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PREfAcE / AcKnOWlEdgEMEnTS

SEIU 775, Washington’s long-term care workers’ union, is committed to improving the quality of 
care and the quality of caregiving jobs. They seek to develop a training, support, and career develop-
ment platform for their members to achieve these goals. To assist in this effort, SEIU 775 has con-
tracted with the Paraprofessional Healthcare Institute (PHI) and the SEIU 1199 New York Training 
and Upgrade Fund (1199 TUF), organizations with considerable expertise in the area of long-term 
care workforce development. 

This “Blue Print,” authored by PHI and 1199 TUF for SEIU 775, offers a detailed plan for how to 
build an adult-learner centered training, support, and career development organization for Washing-
ton State. It draws on trends occurring in other states and successful models pioneered by PHI and 
1199 TUF, including the highly successful training and mentoring program developed by PHI for 
Cooperative Home Care Associates (a Bronx-based worker-owned home health agency) and services 
provided to long-term care workers through the 1199 TUF. 

The proposal is based on an analysis of the current training model and infrastructure in Washington 
juxtaposed to the immediate and future demand for a qualified long-term care workforce. Back-
ground for this report was gathered through conversations with SEIU members who work in both 
home and nursing home settings, interviews with long-term care stakeholders in Washington state 
conducted in June 2006 (for list of individuals see Appendix A) and a stakeholders conference con-
vened by SEIU 775 in September 2006. 

This Blue Print is offered as a contribution to continued cross-stakeholder discussion about how 
to professionalize home care and strengthen the long-term care workforce in all settings through 
a workforce development approach to caregiver training. It should be considered in the context of 
other parallel efforts, including reimbursement reform, pay and benefit increases, culture change, 
and efforts to maximize independent living and consumer choice, which together will prepare Wash-
ington to meet the long-term care needs of the future. 
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ExEcUTIvE SUMMARy

Washington has re-designed its long-term care system to maximize consumer choice and flexibility, 
but its approach to caregiver training has not kept pace with this change. With minimal training, 
today’s home care workers are caring for clients who in the past would have received care in nursing 
home settings. To ensure quality care in all settings and build the workforce necessary to meet future 
demand, Washington needs a more sophisticated approach to workforce development within the 
long-term care sector. 

SEIU 775 envisions creating a more comprehensive, cohesive, and consistent training platform for 
their members through the establishment of a multi-employer trust. This new entity, “The SEIU 
Long-Term Care Training, Support & Career Development Network,” will provide quality training, 
on-the-job support, and career development services for workers across the spectrum of long-term 
care. This paper establishes the need for this Network and provides a “blue print” to guide its devel-
opment and design.

To ensure quality care in all settings and build the work-
force necessary to meet future demand, Washington needs 
a more sophisticated approach to workforce development 
within the long-term care sector.

PART 1: WASHIngTOn’S cAREgIvERS: WHO THEy ARE  And HOW THEy ARE 
TRAInEd

Paid caregivers provide the daily hands on assistance that many seniors and people with disabilities 
need to maintain their quality of life. In Washington, approximately 12,000 nursing home residents 
and more than 35,000 clients who receive home- and community-based services rely on the long-
term care workforce every day. 

Washington’s long-term care workers provide care in a variety of settings and are known by a vari-
ety of job titles. This workforce includes: 

• 9,400 Certified Nursing Assistants (CNAs) in addition to other frontline workers who work 
in nursing home facilities. 

• 23,500 individual provider (IP) home care workers who are hired and supervised directly by 
the client or clients they serve or their family members.

• 12,500 home care workers employed by agencies
• 7,000 direct-care workers employed by adult family homes (AFHs)

Training requirements for the long-term care sector are inconsistent between settings. Caregiv-
ers who provide home- and community-based services complete 34 hours of training including an 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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orientation, safety training, and entry-level course called “Revised Fundamentals of Care,” within 
120 days of employment. In contrast, training programs for Certified Nursing Assistants (CNAs) in 
nursing homes must be a minimum of 85 hours, and typically include between 120 to 150 hours of 
classroom and clinical training in order to prepare graduates for a state examination.

The infrastructure for delivering caregiver training is distinct both by sector and by region. In the 
home- and community-based sector, most caregiver training is overseen by 13 regional Area Agen-
cies on Aging who subcontract with a wide variety of local and regional training vendors. Train-
ing for caregivers in adult family homes and boarding homes is regulated separately and typically 
conducted in-house. Finally, training for parents who are paid providers to their own adult children 
with developmental disabilities is contracted to the ARC, a private, nonprofit organization. In the 
nursing home sector, the state approves CNA training programs which are offered through the com-
munity college system and in some cases through employer-based training programs. 

PART 2: lIMITATIOnS Of WASHIngTOn’S cURREnT APPROAcH TO cAREgIvER 
TRAInIng
 
According to state officials, 80 to 90 percent of the clients currently served by home- and commu-
nity-based workers have acuity levels that would also qualify them for nursing home care. But while 
caregiving needs in different settings are equivalent, training opportunities are not. Home- and 
community-based workers receive less than half as much training as their counterparts who work in 
nursing homes, and are ill-prepared by a training model with the following limitations: 

The training curriculum: 

• Covers too much material in too little time and is not grounded in the realities of caregiving 
work;

• Does not give caregivers the tools they need to meet their clients individualized needs; and
• Does not prepare workers to care for a client base with increasingly complex and challeng-

ing conditions. 

And the training delivery system: 

• Is inconsistent across the state’s geographic regions, causing access problems in rural areas 
and for workers who do not speak English.

• Is inefficient and does not take advantage of economies of scale. 
• Does not have the centralized tracking and verification systems necessary to ensure trans-

parency and accountability across the system. 

Paid caregivers provide the daily hands on assistance 
that many seniors and people with disabilities need to 
maintain their quality of life.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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Most importantly, caregiver training is not connected to a broader workforce development plan for 
the long-term care sector. As the population in Washington ages, the demand for caregivers will 
increase dramatically. The current approach to caregiver training is failing to support the develop-
ment of the long-term care workforce in three key areas: retention, recruitment, and expansion of 
the labor pool. 

PART 3: BlUE PRInT fOR A WORKfORcE dEvElOPMEnT APPROAcH TO cAREgIvER 
TRAInIng

The SEIU 775 Long-Term Care Training, Support and Career Development Network will offer an 
adult-learner centered, workforce development approach to caregiver training. To lay the ground-
work for this model, SEIU 775 is calling on the state to increase entry-level training requirements for 
home- and community-based workers from 34 hours to 85 hours and to establish a Certified Home 
Care Aide (CHCA) designation. The Network will offer SEIU 775 members entry-level training 
courses to fulfill this higher training standard, in addition to a broad range of advanced training and 
career development services, launched in three phases: 
 
Phase I:  entry LeveL traInIng and aPPrentIceshIP 

Beginning in the first year of operation, the Network will offer three entry-level courses designed to 
prepare SEIU 775 members to become Certified Home Care Aides. These will include the following: 

The curricula will be flexible in nature, so that participants master all of the core competencies neces-
sary to deliver quality care and also have opportunities to focus in on particular topics and issues 
most relevant to their client’s individualized needs. 

Course Hours

TOTAL 85

Must Be Completed Within

Orientation 2 2 weeks or 50 hours of work

Safety Course 3 2 weeks or 50 hours of work

Long-Term Care 
Core Competencies 80 6 months or 600 hours of work

Certification Exam ***
Participants who pass state approved test will 
become Certified Home Care Aides

Home- and community-based workers receive less than 
half as much training as their counterparts who work in 
nursing homes. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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By year two, the Network will launch a peer mentor program that will complement the required 
entry-level classroom training. Workers will be offered the support of a mentor or “buddy” who will 
coach them and provide on the job support in their first three to six months of employment. 
By the end of Phase I, the Network will offer a voluntary apprenticeship program for CHCAs that 
will build on the entry-level training and peer mentor programs with a broad menu of advanced 
and specialty courses designed to refine care giving skills in specific specialty areas. Through this 
program, workers who complete a total of 150 hours of classroom training (including 85 hours of 
entry-level training in addition to at least 65 hours of advanced and specialty training), who work 
with a peer mentor, and who accumulate 2,000 hours of work experience will receive a certificate for 
having completed a state-approved apprenticeship program as well as a pay increase as outlined in 
SEIU 775 collective bargaining agreements. 

Over time, as the Network begins to also provide training to SEIU members who work in nursing 
home settings, a similar apprenticeship program will designed for CNAs. In addition, the Network 
will seek articulation agreements to enable CHCAs who want to also become CNAs to apply their 
training towards the requirements necessary for CNA certification. 

Phase II: aduLt educatIon and caregIver suPPort

In Phase II, the Network will begin offering additional voluntary services, including adult education 
classes to assist workers in building skills for career advancement, as well as workshops to support 
them in handling stress in their personal and professional lives. 

Adult education classes will be offered either directly by the Network or in partnership with com-
munity colleges. They will include classes in areas such as:

• General Education Diploma (GED) 
• English as a Second Language (ESL) 
• Basic Computer Instruction
• Pre- Licensed Practical Nurse (LPN)
• Pre-College Preparation
• Citizenship 

A “Caring for the Caregiver” workshop series will be designed to offer isolated workers a sense 
of community and belonging while also helping them to achieve personal and professional goals. 
Workshops will be held on a flexible, drop-in basis in all areas of the state. 

To lay the groundwork for this model, SEIU 775 is calling 
on the state to increase entry-level training requirements 
for home- and community-based workers from 34 hours 
to 85 hours and to establish a Certified Home Care Aide 
(CHCA) designation.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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Phase III: career Pathways 

Beginning in Phase III, the Network will offer career counseling and tuition assistance support to 
workers interested in pursuing new career paths in health and long-term care. The purpose of the 
individual and group counseling services will be to ensure that participants make good decisions 
about what career paths to pursue, based on their personal interests and strengths. This will be 
combined with a tuition assistance benefit program that will assist workers in removing obstacles to 
continuing education and career ladders. 

PART 4: A fRAMEWORK fOR BUIldIng THE nETWORK

LegaL structure

The Network will be organized as a joint labor-management educational program, a model com-
monly known as a “Taft-Hartley Multi-Employer Fund.” It will be a nonprofit educational and 
training organization that will receive specific IRS tax-exempt status. The purpose of the Network 
would be to provide educational benefits (i.e., tuition assistance, scholarships), education and train-
ing programs, and related services to all eligible participants (members of the applicable collective 
bargaining units). 

governance

A Board of Trustees comprised of an equal number of union and management representatives will 
govern the Network. The trustees of the Network will determine the level of benefits and number 
of programs to be offered as well as the eligibility requirements for participants. Federal law, under 
the Employment Retirement Income Security Act (ERISA), sets forth the responsibilities, duties, and 
obligations of Taft-Hartley trustees.

FundIng

The funding for the Network’s core programs—including the entry level training courses, advanced 
and specialty training, the peer mentor program, and continuing education—will be funded by 
employer contributions, as determined by the collective bargaining agreements between SEIU and 
participating employers. In addition, the Network will leverage other public and private founda-
tion funds to cover the cost of the adult education, career development, and support services to be 
launched in Phases II and III. 

staFFIng  and InFrastructure

The organizational architecture necessary to implement the Network will include the following 
senior staff positions: 

• Executive Director (overall management, strategic planning, and fundraising)
• Finance Director (infrastructure development and financial systems)
• Education Director (program development, implementation, and management)
• Member Services Director (member communications and area coordination)
• IT Director (database systems and website management)

In addition, the Network will develop its own faculty of instructors, and enter into contracts with ex-
isting high-quality training providers. Infrastructure for delivering training services will include: the 
Network’s headquarters office located in the Seattle/Tacoma area; an Eastern Region office located 

Executive Summary
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in Spokane; and mobile classrooms. Classes will also be offered in space rented from partnering 
organizations and in community college settings. 

This Blue Print offers a sample budget for the Network. It estimates total expenses of more than $5 
million in Phase I, $12 million in Phase II, and $16 million in Phase III, with variability depending 
on actual participation. While efficiencies will be gained by offering a cohesive statewide program, 
training costs will be significantly greater than current expenditures. Higher costs will reflect a far 
greater scope and duration of training in order to ensure quality care for Washington State’s ever-
growing long-term care consumer population. 

PART 5: cOnclUSIOn And REcOMMEndEd AcTIOn STEPS

When established, the Network will provide caregivers the training and support they need to ensure 
quality long-term care services and greater mobility to pursue career paths within and beyond long-
term care. 

Key action steps necessary to implement this vision include: 

• Engage in a consensus building process. 
• Conduct a training needs assessment. 
• Achieve necessary state policy changes.
• Establish the Network.
• Draft a Business Plan.
• Create a curriculum development process. 
• Build a statewide infrastructure of high-quality training providers.

Washington is at a critical juncture in the development of its long-term care system. The Network, as 
described in this blue print, is an opportunity for key stakeholder groups to work together to en-
sure quality jobs, quality care, and an adequate supply of caregivers for the next generation of care 
consumers. 

Executive Summary



1A Blue Print for the Future

InTROdUcTIOn

In the past decade, Washington has dramatically transformed its long-term care delivery system. 
Today, people who are frail and elderly, chronically ill, or living with a severe disability have more 
choices and greater flexibility than ever before to decide where they want to live and to choose who 
will care for them or assist them in living independently. Growth in the nursing home sector, a bud-
get concern for many state policy makers, is under control.1 Opinion leaders hold up Washington as 
a national model for the “rebalancing” of long-term care.

As a result of this shift, the nature of home care work has changed dramatically. Home care workers 
are now caring for individuals who in the past would have received care in a nursing home or other 
type of institution. Clients have a broader range of disabilities, diseases, and complex conditions 
than ever before. Jobs that used to be limited to “chore services” are now more multifaceted and 
demanding. 

At the same time, the demand for long-term care services is rising. The U.S. Census estimates an 
increase in Washington’s elder population of over 136 percent over the next three decades. This dra-
matic increase suggests that the state faces an impending “care gap” between the supply of young 
workers—expected to rise by only 30 percent during the same period—and the growing number of 
older people and persons with disabilities in need of long-term care. As the baby boomers age, it is 
far from clear who will be there to care for them. 

To ensure that consumers today and tomorrow receive high-quality services across a variety of set-
tings, Washington needs a more sophisticated approach to workforce development in the long-term 
care sector. To this end, SEIU 775 seeks to create a more comprehensive, cohesive, and consistent 
training platform for their members, who include the individual provider (IP) home care workforce, 
a significant percentage of the state’s home care agency workers, and a growing number of Certified 
Nursing Assistants (CNAs) employed by nursing homes. 

