘carer’” feeling obligated to the person
rather than to the job. This may mean that caregivers will work for lower
wages than they should given the value of their work, and it may also mean
that they perform significant unpaid work, resulting in inequities that
penalize caregivers. In the long run, potential caregivers may learn to avoid
care responsibilities because they create such emotional vulnerabilities
(Paula England and Nancy Folbre 2003).

In the US, achieving accountability for private providers of care
services who use scarce public dollars has been very difficult. Monitoring
daily interactions is impossible, and occasional surveys, while helpful, do
not resolve operational problems leading to repeated serious threats ©
residents’ health and well-being. So far, the US government has
attempted to regulate eldercare mainly through outcomes-based regula-
tion and the prohibition of certain practices or conditions (cold fi

unsafe hallways, insufficient hydration, etc.). But most consumers €%
even the government oversight agencies see major problems with this
approach. Providers accurately complain that they are the ®
regulated industry in the US, with the possible exception of nucledr
!)U(;wr, yet poor and even dangerous conditions continue to plagu€
industry.
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(iven market failures, how c: : ’
po el g b |(.‘,(.|“(:|'|:‘|"I.",M"' .lmh(‘V promote positive

: Skl individual facility ¢ 5 § s
whole? One ¢ ncouraging example is provided by the ot the industry as a
which inaugurated a Nursing Home lemyv ;: :mc of Massachusetts,
legislation initially had three features: (1) a /an: "‘."':T““ 2000. The
]n-mi(lvrs more capacity to increase frontline worker r:;-,'.s-:‘:n;'%h 0y
(2) a scholarship fund for training new certified nursing‘:q;‘ e 1
field ($1 million), and (3) a career ladder initia.ﬁ::‘m:m 'm o
skills and retention among caregivers, 10 provide lhcn(\ t;:i‘fr?f‘d E
up occupaljonﬂl ladders in nursing facilities, and to cnm:rvqmv
“culture change” promoting more individualizéd.. hig‘l'\i(;
). The Commonwealth Corporation, a quasi-public
ety of services to Massachusetts husincsscs;
he Extended Care Career Ladder Initiative
lature has refunded ECCLI each fiscal
lapses in funding during state budget

into the
increase
{0 move
org:miynlionu]
quuli(\' care ($5 million
organization that provides a vari
| the third feature, tl

administerec
(ECCLD). The Massachusetts legis

vear through 9004, despite serious

Helays in 2001 and 2002
Evaluations of ECCLI have shown that the program Wwas successful in
ted to dementia care,

ds of frontline workers in skills rela
death and dying; basic adult education and literacy, and other areas related
¢ care (Susan Eaton, Claudia Green, Randall Wilson,

to improving paten

and Theresa Osypuk 2001; Randall Wilson, Susan Eaton, and Amara

Kamanu 2003). The program also encouraged organizations 10 create
called Certified Nursing Assistant ot

slightly higher—payq‘ng jobs (sometimes

CNA 2 and 3) that involved mentoring, supporting registered and licensed

nurses, and sometimes doing more skilled work. However, these jobs paid
ts an hour in higher wages, which was insufficientto

only about 30 to 50 cen

improve the lives of the CNAs involved. Although adoption of the program

was associated with increased retention and reduced turnover, it was hard

to identify its specific effects independent of macroeconomic trends (Eaton
ational culture were more

ot al. 2001; Wilson et al. 9003). Changes in organiz
difficult to perceive and measure, although efforts 10 attribute specific

quality-of-care outcomes to particular workforce improvemems continue.
Does ECCLI offer potential for improving the quality of care in the US?
A“h_"l"gh the program includes clearly mandated requirements for
P‘_‘"“C'!)?flion and expected outcomes, it also allows for a certain amount
;) :c‘illi);ll)::\l,{,lin léeg::r(l to program development an_d im}‘).le!nentmion at the
""Killli/.:llioﬁ s l(- u? \" nml.l;lgement-l.)ased regulation directs rt‘gul.mc(l
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i we desire ‘omes) regulation,
organizations must achieve desired outcomes) regulz

