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Senate Bill 95:
Evaluation of Personal Attendant Training Programs

I ntroduction

Section 5 of Senate Bill 95 of the 76th Legidature requires the Texas Department of Human
Sarvices (TDHS), with assstance from the Texas Workforce Commisson (TWC), the Texas Rehabilitation
Commisson, the Texas Commisson for the Blind, the Texas Commisson for the Desf and Hard of Hearing,
the Texas Higher Education Coordinating Board (THECB), and providers and consumers of persond
attendant services to review training programs for persond care attendants and develop recommendations
for improvement in those programs. The legidation requires TDHS to take into account the probable cost
of increased training and wages to the Medicaid program.

Senate Bill 95 is based on a recommendation from the report issued during the interim of the 75th
Legidature by the Texas Senate Committee on Home Hedth and Assisted Living, chaired by State Senator
Mike Moncrief, with a membership including Senators Gonzao Barrientos, Mario Galegos, J., Jane
Nelson and Drew Nixon. The report recommended that the above-named agencies review persona
attendant training programs, and emphasized the committee’' s concern with low wages, lack of benefits and
training and high turnover. It mentioned the potentia for reducing turnover by developing a career ladder.

However, the report was careful to note that " (t)hisis not a recommendation mandating minimum levels of
training, rather, it is recommendation to better utilize existing agency resources for training.”

The purpose of thisreport is to address the charge from Section 5 of Senate Bill 95. TDHS finds
that issues relating to persona attendants in this state cannot be viewed in isolation. For that reason, this
report discusses, in addition to the specific issues mentioned in Section 5, the god's of the Texas long-term
care system as articulated in State strategic plans and the economic and demographic context in which it
seeks to provide service. This necessarily entails a discussion of the broader labor market of which
persond attendants are a part, and which aso includes other types of personnd offering direct care sarvices
in other settings, indluding facilities. 1t isaso critica to keep in mind that alabor shortage in this area has
an dl too red human cog, in the form of difficult working conditions for direct care saff and an erosion of
quality of carefor clients.

Texas Long-Term Care Goals

It isimportant to begin with a clear understanding of the gods and objectives of the Texas Long
Term Care system, as stated in the principa governing documents, beginning with the Long-Term Care
vision adopted by the Texas Legidature as part of the Texas Government Code, Section 531.043(b). The
Code affirms that “(t)he guiding principles and gods of the plan focusng on the individud and the
individud's family must:

(1) recognizethat it isthe policy of this state that children should grow up in families and

that persons with disabilities and elderly persons should live in the setting of their choice; and



(2) ensure that persons needing assstance and their familieswill have:
(A) the maximum possible control over their services,
(B) achoice of abroad, comprehensive array of services designed to meet
individud needs, and
(C) the easiest possible access to appropriate care and support, regardless of the area of
the gate in which they live”

The Texas Long-Term Care Plan, developed by the Texas Hedth and Human Services
Commission, in conjunction with gppropriate agencies, as directed to Senate Concurrent Resolution 14 of
the 75" Legidature, recognizes this fact in detail. Objective 2 emphasizing increasing access to services
through a variety of drategies. Objective 3 Sates that “(a)gencies envison a sarvice deivery sysem in
which Texans who need long-term care services easily access the array of individudized long-term care
sarvices they need to achieve the greatest possible independence, autonomy, and qudlity of life, and are
unaware of the particular program or funding source paying for the services” Objective 4 mentions
“individudized, culturdly competent services that maximize independence and autonomy of the individud.”

Objective 5 is dedicated to “(m)aximizing resources through developing funding srategies that support
consumer choice.”

TDHS isworking with other state agencies and Long-Term Care stakeholdersto develop a plan
for the future of Long-Term Care services at this agency. The plan promotes ongoing incorporation of
consumer and provider concerns and serves as afoca point for inter-agency coordination of Long-Term
Care sarvicesin order to support the most appropriate system of such servicesfor Texas. Additiond, the
Hedth and Human Sarvices Commission is leading an inter-agency planning effort for Promoting
Independence, in which TDHS daff have been very active. Together, these initiatives will emphasize the
importance of medting the needs of Texas population of individuas with disabilities by emphaszing
consumer access, choice and independence.

In accordance with those plans, TDHS emphasi zes the following recommendations as necessary
seps toward any resolution of the crigsin direct care saffing:

1) Increase the number of individuals willing to enter and stay in the direct care labor pool.

2) Identify areas in which additiond training programs would be beneficid to clients and
develop a core curriculum that emphasizes stronger linkages between client needs and
training components;

3) Enhance client independence and autonomy wherever gppropriate; and

4) Look for cost-effective methods of funding additiond training.

A more thorough discussion of each of these drategiesisincluded in the body of the report under
the section regarding Recommendations, beginning on page 18.

TDHS intends to develop and carry out these drategies in consultation with advocate organizations,
providers, and the other Sate agenciesinvolved in the regulation and training of direct care saff.



Direct Carein Texas
Definitions of the Terms “ Per sonal Attendant” and “ Direct Car e Staff”

Because of the variety of settings in which direct care is provided, the key terms are not dways
clearly defined, and some terms have different meaningsin different contexts. It istherefore criticd to define
those key terms at the outset.

Senate Bill 95 cdls for an evduation of training programs offered to “persona attendants.”
Generdly, that term refersto paid saff working in the client’ shome, to provide assistance with one or more
adtivitiesof daily living. The persond atendant may work directly for client, or for ahome and community
support services agency (HCSSA), aterm which includes both those firms generally described as “home
hedth agencies,” and the home and community support Medicaid waiver providers (HSC/\Ws) that contract
with the Texas Department of Mentad Hedlth and Mentd Retardation (TDMHMR). Findly, it dso indudes
severd other groups of unlicensed hedlth care workers, including rehabilitation technicians, and mental hedith
workerswho assigt in the on-gite direct care and management of clients with medica or behaviord issues
under the supervision of atreatment team, and speciadized persond attendants, such as those who receive
specidized training to work with deef clients from the Southwest Collegiate Indtitute for the Deef.