Specifically, SEIU proposes the creation of a multi-employer trust, known in labor law as a “Taft-
Hartley Fund,” an independent organization governed by a board of trustees designated by both la-
bor and management. Funded by contributions from participating employers, this new entity, “The 
SEIU Long-Term Care Training, Support & Career Development Network,” (hereafter referred to as 
“the Network”) will provide quality training, on-the-job support, and career development services 
for workers across the spectrum of long-term care. 

This paper establishes the need for this Network and provides a “blue print” to guide its develop-
ment and design. It is organized into five parts: 

  1 The number of nursing home beds has fallen from 25,152 in 2001 to 22, 401 today.  

SEIU 775 seeks to create a more comprehensive, cohesive, 
and consistent training platform for their members.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••



2 A Blue Print for the Future

• Part 1 lays the groundwork by describing who the long-term care workforce is, whom they 
serve, and the design of the current training model. 

• Part 2 discusses the limitations of Washington’s current approach to caregiver training. 

• Part 3 describes the products and services that the Network will offer, including entry level 
training, peer mentoring and a voluntary apprenticeship program in Phase I; adult education 
classes and a “caring for the caregiver” workshop series beginning in Phase Two; and career 
counseling and tuition assistance programs added in Phase Three. 

• Part 4  addresses the pragmatic questions of how the Network will be structured, funded, 
and governed, and offers a recommended organizational structure and staffing configuration 
in addition to a sample budget.

• Part 5 summarizes the need for the Network and offers a series of immediate action steps 
necessary to move forward. 

Washington can no longer count on a seemingly infinite supply of workers to accept low-wage care-
giving jobs in which the work they do is undervalued and underappreciated. Expecting home care 
workers to “go it alone” with little support or direction is undermining the quality of consumer care. 
SEIU 775’s vision is to professionalize home care and create a more valued and valuable workforce 
across the spectrum of long-term care. The following pages describe in more depth an approach for 
realizing this vision. 
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PART 1: WASHIngTOn’S cAREgIvERS: WHO THEy ARE 
And HOW THEy ARE TRAInEd

A. PORTRAIT Of WASHIngTOn’S lOng-TERM cARE WORKfORcE

People who are frail and elderly, chronically ill, or living with a severe disability often need more 
than occasional help from family or friends for their day-to-day care. Paid caregivers provide the 
daily hands on assistance that many seniors and people with disabilities need to maintain their qual-
ity of life. We rely on them to respond to our mother’s call bell in the nursing home, cook food for a 
friend who has had a stroke, or help an adult with a developmental disability to answer the phone 
or shave. 

In Washington, approximately 12,000 residents in nursing homes and more than 35,000 clients who 
receive home- and community-based long-term care services depend on the long-term care work-
force every day.2 Of the latter, approximately 60 percent are elderly (over that age of 65) and 40 
percent are people with disabilities.3 While some of these clients pay privately for their care, most 
receive assistance through publicly funded programs, including Medicaid and Medicaid waiver 
programs4 such as COPES (Community Options Program Entry System.)5 

Long-term care workers provide care in a variety of settings and are known by a variety of job titles 
(see Box 1: The Washington Long-Term Care Workforce at a Glance for a brief overview). In all set-
tings, they provide the same basic set of services and supports. They help clients to bathe, eat, dress, 
move about, and perform other necessary daily tasks. For many clients, aides or assistants are their 
key to independence. Consumers direct them to carry out the physical tasks that they cannot man-
age on their own, enabling them to live in their own home and manage their own affairs. 

To one extent or another, caregivers also serve as advisors, advocates, and companions for people 
who are often alone and isolated. Because they spend more time with clients than any other health 
care or social service provider they get to know their clients intimately. They help people with 
disabilities advocate for the supports they need to live independently. And if there is a significant 
change in an elderly or developmentally disabled client’s medical or mental condition that may 
require attention, they take responsibility for notifying family members, case managers, or supervi-
sors, as necessary.

In home care settings, caregivers work either as individual providers (IPs) or they are employed by 
home care agencies. IP home care workers are hired and supervised directly by the client they serve. 

2 Data provided by DSHS; also see www.ofm.gov for annual figures comparing nursing home and home and community services case loads. 
3 These figures were provided by DSHS in response to an information request in October 2006. 
4 “Medicaid Waiver programs” are programs established by states with federal approval that allow for a defined set of Medicaid benefits for specific populations.
5 Medicare also pays for some home health services; however, these services are generally short-term. These services are provided by home health aides. This report covers only 
workers who are providing long-term care services and, thus, does not apply to this category of workers.

For many clients, home care aides are their key to indepen-
dence.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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This consumer-directed model is designed to maximize clients’ autonomy. Clients can choose to 
hire a friend or family member or employ an IP whom they locate through word of mouth, through 
advertisements, or through a statewide referral registry.6 

A significant number of the approximately 23,500 IPs in Washington are family members of the 
clients whom they serve.7 A daughter, for example, may choose to quit her job in order to take care 
of her mother who needs full-time care. Becoming an IP enables these individuals to support them-
selves while they care for their loved ones. Across the country, the practice of hiring family members 
is relatively common in consumer-directed state Medicaid programs. A recent national study of 40 
states operating 62 consumer-directed programs found that 79 percent of the programs allow family 
members to be paid caregivers.8 

IPs, both family members and non-family members alike, are popular with adults with disabili-
ties and elders who are capable of directing their own care. Of consumers who use state-funded 
home care services in Washington, 65 percent choose to hire an IP, whereas 35 percent hire a worker 
through an agency, although this ratio is changing in the direction of the agency workforce.

Agency home care workers provide the same services as IPs but instead of being hired directly by 
the client they serve, they care for clients assigned to them through their agency. Currently there are 

Worker Title SettingApproximate Size
of Workforce

Training Requirement

IP Home Care Worker
(Individual Providers) 23,500

BOX 1 The Washington Long-Term Workforce at a Glance

34 hours + 10 hours 
continuing education

Agency Home 
Care Worker 12,500 30 hours + 10 hours 

continuing education

Direct-Care Workers 7,000 plus* 30 hours + 10 hours 
continuing education

Certification Nursing
Assistant (and trainees) 9,4009

In-Home

In-Home

Adult Family Homes
and other home 
& community
based settings

Nursing Homes 85 hours + 12 hours 
continuing education

* In addition to approximately 7,000 caregivers who work in Adult Family Homes, thousands more are employed by other community-based 
long-term care providers such as boarding homes, supported living and assisted living facilities, and adult day health providers and for other 
programs serving people with developmental disabilities.

6 Approximately 4,000 IP home care workers are listed in a referral registry, a database managed by the Washington Home Care Quality Authority that is made available to 
clients looking for someone to hire.
7 There is no demographic data available for the entire population of IPs and no way to know precisely what portion of IPs are relatives of the clients they serve. In a September 
2003 survey conducted by Washington State University on behalf of the Home Care Quality Authority, 67 percent of 1,114 respondents described themselves as family members 
to the client they serve. According to the researchers, however, there was no way to ensure that this was a representative sample and care should be taken when ascribing these 
survey results to the population as a whole.
8 National Association of State Units on Aging. States’ Experiences Implementing Consumer-Directed Home and Community Services: Results of the 2004 Survey of State 
Administrators, Opinions Survey, and Telephone Survey available at www.nasua.org/pdf/20026_text.pdf. 
9 There are 36,500 CNAs on the registry. This includes CNAs working in all venues, not just nursing homes. There were 17,114,686 CNA hours reported at nursing homes in 
2004. This would require approximately 9,400 CNAs at 35 hours per week.
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90 home care agencies in Washington State who employ approximately 12,500 home care workers.10 
They include a mix of nonprofit organizations and for-profit businesses, with five large agencies 
providing more than 45 percent of all home care agency services in the state. 11 
 
Caregivers also work in community-based settings, including more than 2,000 adult family homes 
(AFHs)—residential homes licensed to provide long-term care services for up to six adults—and 
more than 500 “boarding homes,” which provide assisted living and other levels of care and serve 
an average of 50 residents at a time. Aides in these settings provide the same type of personal care 
services as home care workers and may also coordinate group activities or outings for residents.

In nursing homes, Certified Nursing Assistants (CNAs) provide 80 to 90 percent of the hands on care 
for residents. While the majority of home care workers work part time, with their hours and schedule 
determined by the needs of their clients, CNAs more frequently work full-time on a regular morning, 
afternoon, or overnight shift. They are responsible for the same type of personal care services as home 
care workers with the added challenge of balancing the competing needs of multiple residents. Un-
like home care workers who work in the isolation of their clients homes, CNAs have peers and work 
under the supervision of nursing and medical personnel.

In all settings, the profile of the typical caregiver is a middle-aged woman with a high school educa-
tion who is living on a limited budget. Often she is juggling more than one part-time job in addition 
to child care or other family caregiving responsibilities. And frequently, especially if she is over 50 
years old, she is coping with a chronic health problem such as a back injury, diabetes, or heart disease 
without adequate health care coverage (see Box 2, Characteristics of the Long-Term Care Workforce).

SEIU 775 represents a large and growing portion of the long-term care workforce, including the 
more than 23,000 IP workers contracted with the state to provide home care services. SEIU 775 also 
represents more than 5,000 agency home care workers, including workers employed by four of the 
five largest agencies, and nearly 2,000 workers employed by eighteen nursing homes across the state. 
With the interests of workers across all settings in long-term care in mind, SEIU is well positioned to 
lead in creating a workforce development approach to caregiver training.

With the interests of workers across all settings in long-
term care in mind, SEIU is well positioned to lead in cre-
ating a workforce development approach to caregiver 
training.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

10 According to CMS there are 68 Medicare-certified home health agencies.  
11 These include Catholic Community Services, Addus Healthcare Inc., Chesterfield Services Inc., Armstrong Uniserve Inc. and the Korean Women’s Association. 
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i William J. Scanlon, GAO Testimony: Nursing Workforce: Recruitment and retention of nursing assistants is a growing concern (General Accounting Office, May 2001). 
ii Health Resources and Services Administration (HRSA), Nursing aides, home health aides and related health care occupations: National and local workforce shortages and 
associated data needs (Washington DC: HRSA, February 2004).
iii William J. Scanlon, GAO Testimony: Nursing Workforce: Recruitment and retention of nursing assistants is a growing concern (General Accounting Office, May 2001). 
iv Women and Health Care: A National Profile. Kaiser Family Foundation, July 2005
v William J. Scanlon, GAO Testimony: Nursing Workforce: Recruitment and retention of nursing assistants is a growing concern (General Accounting Office, May 2001). 
vi D. Lipson and C. Regan, “Health Insurance Coverage for Direct-care Workers: Riding Out the Storm,” Better Care Better Jobs Issue Brief, Vol. 1, No. 3 (March 2004).

Gender, Age  and Ethnicity
Nine out of ten direct-care workers in the U.S. are women, their average age is approximately 
40, and nearly half are people of color.i In Washington, the average age of the IP home care 
workforce is 47, and their ranks include a significant population of new immigrants from coun-
tries such as Mexico, Southeast Asia, East Africa, and Eastern Europe.

Income
In 2003, direct-care workers in the U.S. earned an average of $9.20 per hour, and nearly one-
fifth earned annual incomes below the poverty level,ii which is $15,670 for a family of three. 
Direct-care workers are often so poor that they or their children qualify for public assistance 
programs. For example, 30 to 35 percent of all nursing home and home health aides who are 
single parents receive food stamps.iii In Washington, home care workers represented by SEIU 
775 earn an average of $9.65 per hour, and 40 percent receive some form of public assistance, 
according to a recent SEIU survey. 

Education
Nationwide, two-fifths of those in home care (41 percent) and nearly half of those in nursing 
homes complete their education with a high-school diploma or GED. In Washington, the state 
writes their informational materials for home care workers at an eighth-grade level.

Marital Status and Children 
One-quarter of direct-care workers in home care and nearly a third of those in nursing homes 
are unmarried and living with children, compared to 11 percent of the total US workforce.

Health Status 
People within these demographic groups suffer disproportionately high rates of chronic medical 
conditions. For example, a recent survey found that 37 percent of African-American women 
over the age of 45 report poor health and 29 percent have diabetes.iv

Benefits
Nationally, one in every four nursing home workersv and more than two out of five home care 
workersvi lacks health insurance coverage. In Washington, SEIU 775 members who work at 
least 86 hours per month and meet other eligibility requirements can receive full health cover-
age. While more than 6,000 SEIU members are enrolled in this plan, more than half of all IPs do 
not qualify or do not enroll.

BOX 2 Characteristics of the Long-term Care Workforce
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B. cURREnT TRAInIng REqUIREMEnTS

Washington State’s training requirements for the long-term care workforce are not consistent be-
tween settings. Even though their work is very similar, most home- and community-based workers 
are required to complete only 28 to 34 hours of training, less than half as much as the minimum of 
85 hours of training required for CNAs who work in nursing homes and far less than the average of 
between 120 and 150 hours of instruction that CNAs typically receive. 

The Washington Department of Social and Health Services establishes caregiver training standards 
for all publicly funded long-term care programs and state licensed facilities. Within DSHS, caregiver 
training is overseen by the Aging and Disability Services Administration (ADSA) and the Division of 
Developmental Disabilities Administration (DDD). 

traInIng reQuIreMents For hoMe- and coMMunIty-Based worKers

Under Washington post-employment training model, home- and community-based workers begin 
working immediately, with no training at all. Within two weeks of employment, they complete a 
2-hour orientation either in a classroom setting or by reading a manual and watching a video.12 This 
orientation is followed by a 4-hour safety training and 28-hour entry-level course called the “Revised 
Fundamentals of Caregiving” (RFOC), which must be completed within 120 days of employment 
(see Box 3: Washington’s Caregiver Training Requirements for Workers in Home- And Community-
Based Settings).13 Workers are paid at the same rate as they receive for providing care giving services 
for all time spent in training.

Upon completion of these courses, caregivers must take a state-approved test. Those who pass this 
test are eligible to work as home care workers or in adult family homes, boarding homes, or other 
home- and community-based settings. To maintain their eligibility for work in these settings, they 
must complete 10 hours of continuing education each year beginning in their second year of employ-
ment. 

In addition to these requirements, caregivers and managers in adult family homes and boarding 
homes must also complete specialty training if they serve clients in any one of three special needs 
categories: developmental disabilities, mental health or dementia. These trainings, which in some 
cases may be integrated into the RFOC curriculum, are 18 to 20 hours each. 

