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Abstract

The population of Washington is aging. By 2030, nearly 20% of Washington
residents will be age 65 and older; in rural communities nearly 30%. Are we
prepared to meet the health care needs of our aging population? The William
D. Ruckelshaus Center and the University of Washington Health Policy Center
partnered on baseline research to examine this question and others. They
inquired about types of health care providers for older adults in Washington;
current and anticipated supply-and-demand for this workforce; and policy
approaches to address capacity gaps. This fact sheet offers a summary of the
research findings, with an overview of expected supply and demand for
eldercare workers and a broadly inclusive breakdown of the formal and
informal caregivers who comprise this workforce. A companion fact sheet,
Aging in Place: A Policy Approach for Aging Well, offers an overview of key
policy concerns regarding older adults' access to eldercare services, and a
community-based approach for supporting both eldercare service providers
and the adults who receive their services.



Washington State’s Eldercare Workforce

The William D. Ruckelshaus Center and the University of
Washington Health Policy Center recently partnered on
baseline research to examine a critical policy concern facing
Washington State today: Are we prepared to meet the health
care needs of our aging population?

As the baby boom generation advances into its elder years,
Washington State is witnessing a striking increase in its older
adult population. Policy makers and other stakeholders,
including the Ruckel shaus Center and the Health Policy
Center, are asking important questions about the health
system’ s ability to support this demographic shift. Their joint
research project focused on one such question: What is the
capacity of Washington's health care workforce to meet the
current and future demand of the state’ s older adults?

The partners' baseline study was designed to discover, assess,
and aggregate generally available information and data about:

e Types of health care providers for older adultsin
Washington State

e Current and anticipated supply and demand for this
workforce

¢ Policy approaches to address capacity gaps

Research activities included in-depth interviews with key
stakeholdersin health care for Washington’s older adults,
detailed reviews of 50 health care workforce-related websites
for applicable information and data, and aggregate analyses of
all collected information and data.

Thisfact sheet is a product of the study. It offers a summary of
recent research findings in Washington State regarding the
growing demand for health care services for older adults, and
presents a broadly inclusive and detailed definition of the
health care workforce that serves them—the eldercare
workforce.

A companion fact sheet, Aging in Place: A Policy Approach
for Aging Well, presents an overview of key policy concerns
regarding older adults' access to eldercare services, and
describes a community-based approach for supporting both
eldercare service providers and the adults who receive their
services. The companion fact sheet, and the interview script
used in the study research, are available from the Publications
page of the William D. Ruckelshaus Center’ s website at
http://ruckel shauscenter.wsu.edu.

Our Aging Population

In 2011, the first of the nation’s baby boom generation reached
age 65, launching an “age wave” that will last until 2030. An
average of 10,000 adults per day in the US will reach age 65
over that time period (Vincent and Velkoff 2010; Cohn and
Taylor, 2010). But the older adult segment of the population
had begun to grow in parts of the US even before thiswave
began. In the ten years before 2011, for example, the
proportion of adults age 65 and older grew by 23.5% in the
Western US, including Alaska, Arizona, California, Colorado,
Hawaii, Idaho, Montana, Nevada, New Mexico, Oregon, Utah,
Washington, and Wyoming—the highest growth rate in the
country (Werner 2010).

Like therest of the nation, Washington State’ s population is
aging. According to the Washington State Office of Financial
Management (OFM), by 2030 the state will have nearly
700,000 more older adults than it does today, an expansion
roughly equivalent to adding a population the size of the City
of Seattle (OFM 2013a). The state's population will grow from
one in seven residents age 65 and older to onein five (OFM
2013b). In many of the state’ s rural counties, the proportion
will be even higher, at onein three (OFM 2012).

Supply of Eldercare Workers

Health care workforce supply has two key components: an
adequate number of health care providers for the population
being served and appropriately trained providers for that
population. In Washington State and the nation, the supply of
appropriately trained health care providers for adults age 65
and older is markedly insufficient now and is on atrajectory to
worsen. In 2008, the Institute of Medicine (IOM) published
findings from an in-depth study of the ability of the nation’s
health care workforce to care for older adults. The report
asserted that the US has a“ dramatic” undersupply of all types
of health care workers today, and this workforce is not
prepared to meet the health care needs of the growing older
adult population now or into the future (IOM 2008).