However, many of the advocates, providers and state agencies involved in the regulation of the
long-term care system believe that training issues for persond attendants cannot be viewed in isolation.
Many of the individuals who provide persond attendant services come from the same labor pool as
employees of long-term care facilities, such as nurang facilities, asssted living facilities, and intermediate
carefadilitiesfor the mentdly retarded (ICFMRs). Any serious consderation of the economic context for
direct care, which is essentid to an understanding of the congiraints faced by the current system, and any
discussion of acareer ladder, as recommended by the Senate Committee on Home Hedlth and Assisted
Living, requires the consderation of other types of direct care staff beyond persond attendants. Such direct
care 9aff can indude nurse ades (Who, despite obtaining a regigtration based only on employment in nursing
facilities, work across the spectrum of direct care settings) and medication aides.

In this report, “persona attendant” refers to an unlicensed individuad who does not have a
professond license and provides direct care services in ahome setting as an unlicensed employee of ether
the dlient or aHCSSA. “Long-term care facility employeg’ refersto an individua who provides direct care
sarvicesin apersond care (or assgted living) facility, an ICF/MR or an adult day care fecility. Theterm
“nurse aide’ refersto individuas who have sttisfied the requirements of nurse aide training and obtained
nurse aide regidration, regardiess of where they work. Findly, “direct care gaff” isintended to refer to dll
of these categories of workers who provide direct care services to clients, regardless of setting, and
thereforeincludes al three categories. For the purposes of thisreport, “direct care saff” will include nurse
aldes, but not licensed vocationd or registered nurses.



The Growth and Diversity of Need for Direct Care

The recruitment, retention and training of direct care gaff is of ever-increasng importance. The
future growth of the senior population who will need persond attendant and long-term care sarvicesiswel-
documented. Lesswell known is the rgpid growth in the number of individuas with disabilities. Both of
these populations vary widely along a number of parameters, dl of which affect the kind of services they
will need, including: the number of activities of daily living with which they need assstance; cognitive
deficits, if any; behavior problems, if any; age; and family and community support. An effective long-term
care sysem cannot assume that the needs of dl individuas with disabilities are the same and should be
flexible enough to accommodeate the diversity of the populationsthat it is designed to serve.

In addition, the demands of the modern economy have eroded the informa support once offered
by family and community networks. In more and more families, al adult members are expected to work
outsde the home. In an increasingly mohile society, the family members who once would have provided
support no longer live nearby and communities themsdves are more trangtory and do not provide a socid
safety network the way they once did.

TDHS dataindicates that the number of people receiving personal assistance under its programs
has tripled snce 1980 to the present figure of 109,153 individuas. Smultaneoudy, TWC figures show the
tota number of persons employed in the field of persond assstance (including the categories of persond
and home care aides, home health aides, and nursing aides) to be 165,100.

The chart below represents the increase in the number of people receiving Texas Department of
Human Sarvices (DHS) Community Care for the Aged and Disabled (CCAD) sarvices from 1980 to 2000.
In thistime period the totd number of people recaiving personda assstance in the community hasincreased
from 31,119to0 109,153. The number of nursing facility (NF) beds has remained fairly constant, bringing
the total number of people receiving long term care or (LTC) personal assistance to 176,748.

Number of personsreceiving Personal Assistancein Texas
(source: DHS Annual Reports. 1980-1999)
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Evolution of Direct Carefrom Ingtitutional to Community Settings

The growth in the populations needing services has been accompanied by a dramatic shift in the
guiding philosophy for meeting the needs of individuas with disabilities, avay from inditutiond solutions and
toward community ones, and, consequently, by growing emphases on consumer control and sdif-
determination. The governing documents of the Texas Long-Term Care system, which are discussed
above, dl stressthe key concepts of this approach, using termslike “choice,” ‘access,” “independence,”
“control,” and “autonomy.”

The reault of this shift in guiding philosophy is to increase the demand for persond atendants even
more, especidly with regard to people with sgnificant disabilities who depend on relidble persond
assistance with activities of dally living, hedth care, or even the support necessary to continue working. In
practica terms, the growth in the number of people receiving support & home (and thereby avoiding
inditutiondization) magnifies the difficulty of finding qudified, motivated personnd to perform persond
assistance tasks.

The emphasis on consumer choice has great implications for training the attendants who provide
direct care services to certain populations of clients. Many clients are cgpable of and desire to train their
own attendants in support tasks. Some persona attendant programs are organized to dlow the clientsto
manage and train their attendants. The Consumer Managed Persona Assstance Services program
administered by TDHS is one example. In addition, the Vendor Fiscd Intermediary (VF), which is
expanding in gpplication to additiond programsin Texas, will dlow for further respongbility for training to
be assumed by dlients.

Asthe gtate moves in the direction of grester client autonomy and independence, it isimportant to
recognize thet dient service mugt remain flexible. Not dl dients can achieve autonomy. Thisismog dearly
seen among those nuraing facility residents, dthough there are dso TDMHMR dlients, participants in adult
day care, and other settings whose cognitive impairments or behaviora problems prevent red autonomy.

Even for some home hedth care dlients, such asthose in the Deaf/Blind Waiver program, autonomy is not
aredidic god. Other dientsmay not desire to train the atendant who provides servicesto them. Theided
would be to design asystem that emphasizes dient service, recognizes the variety of needsthat dients have,
and isflexible enough to meet those needs.

Recruitment and Retention

The same economic and societd pressures that have increased demand for persond attendants
have reduced the supply of them. There are no reliable satistics to measure the shortage of persona
atendants in the home hedth care system, but organizations representing both the industry and dients report
difficulties in hiring and retaining them. This corresponds with TWC figures showing the total number of
persons employed in the field of persond assistance (including the categories of persona and home care
ades, home hedlth aides, and nursing aides) is 165,100. TWC estimates the annua number of openings



in these fidds to be 6,416. Thisisreflected in high competition among agencies and individuds to attract
persona attendantsin atight labor market.

Traditiondly, one of the steps on a career ladder that is accessible to direct care staff isto obtain
work in a nurang facility, obtain the federdly-required training and pass the examinations prior to being
liged on the Nurse Aide Registry. Thistraining is offered at community colleges, proprietary schools, high
schoals, and in the nuraing facilities themsdves. The minimum statewide curriculumis 75 hours. The 75-
hour training a nurang fadlitiesis funded by Medicaid. Nurse ade training programs a proprietary schools
and community colleges are under the dud authority of TDHS and TWC or TDHS and THECB,
respectively.