Management-based regulation seems appropriate for ECCL] becauge
cach nursing facility or home healthcare agency possesses a unique CNA
population - differing in nationality, primary I;mgu;ngo sp.ol.“jn. ‘de years of
experience, among other variables — that requires .ﬂcxnl)lhty in program
and curriculum development. Allowing local, onssite management and
leaving decisions up to those affected by the regulations is also in line wjg,
an assisted living philosophy that advocates choice. Yet the implementation
and evaluation of the program has not yet resolved the problem of
achieving accountability for the larger outcomes of promoting personal
relationships between staff and clients and enhancing quality of life for
elders and employees.

Encouraging and developing best practices

Overall, the 17,000 nursing facilities in the US have shown little eagerness
to improve their management or explore new innovations. Most of the care
offered is of a type that can be considered custodial, at best. However, some
exceptions are emerging, as new, largely volunteer organizations try to
encourage “‘regenerative care’’ (Eaton 2000, 2002). These include Welk
spring (Susan Reinhard and Robin Stone 2001), the Eden Alternative
(2005), and the Pioneer Network (2005).

One management reform advocated by the Pioneer Network involves
“consistent assignment” of aides to residents, rather than floating or
rotating assignments, so that genuine relationships can develop between
people, and so local knowledge of daily preferences can be honored and
retained” (The Pioneer Network 2005). The Pioneer Network is trying to
redefine the very way “‘old age” and “eldercare” are understood. Their
eleven principles include statements that aging is another life stage; that
growth is not only possible, but also necessary in this life stage, as in all
others; that elders are people to learn from; and that people need to give
and.rcceive care. Becoming a “‘pioneer” caregiver is a journey, not 2
destination, promoting the kinds of caring interactions between pCOPle
lha.l are seldom to be found in grim and reeking nursing homes. .

So far, the Pioneer Network is only a small, underfunded, voluntary socufl
ll‘xff\'(‘m(*nl relying on the extraordinary commitment of talented indive
(lj{:‘li)l:n 'al::;;tll“h::vu Pl|i-w”c foundations, Atlantic F’hilanlhropies ;:;gﬂ
projects and :1|3 )li(*(‘sl(:f‘.'. .,m.v.T I’C('(‘!lll'\"lc:ll.nc(l ,HP 2 hmd. dem?l:wt‘wor
At tlmng('Iiniui-”;\: .‘“( 1 studies, inspired n |‘).zu't by l""“f’f“ leBe“cr
Care” into practice ‘("()()‘\r‘ O put the concept of “Better Jobs fm( e

2005). ( f consu
advocates, long-term
agencies in lowa, N

srantees representing coalitions o -
are workers, provider organizations, and various S&
th Caroli . . Vi
orth Carolina, Pennsylvania, Oregon, and Vermont
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'lHll' 'l”"l”\ workforce and address |nu|)|rll|-| of high 1
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wnlh\ shortages

Teses '”v."".” “.“l only at the tip of the iceberg. It is unrealistic +
ghiy mstitutionalized organizations (o “change their rnlmrr."
pased on a few thousand dollars in training funds, or to mandate tha
Managets do a better .inl) of building positive u-laliumhiln between staff
and elders. Moving the entire industry toward “regenerative communities”
and high-quality care will require 0?'(‘n more public policy resources than
Massac husetts’” ECCLI program. Still, these efforts could help build the

cense of possihilily needed to mobilize widespread support for change.

expect h

Susan C. Eaton, John F. Kennedy School of Government, Harvard University,
Cambridge, MA 02138, USA

Questions about this article may be sent to

Nancy Folbre, Department of Economics, University of Massachusetts,
Ambherst, MA 01003, USA

e-mail: folbre@econs.umass.edu

NOTE

1 In China, as Zhan and Montgomery (2003) note, the increased number of women

workers since the Cultural Revolution has meant that not only sons but daughters are
considered financially responsible for aging.
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