Primary care providers, such as physicians, nurse practitioners,
and physician assistants, are an important entry point to the
health system for anyone seeking care, including older adults.


http://ruckelshauscenter.wsu.edu

There's a pipeline problem for primary care providers
and registered nurses. there'salong training pipeline
and not enough peoplein it. We've got the “ age wave”
and the ACA at the same time, and there aren’t enough
docs and nurses to meet all this demand.

— Washington State Eldercare Stakeholder

According to the Washington State Department of Health
(DOH), federal “health professional shortage area’ guidelines
indicate that much of Washington State currently has
insufficient numbers of primary care physiciansin particular,
as measured in three ways: where they work in the state, their
availability to low-income residents, and their availability to
the migrant worker population (DOH 2014a; DOH 2013).
Large areas of the state also have afederal “medically
underserved area” designation, which considers, in part, the
supply of primary care physicians and the proportion of the
population age 65 and over (DOH 2013; DOH 2014b).

Washington State’ s Health Care Personnel Shortage Task
Force annually calculates expected shortages in health care
providers. The projections cover arolling five-year period, and
because they are based on trends and national averages, they
can change modestly from year to year. In its 2012 report, the
task force projected that between 2015 and 2020 the state’s
greatest gaps in supply would include, among others,
physicians, nurses, home health aides, vocational rehabilitation
counselors, medical lab technicians, mental health counselors,
dentists, physical and occupational therapists, and radiologic
technologists (Health Care Personnel Shortage Task Force
2012). In its 2013 report, the task force added pharmacists and
emergency medical techniciansto the list, and removed
physicians and nurses (Workforce Training and Education
Coordinating Board 2013).

The non-clinical eldercare workforce also is experiencing
shortages. For example, the University of Washington
WWAMI Center for Health Workforce Studies estimates the
state will need 77,000 additional home care aides by 2030 just
to meet demand generated by growth in Medicaid clients.
More such aides will be needed to care for older adults who
are not Medicaid clients. Y et national estimatesindicate a
turnover rate among these providers of 25% to 200% or more
per year, and Washington State data suggest that about 50% of
home care workers leave their jobs annually (Palazzo et al.
2013).

Implementation of the federal Patient Protection and
Affordable Care Act (ACA) has compounded the shortage of
health care providers.

Between October 2013, when the state launched its new health
insurance marketplace (Washington Healthplanfinder), and
September 2014, over 700,000 people who had been uninsured
became newly enrolled in either Medicaid (79%) or private
health insurance (21%) (Washington Health Benefit Exchange
2014). Just over half of the new Medicaid enrollees were
adults who became eligible when the state expanded
Medicaid s age and income limits.

Itislikely that many of these adults, along with those newly
enrolled in private health insurance, delayed getting health care
services for quite some time because they lacked health
insurance. Thisis often referred to as * pent-up demand.” Now,
with the benefit of health insurance, their pent-up demand has
been released, putting pressure on an aready under-supply of
health care providers across the state. This pressure shows up
in several ways, such as difficulty finding a primary care
provider or specialist who istaking new patients, and difficulty
and long delays in getting appointments. An insufficient
number of health care providers affects everyone, of all ages.

Another group of care providers that is ubiquitous, yet often
unseen and seldom paid, is family and friends. According to
the Congressiona Budget Office (CBO), these informal
caregivers are the single most important source of care for
older adults across the nation (CBO 2013). In 2011, the
national economic value of informal care was $234 billion, or
55% of the total economic value of care services provided to
older adults (CBO 2013). Washington State alone has over
850,000 informal caregivers (King County Caregiver Support
Network 2012).

The undersupply in health care workers has exacerbated a
crucial deficiency within the workforce: lack of training in
geriatric care. The American Geriatrics Society asserts that
17,000 more geriatricians are needed in the US to adequately
serve today’ s population of older adults, and the number
needed will nearly double by 2030 (2013). But virtually all
health care professionals offer care to older adultsin some
way. Hence, improving geriatric competence across the health
care workforce is essential (I0OM 2008).