Many nurse ades, after obtaining the certificate, return to home hedth agencies or take employment
in hospitals. Home hedlth agencies report that they are paying lessin part due to the reduction in Medicare
payments contained in the Bdanced Budget Act of 1997, and are having difficulty in employing nurse ades.

TDHS' Credentiaing Department, which operates the Nurse Aide Registry, maintains a datistic
representing the number of nurse aides who have earned a nurse ade certificate who maintain active status
by natifying the Department of having worked & least one eight-hour shift in a nursing-related job within
the past two years. By that measure, the number of nurse aides actively involved in nursing-related
employment, declined by 12.5 percent between the end of FY 1998 and December 2001. Similar
problems have been reported with nurses.

Another measure of the qudity of the [abor pool can be seen in the number of crimind history
reports provided to long-term care providers. TDHS' Credentialing Department processes requests from
long-term care providersfor crimind history checks regarding goplicants. Chapter 250 of the Texas Hedth
and Safety Code lists those Texas Pend Code convictions which act as a bar to employment in long-term
care and home hedlth care settings. However, dl reports of convictions are provided to the facilities. (If
an individuad has a conviction that bars employment, then the provider is prohibited from employing that
person; if the conviction is not listed as a bar to employment, the employer makes the decison as to
whether the individud is hired or not). In FY 1995, the percent of crimina history requests thet resulted
in reports mailed to facilities was 3.4 percent. By FY 2000, that percentage had risen to 9.1 percent. For
the firgt four months of FY 2000, the percentage was 10.4 percent. Even if, as some have argued, an
undetermined number of these requests are made on behdf of individuals who make repest gpplicationsin
different facilities, the steady increase in the number of reports returned over aperiod of only Sx yearsis
cause for darm.

Recruitment is nat the only difficult issue; turnover appears to be increasing. The best available
measure of turnover among direct care &ff is data collected by the TDHS from nurang facilities for
Medicaid cost reports. TDHS develops aratio by taking the number of staff employed during the cost-
reporting period and dividing it by the norma gaffing a the end of the cost-reporting period. Theratio may
be somewhat inflated due to the use of part-time and temporary staff in fecilities. It is aso important to
remember that, unlike the rate-related sections of the cost reports, TDHS does not audit this data.



In FY 1995 and FY 1996, TDHS treated the medication aide and nurse aide categories separately.

InFY 1997 and FY 1998, these categories were combined. In any given year, medication aides represent

agpproximately nine percent of the total; nurse aides represent ninety-one percent. For that reason, the

combined number for FY 1995 and FY 1996 would be closer to the nurse aide rate than to the medication
aderate.

These are the satistics for those years.

FY 1995 medication aide turnover: 72 percent
FY 1995 other direct care turnover: 161 percent
FY 1996 medication aide turnover: 113 percent
FY 1996 other direct care turnover: 202 percent
FY 1997 combined turnover: 177 percent
FY 1998 combined turnover: 180 percent

The methodology used to devel op these ratios amost certainly overstates actud turnover because
it takes temporary and part-time gtaff into account. In addition, there was a change in the calculation of the
ratio between FY 1996 and FY 1997, which makes it difficult to draw conclusions based on a straight
comparison over time. Still, it is clear from even thisimperfect data that the turnover rate for nurse aides
and medication aidesin nurang facilitiesis high, and it is probable that the turnover rate rose sgnificantly
between FY 1995 and FY 1998.

The Reasons Behind the Declinein the Number of Direct Care Workers

No discussion of the shortage of direct care workers or programs to train them can begin without
firdt addressing the reasons behind the declining numbers. One of the paramount factorsis certainly pay,
especidly in those parts of the state where there are dternatives to working in direct care. According to
the TWC, the average wage for a persond attendant is $5.94 compared to a $6.66 average wage for food
preparation workers. TWC aso reportsthat it is often difficult for nurse aide and smilar training programs
to meet theinitid minimum performance sandards established by the United States Department of Labor.

Specificaly, graduates must earn an average wage thet is a least twenty percent more than the federa
minimum wage. At the current federd minimum wage, tha threshold is $6.18 per hour. Mesting the
minimum requirements for remaining an approved training provider for dients who recaive funding from the
Work Investment Act (WIA) is chdlenging for the same reason. Although some locad workforce
development boards have some flexibility in identifying the minimum saf-sufficdency wage for ther repective
aress, the rdatively low wages paid to direct care workers often do not meet the sdf-sufficiency wage
requirement. Wereit nor for the subs stence wage requirement, employment in the area of nurse aide, home
hedlth aide and persond care aide would meet the threshold for atargeted, or high demand, occupation in
every workforce area

Low pay isavery difficult hurdle to overcome, but it is dso important to recognize other critica
factors that reduce the number of people who are willing to work in these settings.



Lack of benefits and support systems. Low-wage, entry-level postions are dependent on individuds
who are entering the work force for the first time. Many of those individuds dready have familiesand
are in need of medical benefits, trangportation, child care, and flexible hours. These benefits are not
avalable in mog stuationsin the indudtry.

Economic Alternatives. A srong economy alows competitors to offer higher wages and greater
benefits. It dso increases demand for skilled direct care workers by attracting family members who
would otherwise care for people with disabilities at home.

Lack of opportunity for advancement: Texas has an existing career ladder, congsting of the nurse
ade catification and medication aide permit, but it isdigointed and ineffective. Thereis evidence that,
at least in some ingtances, it has worked in reverse, as trained nurse aides go to work as persona
atendants in home hedlth care agencies. That activity has gpparently diminished with the dedinein the
number of home health agencies and the pay they can afford to offer. Corporationsin the burgeoning
fast food sector, which provide the greatest competition for unskilled entry-level workers, often
advertise tuition payment as part of their benefits packages, making advancement a core part of their
recruitment package.

Lack of a coordinated system of outreach/orientation/back-up: Currently, providers contracting
to provide persond ass stance services perform outreach and orientation in a“crissmode.” Thereis
little coordination between these providers, consumers, Persona Attendant Services (PAS) funding
agencies or employment agencies.