Even though their work is very similar, home- and com-
munity-based workers have access to less than half as 
much training as facility-based CNAs must complete.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

12 The state pays for only two hours of orientation. There is standard curriculum for IP home care workers only; home care agencies, adult family homes, and boarding homes 
may use this or their own proprietary orientation. 
13 As illustrated in Box 3, certain providers are exempt from all or some of these requirements.
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traInIng reQuIreMents For certIFIed nursIng assIstants (cnas)

The training requirements for CNAs in nursing homes are far more extensive. They must complete 
a state-approved training program, pass a certification exam, and become licensed within 120 days 
from the day they start work in a nursing facility. The CNA training curriculum must be competency 
based and must be no less than 85 hours, with at least 32 hours of classroom training and 50 hours of 
clinical training.14 Within these parameters, each training program director determines the amount of 
time required in the curriculum, with typical training programs running between 120 and 150 hours. 
To maintain their certification, CNAs must complete at least 12 hours of continuing education each 
year.

Authority for governing CNA training and licensure of Health (DOH) and the Nursing Care Quality 
Assurance Commission within the DOH assure that nursing assistants meet minimum requirements 
to work in any setting as a nursing assistant and also issue all CNA licenses. 

FederaL vs. state traInIng standards

Training requirements for caregivers doing the same or similar work but in institutional versus home 
care settings are very different today in part because they were developed in separate historical 
contexts and by different levels of government. On the nursing home side, Washington’s training re-
quirement is based on OBRA ’87, otherwise known as the “Nursing Home Reform Act,” a bill passed 
by Congress in 1987 in the wake of national outrage over the poor quality of nursing home care. 

Among other quality standards, OBRA ’87 established a 75-hour mandatory training requirement, 
curriculum guidelines, and a certification process for nursing assistants. Today, states establish their 
own regulations based on OBRA, with many, including Washington, requiring more than the 75-
hour minimum. Washington’s current 85-hour minimum requirement is greater than the federal 
minimum but less than many states that require at least 100 hours of training. 

14 See Washington Administrative Code 246-842-190 for a full description of core curriculum in approved training programs.

Course To Be Completed WithinHours

Orientation (video & self study) 2

Safety Course (required for IPs only) 4

RFOC (Revised Fundamentals of Caregiving) 28

TOTAL 34

14 days

Continuing Education 10 Every year beginning year 2

120 days

120 days

BOX 3 Caregiver Training Requirements for Home and Community-Based Settings

These requirements apply to IP home care workers, agency home care workers, and aides in adult family homes, boarding care homes and other 
specified home- and community-based settings. Exceptions are made for parent providers of adult children with developmental disabilities, for 
respite providers funded by the Division of Developmental Disabilities, and for those with health care degrees in related fields. These requirements 
do not apply to home health aides who provide Medicare certified home health services
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On the home care side, there are few federal training standards for frontline caregivers, in part be-
cause home care has traditionally been viewed as a state, not federal, responsibility. The only federal 
requirements that do exist apply to home health aides who provide Medicare-certified home health 
services,15 typically physician-ordered short-term care for Medicare beneficiaries just leaving the 
hospital. These standards, however, do not apply to the vast majority of home care services, which 
are funded either by Medicaid or state programs.

In the absence of federal standards, many states are now establishing state training requirements for 
home care workers (see Box 4: Examples of Home Care Worker Training Requirements for Non-
Certified Home Care Workers). Washington began moving in this direction in the mid 1990s, after 
establishing the COPES program and other Medicaid waivers. Prior to this time, state programs, 
known as “chore services,” did not require any training for home care workers.16 However, as greater 
numbers of consumers, as well as more consumers with higher levels of need, became eligible for 
home care, consumer advocates urged the legislature to establish mandatory training requirements 
and a standardized training curriculum.

The Evolution of Home- and Community-Based Services Training Requirements in Washington State
In the 1990s, the Department of Social and Health Services (DSHS), Aging and Disability Services 

State Basic Training Requirements for Non-Certified Home Care Workers

Colorado 20-hour training or successful completion of a skills validation test required for 
personal care provider (PCP)/homemaker. 

Georgia 40-hour training required for personal care assistants

Iowa 60-hour training required for home care aides

Illinois 15 hours for homemakers

Wisconsin 40-hour requirement

North Carolina Level I Home Management 21 hours recommended
Level II Personal Care Aide, 59 hours recommended
Level III Personal Care Aide, must be Nursing assistant, 75 hours required

BOX 4 Examples of Home Care Worker Training Requirements from Other States

In the absence of federal standards, many states are now 
establishing state training requirements for home care 
workers

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

15 Home Health Aides employed by Medicare-certified agencies must complete at least 75 hours of training and more in some states.   
16 The state-funded Chore Services program is now discontinued, with less than 100 clients still utilizing these services.
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Administration (ADSA) developed a standardized curriculum called the “Fundamentals of Caregiv-
ing” for workers providing home- and community-based services. This curriculum was formalized 
in 1995 when the state established a 22-hour training requirement for adult family home providers, 
in-home caregivers, and boarding homes with Medicaid contracts.17

At this juncture, the legislature made an exception for parent providers of adult children with de-
velopmental disabilities, who are only required to complete six hours of training. In addition, they 
allowed for the option of a shorter course, “Modified Fundamentals of Care,” for individuals who 
already have a related health care degree.18 

In 2002, the state increased the training requirement to 28 hours and added the orientation to be 
completed within the first two weeks of work. To meet the new requirement ADSA issued “Revised 
Fundamentals of Caregiving.”19 Two years later, SEIU’s collective bargaining established an addi-
tional 4-hour safety course for IP home care workers.20 

c. WASHIngTOn’S cURREnT TRAInIng dElIvERy SySTEMS

The current infrastructure for delivering caregiver training is highly fragmented, with variation by 
sector and by region. For the nursing home sector, ADSA approves CNA training programs, which 
are offered primarily through the community college system and, in some cases, through employer-
based training programs. These programs vary in their duration, quality and availability throughout 
the state. 

The training delivery system for workers who provide home- and community-based services also 
varies considerably by sector and by region. ADSA grants the authority for overseeing most in-home 
caregiver training to the state’s 13 Area Agencies on Aging (AAAs), which are responsible for coor-
dinating long-term care services at the local level. Only 3 of the 13 Area Agencies on Aging (AAAs) 
responsible for overseeing caregiver training act as the training providers themselves. The remaining 
10 AAAs sub-contract with a variety of vendors to provide training services. These include home 
care agencies, community-based organizations, private contractors, and community colleges. The 
largest single provider is Professional Registry of Nursing, Inc. (PRN), a for-profit company that 
contracts with 5 out of the 13 AAAs. Of those organizations that receive training contracts from the 

The current infrastructure for delivering caregiver training 
is highly fragmented, with variation by sector and by re-
gion.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

 
17 Training requirements were later expanded to include all boarding homes. 
18 According to Washington Administrative Code, “Modified basic training may be taken, instead of the full basic training, by a person who can document they have success-
fully completed training as a registered or licensed practical nurse, certified nursing assistant, physical therapist, occupational therapist, or Medicare-certified home health aide. 
In addition, modified basic training may be taken by a natural, step, or adoptive parent who is the individual provider for his or her adult child who is not receiving services 
through DSHS’ division of developmental disabilities.”
19 The Revised Fundamentals of Caregiving first edition was published in January 2003; second edition, July 2005; current edition, May 2006. 
20 This requirement was established for risk management purposes in conjunction with the establishment of L&I (workers compensation) coverage for IPs. 
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AAAs, some sub-contract again to other agencies or individual instructors to deliver training pro-
grams. 

Each of the training vendors is responsible for recruiting and training instructors, scheduling train-
ings, tracking attendance, and reporting that the caregiver’s training has been completed to the 
AAAs and home care agency employers. Each training vendor offers a different menu of courses, 
which may or may not include the safety training, the “Revised Fundamentals of Care” curriculum, 
and a variety of continuing education courses. 

Training for caregivers in adult family home and boarding home settings and other caregivers serv-
ing clients with developmental disabilities is governed separately by the Division of Developmental 
Disabilities (DDD). Training for caregivers in adult family home and boarding home settings is typi-
cally conducted in-house by qualified managers. The abbreviated training required for parents who 
are paid by the state to provide care for their own children with developmental disabilities is de-
livered by the ARC (formerly known as the Association for Retarded Citizens), a private, nonprofit 
organization.



12 A Blue Print for the Future



13A Blue Print for the Future

PART 2: lIMITATIOnS Of WASHIngTOn’S cURREnT 
APPROAcH TO cAREgIvER TRAInIng

Washington has led the country in the move toward rebalancing, but the approach to caregiver train-
ing has not kept pace with this change. While training for home- and community-based workers has 
improved, it still does not reflect the reality that the needs of clients receiving care at home is now 
parallel to those receiving care in institutions. According to the state officials, 80 to 90 percent of the 
clients currently served by home- and community-based workers have acuity levels that would also 
qualify them for nursing home care.21 Thus, under the current system, the caregiving needs in differ-
ent settings are equivalent, but the training provided to caregivers who work in those settings is not. 

As illustrated in the last section, home- and community-based workers receive less than half as 
much training as their counterparts who work in nursing homes. While consumers are benefiting 
from greater opportunities to stay in their homes, they are receiving services from workers who have 
far less training and on-the-job support than those who work in institutions. 

Washington has begun to address this discrepancy through the development of the RFOC curricu-
lum and a common training standard for workers across the spectrum of home- and community-
based services. However, much work remains. This section discusses the limitations of the entry-
level training curriculum and the training delivery system. In short, the training curriculum: 

• Covers too much material in too little time and is not sufficiently grounded in the realities of 
caregiving work. 

• Does not give caregivers the tools they need to meet their clients individualized needs. 
• Does not prepare workers to care for a client base with increasingly complex and challeng-

ing conditions. 

In addition, the training delivery system: 

• Is inconsistent across the state’s geographic regions, with access problems in rural areas and 
for workers who do not speak English.

21 According to ADSA, the DSHS Caseload Forecast Council and other department sources.

Of the clients currently served by home- and community-
based workers, 80 to 90 percent have acuity levels that 
would also qualify them for nursing home care.
      —Washington Department of Social and Health Services

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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• Is inefficient and does not take advantage of economies of scale. 
• Does not have the centralized tracking and verification systems necessary to ensure trans-

parency and accountability across the system. 

In addition to these limitations, the training for home- and community-based workers is not con-
nected to a broader workforce development plan for the long-term care sector. If left unaddressed, 
these issues will evolve into major challenges for the state in the near future, as the scope of who 
receives care in their own homes continues to expand, while at the same time the overall demand for 
long-term care services rises dramatically. 

The Paraprofessional Healthcare Institute and the SEIU 1199 New York Training and Upgrade Fund 
reviewed the current Washington home care training programs, and then interviewed more than 20 
stakeholders and caregivers across the state. Based on this combined review, the authors arrived at 
the following assessments:

A. cRITIqUE Of THE RfOc And cOnTInUIng EdUcATIOn TRAInIng cURRIcUlA 

The training curriculum (RFOC) covers too much material in too little time and is not 
grounded in the realities of caregiving work. 

After completing the 2-hour orientation and 4-hour safety training, home care workers are required 
to complete the 28-hour Revised Fundamentals of Care (RFOC) course within 120 days of employ-
ment. The curriculum for this course includes modules on the following subjects:  

• The Client and Client Rights
• The Caregiver
• Infection Control
• Mobility
• Basic Communication
• Skin and Body Care
• Nutrition and Food Handling
• The Process of Elimination
• Medications and Other Treatments
• Self-Care and the Caregiver
• Common Diseases and Conditions

In the opinion of seasoned educators in this field, this curriculum addresses the right set of necessary 
and appropriate subjects, but it incorporates more material than trainers can meaningfully cover in 
just four days. Instead of giving learners sufficient opportunity to absorb, practice, and demonstrate 
that they have mastered the skills, the curriculum breezes through a huge menu of topics. Facilita-
tors are instructed to focus on “highlighted” content (as most essential) and to refer learners to a 
resource guide to sort through additional information. 

According to TJ Janssen, who has worked as both an IP and agency worker for several years, “I 
learned little more than how to properly wash my hands and put gloves on during the [RFOC] 
course. While other important topics were covered, they were reviewed in a very cursory fashion.”  
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The RFOC curriculum devotes less than two hours to communication, even though relational skills 
are at the heart of quality caregiving. Instructors lecture students about the importance of being 
good listeners, but do not give learners opportunities to observe or practice active listening skills.   
IP and agency workers interviewed for this paper said that they found the RFOC course “boring, 
not relevant, and unhelpful,”22 and expressed frustration that the current training design fails to 
integrate actual workers into the training model. While regulations state that instructors must have 
at least one year of caregiving experience,23 SEIU 775 members who have gone through the training 
state that few instructors appear to know what it is really like to work in a home care setting. Many 
find that the training is not mindful of the home care worker experience or grounded in the realities 
of the job.  

“I learned little more than how to properly wash my 
hands and put gloves on during the [RFOC] course. While 
other important topics were covered, they were reviewed 
in a very cursory fashion.”

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

22 Personal conversations with SEIU IP home care workers. 
23 According to the Washington Administrative Code 388-71-05890, instructors must have one year of professional or caregiving experience within the last five years in an adult 
family home, boarding home, supported living or home care setting; or an associate degree in a related health field and six months of caregiving experience. 
24 Anne Inserra et al. Cooperative Home Care Associates: A Case Study of a Sectoral Employment Approach (Aspen Institute, February 2002).  

BOX 5 PHI’s Training Model

In the model home care training program developed by PHI, trainees cover similar material to that 
outlined in the RFOC curriculum in four weeks rather than four days. This model has been used 
successfully for more than 20 years by Cooperative Home Care Associates, a South Bronx-based 
home care agency affiliated with PHI. CHCA employs 950 African-American and Latina women—90 
percent of whom had previously been dependent on public assistance or unemployed.

The PHI approach manages the amount of content presented in any one learning session, and gives 
learners sufficient time to learn by doing, through role-plays, case studies, and other problem-based 
exercises. Trainings are team-taught by an RN and former or practicing home health aides who are 
employed as associate instructors. In addition to providing clinical competency in “hard” skills, the PHI 
approach seeks to strengthen “soft” skills by preparing trainees to communicate effectively, solve 
problems, and think critically. 

As the author of a case study on Cooperative Home Care Associates’ training observed, “For many 
low-income women, completing the training program is an empowering experience that broadens their 
opportunities and expectations.”24 Turnover rates at Cooperative Home Care Associates hover around 
20 percent, compared to an industry average of 40 to 60 percent. 