Thiswill not be easy. For example, although nearly 75% of all
medical schoolsin the US offer elective coursesin geriatrics,
only 4% of medical students enroll in these courses—a number
far below what is needed for an adequately trained workforce
(Bardach and Rowles 2012). Thislack of geriatric training is
mirrored in Washington State, where a 2012 statewide survey
of physicians, nurse practitioners, and physician assistants
revealed that only 1.3%, 3.9%, and 0.5%, respectively,
reported general geriatrics as their primary specialty (Skillman
et al. 2012).


https://www.wahealthplanfinder.org/HBEWeb/Annon_DisplayHomePage.action
https://www.wahealthplanfinder.org/HBEWeb/Annon_DisplayHomePage.action

Demand for Eldercare Workers

The undersupply of all health care providers, and of eldercare
providersin particular, is directly related to the level of
demand for their services. The surge in the number of older
adults through 2030 isn’t the only component of this demand.
The IOM’s 2008 research revealed, for example, that this
cohort of baby boom older adults is different from previous
generations in ways that will influence their health care wants
and needs. Differences include increased longevity, more
education, more widely dispersed families, and greater racia
and ethnic diversity, all of which will affect the type, quantity,
timing, location, and duration of the health care services these
older adults will seek (IOM 2008).

Another important component of eldercare demand is the
overall health status of older adults. As adults grow older, their
health care needs become increasingly complex and acute.
Thisleads to older adults using considerably more health care
services than those who are younger, such as physician office
visits, hospital stays, emergency medical services, and
prescriptions (IOM 2008). In 2010, for example, adults age 65
and older comprised 13% of the US population but accounted
for 34% of the nation’ s total personal health care expenditures
(Lassman et al. 2014; Centers for Medicare & Medicaid
Services, n.d.). Personal health care spending was three times
higher for this age group than for working-age adults, and five
times higher than for children (Lassman et al. 2014; Centers
for Medicare & Medicaid Services 2014).

Chronic diseases and conditions, such as heart disease, stroke,
cancer, diabetes, obesity, and arthritis (among others), are a
key factor in older adults' increased need for health care
services. These diseases are common in this age group: a
quarter of the nation’s adults age 65 and older has one chronic
condition, over aquarter has two, and athird has three or more
(Ward et a.). The Centers for Disease Control and Prevention
(CDC) has documented the contribution of chronic diseases
and conditions to long-term disability and a compromised
quality of life (CDC 20144). These diseases and conditions
comprise seven of the top ten causes of death in the US (CDC
2014b). And they are expensive: 75% of the nation’s health
care dollars goes to treating these diseases and conditions
(CDC 2014a).

Who Works in the Eldercare Workforce?

The IOM’s 2008 report advocated for expanding the definition
of the eldercare workforce to include all individuals and
servicesinvolved in anindividual’s care, even those not
always classified as “health care.” The report suggests
including direct-care workers; informal caregivers, who are
usually family and friends; and even patients themselves (IOM
2008).

The providers we have now need better training on
issues of older adults, in understanding what older
adults need to survive and thrive into late life.

— Washington Sate Eldercare Stakeholder

The national advocacy group Eldercare Workforce Alliance
offersasimilarly broad definition of the eldercare workforce:
it includes health care professional's such as physicians, nurses,
direct-care workers, psychologists, social workers,
pharmacists, and physical therapists, as well as employers of
eldercare providers, family caregivers, and health care
consumers (Eldercare Workforce Alliance n.d.). The Alliance
asserts that high-quality care for older adults requires bringing
together a coordinated, interdisciplinary team with diverse
skills to address physical health, mental health, and socia and
emotional well being (Eldercare Workforce Alliance n.d.).