The Work School program developed by The Universty of Texas Medicad Branch (UTMB) at
Gaveston is a notable exception to the dearth of career ladders for nurse assstants. UTMB implemented
the Work School program in 1988 as a retention and recruitment strategy for hedth care workers. At that
time, unlicensed staff such as nurse assstants, housekeepers, hospitd technicd assstants, and other entry-
level saff received training for associate degreesin nurang at the local community college, with the training
pad for by UTMB. The hospital dso provided paid release time for participants to attend training. In
return, participants signed a payback agreement, agreeing to work at the hospital for a specified time after
completing their licensed vocationa nurse training programs, or repaying training costs after completion.
Providing basc skills training when necessary and coordinating academic and family support services have
both been important factors in the success of the program for unlicensed hedlth care workers. The program
has expanded to include bacca aureate, masters, and doctora level nursing degrees. Approximately 87%
of Work School graduates have completed, or are in the process of completing their contracts by working
a UTMB. As areault of this program, and its investment in employees, the staff turnover rate has
decreased sgnificantly. UTMB received funding from the Robert Wood Johnson Foundation (RWJF) to
transfer their Work/School program mode to other hospitals in the Gulf Coast area as part of a nationd
demondtration project. Although RWJF funding ended in 1999, each of the participating hospitals has
continued the program. Future opportunities for expanding the career ladder for pargprofessiona staff a
UTMB may include helping nursing assistants become emergency medica technicians.



Much of the discusson surrounding the difficulty of finding direct care workers focuses on the
difficult and disagreeable aspects of this kind of employment. It is critical to remember that significant
numbers of direct care workers report a high degree of job satisfaction over along period of time. There
are workers who enjoy working with and caring for disabled or senior populations. One critica piece of
the solution to this problem isto identify the kind of worker who recaives sstisfaction from thiskind of work
so that a campaign can be targeted to them.

None of these issues can be addressed in isolation. At the rate of pay, it is very difficult to attract
workersinto the field, especidly if they have dready experienced success in any other economic sector.
A concentrated and sustained effort is necessary to atract new workersinto the field and reduce turnover
IS necessary to ensure that Texas efforts to provide services to its growing population of seniors and
persons with disabilities.

TheHuman Cogt of a Shortage of Direct Care Workers

Thanks to enormous progress in medicd trestment and technology, we are living much longer and,
given access to gppropriate care, more fruitful lives than any other generation. However, it isaso truethe
kind of family and community networks that provided care in the past are increasingly rare.

A shortagein qudified, trained and committed direct care workers has clear and del eterious effects
on the long-term, home health and even acute care services provided by home hedlth care workers. For
some disabled individuas, it means a lack of access to the home hedth care services they need to live
hedthy and productive lives. Ninety to ninety-five percent of the services provided by home hedth agencies
are provided by persond atendants. In most cases, if persond atendants cannot be found, the client must
do without the services necessary to live an ective life. If Texas cannot meet the demand for home care,
the likely result is an increase in demand for nurang home and hospitd admissons.

The effects of ashortage of direct care staff on facilities do not affect access as much asthe quality
of care. Fadilitieswill not close because of short-term fluctuationsin staff. 1t ismore likely thet the facility
will either be undergtaffed or require overtime from its direct care saff. Underdtaffing resultsin lesstime
being given to each resident, regardless of the care required. Overtime, especidly in sgnificant amounts,
reduces an ade s aaility to provide qudity of care evenif the number of gaff issufficient. Theresult, in both
cases, isareduction in the qudity of care that is possible and a worsening of working conditions for the
direct care staff.

This report enumerates the many obstacles to attracting and caring and committed work force into
direct care, such aslow pay, lack of benefits and support, and lack of opportunity for advancement. The
fewer advantages that this system offers workers, the more likely that the best ones will go esewhere,
resulting in alower qudity of care to the disabled and senior populations who need services.



Direct Care Staff Training in Texas
State Agency Oversight
The Role of TWC

TWC provides regulatory and coordinating oversght for the state of severd aspects of the training
sysem. First, TWC regulates about 350 proprietary schools with training programs and continuing
education seminars that are not regulated by other state agencies. In 1998-99, over 83,000 students
attended voceationd training programs at licensed schools, including 3,014 nurse aide, medication aide,
physica therapy aide, home hedlth aide (or persond attendant), and mental health worker students. In
order to license a proprietary school, TWC requires a broad array of information, including instructiona
gaff qudifications, occupationd demand, and course outlines or syllabi. TWC dso ingpects equipment and
facilities. On-gte vidts are conducted before proprietary schools' licenses are renewed.

The Role of THECB

THECB coordinates the higher education system in the state, including hedth-related indtitutions,
universities, community and technica colleges and degree-granting proprietary schools. Most of the courses
offered in the area of direct care are for the purpose of continuing education and do not provide credit for
adegree. TWC and THECB have dud regulatory authority for degree-granting proprietary schools.

Occupational Requirementsfor Specific Programs
Nurse Aide Training

Federa regulaion requiresthat direct care gaff employed by anursing facility be trained within 120
daysof hire. Thetraining isbased on the Texas " Curriculum for Nurse Aidesin Long Term Care Fadilities”
which was originaly developed in 1988 and was revised in 1997. The second edition was developed by
Texas Depatment of Human Services daff in conjunction with nurse aide training providers and
representatives of the Texas Hedlth Care Association and the NACES Plus Foundation.

The minimum curriculum, which providers of nurse ade training in Texas must use, isto be taught
ina75 cdock hour (or more) course consgting of 51 classroom hours and 24 clinica hours. The curriculum
outlines training and minimum training time in the following mgor aress: Orientation to Long Term Care (16
hours); Persond Care Skills (toileting, grooming, and other activities of dally living, 12 hours); Basc
Nursing Skills (13 hours); Redtorative Services (4 hours); and Menta Hedlth & Socia Service Needs (6
hours). TDHS requires that sudents complete a least the first 16 hours of nurse aide training before
working with clients during dinica practice. Some nurse aide training programs at proprietary schoolsand
community colleges are longer than 75 hours, including Patient Care Attendant/Technician programs a
community colleges for over 700 hours. The mgority of nurse aide training programs at public and private
ingtitutions have a duration between 75 and 150 hours.
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Nurse Aides must show competency by successfully passing both a skills and written examingtion.
Individuas may request to be given thetest ordly in English or Spanish, but must record their own answers
on theform provided. The skills exam requiresthat the individud correctly demondrate 4 out of 5 manua
skills. The Nationa Nurse Aide Assessment Program (NNAAP) examination consgts of 70 multiple choice
questions.