Cooperative Home Care Associate’s model training program is distinct from the training model in 
Washington in that it is a pre-employment training program that participants complete on a voluntary 
(unpaid) basis. In addition, it prepares participants to serve both Medicaid and Medicare clients. 
Nonetheless, it illustrates the value of investing in quality training and provides many useful lessons for 
Washington to draw from.
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Current training does not give caregivers the tools they need to meet their clients indi-
vidualized needs.

The training needs of home care workers vary greatly according to their own life experience and 
the needs of the clients they serve. While one caregiver may need to become an expert on specific 
developmental disabilities, another may need to focus on improving listening skills to better follow 
the directions of an adult with physical disabilities. Yet another may need to understand Alzheimer’s 
disease and its progression. 

The most common concern voiced by caregivers is that current training does not prepare them to 
meet their clients individualized needs. For example, Libby Richards, an IP caring for a develop-
mentally disabled client remarks, “most of my training and knowledge on caring for clients with 
developmental disabilities comes from my volunteer work with the Special Olympics. I’ve found 
that the state home care training focuses on issues facing aging clients and very little time is spent 
on the needs of clients with developmental disabilities. I think that caregivers need training that will 
address the specific needs of their clients. This is a common feeling among other caregivers I know.”  

In some cases, consumers, or their family members, have the ability to educate those who assist 
them about their particular condition and instruct them regarding their specific individual care 
needs. However, many clients do not have this ability, either because they have cognitive issues 
or simply because they do not have the skills or inclination to do so. Thus, beyond the basic skills 
briskly covered in the RFOC, many home care workers are on their own to figure out how to meet 
the particular needs of their client. While more specialized courses are available through continuing 
education, workers do not have access to these courses until their second year of employment—and 
from then on they are limited to 10 hours of coursework per year.
 
Continuing education course offerings vary throughout the state. For example, in the five regions 
served by the largest training provider, the Professional Registry of Nursing, workers can choose 
from numerous courses such as “HIV/AIDS,” “The Dynamics of Disabilities” and “Dementia and 
Depression.” In most areas, however, the course selection is far more limited. According to ADSA, 
course offerings for continuing education are based on local surveys of need and every year the of-
ferings change. However, caregivers interviewed for this paper expressed frustration that there were 
not more courses to choose from and that the same courses were offered in their regions year after 
year. 

Current training does not prepare workers to care for a clients with complex and chal-
lenging conditions. 

The limitations of the current training design are particularly problematic for workers assigned to 
clients with complex care needs. According to data provided by ADSA, more than one-third of all IP 
and agency workers care for clients who are classified as belonging to groups “D” and “E” and thus 
qualify for a higher number of hours of personal care than clients classified in lower groups (see Box 
6: Classification Groups for Home Care Clients). Examples of these types of clients include seniors 
with dementia, in addition to chronic health conditions such as heart disease or diabetes; adults with 
multiple mental and physical disabilities; and children with severe autism or similar developmental 
disabilities.
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According to the Comprehensive Assessment Reporting Evaluation (CARE), the system used to as-
sign individuals to these groups, these clients have clinically complex conditions, significant cogni-
tive impairments, and also in many cases, have mood and behavior issues. They are individuals who 
in the past would have received care in nursing homes or other institutions. Today they have the 
opportunity to stay at home, but as we have documented above, the people who care for them don’t 
have the same level of training and on-the-job support as those who work in institutions. 

Workers interviewed for this paper say that they feel unprepared to assist clients with increasingly 
complex conditions, since those conditions are not addressed with any depth in the training curricu-
lum. Specifically, a common complaint from both IP and agency workers is the experience of being 
assigned a “total care client” who requires the use of a Hoyer lift and/or other assistive technolo-
gies—even though the worker has never been trained to use those devices. While workers in an in-
stitutional setting would have the ability to seek out a colleague or supervisor for instruction, home 
care workers are often completely alone with their client, and that client may or may not have the 
capacity to explain how to operate fast-changing assistive technologies. 

Classification Groups % of Total Care Provided by Home Care Workers

A (qualify for lowest number of hours of care)

Data Source: ADSA, April 2006

10%

E (qualify for highest number of hours of care) 5%

B 46%

C 10%

D 29%

BOX 6 Classification Groups for Home Care Clients

A common complaint from both IP and agency workers is 
the experience of being assigned a “total care client” who 
requires the use of a Hoyer lift and/or other assistive tech-
nologies—even though the worker has never been trained 
to use those devices.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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B. cRITIqUES Of THE TRAInIng dElIvERy SySTEM

The quality of training system is inconsistent across the state’s geographic regions and 
plagued by access problems in rural areas and for workers who do not speak English as 
their first language.

The quality and availability of training varies by region. Workers report difficulty accessing en-
try-level training and continuing education in rural areas. In addition, workers who do not speak 
English as their first language have difficulty finding instruction in their own language or translation 
services. Both of these issues are compounded by the division of authority for training between the 
13 regional AAAs. 

Achieving the economies of scale necessary to make a regional training program cost effective is 
challenging in rural communities. Out of the 13 AAA regions, six provided the entry-level “Revised 
Fundamentals of Care” to less than 300 home care workers in FY ’05. During that time period, the 
Northwest Regional Council subcontracted with Bellingham Technical College to provide RFOC to 
just 214 workers. SEIU 775 members in rural areas report that trainings in their counties are fre-
quently scheduled but later cancelled because not enough people signed up. Others noted that some 
course may be offered very infrequently or not at all. 

Rural Okanogan County in northeast Washington provides a good example of these issues. The 
AAA in this region, Aging and Adult Care of Central Washington, contracts with the Professional 
Registry of Nursing (PRN) to provide training. According to a home care agency that employs SEIU 
775 members, the RFOC course is offered only once per quarter in the Okanogan area, making it 
very difficult to ensure that their employees complete this training within 120 days of employment. 

The availability of continuing education in this region is also very limited. Workers in Twisp, a small 
town located along the path of Interstate 20, say they are told to go to the library and check out a 
book, and that is the extent of their continuing education. A report from PRN on training offered in 
FY ’04 – ’05 shows that only four continuing education courses were offered in Okanogan County 
during that time period. 

Divisions between AAA regions exacerbate these access issues. In Tonasket, located on the eastern 
side of Okanogan County, workers are not allowed to travel to the nearby town of Republic to take 
RFOC and continuing education courses because Republic is in Ferry County, which is under the 
auspices of a different AAA. Instead, they must travel several hours by car to Wenatchee where 
RFOC courses contracted by their AAA are offered.

Workers in the small town of Twisp are told to go to the 
library and check out a book, that is the extent of their 
continuing education.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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In rural areas, access to training is even more difficult for workers who do not speak English as their 
first language. While urban areas, such as King County, offer the RFOC and continuing education 
classes in a wide range of languages,25 other AAA regions offer a very limited range of instruction in 
languages other than English. According to ADSA, training curricula are translated into 5 languages 
and certified interpreters are available for 14 languages when requested in advance. Nonetheless, 
SEIU members in some areas report difficulty accessing training in languages other than English. 

For example, in southeast Washington, where the largest population of Latino immigrants in the 
state work as farm workers and also frequently as paid caregivers, interpreters are available if work-
ers request them in advance, but there is only limited training available directly in Spanish. Accord-
ing to one home care agency employer, the AAA agency in this region, Southeast Washington Aging 
and Long-Term Care (SE WA ALTC), only offers the RFOC course to non-English speakers once 
every six months. Of the 65 continuing education classes offered by SE WA ALTC between January 
2005 and April 2006, 11, or 17 percent, were offered in Spanish or Russian or otherwise made avail-
able through translation to individuals speaking other languages.26 

Making training accessible to a workforce that speaks perhaps more than 50 languages is a challenge 
under any circumstances.27 Today access is limited because:

• Workers may not understand how to schedule an interpreter, 
• There may not be an interpreter available in the language the worker speaks, or
•  Written materials are not always translated into the learner’s language. 

In addition, because training vendors are not taking advantages of simultaneous translation and 
other available translation technologies, the quality of training is often diminished for all partici-
pants when translation slows the pace of training and creates distractions.

The disjointed nature of the training delivery system is inefficient and does not take 
advantage of economies of scale. 

In the current system, each regional AAA or training vendor (and in some cases multiple vendors 
per region and/or subcontractors) must develop its own systems for recruiting and training instruc-
tors, scheduling trainees, verifying that training was completed, and, in the case of vendors, report-

25 For example, King County, through their contract with Professional Registry of Nursing, offered continuing education courses in Russian, Vietnamese, Korean, Spanish, Cam-
bodian, Tagalog, Somali, Bosnian, Cantonese, Laotian, and Mandarin, according to a report by PRN on training offered between January 2005 – February 2006.
 26 According to a report to DSHS by the Southeast Washington Aging and Long-Term Care, which was made available to SEIU 775. 
27 There is no current demographic data indicating the primary language spoken by the long-term care workforce. However, in a survey of IP home care workers conducted by 
SEIU in 2003, respondents reported speaking 57 different languages.  

Funding passes through AAAs, which in turn subcontract 
with other training vendors without adding significant 
value.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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ing back to the AAA. AAA contacts interviewed for this paper report that PRN is efficient at each of 
these functions, while other vendors appear less so. (Because they serve five regional AAAs, PRN 
has had the opportunity to develop expertise in this area and duplicate what works well in one 
region in other regions.)

The multiple levels of contracting and subcontracting appear to be an unnecessary waste of limited 
resources and may in some cases also compromise quality. Funding passes through AAAs, which 
in turn subcontract with other training vendors without out adding significant value. This structure 
makes little sense from an administrative perspective, and also reduces the potential for information 
sharing between training providers in different parts of the state. In addition, although the AAAs 
must adhere to specific requirements regarding qualifications and experience for subcontractors, 
SEIU 775 members report that instructors who are subcontractors often provide less than high qual-
ity instruction and many have little relevant background or experience to draw from.  

Finally, the “silo-ing” of training functions between home- and community-based services and 
institutional settings further weakens the delivery system. For example, community colleges in rural 
areas are teaching the same personal care skills to nursing assistants that other training providers are 
teaching to home care workers. Thus, two separate entities in the same region are teaching the same 
content to small groups, rather than taking advantage of the economies of scale that would come 
with offering a single course that could lead to multiple credentials.

Tracking and verification systems are not centralized, resulting in a lack of transpar-
ency and accountability across the delivery system. 

The state does not have a single statewide database to track caregiver training. The current system 
for both delivering and tracking training mirrors the decentralized service model wherein contracts 
for most home care providers begin and end with local case managers and contracts for individuals 
with developmental disabilities are managed separately through the Division of Developmental Dis-
abilities. 

Thus, there is no “one stop shopping” data system to report system-wide information about how 
many caregivers have completed training requirements and whether they have completed their 
training according to the timelines required by law. Training for caregivers who work in adult family 
homes and boarding homes is tracked by facility rather than by individual and verified through the 
facility licensure process. Training for parent providers and others who serve clients with develop-
mental disabilities is tracked by the Division of Developmental Disabilities. Finally, training for the 
IP and agency home care workforce is tracked and verified on an individual basis by the regional 
AAAs, with each AAA utilizing a different data system. 

At the request of SEIU 775, the state surveyed the AAAs to gather the information about training 
coordinated by each of the Area Agencies on Aging in FY ’05 –’06. This data, compiled in Appendix 
B, Home- and Community-Based Training Data by Region, FY 2006, indicates that during this time 
frame, 18 training vendors provided training services and 4,791 IP home care workers completed 
the Revised Fundamentals of Care course. This data gathering process illustrated the challenges of a 
decentralized system in that it took several weeks to collect the data and, when the information did 
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arrive, it was inconsistent and in different formats, with some AAAs reporting calendar year data 
and others fiscal year, some including agency home care workers along with IPs, and some reporting 
on different types of training than others..
A separate statewide data system used for reimbursement is not linked to these regional systems for 
tracking training. This system reports an average of 727 new IPs per month and a total of 8,725 new 
IPs between March ’05 and March ’06.28 The number of workers that the AAAs reported training in 
a year’s time (4,791) should at least approximate the average number of new IPs contracted in the 
same time period (8,724). While differences in the way the AAAs report that data likely explain some 
of this discrepancy, it unclear why the AAAs reported training approximately 4,000 fewer IPs than 
are typically hired in a given year. 

According to ADSA, this data does not demonstrate a gap in training. They point out that the data 
provide by the AAAs does not capture several groups, including IP workers who are contracted 
but who have not yet completed training or parent providers and respite workers who are exempt 
from training requirements. These workers would be reflected in the statewide database that tracks 
IP contracts. According to one official, “these numbers will never add up because of work flow and 
billing issues.”29

As this example illustrates, the absence of a statewide data base for tracking caregiver training 
makes it impossible for the state to monitor exactly how many workers are being trained at any giv-
en time. This system results in a lack of transparency and dispersed accountability for verifying that 
all training requirements are fulfilled. It has the potential to compromise the safety and security of 
clients who assume that state- funded workers have completed all applicable training requirements. 

When the training requirements were first imposed by the legislature they did not come with fund-
ing for a statewide tracking system. As statewide standards become more rigorous, the necessity of 
investing in a more integrated statewide database for tracking and verifying caregiver training will 
become even more apparent. 

c. TRAInIng, WORKfORcE dEvElOPMEnT, And THE fUTURE cHAllEngES fOR 
lOng-TERM cARE 

Caregiver training is not connected to a broader workforce development plan for the long-term care 
sector. As the population in Washington ages, the demand for caregivers will increase dramatically. 

The absence of a statewide data base for tracking care-
giver training makes it impossible for the state to monitor 
exactly how many workers are being trained at any given 
time. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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28 See Box 8: IP Workforce Volatility, pg. 24.
29 Written comment on blue print draft provided by ADSA to SEIU 775, December 2006.
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In the year 2000, 11.2 percent of Washington’s population was over the age of 65 and 1.4 percent was 
over the age of 85. The U.S. Census estimates that by the year 2030, Washington’s elder population 
will increase by 136.2 percent. By that time 18.1 percent of the population will be over 65 and 2.4 
percent will be over 85.

This dramatic growth in the elder population will create huge demands on the state’s long-term care 
system. But the U.S. census predicts that Washington’s population of women between the ages of 25 
and 44, the people who most typically fill caregiving jobs, will grow by only 30 percent during this 
same period. Without fundamental changes to improve the quality of caregiving jobs and attract 
new workers into the profession, this situation could lead to a serious “care gap” between those 
needing care and those available to care for them (see Box 7: Washington’s Care Gap). 

The current approach to caregiver training is not preparing Washington to meet this rising demand. 
Instead, it is failing on three key fronts necessary for successful workforce development: retention, 
recruitment, and expansion of the labor pool. 