This fact sheet offers a broad definition of the eldercare
workforce devel oped specifically for Washington State. The
definition is presented in detail in Tables 1-4, which follow the
“What's Next” section below. These tables include three
workforce categories:

¢ Individuals Who Provide Health Care and Direct-Care
Services to Older Adults (Tables 1 and 2). Individual
providersinclude, for example, physicians, nurses,
physician assistants, and others outlined in Table 1, and
home health aides, nurse assistants, informal caregivers,
and others outlined in Table 2.

e Employers of Individual Health and Direct-Care
Providers (Table 3). Employersinclude, for example,
“brick and mortar” establishments (such as assisted
living facilities and hospitals), agencies (such as home
health agencies and in-home care services agencies),
and programs (such as adult day care), as outlined in
Table 3.

e Administrators Directly Involved in Ensuring Access to

Services (Table 4). These are administrators of publicly
sponsored health care programs directly involved in
ensuring access to services, as outlined in Table 4.

The broad definition outlined in the tables illustrates the
interconnectedness and complexity of the health care and
social service needs of Washington State’ s older adults. As
their numbersincrease, so does their need not just for clinical
health care services, but for the kinds of care that allow them
to age with comfort, stability, and dignity. These services
affect quality of life and, by extension, quantity.



The eldercare workforce definition encompassed by these
tables offers an entry point for thinking about an array of
eldercare concerns: Who provides care; what care is needed
and when; where can care best be offered; and why provide this
care, at thistime? The tables also illustrate the importance of
considering how to best meet all these components of
demand—who, what, when, where, and why—while keeping
both the supply and cost of appropriate servicesin mind.

What's Next?

Asthe proportion of older adultsin Washington State grows
ever larger, demand for health care services by this population
will increase in kind. Y et demand from all other age groups
also ison therise, spurred by implementation of the ACA. In
both cases, the supply of health care workersislagging, but for
older adults the supply of eldercare workers who are
appropriately trained in some level of geriatric careiscritically
short.

The confluence of these two growing sources of health care
demand in Washington State—overall demand and demand
from a growing elder population—presents an opportunity to
apply thoughtful and collaborative planning to identify,
understand, and address health care workforce policy issues.
The capacity of the workforce to meet the population’s
needs—that is, the supply, training, and distribution of health
care providers—is an essential place to start. To ensure the
success of policy responses, stakeholders will need to address
issues such as employee compensation, retention, and career
advancement.

Washington State’ s universities are well suited to help advance
solutions in eldercare policy by convening diverse and multi-
disciplinary stakeholders for collaborative problem solving.
With access to information, ideas, and resources from top
researchers and academic leaders from every discipline
involved in this complex issue, the state's universities can
readily fuel a meaningful conversation that looks toward
finding solutions.

Most family caregivers do not directly receive
reimbursement, yet family caregivers are a critical
provider for all these services, a critical component of
care.

— Washington State Eldercare Stakeholder

Combining Washington State University and University of
Washington expertise and perspective into an effective,
university-based, neutral third party may help to address
eldercare policy issues that involve diverse stakeholders, such
as:

e State public health and social service agencies and
departments

e State legislators and their committee staff

e Health care providers and professional associations

e Public and private-sector payers, including insurers and
health plans

e Consumer advocates

e Labor unions

e Foundations and other community partners

The new era of health care reform ushered in by the ACA
encourages new care delivery, coordination, and payment
methods, as well as aneed for collaborative innovation.
University-based centers such as the William D. Ruckelshaus
Center and the University of Washington Health Policy Center
are uniquely poised to act as neutral convenersto help
stakeholders share ideas, address conflicts, and build
innovative and effective public policy solutions.



Tables: Washington State’s Eldercare Workforce

Table 1: Individuals Who Provide Health Care Services to Elders

The eldercare workforce includes numerous health care professions. This table describes health care providers who offer clinical and other
health care services in a variety of settings.

PROVIDER

DESCRIPTION

Physicians

Prevent and treat human illness and injury by providing a broad range of health care services.
Some physicians provide specialty services for specific conditions. Some act as medical directors
of eldercare establishments (see Table 3).

Provider Types: Primary care, family practice, geriatric, and specialists (such as dermatology,
internal medicine, ophthalmology, surgery, emergency medicine).

Nurses

Give a wide range of direct and supportive clinical care and supervision to elders. APRNs are
among the primary care providers that serve older adults.