Upon successful completion of a nurse ade training program and passing the statewide skills and
written examinations, anurse aideislisted in the Texas Nurse Aide Regisiry and may work in any nursng
fadlity.

Medication Aide Training: Long-Term Care

The Medication Aide Program is governed by Chapter 242 of the Texas Hedth and Safety Code,
which addresses the adminigtration of medicationsto facility resdents. Medication Aides must complete
an gpproved 140 hour training program, including 100 hours of dassroom ingruction and training, 20 hours
of return skills demongtration laboratory, 10 hours of clinica experience including clinica observation and
skills (demonstration under the direct supervision of alicensed nursein afacility), and 10 hoursin areturn
kills demondtration |aboratory.

The curriculum covered includes the following mgor aress.

1) Introduction, orientation and basic concepts,
2) Adminigration of medicaions, and
3) Drugs affecting the body system.

The examination conggts of 100 written questions and must be passed with agrade of 70 or above.
Currently, there are 72 approved Medication Aide Training Programs, severa of which have more than
one campus. Training programs can be offered a community colleges, proprietary schools and agencies.
The Credentiding Department reviews training programs and gpproves them if they meet the curricular
standards. Curricula at proprietary schools and community colleges are dso reviewed, respectively, by
TWC and THECB.

Medication Aide Training: Home Health Care

In Chapter 142 of the Texas Hedth and Safety Code, the Legidature authorized the Texas
Department of Hedlth (TDH) to operate a medication aide program specificaly oriented toward home
hedlth aides. The curriculum and the examinations were modeled on the long-term care medication aide
program. However, this program never redly developed as a separate program. To the degree that home
hedlth care programs needed medication aides, they hired permit holders from the long-term care program
and offered them whatever additiond training was deemed necessary. As aresult, the educational market
for the home health medication aide program never developed. By 1999, when the Legidature transferred
the respongbility for the licenang and regulation of the home hedth care program from TDH to TDHS,
there were only four certified providers of thiskind of training, and only three active permit-holders.
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TDHS s proposing that the home hedth care medication aide program be made a specidty of the
long-term care medication aide program. Under this proposal, the requirement for a higher level of
supervison for home hedth care because of the community setting would be maintained, aswould atraining
curriculum with a greater emphasis on home hedth issues.

Home Health Aide Training Requirements

HCSSAsin Texas with the category of Persond Assistance Services are not required to use home
hedth ades. In this service category, the unlicensed personnd must demondrate competency in the task(s)
assigned. For those HCSSAS providing the category of service of licensed home hedth (LHH), the
unlicensed personnd may quaify in one of Sx ways. The HCSAAS providing licensed and certified home
hedlth care (LCHH) or Medicare, the unlicensed personnd providing care must successfully complete the
training and competency or competency evauation required by Code of Federd Regulations (CFR)
484.36.

The definition of a home hedth aide under the Medicare program is defined CFR 484.1. That
regulation provides that home health care aides must successfully complete state-established

or other training program, or pass a competency examination or meet the requirements of another training
program.

In Texas, TWC's Proprigtary School program has established the minimum curriculum
requirements for home hedth aide training programs at licensed proprietary schools, based on the Texas
Depatment of Hedth’ s erlier rules for home hedth agencies providing training. The ade training program
must address each of the following subject aress through classroom training and supervised clinica
experience totaling at least 75 hours, of which at least 16 must be devoted to supervised practica training.

The curriculum indudes the fallowing dements  communications skills,  observation, reporting and
documentation of patient status and the care or services furnished; reading and recording temperature,
pulse, and respiraion; basic dements of body functioning and changesin a client’s condition that must be
reported to an aide’ s supervisor; maintenance of a clean, safe and hedlthy work environment; recording
emergencies and knowledge of emergency procedures,; the physicd, emotiona and developmenta needs
of the client; the need for respect for the patient, including his or her privacy and his or her property;
gopropriate and safe techniques in persond hygiene and grooming; safe trandfer techniques and ambulation;

norma range of motion and postioning; adequate nutrition and fluid intake; and other tasks as judged

necessary by the agency.

TWC has dso established minimum curriculum requirements for licensed proprietary schools
offering short courses to train individuas who are dready nurse aides to become home hedth aides.
Because of the reduced supervison, home environment variations, and isolated Situation encountered by
many home hedth aides, TWC requires that these courses must be at least 20 hours and include the
following topics qudities and characteristics of a home hedth ade; the home environment; ethics,
infection control; housekeeping skills, safety issues; digtary consderations and med planning; persona
care; observation, reporting, and recording; and persond safety.
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Sisfactory completion of thistraining is one of six waysin which an ade may qudify in Texasto
work inaLHH agency. The other five are:

1) to have aminimum of one year of full-time experience in direct client care in an inditutiona

setting (hospitd or nurang facility);

2) to have one year of full time experience within the pagt five years in direct client care in an
agency setting;

3) to have satidfactorily completed a competency evauation program which complies with the
requirements of this section;

4) to submit to the agency documentation from the director of programs or the dean of a school
of nursing that statesthat the individud is anurang student who has demonstrated competency
in providing basic nursing skills in accordance with the school’ s curriculum; or

5) to be on the TDHS Nurse Aide Registry with no finding againgt the aide relating to abuse,
neglect or misappropriation of client property.

Soecialized Training for Specific Populations in Home Health Programs:
The Deaf/Blind (DM-MD) Waiver

Certain specid populations may require training. For example, the Deef/Blind (DM-MD) Waiver
Program has developed a curriculum, which is provided to al organizations providing services under this
walver, bath for-profit and non-profit. The curriculum is built around the specid needs of individudsin this
population. It indudes the following topics communication; orientation and mobility; active participation
to hdp clientsachieve aleve of sdf-sufficiency; and understanding and reacting gppropriately to difficult
behavior.

The Dedf/Blind curriculum may point the way for further development of the training system for
direct care gaff. It is rdlatively short and focussed on the needs of a particular group of dients. This
curriculum, and the development of an educational market of providers and trainers, shows that asmdler,
less codtly, more flexible mode can work in the home hedth care arena. There are other populations, such
as those served by the Commission for the Blind and the Texas Commission for the Deaf and Hard of
Hearing, that would benefit from additiond training, especidly in the area of communication.