RETEnTIOn 

The current training approach is not building a stable workforce of home care workers who view 
caregiving as a long-term career. With limited entry-level training and little or no on-the-job support, 
many workers are unprepared to face the realities of caregiving work. Inadequate training combines 
with other factors, including low wages, few benefits, and stressful work environments, and leads to 
high turnover rates in both nursing home and home care settings.

An estimated 9,000 IP home care workers entered and exited the system between April 2005 and 

The U.S. Census estimates an increase in Washington’s 
elder population of over 136 percent over the next three 
decades.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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Demographic Trends (Washington)

Source: U.S. Census Bureau, Population Division, 
Interim State Population Projections, 2005500,000
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BOX 7 Washington’s Care Gap
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April 2006, suggesting a turnover rate of approximately 37 percent (see Box 8: IP Workforce Volatil-
ity). However, turnover in the IP home care context is hard to define because unlike a traditional 
workplace there are not a set number of slots or positions to be filled. Instead, the workforce fluctu-
ates as clients enter and exit the system and sign and end contracts with their IP providers. Accord-
ing to ADSA, the turnover rate for consumers is 34 percent. 

The current training approach is not building a stable 
workforce of home care workers who view caregiving as a 
long-term career.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

Yes Month New IP 
Home Care Workers

Total IP 
Home Care Workers

2005 April 662 23,456

2005 May 899 23,521

2005 June 723 23,539

2005 July 776 23,794

2005 August 886 23,684

2005 September 786 23,538

2005 October 697 23,567

2005 November 729 23,519

2005 December 603 23,480

2005 January 627 23,641

2005 February 635 23,686

2005 March 702 23,726

Average 727 23,596

Total 8,725

Approximate number exiting (8,725) / total IP workforce (23,596) = 37 percent turnover

Data Source: DSHS, ADSA
Note: There is no accurate data on the number of IPs exiting the system. This is hard to track because some IPs continue to serve the same client 
but go to work for an agency, and others do not work temporarily when their client is hospitalized and then continue working when their client 
returns home.

BOX 8 IP Workforce Volatility
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How many different workers an individual client sees come and go within a given year likely varies 
considerably between family and non-family member providers. While parents of developmentally 
disabled adult children and some other family member IPs might care for the same loved one for 
many years out of a sense of love or family obligation, non-family members are more likely to end 
a contract with a client who they find particularly difficult to work for or who has conditions which 
they do not have adequate training to understand or handle. Thus, the turnover rate for non-fam-
ily member IPs is probably closer to 40 to 60 percent, the norm for agency home care workers. This 
volatility creates challenges for some home care clients who must repeatedly recruit new workers 
and familiarize them with their particular needs and routines.

Retention is also a problem in Washington’s nursing homes, where turnover rates are commonly 
greater than 70 percent.30 Nursing home employers report that they typically see a core group of 
CNAs who stay for many years while others leave within their first three months of employment. 
This “revolving door” workforce endangers the quality and continuity of care for residents.

REcRUITMEnT  

Recruiting is a huge challenge for nursing home and home care employers (agencies and individual 
consumers) alike. This challenge it exacerbated by the structure of current training requirements, 
which essentially renders caregiving a “dead-end job.” 

Fulfilling current training requirements fails to offer home- and community-based workers a creden-
tial that they can build on or take with them to other long-term care or health settings. For example, 
home care workers who want to become CNAs have to complete the full 85 hours of CNA training, 
with no credit for the 34-hour RFOC training they have already completed or their previous caregiv-
ing experience.31

The fragmentation of training requirements also stifles workers’ ability to combine part-time jobs in 
different settings in order to achieve full-time work. The instability of hours and part-time nature of 
the work deter people who might otherwise be interested from pursuing caregiving work and hurts 
the efforts of incumbent workers to combine part-time jobs in order to earn a decent and stable liv-
ing. 

Fulfilling current training requirements fails to offer 
home- and community-based workers a credential that 
they can build on or take with them to other long-term 
care or health settings.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

30 According to a survey by the American Healthcare Association (AHCA) in 2002, the statewide turnover rate for CNAs was 71.1 percent. 
31 CNAs who want to move to home- or community-based settings are allowed to take a shorter, modified version of the Revised Fundamentals of Care course.
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To supplement their income, some workers in Washington are combining their part-time home care 
clients with shift work or temporary work in nursing homes, but to do so they must fulfill two sepa-
rate training tracks. Without greater flexibility and portability of credentials, recruiting will become 
increasingly difficult for home care consumers and other employers. 

ExPAnSIOn Of THE lABOR POOl 

In addition to hindering those interested in moving within and across long-tem care settings, the 
current system is not making caregiving jobs attractive to the new workforce pools that will be nec-
essary to meet the caregiving demands of the future. Existing programs such as skills panels, centers 
of excellence, and job ladders are a step in the right direction but focus almost exclusively on filling 
RN and related health care jobs rather than developing the frontline workforce in long-term care. 

The more than 10,000 paid family caregivers in Washington state are an example of a workforce with 
huge potential that is untapped by the current approach to caregiver training. Today, only a small 
portion of these workers take on additional non-family clients either concurrently or after they have 
completed their responsibilities to their loved ones. While this will always be true for some individu-
als who are providing care out of a sense of familial obligation, with the right encouragement and 
incentives, some portion of this workforce could continue successfully as caregivers. 

In a study of home care workers in California’s In-Home Supportive Services (IHSS) program, A. 
E. Benjamin concludes that former family member caregivers could add significantly to the pool of 
caregivers. Benjamin found that “of about 44,000 family caregivers in IHSS who stop (family) care-
giving in one year, about 4,400 will continue working elsewhere as caregivers.” And in addition, 
“Among leavers (defined as those no longer working in home or health care), 58.6 percent would 
definitely or probably care again for a friend or family member, about 23,000 altogether, and 43.4 
percent would definitely or probably care again for a stranger, about 17,000 in all.”32 

This study illustrates the potential in Washington for family caregivers to significantly expand the 
labor pool and help to fill the “care gap” of the future by expanding their client base beyond their 
own family. By offering this workforce better training, support and career pathways, Washington 
could capture a skilled and experienced segment of the workforce who have already self-selected as 
caregivers and who frequently  have the high level of compassion, patience, warmth, and maturity 
necessary to provide high quality care.

 32 A. E. Benjamin, PhD. “Labor Force Expansion Through Retention of Related Caregivers,” March 2006, Better Jobs Better Care Research Study. Available at
http://www.bjbc.org/content/docs/UCLAExSummaryFinal31406.doc

The more than 10,000 paid family caregivers in Washing-
ton state are an example of a workforce with huge poten-
tial that is untapped by the current approach to caregiver 
training.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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PART 3: BlUE PRInT fOR A WORKfORcE dEvElOPMEnT 
APPROAcH TO cAREgIvER TRAInIng
 
a. overvIew oF the networK

What is now known by many as a “dead-end job” can be transformed into a sustainable career of 
choice—if these jobs offer quality training, support, and the opportunity for advancement. The SEIU 
775 Long-term Care Training, Support and Career Development Network will approach this task of 
creating sustainable careers for caregivers with an adult-learner, workforce development approach 
to caregiver training. Through training, education and support services, the Network will:

• Improve the quality of care, 
• Attract new workers into the system, and 
• Lay the groundwork for developing an adequate supply of caregivers for the next genera-

tion of long-term care consumers. 

This Network will be a partnership between SEIU 775 and participating employers, including the 
state (in its role as the employer for the purposes of collective bargaining for the 23,000-plus IP home 
care workforce), home care agencies, and nursing homes. This labor-management partnership, 
known under labor law as a “Taft Hartley Trust,” will be modeled after labor-management training 
partnerships in other states and will be parallel in its legal and governance structure to SEIU 775’s 
Health Insurance Trust. 
 
The products and services offered by the Network will include:  

• Entry-level training courses to prepare workers for certification
• A peer mentor program for continued on-the-job training and support
• An apprenticeship program with advanced and specialty training opportunities
• Continuing education
• Adult basic education offerings
• A “Caring for the Caregiver” workshop series
• Professional development counseling and partnerships 
• Tuition assistance for advanced degrees in related fields

The Network will make training relevant through a flex-
ible core curriculum design and a broad selection of spe-
cialized courses to assist workers in meeting each client’s 
individualized needs.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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These services will be developed and implemented in phases over time, as outlined in the remaining 
sections of this report. 

In addition to providing an extensive array of training programs, the Network will: 1) Make train-
ing more relevant by maximizing worker and consumer participation at all levels; 2) Build on the 
knowledge that adults bring with them into the learning setting; and 3) Assist workers in meeting 
each client’s individualized needs through specialized training opportunities. 

As described below, SEIU proposes that the Network be built in three phases: Phase I – Entry Level 
Training and Apprenticeship; Phase II – Adult Education and Caring for the Caregiver, and Phase III 
– Career Counseling and Tuition Assistance, (see Box 9: The SEIU 775 Long-term Care Training, Sup-
port and Career Development Network, Product and Services Development).

SEIU envisions that the Network will become the primary, though not sole, provider of training for 
its members, with an instructor base that includes both in-house faculty and partnerships with exist-
ing high-quality contractors and community colleges. Eliminating multiple layers of subcontractors 
and streamlining the delivery system across settings and geographies will increase accountability 
and improve efficiency. 

The Network will offer a higher standard of training than currently exists for workers providing 
home- and community-based services in Washington State. As SEIU 775 plans for the development 
of the Network, they are also advocating for state-level policy changes to the training requirements 
for the home- and community-based workforce:

• Increase the current 34-hour training requirement to a minimum of 85 hours, to be completed 
with within the time frames outlined in this blue print. 

• Raise the continuing education requirement from 10 to 12 hours per year 
• Create of a new “Certified Home Care Aide” testing process and designation

These new requirements would cover all union and non-union workers alike. Non-union providers 
who employ workers covered by this new standard would have the option of enrolling their work-
ers in classroom training provided by the Network, at a fair price to be determined by the Network, 
or providing training that meets the new standards on their own or through alternative training 
vendors. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

What is now known by many as a “dead-end job” can be 
transformed into a sustainable career of choice—if these 
jobs offer quality training, support, and the opportunity 
for advancement. 
•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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B. PrograM Phases
 
PHASE I: EnTRy-lEvEl TRAInIng And APPREnTIcESHIP 

A. Entry level Training leading to certification

In its first year in operation, the Network will offer entry-level training designed to fulfill a new 85-
hour training requirement for home- and community-based workers and prepare SEIU 775 mem-
bers to pass a state-approved test to become a Certified Home Care Aide (CHCA). The entry-level 
training program will be available and required for all participants in the Network who are newly 

Peer Mentoring
Available first 3-6 months

PHASE I

Entry Level Training
and Apprenticeship

PHASE II

Adult Education and
Caregiver Support

PHASE III

Career Pathways

Advanced Training & 
Continuing Education
Voluntary: 65 hrs 
12 hrs as CE thereafter

LTC Core
Competencies
80 hrs within 6 months

Orientation & 
Safety Training
5 hrs by within 2 weeks

Peer Mentoring

Advanced Training & 
Continuing Education

LTC Core
Competencies

Orientation & 
Safety Training

Adult Education
Voluntary, GRE, ESL, etc.

Caring for the 
Caregiver
Voluntary workshop series

Peer Mentoring

Advanced Training & 
Continuing Education

LTC Core
Competencies

Orientation & 
Safety Training

Adult Education

Caring for the 
Caregiver

Career Pathways
Voluntary counseling & 
tuition assistance

BOX 9 The SEIU 775 Long-term Care Training, Support and Career Development Network:
Overview of Training and Career Development Services
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hired home- and community-based workers. Because existing workers would be “grandfathered in” 
to any new training standard established by the state, they will not be required to complete addi-
tional entry level training or become certified.

Entry level training will be interspersed with experience in the field in order to create a dynamic 
learning process that is closely linked to the realities of the work. It will begin with an orientation 
and brief safety training, designed to acclimate caregivers quickly and provide the vital information 
necessary to begin serving clients. Within a few months, workers will return to the classroom for the 
Long-Term Care Core Competencies training sessions, which will focus on building the personal 
care and relational skills necessary for quality caregiving. 

These courses will be offered directly by the Network, 
and through contracts with community-based organi-
zations and other training vendors. The Network will 
also explore partnerships with community colleges 
to develop coursework that would be credit-bear-
ing for members interested in applying their training 
towards the attainment of an Associate or Bachelor’s 
degree. The following sections describe each of the 
three entry-level training steps and the peer mentor 
program in more detail. 

steP 1. orIentatIon

Entry-level training will begin with an orientation 
that participants will complete within 50 hours of 
work (or within approximately 2 weeks). The orien-
tation will be facilitated by Network instructors and 
seasoned caregivers, with an opportunity for repre-
sentatives from SEIU 775 to discuss the role of the 
union and the collective bargaining agreement. The 
orientation will accomplish the following: 

•    Affirm the new employee’s decision to be-
come a caregiver through personal testimony 
from a seasoned worker that illustrates the 
rewards of caregiving work and the impor-
tance of advocating for client and worker’s 
rights. 

Step 1.  Orientation   
Class time: 2 hours
Complete within: 2 weeks 
(or 50 hours of work)

Step 2.  Safety Training  
Class time: 3 hours
Complete within: 2 weeks
(or 50 hours of work)

Step 3.  Long-Term Care Core 
Competencies
Total class time: 80 hours
Complete within: 6 months  
(or 600  hours of work)

Step 4.  Testing and Certification
Participants take state approved test 
to become a Certified Home Care Aide        

The entry-level training will be offered in four steps: 

Entry level training will be interspersed with experience 
in the field in order to create a dynamic learning process 
that is closely linked to the realities of the work.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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• Introduce the role of the caregiver, person-centered care, and consumer-directed models. 
• Ensure that all caregivers understand the standards of apprenticeship in addition to other 

support and career development services available through the Network. 
• Provide an overview of SEIU 775 and the union contract.
• Provide clear information about the terms of their employment and administrative proce-

dures, and who to contact for more information or in the case of an emergency.  