Provider Types: Advanced practice registered nurses (APRNSs), registered nurses (RNs), licensed
practical nurses (LPNs).

Physician Assistants

Prevent and treat human illness and injury by providing a broad range of health care services
under the direction of a physician or surgeon. Physician assistants are among the primary care
providers who serve older adults.

Mental Health Professionals

Provide services to support the mental health of older adults. Services may include diagnosis,
case management, therapy, medication prescriptions, and providing prescribed medications.

Provider Types: Social workers, psychiatrists, geriatric psychiatrists, certified counselors,
neuropsychologists, clinical psychologists.

Oral Health Care

Provide prevention and intervention services for dental and oral health needs of older adults.

Provider Types: Dentists, dental assistants, dental hygienists.

Pharmacy Care

Manage prescriptions, provide consultation. Sometimes provide general health screenings,
prevention services, and health information (for example, blood sugar and pressure screenings,
flu shots, and medication management advice).

Provider Types: Pharmacists and pharmacy technicians.

Allied Health Care Workers

Health care professionals distinct from nursing, medicine, and pharmacy who typically provide
diagnostic, technical, therapeutic, and direct patient care and support services for other health
professionals and their patients.

Provider Types: Medical assistants, dietitians, nutritionists, emergency medical technicians (EMTs),
audiologists, cardiographic technicians, optometrists, massage therapists, and others.

Rehabilitation Service Providers

Care professionals who help with remediation of impairments and disabilities in order to return
individuals to their highest level of functioning, through examination, evaluation, diagnosis, and
intervention. Therapy sometimes is long term.

Provider Types: Physical therapists, occupational therapists, speech therapists.

Where are gerontologists? Gerontology is the study of the social, psychological, and biological aspects of aging. It is
@ distinguished from geriatrics, which is the branch of medicine that studies the diseases of older adults. Although some
gerontologists may provide care, in general, gerontologists are not considered key individual eldercare workforce

providers.

Where are direct-care workers? Direct-care workers are described in Table 2, below.

Where are social services providers? Social service providers affiliated with public agencies are included in Table 4, below.



Table 2: Direct-Care Workers for Elders

Direct-care workers provide hands-on, personal-care services. In some cases they also will provide limited health care services. Although
there are several different job titles, the services they provide can be very similar. This is a consequence of the way the job is defined by law,
administrative rule, and payment source.

PROVIDER

DESCRIPTION

Home Health Aides

Assist individuals with activities of daily living (ADLs), which typically include bathing, dressing,
eating, and toileting. May assist with instrumental activities of daily living (IADLs) such as food
preparation, housekeeping, chore services, transportation, and leisure activities. May assist with
medication administration or provide clinical or therapy-related services while supervised by an
RN or a licensed rehabilitation therapist.

Nurse Assistants

Assist individuals with ADLs. Perform clinical tasks under the supervision of an RN, such as taking
blood pressure. In Washington State, can administer oral medications.

Provider Types: Nursing aide, geriatric aide, orderly, hospital attendant. These individuals are
differentiated from other categories of direct-care workers (and are excluded from the long-term
care worker category described below) based on where they provide services. They work in
hospitals, skilled nursing facilities, and other acute care settings.

Personal Care Aides

Help older adults maintain their independence and remain in their homes and communities

by providing assistance with both ADLs and IADLs. Can perform health-related tasks under the
supervision of the client or an RN, but also can work with no RN supervision (unlike home health
aides and nurse assistants).

Provider Types: Personal care attendant, personal assistant, direct support professional.

Informal and Family Caregivers

Provide a range of assistance to older adults and persons with disabilities, including personal care
services, health-related tasks, and many other supportive services, without pay.

Provider Types: These caregivers include relatives, friends, neighbors, and other volunteers who
provide unpaid services.

Respite Care Workers

Provide temporary supervision, companionship, and personal care services usually provided by
primary caregiver (often informal caregivers) of an older adult or person with disabilities.