Soecialized Training for Mental Health Facility Workers

Direct care workers dso work in mentd hedth facilities, which have their own training Programs,
depending on whether the attendant works at a state hospital, state school or in a group home situation.
At the date hospitd in Augtin, direct care workers receive three full days of training and orienteation before
observing or working with dientsin a hospital unit. Initia topics covered that are not specific to the agency
or mentd illnessinclude infection control (1 %2 hours), emergency safety (1 %2 hours), ethics (1 ¥2 hours),
and patient rights/abuse and neglect (2 hours). After new hires have observed experienced gaff in the
hospital unit for a day, they recelve additiond training, including HIV/AIDS, diversty (2 hours),
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lifting/trandferswhed chair safety/firgt ade/medication observation (4 hours), CPR (4 hours), and vitd Sgns
(1¥%2hours). After aperiod of observation on the unit lasting two days, new hires receive additiond training
on nursing roles and clinical ddlegation (1 hour) and observing and reporting (2 ¥2 hours).

Additiond specidized training for TDMHMR direct care workersin any setting is required prior to
working with the following dients  children (CPR for children, 2 hours), deaf clients (2 hours), mentaly ill
clients ( 2 hours), blind and visudly impaired clients (8 hours), and clients with seizures (2 hours).

National Curriculum Initiative

The Home Care Aide Association of America has proposed three levels of home care adetraining.
These levelsindude 1) basc housekesping and homemaking services, 2) non-medicaly directed persond
care and client ingtruction on basic tasksto increase clients' independence, and 3) complex persond care
and gppropriate client indruction consgtent with persond care kill training.  As with federd minimum
requirements for nurse aide training, a minimum of 16 hours of training must be completed before working
with dlients. It is dways difficult to mandate training without a funding stream. The curriculum may,
however, serve as a useful resource for content development in shorter training modules.

Summary

The most well-developed direct care training system for direct care is the nurse aide training
program, which is required by federd regulation and supported by Medicaid funding. It has proven so
successful that other segments of the hedlth care industry, such as hospitals and home hedlth agencies (at
times of higher Medicare reimbursement rates) have sought out individuas with thet training. The Seate has
contributed, through the TWC and THECB, to regulate course offerings.

In the rgpidly-expanding arena of home hedlth, regardiess of whether the direct care gtéff is
employed directly by the dient or services are provided through a home hedith agencies, the long-term care
model may not be feasible. Certainly, that is the conclusion to be drawn from the lack of demand for a
home health medication aide program. That does not mean that medication aides do not work for home
hedlth agencies. It means that there was no need for a separate additiond medication aide permitting
program, particularly since the home health medication aide program was dmost exactly the same asthe
long term care medication ade curriculum.

Any additiond training program for direct care saff working in home settings must meet the needs
of both dients and g&ff, in the widest sense of theterm. It must take into account the diversity of the dient
population, including the fact that many clients have the desire and the need for grester autonomy,
independence and control over their Stuation. It isaso evident that it will be difficult to develop alarge-
scae training program on the mode of long-term care without afederd requirement to provide traning and
the Medicaid program to subsdizeit. For those reasons, it is gpparent that the most logical next sepisto
explore shorter, more flexible training programs. The basis would be a common core curriculum for
working with dientsin the home, to which speciadized training components could be added as gppropriate
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to meet the specia needs of groups of clients. The training would be shorter and less expensive than the
nurse aide training.

This gpproach does not exclude certifications for specidized competencies or kill setsif thereis
a market for each one that is developed. In addition, it dlows for greater input by clients into the
development of a core training program and optional components. Findly, there is a need to develop
training for the clients themsdalves, where gopropriate, to dlow for greater independence in the management
and training of the direct care staff providing services to them. Such atraining package could only be
deve oped in coordinetion with organizations representing clients, providers, traning inditutions, and medica
professionals.

Texas Direct Care Staff Career Ladder

A properly-functioning career ladder should provide workers with a sense of opportunity. If they
day in ther current field, workers need to know thet they can, by performing well and acquiring new sKills,
achieve greater respongbility, pay and independence in their work. On paper, the Texas system looks as
though it has developed an informd career ladder, beginning with persond attendants. Intermediary steps
are avallable through training to become anurse aide and amedication aide. The next rung isthe licensed
vocationd nurse, and the find option isthe registered nurse.

There are no statistics on how many individuas use this career ladder. Licensed vocationd nurse
sudents sometimes work as nurse aides while completing their sudies. There is subgtantia anecdota
evidence that many individuds have in fact migrated in reverse dong the training continuum.  Specificdly,
nurse aides, having areedy received their training in nurang facilities, often accept higher-paid employment
in hospitals and home hedth care, both of which are settings that offer limited training. In essence, the
better-paying industries offered grester pay and took advantage of the training funded by Medicaid in
association with nurang facility care. Home hedlth care agency associations report that fewer nurse aides
work in that setting since the reduction in Medicare payments under the Balanced Budget Act of 1997.
Whatever the current satus of the home hedlth care agency employment of nurse ades, the fact that, at leest
for atime, this career ladder seemsto have operated in reverseis aclear indication thet it does not function
wdll.

Therefore, despite gppearances, it looks as though in generd there is no functioning career ladder,
a least in the traditiona sense, where pay, responsbility and training increase as an individua ascends
through the steps. As noted earlier, however, a program modd has been implemented and replicated in
which unlicensed gaff have been supported by employers to achieve nursing degrees.

Recently, a grant proposa was submitted to TWC to support nurse aide skills training for
individuds employed as launderers, housekeepers, cooks, food preparation workers, dishwashers, and the
other lowest-skilled service jobs a nursing homes. Supportive and referral services will aso be provided
S0 that when students complete their training, they will receive a promotion and raise. Additiond training
in more advanced patient care skillswill be offered, which will result in asaary increase of $1.00 per hour.
The funding source was aU.S. Department of Labor Achieving Performance Excellence (APEX) Grant
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to TWC. The proposa was developed by the Tarant County Workforce Development Board in
collaboration with Integrated Hedlth Services, Inc., the nurang home employer, and SER Nationd, anon-
profit organization focusng on improving opportunities for Spanish-goesking individuds.  The traning
curriculum will include nurse aide skills, English as a Second Language in the context of the nursing home
setting, and soft skills training. Soft skills will include actively helping dients, as opposad to waiting to be
asked to hdp, socid perceptiveness, active listening, and workplace behavior. Soft skillstraining may aso
include confidence/sdf-esteem building, vauing culturd diversty, and career planning. The nature of the
partnership -- an employer, aworkforce development board, and atraining provider —to train incumbent
workers may offer another option and potentid resource for persond attendant training and building
meaningful career ladders.