To achieve this last objective, workers will break into small groups according to what type of setting 
they will be working in. For IP home care workers, this portion of the orientation will review the 
administrative procedures covered in the ADSA Employment Reference Guide, in addition to emer-
gency procedures and safety precautions particular to in-home settings. Parallel but more generic 
information will be provided for those on track to work in agencies or other settings. These groups 
will also participate in on-site orientations conducted by each individual employer.  

steP 2. saFety traInIng 
The second step of the classroom training will be a required 3-hour safety training which partici-
pants will also need to complete within the first two weeks of employment to ensure both client and 
worker safety. It will be similar in content to the safety training currently required for IP home care 
workers and will include the following content:

• Emergency procedures and making an emergency plan
• Back safety and proper lifting techniques
• Safe use of medical equipment
• Infection control
• Violence in the workplace / home environment

This training will complement training that workers receive directly from their employers about 
their specific emergency procedures and policies (and in the case of IPs, in the IP portion of the ori-
entation). 

steP 3. Long-terM care core coMPetencIes 
Workers will have up to six months or 600 hours of work to complete the “Long-Term Care Core 
Competencies” training sessions, which will include a total of 80 hours of instruction. This course, 
which will be broken up into three- to four-hour modules offered over the course of several weeks, 
will cover all of the core competencies necessary for quality giving and also allow time for partici-
pants to explore in more depth particular skills or issues that will be most relevant to their individu-
al clients needs. 

The core competencies training will: 

• Be developed with worker and consumer participation.
• Employ an adult-learner centered approach. 
• Be flexible in its design to enable participants to focus more deeply on issues or skills most 

relevant to their care giving situation. 
• Be rigorous and challenging, but also respectful and supportive of trainees who may have 

already been caring for family members for years. 
• Be culturally competent and delivered in languages in addition to English. 
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• Provide learners with core competencies that they can build on with advanced / specialized 
training and on-the-job support. 

• Ask learners to evaluate what they are learning and identify further on-the-job support or 
training desired on specific topics/issues. 

Curriculum for the Long-Term Care Core Competencies will be developed through a participatory 
process among key stakeholders, consumers, and workers. This curriculum will include topics such 
as client’s rights and the role of the caregiver, personal care tasks, body systems, common diseases, 
problem solving, communication skills, nutrition / food handling and self-care. The curriculum 
will be relevant to care needs across the spectrum of home- and community-based settings. Content 
will be organized along a continuum, from simple to complex, with skills that will be most relevant 
offered first and then built upon based on real experience in a process known as “scaffolding knowl-
edge.” (See Appendix D, Suggestions for the Long-Term Care Core Competencies Training, for an 
outline of potential topics for this training.)

The Long-Term Care Core Competencies Course will include a strong focus on the relational skills 
necessary for quality caregiving, drawing on PHI’s field-tested “4-Ps Approach to Problem Solving,” 
which teaches workers to:

• Pull back: gain emotional control in stressful work environments
• Paraphrase: listen actively and ask open questions
• Present options: identify the critical fact or problem, brainstorm solutions, and present pos-

sible solutions
• Pass it on: communicate with others about a problem, using objective language. 

(For a more complete description of this curriculum, see Appendix E, Introduction to the 4Ps Ap-
proach to Problem-Solving.)

The curriculum will be designed to reach people with different learning styles, something the RFOC 
curriculum attempts to do, yet appears to achieve only in a perfunctory way. The Network’s ap-
proach will integrate multiple teaching techniques to accommodate people who learn by seeing, 
hearing, or doing. For example, a lesson on body mechanics might include a brief lecture, a demon-
stration by a trained worker and his/her client, and an activity in which trainees lift heavy objects 
off the floor. In addition to incorporating varying training techniques, this approach will allow 
instructors to recycle information and encourage participants to work together in order to help one 
another learn.33 

Curriculum for the Long-Term Care Core Competencies 
will be developed through a participatory process among 
key stakeholders, consumers, and workers.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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33 For more on multiple learning styles, see Training Quality Home Care Workers, A PHI Technical Series Publication (Paraprofessional Healthcare Institute, 2003), page 10. 
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To ensure that the training is grounded in the realities of caregiving, instructors will use a prob-
lem-posing model in which learners are asked to apply knowledge to real-life situations that they 
might encounter as workers. In addition, the Network will employ current and former caregivers as 
instructors and invite consumers to teach certain modules, including those addressing topics such as 
client’s rights and the philosophy of consumer direction.  

Upon completion of the core competencies training sessions, caregivers will have built on and more 
fully integrated the skills that they have already begun practicing in the field. They will have broad 
knowledge of all the core competencies necessary for quality caregiving across long-term care set-
tings and quality relationships with trainers, mentors,34 and fellow caregivers upon whom they may 
call for continued peer support. 

steP 4. testIng and certIFIcatIon

After completing a total of 85 hours of entry level training through these three steps – the Orienta-
tion, Safety Training and Long-term Care Core Competencies Course, participants will be eligible 
for certification. The Network will administer a state-approved test through which participants will 
demonstrate the core competencies necessary for quality caregiving. Participants who complete the 
training and pass the state exam will become certified as a CHCA, a new designation created by the 
state. 

 Tell me and I’ll forget
 Show me and I may remember
 Involve me and I’ll understand. 
            - Native American Saying

Participant-centered education facilitates learning by building upon the knowledge and skills that 
adults bring with them to the learning setting. Although adults often resist learning due to past 
experiences and educational settings, everyone learns and incorporates new knowledge 
throughout their lives. The learner-centered classroom is built on the following assumptions 
about how adults learn. Learners:

•  Achieve the best results when they feel safe, supported and respected. 
•  Will understand and retain material more effectively if they are actively engaged in the discov-               
    ery process. 
•  Have different strengths and weaknesses and different styles of learning. 
•  Learn best when what it being taught is relevant to their needs. 
•  Need to be held to high standards; this is best accomplished though clear, appropriate, and        
    regular feedback that reinforces and celebrates success. 

Adapted from “Training Quality Home Care Workers, A PHI Technical Series Publication.”

BOX 10 Adult-Lerner Centered Education

34 A specific peer mentor program will be described later in this section. 
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B. Peer Mentoring

As a complement to the required entry-level training, by its second year in operation, the Network 
will launch a peer mentor program that will provide on-the job training and support to workers 
in their first three to six months of employment.35 Mentors will be offered or made available to all 
home- and community based workers participating in the Network, including IP home care work-
ers who are most isolated and in need of peer support and also home care agency and other com-
munity-based long term care workers. Home care agencies and other participating employers will 
coordinate with the Network to tailor it this program to their specific settings. 

deMonstrated need

Research shows that much of the constant churning of direct-care staff happens during the first few 
months of employment.36 In addition, long-term care employers often lose seasoned staff because 
their jobs offer few opportunities for growth and advancement. Peer mentoring helps to solve both 
of these problems, reducing turnover among new employees and providing opportunities for ad-
vancement for committed workers.37 

For home care workers, the first few months of work can be an incredibly challenging and isolating 
experience. Most begin working before receiving any formal training or preparation for the realities 
of caregiving work. While some clients are capable of communicating their needs and directing the 
IP, others are not. Thus, beyond basic information provided in the care plan and limited instructions 
from their client’s case manager, many new IPs and their clients are simply on their own to define 
the IP’s role and understand how best to meet the clients needs. 

In a recent poll of IP home care workers, more than 70 percent said that they would have welcomed 
the support of an experienced home care worker in their first six months on the job.38 Dana Sim-
mons is an IP home care worker who quit her job as an airport screener to care for her mother when 
she suffered anoxia leading to brain damage. According to Dana, “I was never coached on what to 
expect from someone with brain damage, so when I first started caring for my mother on a full-time 
basis, I was frequently hurt by her behavior changes and sometimes violent actions. I really needed 
someone to call for advice on how best to manage her outbursts or just to talk with for support.”

For home care workers, the first few months of work can 
be an incredibly challenging and isolating experience.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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35 While in the future the Network may work with participating employers to expand this program to facility-based settings, peer mentoring will be implemented with home 
care workers first because they have less on-the-job support and fewer opportunities for mentoring than other types of workers.
36 For example see Karl Pillemer, Solving the Frontline Crisis in Long-Term Care. A Practical Guide to Finding and Keeping Quality Nursing Assistants (Frontline Publishing, 
1996). Pillemer found that 40 to 50 percent of all nursing assistants leave during orientation and training.
37 For more information about peer mentor programs and descriptions of how they have been implemented across long-term care settings see “Introducing Peer Mentoring in 
Long-Term Care Settings,”  Workforce Strategies No. 2 (2003), a PHI publication available on the National Clearinghouse website, www.directcareclearinghouse.org
38 In this poll, conducted by the Feldman group on behalf of SEIU  775, 46 percent of respondents said it would be “very helpful” and 26 percent said it would be “helpful” to 
have “support from an experienced home care worker who had been trained to help guide new workers through questions and problem-solving.” 



35A Blue Print for the Future

Mentor-Mentee ratIo

Peer mentoring will address this need by offering workers like Dana a mentor or “buddy” who 
can answer questions and offer support when the learning curve is the steepest. Peer mentoring is 
currently being piloted for the IP workforce in a limited way by the Home Care Quality Authority 
(HCQA). However, in this model, teams of two mentors are expected to serve up to 375 IPs, a ratio 
which allows for little or no real interaction between mentors and mentees.39 

To ensure a meaningful program, where mentors have the time necessary to build trusting relation-
ships, the Network will assign each mentor no more than 10 mentees at any given time. Mentors will 
act as role models and coaches, helping IPs to resolve personal and professional problems as they 
arise. They will use both in-person meetings (job shadowing) and telephone check-ins, with the level 
of contact with each mentee varying according to their needs. 

oPPortunIty For advanceMent

Peer mentoring will also provide an opportunity for home care workers to advance in their jobs 
without having to move into institutional care or away from direct caregiving. Mentors will be 
expected to combine caregiving work with their own clients with up to 40 hours of mentoring per 
month. In recognition of their leadership role, mentors will earn $1 per hour above their already 
established rate for all peer mentoring hours worked. 

seLectIon, traInIng, and Mentor MatchIng

The Network will use a competitive application process to select mentors who demonstrate excellent 
clinical and interpersonal skills in addition to the desire and patience to teach these skills to others. 
Once selected, they will complete an extensive training before being assigned to new workers. They 
will be eligible to receive continuing education credit for this training or apply it towards attainment 
of an apprenticeship completion certificate.

All new workers will meet their mentor in person at the orientation or hear from them by phone 
shortly thereafter if they complete the orientation remotely. To the extent possible, the Network will 
match mentees with mentors who have appropriate skills and who share similar experiences. For ex-
ample, if a mentee is caring for a person who is a quadriplegic, effort will be made to match her with 
a mentor with experience in caring for people with disabilities; or if a mentee is caring for a relative, 
effort will be made to match her with a mentor who is also a family caregiver. More specific matches 
will be possible in the more populated regions of the state where the pool of available mentors will 
be relatively greater. 

Another mentoring approach that the Network will consider is employing mentors with expertise 
in caring for individuals with specific diseases and conditions. These “specialty mentors” could be 
employed to support home care workers in any part of the state through phone and/or e-mail con-
sultations. These individuals could combine “specialty mentoring” with their own caregiving work 
and/or work as instructors for the Network, delivering courses in their specialty area or other topics. 

39 Under contract with the HCQA, the Referral and Workforce Resource Centers (RWRCs) manage peer mentor programs in four regions serving nine counties (Ferry, Lewis, 
Mason, Pend Oreille, Snohomish, Spokane, Stevens, Thurston, Whitman).  This program is scheduled from May 2005 through December 2006, with each RWRC sponsoring two 
mentors throughout this period. The HCQA established a target of service to 375 mentees for each RWRC. For more information see “A Preliminary Analysis of the Peer Mentor 
Program in Nine Washington Counties,” The Home Care Quality Authority (March 2006).
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ManageMent

To be successful, peer mentoring will be managed at the regional level with clear accountability sys-
tems in place to ensure that mentors understand their role and carry out their duties. Oversight for 
the mentors will be integrated with the entry-level training delivery system, ensuring a continuous 
flow of information between classroom trainers and mentors who are providing on-the-job support. 
With proximity and close communication, mentors will be able to inform classroom instructors as to 
subject areas that need more focus and, thus, keep classroom training grounded in the realities of the 
job. 

In addition, the Network will train mentors to encourage their mentees to complete their classroom 
training requirements as early in their tenure as possible. They will also be able to advise mentees as 
to what advanced courses or specialty clusters might be most relevant to their caregiving situation. 
This level of integration will maximize the impact of both training opportunities. 

c. Apprenticeship Program

By the end of Phase I, the Network will begin offering a voluntary apprenticeship program that will 
build on the entry-level training and peer mentor programs with a broad menu of advanced and 
specialty courses designed to refine care giving skills in specific specialty areas chosen by the partici-
pant. The Network will seek approval for this program in the form of an apprenticeship agreement 
from the Washington State Apprenticeship and Training Council and create an apprenticeship com-
mittee to oversee the program. 

The standards for this apprenticeship will include a total of 150 hours of classroom training (includ-
ing 85 hours of entry-level training in addition to at least 65 hours of advanced and specialty train-
ing) complemented by on-the-job training and support through the peer mentor program. Upon 
completing this training and 2,000 hours of work experience, participants will receive an apprentice-
ship completion certificate from the Washington State Apprenticeship and Training Council,40 as a 
pay increase as outlined in SEIU 775 collective bargaining agreements. 

The advanced and specialty training courses for the apprenticeship program will be designed to 
enable caregivers to tailor their skills and knowledge to meet the individualized needs of each client 
they serve. The apprenticeship standard will recommend that workers complete all 65 hours of this 

The advanced and specialty training courses for the ap-
prenticeship program will be designed to enable caregivers 
to tailor their skills and knowledge to meet the individu-
alized needs of each client they serve.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

40 This certificate will be recognized by the US Department of Labor. 
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Specialty Courses in...

Aging Issues •  The Aging Process
•  Abuse and Victimization of Older Adults
•  Dementia Care
•  Death and Dying

•  Depression and Anxiety
•  Personality Disorders
•  Understanding and Managing Challenging Behaviors
•  Dementia Care

•  People-First Language
•  Active Listening
•  Assistive Technologies
•  Quadriplegic Care

•  Overview of Developmental Disabilities
•  Inclusion and Community Integration
•  Autism and related issues
•  Down Syndrome and related issues

BOX 11 Examples of Possible Specialty Apprenticeships

Mental Illness

Consumer Direction

Developmental Disabilities

advanced and specialty training within their first year of employment and require that they have 
completed it within 2,000 hours of work. 

The course offerings will be developed with input from workers, consumers, and employers. They 
will include advanced courses that build on the knowledge and skills base developed in the core 
competency training and specialty courses that focus in on a specific skill, disease, or population. 
For example, courses will be offered on topics such as advanced communication skills, fetal alcohol 
syndrome, and quadriplegia. Training on nurse delegation responsibilities—required by Washington 
State for home care workers who will be completing nurse-delegated duties such as administering 
medication—will also be offered as an advanced course. 