Where are “long-term care workers”? In Washington State, the term long-term care worker has a specific meaning for
Medicaid and other publicly sponsored programs. In state law and administrative rules, long-term care worker actually
is not a single job title but a broad category that encompasses several job titles. The direct-care workers described above
may be included or excluded from the long-term care worker category based on several factors, including the type of
facility within which they work, whether the state is paying for the services they provide, whether the state has licensed
the facility within which they work, and when they first became employed in the state. Hence, some direct-care workers
could be considered long-term care workers in some scenarios but not in others.

Where are “home care aides”? This is a professional credential required by Washington State since January 2011 (with
finalized requirements established effective January 2012) for all newly hired long-term care workers who do not have
another professional credential (such as an RN, LPN, NAC, nurse technician, or advanced registered nurse practitioner) or
do not meet other specific exemptions.



Table 3: Employers of Individual Health Care and Direct-Care Providers

Employers of individuals who provide health care and direct-care services to elders can be categorized into three types: a “Brick and Mortar”
Establishment, an Agency, or a Program. This table describes each.

Employers: Brick & Mortar Establishments

Who Works Here?

Adult Family Homes
(AFHs)

Privately owned homes in residential areas licensed
to provide living arrangements and personal care for
up to six non-related individuals (commonly called
“residents”).

Provide room, board, laundry, necessary supervision,
and help with ADLs, personal care, and limited social
services. Vary in type of care offered and in levels

of care assistance provided. Also may receive one

of three Washington State specialty certifications

in mental health, dementia, or developmental
disabilities.

Licensed by the Washington State
Department of Social and Health Services.

Some accept Medicaid; others are funded
through private pay only.

®

Ownership
Registered or licensed nurses, nursing assistants, or
a family, single person, or business partner(s)

Staffing Requirements
- 1 staff to 6 residents at a minimum

Likely Employees (see Tables 1 and 2)

Individual provider specialists, such as mental
health professionals and physical therapy/
rehabilitation

- Nurse assistants

- Home health aides

- Personal care aides

- Other long-term care workers as defined by the
State (see note below Table 2)

Things to Note
Less likely to serve clients with acute nursing care
needs

Assisted Living
Facilities (ALFs)

Also called:

Board & Care
Community-Based
Retirement Care
Personal Care
Homes

Adult Foster Care
Adult Residential
Care

A home or other facility in a residential area licensed
to provide living arrangements and care services for
seven or more residents.

Provide room, board, laundry, and necessary
supervision. Vary in levels of care assistance provided,;
may offer personal care or supportive health services;
some provide nursing care. Also may receive one
of three Washington State specialty certifications
in mental health, dementia, or developmental
disabilities.

@ Licensed by the Washington State

Department of Social and Health Services.

Note: Some were formerly called “boarding
homes.”

Some accept Medicaid for housing and
contracted service packages; others are
funded through private pay only.

Ownership
Varies widely in Washington State: can include
individuals, business partners, large corporations

Staffing Requirements

- Due to varying sizes of facilities, staffing
requirements are broad and can include many
health care, direct-care, and other professions

- All ALFs are required to employ an administrator
who is responsible for overall 24-hour operation

- Staff are required to demonstrate specific
Washington State-defined training credentials

Likely Employees (see Tables 1 and 2)
- RNs, LPNs
- Allied health professionals
- Direct-care workers
- Activity coordinators/directors
- Long-term care workers as defined by the State
(see note below Table 2)

Tribally-
Licensed
Assisted Living
Facilities

Home or other facility in residential areas, licensed by
federally recognized Indian Tribes to provide living
arrangements and care services for residents.

Licensed and regulated by tribes recognized
J// as sovereign nations.

Can contract with Washington State to
accept Medicaid payments. Also can be
funded through private payments or tribal
payment mechanisms.

Ownership
Tribes or individuals

Staffing Requirements
- Tribes set their own staffing requirements, unless
the facility wants to contract with the State—
then it must meet the requirements outlined for
other, non-tribal assisted living facilities

Likely Employees (see Tables T and 2)
- RNs, LPNs
- Allied health professionals
- Direct-care workers
- Activity coordinators/directors
- Long-term care workers as defined by the State
(see note below Table 2)
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