Client and Provider Attitudes

During the development of this report, TDHS sustained ongoing discussions with home hedth care
providers and client advocacy organizations. During those discussons, severd concerns were raised that
merit note. Some of the advocacy organizations were concerned that clients prefer to provide training and
that additiond training requirements would restrict access.  Providers were concerned that additional
requirements would raise their costs without any increase in reimbursement.

To further explore these attitudes, TDHS worked with advocacy organizations, providers and other
dtate agencies to develop two short surveys addressing the key questions, such as how much training is
currently provided, how much should be provided, and what topics should be covered. Thefirst was sent
out to HCSSAs through the newdetter of the Texas Associaion for Home Care. The second was provided
to advocacy organizations across the long-term care spectrum.

These surveys were intended to icit input, and do not in any way provide a scientific sampling of
ether the provider or advocate communities. The response rate was very low, but some of the comments
bear repeating. Advocacy organizations representing dients in facilities or with cognitive deficiencies
favored longer and more detailed training than those which represent people receiving direct care in the
community. Thelatter group supported training of ten hours or less. One respondent noted, in answering
the question about length of training, that “Time should not be theissue,” but instead should be linked to
client needs, “with dientstraining providers whenever desired by the client.” That position was echoed by
some providersin their responses to the HCSSA survey.

All providers provide some sort of training or orientation. The cost of additiona mandated training
was of concern to many respondents.  One provider wrote the following: “If additiond training was
required, it would place unnecessary costson the agency.” Ancther stated “I’ d never find attendants — and
surely couldn’t afford them.”

Length of training varied between one hour to aweek; some agencies, including the one that gives
an hour of initid training, conduct ongoing training for each dient. One agency noted that the leve of training
depends on the workers experience and another wrote that “(w)e need to look at client qualifications —
many clients have neads too intense for routine attendant care” Estimates of annud training codts per direct
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care saff ranged from $100 to $3,000 per attendant; estimates of total costs for training per year ranged
from $5,500 to $22,000. From the responses, it gppears that some of the variation can be accounted for
becauise some agencies included cogts, such as work lost because staff was in training or in-service day
cods, that others did not. Still, the survey is best viewed as atool for soliciting broad information and is
no way scientific. Firm conclusions cannot be drawn on the information provided in response to it.

Agencies responding to the survey offered some recommendations. The only recommendation
volunteered by a mgority of the respondents was an increase in pay. Others recommended increasesin
benefits, more training, paid training, and access to transportation.

On the basis of the discussons and surveys, it is clear that there is consensus about what kind of
training program should be developed for persond atendants. The issues that generated the most
discusson were not the content of such training, but the cost of it, the length of time devoted to it, and
whether the client should provide it or not. It isimportant to note that these issues are inter-rdated. In
generd, shorter times means that the training is less comprehensive, but aso less costly.

Recommendations
Increase the Number of Direct Care Saff

TDHSisin the process of developing apilot project in HHSC Region 7 to increase the avail ability
of persond attendants through the identification, development and coordination of key factors aimed a
increasing the number of qudified personne to provide PAS for people with disabilities.

In addition, TDHS will develop a survey of current direct care saff to determine what factors
increase job satisfaction and develop information so that TDHS can better identify whet factors will increase
both recruitment of individuds interested in thisfield.

It is clear that, at least under current economic conditions, the number of individuals entering this
fidd will not meet demand in mog, if not dl, parts of the sate. To make up the difference, the long-term
care field will have to look for individuals in programs that have not been fully explored, including high
schools and colleges.

While much of this report argues for the development of amdler, more flexible training, on the basis
of greater respongveness to client needs, it is very important that the State continue to explore avenues for
providing and promoting career opportunities to direct care staff. One innovative proposal that deserves
natice, and, hopefully, funding is the proposa by the Texas Senate Interim Committee on Human Services,
which has recommended that the state establish a program to provide a stipend for direct care staff wishing
to become licensed vocationa nurses, provided they stay in the long-term care field for a specified period
after graduation. The possbility of developing and implementing a common core of competencies and
knowledge -- for direct care workers across agencies, organizations, and employers with additiona optiona
modules -- would add consistency and create a shared training system. Such a system would support the
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portability of training credentials and benefit direct care Saff, their employers, and, most importantly, the
clientsthey serve.

Develop additional training, with emphasis on strengthening linkages between client needs and
training

Working with other state agencies, providers and advocacy organizations, TDHS should develop
acommon minimum core curriculum for direct care workers before they work with dients. Specidized kill
sets and, possbly, certification could build on the core skills and knowledge. It may be best to design the
gpecidized training asworkshops or in-sarvice training. TDHS, as part of the pilot project, will be exploring
the development of a curriculum for PAS workersin order to enhance skills and professondism. Instead
of further developing aformal career ladder, TDHS believes that the clients and the direct care gaff isbest
served by a more flexible system that provides them with the opportunity to enhance competencies or
particular skill sets. 1t may prove useful in future for programs to develop certifications associated with
those competencies.

Enhance client independence and autonomy wherever appropriate

The Client Managed Attendant Care and VH programs have dready been mentioned. As part of
its pilot program in Region 7, TDHS is looking a the possihility of developing training materids for
increesing consumer skill in recruiting and training persona attendants.

Seek cost-effective sources of funding and promote partnerships for training

Expanding the training available to persond attendants depends in part on the funding streams to
pay for it. There are a least two Strategies for defraying the cost of these programs. It may be possible
to use Medicad to fund training for eigible programs, such as Community-Based Alternatives (CBA),
Community Living Assstance and Support Services (CLASS), Primary Home Care, and the Deef/Blind
Multiple Disahilities (DM-MD) programs. Since Senate Bill 95 directs TDHS to discuss the pecific impact
of the recommendations on the Medicaid program, more andysisis provided in a separate section below.