The Network will propose the creation of both a general apprenticeship and specialty apprentice-
ships that will prepare workers to address specific types of client needs or specific skill sets (see Box 
11: Examples of Specialty Apprenticeships). Caregivers who complete specialty apprenticeships will 
receive recognition for this through their apprenticeship completion certificate, which can be pre-
sented to employers and clients. In addition, the Network will propose that the statewide referral 
registry used for matching clients with IP home care workers identify any apprenticeship certificates 
achieved by listed IPs. 
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d. continuing Education

To maintain their certifications, both CHCAs will be required to complete at least 12 hours of con-
tinuing education credit per year beginning in the second year of employment. The Network will 
make the broad menu of advanced and specialty courses available for continuing education credit. 
Participants will receive credit only for courses that they had not already completed as part of an ap-
prenticeship program.

To ensure equal access to training across regions, the same menu of advanced and specialty courses 
will be offered in every region of the state, with rotating schedules. Class times will be varied to ac-
commodate different work schedules and shifts and modules will vary in length, with some shorter 
courses and other day- or weekend-long sessions that combine several courses within a cluster.

 
E. cross-Sector Applications

In the initial years of operation, most of the workers who complete the training programs outlined 
in this section (entry level training, advanced and specialty training curricula, mentor program, and 
apprenticeship) will be home care workers. This may change, however, as the program expands and 
community-based employers and nursing home employers agree to participate through collective bar-
gaining agreements with SEIU 775. To address the training needs of nursing home workers and encour-
age portability across long term care settings, cross-sector applications could be developed (see Box 12: 
Cross Sector Applications). 

These potential cross-sector applications of the Network training program reflect the growing recogni-
tion that the core competencies for direct-care workers are strikingly consistent across settings and target 
populations. For example, in a recent analysis, PHI found that 86 out of 93 core competencies are neces-
sary in both nursing home and in-home settings (see Box 13: Core Competencies for Direct-Care Work). 

BOX 13 Core Competencies for Direct-Care Work

To more clearly understand the similarities between skill sets necessary for direct-care workers in different long-term care 
settings, PHI conducted an analysis that maps 69 specific core competencies grouped into the following categories: 

Role of the Direct-Care Worker    Consumer Rights and Confidentiality
Communication and Problem Solving Skills     Personal Care Skills
Health Related Tasks     In-Home and Nutritional Support
Infection Control        Safety and Emergencies
Apply Knowledge to the Needs of Specific Consumers    Self-Care

Based on expert opinion, the analysis indicates for each competency whether or not it is necessary for workers in five 
distinct long-term care settings. While some competencies are setting specific (e.g., the need for CNAs to assist with 
admissions, discharges and transfers or the need for  home care workers to assist consumers with meal planning, food 
shopping, and meal preparation), PHI’s analysis finds that the vast majority of core competencies, such as assisting 
with bathing, hand washing, and demonstrating the ability to resolve conflicts, are necessary and relevant across all five 
settings. Found to be necessary were 86 out of 94 competencies across both nursing home and in-home settings (see 
Appendix C, Definition of Core Skill Competencies for Entry-Level Direct-Care Workers, for the full analysis).
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CNA Entry-Level Training Nursing home employers could use the Network to train newly hired nursing 
assistants rather than hiring already certified assistants or using their own 
in-house training programs. In these circumstances, the Network would work 
with participating employers to develop a training track that would be consis-
tent with all state and federal standards for CNA training (see Appendix F, 
Core Curriculum Requirements for CNA Training). For example, the Network 
could develop a specifically tailored 85-hour Long -Term Care Core Compe-
tencies Course that would include 50 hours of supervised on-site facility 
based clinical training. This training would be designed so that participants 
could achieve certification within 120 days of beginning work in a facility as 
directed by state and federal law.

CNA Apprenticeship Already certified CNAs working in nursing homes that bargain to join the 
Network could work with mentors in their facilities and take advanced and 
specialty courses through the Network in order to achieve a specialized 
apprenticeship completion certificate. In this case, the 85 hours of training 
that they have already completed to become certified could be applied to the 
requirement for 150 hours of classroom training. 

CHCA to CNA Mobility In partnership with nursing home employers, the Network could also offer 
SEIU home care workers the opportunity to build on the training that they 
have already completed in order to become CNAs. This would require 
articulation agreements such that the classroom training already completed 
by CHCAs would be accepted as fulfilling the 35-hour classroom training 
requirement for CNAs. Members could then become eligible to take the CNA 
exam after completing 50 hours of clinical training, which could be offered at 
one of the participating employer’s facilities. This arrangement would make it 
easier for home care workers to move into work in a facility-based setting or 
increase their hours by continuing to work for home care clients and increas-
ing their hours by also working shifts in a nursing home.

CNA to CHCA Mobility Articulation could also be agreed to in the opposite direction for CNAs who 
want to work in home- or community-based settings. In this case, the 
Network could make a brief, home care setting specific training course 
available to member CNAs who wanted to prepare for the CHCA exam. The  
state could allow CNAs the option of a taking a challenge test without 
completing extra home care specific training or completing extra training prior 
to taking the test. Those who do not pass the challenge test would be 
required to complete the extra home-care specific training. 

CHCA, CNA Dual 
Certification
Training Track

Within the framework of the articulation agreements outlined above, a dual 
CHCA-CNA apprenticeship program could be designed for newly hired 
workers. These caregivers would work with peer mentors in both home care 
and nursing home settings. They would complete the required 85 hours of 
CHCA training and following that complete at least 50 hours of their 65-hour 
advanced and specialty apprenticeship training as clinical training in a 
facility-based setting. After achieving 2,000 hours of work experience, they 
would qualify to take both certification exams and receive a certificate of 
apprenticeship. 

BOX 12 Cross Sector Applications
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Because the basic building blocks are the same, workers should not be forced to repeat training that 
covers the same core competencies necessary for quality caregiving across settings. Thus, to the ex-
tent possible, the Network will work to ensure that workers can more easily move between or com-
bine work in different settings. This will enable caregivers to build on a common body of knowledge 
with specific tools for each particular setting or client base. And for home- and community-based 
workers, the new CHCA designation will provide a credential that is valued across settings and, 
potentially in the future, also in other states.
 
Many states are moving in the direction of establishing certifications that are applicable across a 
variety of settings. For example, Pennsylvania is exploring this approach; New Hampshire has estab-
lished a Licensed Nursing Assistant credential for workers in home care, assisted living facilities, 
and nursing homes; and the District of Columbia recently passed legislation to establish a cross-sec-
tor certification for direct-care workers.

Policymakers are attracted to cross-sector training and apprenticeship as strategies that address 
workforce shortages by improving the portability of worker credentials and opening up career path-
ways. Three long-term care occupations, home health aide, direct support professional and Certified 
Nursing Assistant, have been approved recently by the U.S. Department of Labor as “apprentice-
able” occupations. 

f. capacity

In the year leading up to Phase I, the Network will develop the capacity necessary to deliver the 
training and apprenticeship programs described in this section in all regions across the state. As de-
scribed later in this report, this will be accomplished through a combination of in-house faculty and 
contracts with existing high-quality training providers and training venues. 

For the following reasons, the Network will be in a stronger position than existing training providers 
to ensure equal access to quality training across the state: 

• Offering the advanced/specialty training courses for credit either towards apprentice-
ship or as continuing education will increase demand for these courses and create greater 
economies of scale at the local level. 

• The Network will offer the same menu of continuing education / advanced training in 
every part of the state (rather than each region re-inventing the wheel and developing 
their own course selections). 

Because the basic building blocks are the same, work-
ers should not be forced to repeat training that covers the 
same core competencies necessary for quality caregiving 
across settings.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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• The Network will have greater capacity to pool resources and use the same resources 
(instructors, mobile classrooms, e-learning technologies) to serve members in different 
regions. 

PHASE II: AdUlT EdUcATIOn And cAREgIvER SUPPORT

In Phase II, the Network will offer a range voluntary services that will support long-term care work-
ers in achieving their personal and professional goals. These services will include a menu of adult 
education courses and a “Caring for the Caregiver” workshop series. These services will be specifi-
cally designed to meet the diverse personal and educational needs of the long-term care workforce 
and provide workers with the skills necessary to advance their careers.

A. Adult Education

The Adult Education menu of classes will include classes in areas such as: 

• Pre-GED and Skills Enhancement
• GED
• English as a Second Language (ESL)
• Contextualized English as a Second Language
• Basic Computer Instruction
• College Preparation
• Preparation for Training to become a Licensed Practical Nurse (LPN)
• Citizenship 

The Network will offer this training at the Tacoma/Federal Way and Spokane satellite offices and 
other locations (such as community colleges/mobile classrooms) to be determined according to 
geographic distribution of the long-term care workforce. The Network will develop a faculty of qual-
ity instructors with expertise in adult education and health care and partner with local community 
colleges for the delivery of instruction. All training providers will employ an interactive approach to 
learning—combining didactic instruction and experiential learning. 

Pre-ged and sKILLs enhanceMent 
These classes will provide basic education and foundation skills for workers who may have been 
away from school for a long period of time and need to improve their writing, reading, and math 
skills before enrolling in GED preparation. Materials used will reflect language and experiences oc-

These services will be specifically designed to meet the di-
verse personal and educational needs of the long-term care 
workforce and provide workers with the skills necessary 
to advance their careers.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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curring in the workplace and topic areas covered on the GED. Individuals testing at a seventh-grade 
reading level will require two semesters of instruction before being ready to take the GED examina-
tion. (Each semester is approximately 14 weeks long, Fall and Spring, with 2 sessions per week for 3 
hours per session for a total of 84 hours each semester.) 

ged

The Network will provide classroom instruction for students wishing to earn a high school diploma. 
Competency areas covered will include: reading, writing, math, science, and social studies. The 
Network will also offer a flexible GED program to accommodate workers with limited time to attend 
classes. These students will be able to participate in a self-study program, but will be placed in “vir-
tual study groups” with other participants and receive ongoing support/guidance from Network 
counseling staff. Test-taking, time management, and study skills will be offered to students in both 
programs. The length of the instruction will vary according to reading and writing capability.

engLIsh as a second Language (esL) 

These classes will assist adult, non-native English speakers with the skills necessary to improve their 
English comprehension, speaking, reading, and writing skills. Instruction will be offered in both in-
troductory and intermediate levels. (Please note that an advanced level of instruction can be offered 
if there is a documented need.)

ESL Level 1: This introductory class will be offered to workers with little or no English skills. Stu-
dents will concentrate on basic listening, speaking, reading, and writing activities in order to acquire 
basic skills.

ESL Level 2: This class will be geared to students who have mastered a basic understanding of 
English. An integrated approach to instruction that uses both life situations and experiences in the 
workplace to further develop oral and written skills will be emphasized. Students will improve their 
understanding of the structure of the English language and ability to read and write.

ESL Level 3: At this level, students with an intermediate command of the English language will 
study the structure of English through various reading and writing assignments. They will improve 
their speaking and listening skills through class discussions and oral presentations. Teaching materi-
als will reflect the language used in a home care setting.

contextuaLIzed esL

The Network will offer “Workplace ESL” to introduce the type of terminology used in a long-term 
care settings. Materials for the Orientation, and Safety, Core Competencies, and Advanced / Spe-
cialty trainings will be integrated into these classes.

BasIc coMPuter InstructIon

The following modules will be offered for the student interested in achieving basic computer litera-
cy: Keyboarding/Basic Typing, Using a Mouse, Microsoft Word, and Navigating the Internet. Each 
module will range from 15 to 30 hours of instruction. These courses are essential to prepare partici-
pants for continued learning at college, at home via distance learning, and at the workplace.

coLLege PreParatIon /BrIdge to coLLege

Workers interested in pursuing either a two-year or four-year college degree will be able to take 
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courses designed to enhance their skills and prepare them to succeed in a college environment. 
Classes will be offered in topics such as time management, study skills, listening skills, problem-
solving skills, and oral and written communication skills.

A course will also be offered in academic English where students will learn how to write a research 
paper and collect data using the Internet.. Additional coursework concentrating on academic listen-
ing and speaking will be offered to prospective students. This course will enable advanced learners 
to develop public speaking skills, construct persuasive oral arguments, and develop a portfolio of 
completed assignments. These will be semester courses, consisting of 14-week sessions offered in 
the fall and spring. Most students are expected to spend two semesters in the “Bridge to College” 
program.

PreParatIon For traInIng to BecoMe a LIcensed PractIcaL nurse 

This training will provide students with the skills and knowledge required to take licensed practical 
nurse (LPN) entrance exams. Classes emphasize skills such as: critical thinking, test-taking, under-
standing details, basic science, basic calculations, reading tables and graphs, pre-pharmacology, and 
more. Students interested in enrolling in this training will be required to have a high school diploma 
or GED. The Pre-LPN program will be 9 to 12 months in length and require a commitment of 6 to 9 
hours per week.

cItIzenshIP

The Network will provide classes and legal assistance to students who are eligible and interested in 
obtaining U.S. citizenship. Modules concentrating on U.S. history, government, civics, requirements 
for citizenship, and oath of allegiance to the United States will be available.

Citizenship classes may be offered in two different formats, designed for English speakers and non-
English speakers. The length of the class will vary depending on the level of English comprehension. 
For students emigrating from English-speaking countries, the course will range from a total of 3 to 
9 hours (one to three, 3-hour sessions). For students in need of English language skills, the follow-
ing modules will be offered: conversational English, basic reading and writing (using contextualized 
materials), and test-taking skills. Limited English proficient students may require two semesters 
of instruction (approximately 168 hours). Students will be given practice questions and dictations, 
which are part of the interviews for citizenship. 

B. caring for the caregiver Workshops 

Across the spectrum of long-term care, workers experience high levels of stress and burnout 
that can threaten their well-being, undermine their ability to provide quality care, and contrib-
ute to their decision to leave caregiving work. In Phase II, the Network will launch a series of 
“Caring for the Caregiver” workshops to provide peer support and guidance for caregivers and 
prepare them to handle challenges in their personal and professional lives. 