Job training programs should aso be examined as a potential source of funding. TWC oversees
avaiety of programs to help adults and youth trangtion from economic dependency to sdf-sufficiency.
Each of these programsis administered at the locdl level by 28 local workforce development bards around
the sate. Thelargest of theseisthe WIA, which replaced the Job Training Partnership Act (JTPA). WIA
provides United States Department of Labor funds for board clients to attend training programs for 61,098
clients satewide. Approved training providers include community colleges, proprietary schools, and non-
profit organizations. As noted earlier, for atraining course to maintain approva to enroll WIA-funded
clients, the average sarting wage for program graduates must meet the minimum subs sence wage identified
by the board. Many of the nurse aide and persond attendant programs do not qualify because of wages
that fall below the subsistence age for the local area.
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Choicesisthe federd funded employment and training program that serves gpplicants and former
recipients of Temporary Assistance for Needy Families (TANF) cash assstance. Applicationsfor TANF
assgtance are made & TDHS, and loca boards administer services, including job skills training, work-
based training, and assistance with child care, work-related expenses, and trangportation expenses. InFY
1999-2000, Choices provided funding, in whole or in part, for 59,595 clients.

The Food Stamp Employment and Training (FSE& T) Program is funded by the United States
Department of Agriculture to assst Food Stamp recipients to obtain employment.  Services may include
vocationd training and workfare. FSE& T provided funding for 15,298 clients statewide.

Findly, the Wdfare-to-Work (WTW) Block Grant, authorized under the Balanced Budget Act of
1997, targets the hardest-to-serve of TANF recipients. The United States Department of Labor funds
supplement sate wefare efforts to provide employment activities, vocationd training, and any necessary
supportive services for a person to achieve and maintain economic saf-sufficiency.

The number of workforce-board clients statewide whose training was dl or partidly funded by
TWC-adminigtered programs is shown below:

Program Number of Number of Number of Clientsin Number of TANF
Clients TANF Clients | Direct Care Training Clientsin Direct Care
Programs Traning Programs
WIA 61,098 5,038 398 80
Choices 59,595 59,595 1,951 1,951
FSE&T 15,298 2 82 0
WTW 10,008 4,431 477 466
Unduplicated 132,760 37,128 2,638 1,138
Totds

In addition, it will take fundsto pay the training providers. WIA funds are linked to the levd of pay
earned by graduates. TANF funds represent another possibility. TANF funds can be used for non-
financid sarvices like training, but their expenditure is limited to adults with a dependent child in the
household or who are the non-custodia parent of a child receiving TANF cash assgtance. It is not
necessary that the resdents be TANF recipients but they must meet an digibility sandard to be established
by the state for this purpose.

Thus, there are options that merit further exploration: agencies collaborating with workforce boards
and employers to support persond attendant training. It would be necessary to screen individuals to
determine those interested in, and best suited for, the helping paraprofessions. Support services, such as
child care, trangportation, and other family assstance services are necessary to assst individuasto make
the trangtion to the working world. Training curricula for low-skilled individuas would need to be
participatory, involving active, hands-on learning. Public and
public/private partnerships could bring awider array of resources in support of persond atendant training.
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Thus, there are options that merit further exploration: agencies collaborating with workforce boards
and employers to support persond atendant training. It would be necessary to screen individuds to
determine those interested in, and best suited for, the helping paraprofessions. Support services, such as
child care, trangportation, and other family assstance services would be necessary to assst individuasto
make the trangtion to the working world. Training curriculafor low-skilled individuals would need to be
participatory, involving active, hands-on learning. Public and public/private partnerships could bring awider
array of resourcesin support of persona attendant training. Persond attendant pay

However, none of these epswill address the key problems faced by the sysem: the low leve of
pay, lack of benefits and lack of support systems faced by direct care staff. These factors not only affect
avalability of gaff to fill the existing need, but aso limit access to educationd opportunity for workers. The
76" Legidature took a very important step by adopting Texas Department of Human Services (DHS)
Riders 37 and 38. Appropriations rider 37 directed DHS to provide incentives to increase wages and
benefits for attendants in community care programs and gppropriations rider 38 direct DHS to provide
incentivesto increase direct care Saffing and direct care wages and benefitsin nursaing facilities. Ruleswere
established implementing these riders effective May 1, 2000, for nurang facilities and September 1, 2000,
for community care programs. Itiscritica that the State continue to look for innovative ways of increasing
opportunities for those who provide the greatest proportion of care in Texas nursing facility and home
hedlth care systems.

I mpact of the recommendations on Medicaid rates

Senate Bill 95 requiresthat this report take into account the effect of the recommendations of this
report regarding pay and traning on Medicaid rates. It isdifficult & thistime to foresee with precison what
effect these programs would have on Medicaid rates for nuraing facilities and community care. There are
three areas in which the proposalsin this report may have an effect on Medicaid rates. provider recruitment
and retention cogts; training codts; and pay. To the degree that these proposas increase the supply of
direct care workers, reducing the recruitment and retention cogts for providers, they may have an eventud,
amall postive effect on expenditures. If Medicaid will share in the cost of training persond attendants in
Medicaid programs, the state’ s share of the cost to implement such training programs will be reduced. It
isunclear that any of the recommendations in this report will necessarily lead to increasesin pay for direct
care workers. If they lead to pay increases in Medicaid community care programs, there will be an
increased cost. However, as with training programs, since Medicaid will share in the increased cost for
attendant pay, the sate’ s share in any attendant pay increases will be limited to the sate’ s required matching
funds.

Conclusion
Asthe population of senior and disabled Texans continues to grow, one of the most critica issues
is the shortage of workers to provide the services they need. Many factors contribute to that shortage,

including low pay and benefits, competition from better-paying indudtries, and lack of access to
transportation and child care. As demand will continuesto rise for persond attendant services, failure to
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address the shortage of people willing and able to do the work will be measured in the qudity of life of
senior and disabled Texans.

This combination of circumstances presents a serious challenge to the state's ability to provide
services. To meet that chalenge a comprehengve response that is not limited to training issues. Without
efforts to increase the supply of workers, best training curriculum will have no effect. Moreover, to be
effective, drategies designed to address this chalenge must be coordinated with dl affected partners,
including client advocacy and provider organizations and other state agencies. TDHS has aready begun
this process with a pilot project designed to identify innovative strategies toward increasing the supply of
direct care workers. Thisagency will aso move forward with the other steps outlined in this plan, working
with al willing partners to address the critical shortage in both training and |abor force.
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