Poor suPervIsIon and LacK oF suPPort 

Caregivers are attracted to the work because they are interested in helping others. Yet once on the 
job, many find that they are undervalued and overwhelmed. Many caregivers report that they do 
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not feel respected, listened to, or supported.41 Studies suggest that the poor relationships with super-
visors, clients, and family members lead to burnout and the decision to look for work elsewhere.42 In 
a recent California focus group, CNAs reported that “charge nurses did not know them, failed to call 
them by name in some cases and often did not respect them or acknowledge their work.”43  

Home care workers feel stress because they are isolated in their work lives, with no one to turn to if 
they feel overwhelmed by their clients’ needs or frustrated by their clients’ behaviors. This is partic-
ularly true in consumer-directed home care, where the integration of consumer and employer roles 
creates a level of complexity that some self-directing clients are not prepared to deal with effectively. 
For example, consumers may be reticent to raise issues until they reach a boiling point, because they 
are so in need of the help provided by their assistants; other clients can be highly controlling, overly 
scrutinizing, and demanding. 

stress at hoMe

For many caregivers, stress in the workplace is compounded by stress at home. As low-wage work-
ers, many have few resources to fall back on when the complexities of life—a broken down car, a 
sick child, or an over-due bill—conflict with their caregiving responsibilities. And as a population of 
primarily middle-aged women, many are struggling with health issues themselves, such as diabetes, 
heart disease, and back injuries.

worKshoP structure and toPIcs

Therefore, the “Caring for the Caregiver” workshop series will provide opportunities to discuss top-
ics such as: 

• Caregivers’ health and well-being
• Building support networks
• Setting limits / professional boundaries
• Racism and sexism on the job
• Understanding and respecting cultural differences
• Balancing the multiple roles of the family caregiver
• Being a self-advocate 
• Family-work balance

41 Ingrid McDonald, “Respectful Relationships: The Heart of Better Jobs Better Care,” Better Jobs Better Care Issue Brief (Institute for the Future of Aging Services, forthcoming).
42 For example see At a Glance, Report of the Certified Nurse Assistant Recruitment and Retention Project. (Iowa Caregivers Association, September 1999).
43 “Addressing Shortages in the Direct Care Workforce: The Recruitment and Retention Practices of California’s Not-for-Profit Nursing Homes, Continuing Care Retirement 
Communities and Assisted Living Facilities” (Institute for the Future of Aging Services, June 2003), pg. 22. 

The Network will design workshops to bring isolated 
workers a sense of community and belonging while also 
helping them to reach personal and professional goals.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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The Network will design workshops to bring isolated workers a sense of community and belonging 
while also helping them to reach personal and professional goals. The workshops will be voluntary 
and those who attend will not receive continuing education credit. The workshops will be facilitated 
by professional counselors and seasoned caregivers, including IP peer mentors and others who 
complete a facilitator training developed by the Network. Facilitators will focus on providing par-
ticipants with a safe place where they can raise issues and engage in open discussion outside of their 
everyday work environment. 

Workshops will be available on a flexible, drop-in basis at regular intervals in all regions of the state. 
These workshops will be short, between one and two hours each. When appropriate, facilitators will 
invite participants to stay in touch with each other and continue meeting if they wish as an ongoing 
support group. 

PHASE III: cAREER PATHWAyS

In Phase III, the Network will offer career counseling and tuition assistance support to workers inter-
ested in pursuing new career paths in health and long-term care.

A. career counseling Services

During Year 2, the Network will create the position of Intake/Program Specialist, whose job respon-
sibilities will include the provision of individual and group counseling to workers interested in pur-
suing new career paths in health and long-term care. The program specialist will offer advice about 
different occupational areas, such as nursing, mental health, social work, and case management. In 
addition, the program specialist will provide information about educational requirements necessary 
to pursue different career paths, including requirements for admission to degree programs, locations 
for pursuing particular degrees, and coursework required for graduation. 

BOX 14 Racism on the Job

Caregivers across the spectrum report that they are experiencing racism on the job, a demoralizing 
experience that damages relationships and disrupts their ability to provide quality care. For example, 
in interviews with 648 direct care workers who work in nursing homes, assisted living facilities, and 
home care agencies in Ohio, the Margaret Blenker Research Institute, Benjamin Rose, found that: 

•  70 percent of direct-care workers (DCWs) had heard residents/clients make racial or ethnic 
remarks.
•  Of DCWs surveyed, about a third had never heard racial or ehnic remarks directed at DCWs but 
nearly a third had heard these remarks directed at DCWs either daily or several times a week.
•  DCWs in nursing homes heard significantly more remarks directed at them than DCWs in assisted 
living facilities and home care agencies. 
•  15 percent of DCWs had heard family members make racial or ethnic remarks.
•  21 percent of DCWs 21% had heard other staff members make racial or ethnic remarks.

Source: Ejaz, Farida K. and Linda S. Noelker. “Better Education = Better Jobs: The Impact of Job Preparation, Ongoing 
Education and Training on Job Satisfaction and Commitment Among Front-Line Workers and Their Supervisors. BJBC 
Research and Evaluation Program Final Narrative Report (The Margaret Blenker Research Institute, Benjamin Rose, April 2006).
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The purpose of the counseling services will be to ensure that participants make good decisions about 
what career paths to pursue based on their interests and strengths. Effective counseling services will:

• Support high levels of retention in education programs.
• Guide members to careers in health and long-term care occupations.
• Ensure that tuition assistance funds are not wasted. 

Career counseling will help participants select the educational program most appropriate for their 
needs and goals. 

B. Tuition Assistance

Tuition assistance is an essential element of building a system of continuing education and career 
ladders. Many current and future long-term care workers have the life experience, knowledge, and 
skills to succeed as students in certificate and college-level programs; however, low-wage workers 
simply do not have the financial ability (even at the community college level) to pay all of the costs 
of tuition and related educational expenses such as books and fees. Many are forced into loan ar-
rangements, which place an increased financial burden on their families. 

In traditional tuition reimbursement programs, individual employees must pay upfront for the costs 
of tuition and then wait for reimbursement. To overcome this obstacle, the Network will negotiate 
agreements with various technical schools and colleges and universities to create a voucher system. 
Under this system the Network will pay the schools directly for tuition and related costs. This will 
expand opportunity and access.

The governing body of the Network will determine tuition eligibility requirements and the level of 
tuition assistance benefits. 

The purpose of the counseling services will be to ensure 
that participants make good decisions about what career 
paths to pursue based on their interests and strengths.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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PART 4: A fRAMEWORK fOR BUIldIng THE nETWORK 

This section proposes a joint labor-management legal structure for the Network and describes how 
the Network, as a Taft-Hartley Fund, will be governed and funded. This section then provides a pic-
ture of the organizational architecture of the Network and a sample budget of its first three years. 

a. taFt-hartLey LegaL structure

The Network will be organized as a joint labor-management educational program, which is gener-
ally referred to as a Taft-Hartley Fund. This name is derived from the Taft-Hartley Act, which was 
passed by the U.S. Congress in 1947 and became known as the Labor-Management Relations Act. 
The Network, as a joint labor-management educational program (“Joint Program”), will be estab-
lished as a nonprofit educational and training organization under IRS.44 The purpose of the Network 
will be to provide educational benefits (i.e., tuition assistance, scholarships), education and training 
programs, and related services to eligible participants (members of the applicable collective bargain-
ing units). 

The joint program model was originally developed in a variety of building trades in the form of ap-
prenticeship training programs. During the 1980s, the nature of American industry and work were 
undergoing fundamental change. The need for increasing the training and education of incumbent 
and dislocated workers was addressed by a number of unions and employers who created joint 
labor-management educational programs through their collective bargaining agreements or other 
cooperative arrangements.

 

During the past three decades, joint labor-management programs have become significant providers 
of both education and training in a variety of industries, among them auto; aerospace; building ser-
vice and maintenance; construction; health care; hospitality; maritime; municipal, state, and federal 
public service; transportation; steel; telecommunications; and other industries. These programs now 
serve an eligible workforce of nearly two million union-represented workers. Currently, a number of 
new joint labor-management education initiatives are emerging, particularly in the health care field 
in both public and private sectors.  

In Washington, Governor Gregoire has made access to apprenticeship programs a central component 
of both education and workforce development initiatives. The Washington State Apprenticeship 

In Washington, Governor Gregoire has made access to ap-
prenticeship programs a central component of both educa-
tion and workforce development initiatives.

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

44 Taft-Hartley Funds are registered with the IRS as 501C(9); it is also common practice to establish a separate 501C(3) organization for the purpose of grant fundraising. 
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and Training Council (WSATC) oversees 246 sponsored apprenticeship programs and of those, 180 
are jointly sponsored labor-management Taft-Hartley Funds. These jointly sponsored programs are 
either “group-joint” or “individual-group” programs representing either multiple or individual em-
ployers respectively. Programs range from traditional trade union apprenticeships in carpentry and 
plumbing to nontraditional trade union careers in culinary arts. These programs are popular because 
they bring business and labor together and supply a skilled and motivated workforce where quali-
fied workers may be scarce, such as in construction and health care. 

Nationally, hundreds of thousands of workers have participated in these programs, engaging in a 
range of educational and training activities that have resulted in valuable outcomes for workers, 
their employers, and the public. As educational institutions in their own right, joint labor-manage-
ment educational programs and other institutions of workers’ learning share with other more tradi-
tional educational entities the characteristic of supporting the creation and transmission of knowl-
edge and skills.

The result has been the emergence of a "joint" training and education philosophy that recognizes the 
value of cooperatively addressing the developmental needs of employers, unions, and individual 
workers. This philosophy has spawned the dramatic growth of labor-management partnerships that 
jointly fund, plan, implement, and oversee workplace training and education initiatives. Specifically, 
new partnerships are constantly being formed, while existing initiatives continue to evolve, reflect-
ing changes in the business, technological and budgetary environments. 

The Conference Board of Canada conducted an in-depth research project on joint labor-management 
training funds and concluded that the following design elements make such programs successful: 

Proactive Communication between Labor and Management
• Continuous process of balanced consultation between labor and management
• Program marketing and promotion 

Needs Analysis, Program Evaluation, and Redesign
• Conducting learning needs analysis
• Evaluating program effectiveness 

Extended Time Horizons
• Career and education planning services that help people create and follow their own 

Hundreds of thousands of workers have participated in 
joint labor-management programs, engaging in a range of 
educational and training activities that have resulted in 
valuable outcomes for workers, their employers, and the 
public. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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career path
• Continuing educational opportunities
• Tuition assistance 

Personal Responsibility and Choice
• Full participation of workers
• Employee involvement in the design and implementation of training 

Sound Learning and Educational Strategies
• Multiple learning strategies
• Specific criteria for selecting and evaluating training providers

Dual Training Focus: Meeting Worker and Workplace Needs  
• Dual training focus, on both the individual and the workplace or organization

The Network, as described in this blue print, reflects these design elements in its operations, man-
agement, and governance. (For more a more detailed summary of the Conference Board of Canada 
study see Appendix G.) 

B. governance

Like other joint programs, a board of trustees will govern the Network and will be composed of an 
equal number of union and management representatives (representing contributing employers). 
The trustees in their governance will be guided by a Declaration of Trust (Trust Agreement). The 
Declaration of Trust sets forth who may sit on the board of trustees and under what terms. Federal 
law, under the Employment Retirement Income Security Act (ERISA), sets forth the responsibilities, 
duties, and obligations of trustees. The board of trustees will have the authority to waive training 
requirements for members with special circumstances, such as for members who already have health 
care degrees in related fields.45

c. FundIng 

The funding for the Network’s various programs will be provided by employer contributions and 
set aside in a trust fund intended for the benefit of eligible participants. The amount of employer 
contributions will be determined by collective bargaining agreements and set by the trustees to sup-
port the operations of the Network. The trustees of the Network determine the level of benefits and 
number of programs to be offered and the eligibility requirements for participants.

45 Any new training requirements established by the state should also include flexibility for workers with degrees in related health care fields. 

A board of trustees will govern the Network and will be 
composed of an equal number of union and management 
representatives (representing contributing employers). 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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Modeling other joint programs, the Network will seek to supplement its income from employer 
contributions with municipal, county, state, federal, and private foundation grants. Such grants will 
enable the organization to expand and enhance its programs and services. Joint programs in both the 
public and private health care sectors have experienced particular success in leveraging public dol-
lars through state and federal grants, reflecting the strong public interest in the quality health care 
and the quality of health care jobs.

d. organIzatIonaL archItecture 

Appendix H, Organizational Architecture, illustrates a recommended organizational structure and 
staffing configuration to launch and sustain the Network. The chart depicts the key positions and 
partnerships that will be needed to carry out the administrative activities and programmatic initia-
tives of the Network and dramatically improve the quality and scope of training for Washington’s 
long-term care workforce.

The board of trustees will provide leadership and guide the overall development of the Network. 
They will hire an executive director who will be responsible for the overall management of the 
Network, strategic planning, and fundraising. The executive director will lead a senior management 
team consisting of the following positions:

• Education Director
Key Responsibilities: program development, implementation, and management

• Member Services Director
 Key Responsibilities: marketing, communications, and management

• Information Technology Director 
Key Responsibilities: database systems, website management, call center

• Finance Director
Key Responsibilities: infrastructure development and financial systems

Under the direction of the senior management team, program managers will oversee the day-today 
delivery of each of the key products and services offered by the Network, including the classroom 
training and peer mentoring components of the apprenticeship program and the voluntary career 
development and support services launched in Phases II and III. These programs will be delivered 
through a combination of in-house faculty who will team teach with SEIU 775 members employed as 
associate instructors; contracts with other individual instructors and training vendors; and partner-
ships with community colleges. 

Area coordinators will assist members to choose their coursework and enroll in training courses and 
will monitor their movement through the apprenticeship program. They will participate in the in-
person orientation sessions and be responsible for matching new workers with their mentors. Their 
work will be one component of a sophisticated member communications process that will ensure 
that workers understand the requirements they must fulfill and fully utilize the services and pro-
grams available to them through the Network. 
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e. Budget 

To illustrate the global costs associated with establishing the Network and providing high-quality 
training and career development services, this blue print offers a sample budget in Appendix I. It 
portrays the annual income, expenses and fund balance for the Network, for services provided dur-
ing Phase I, Phase II and Phase III respectively. 

While in practice, full implementation of each of these program phases may take longer than one 
year, for simplicity this budget illustrates three sample years. This budget is based on informed 
estimates of many variables including the total number of new SEIU 775 members in the future and 
the percent of all members who will elect to participate in voluntary services. These variables may 
be quite different in actual implementation. Thus, this budget is offered as a sample only rather than 
a precise prediction.

As illustrated in Appendix I, the products and services described in this blue print will cost approxi-
mately $9,197,000 in Phase I, $14,855,000 in Phase II, and $15,556,000 in Phase III, with variability 
depending on actual participation. While efficiencies will be gained by offering a cohesive statewide 
program, training costs will be significantly greater than current training expenditures because the 
Network will offer training with a far greater scope and duration than what is presently available to 
ensure quality care. 

IncoMe

The primary source of income to the Network will be in the form of employer contributions. Partici-
pation in the Network and the contribution rate per member will be determined by collective bar-
gaining agreements between SEIU 775 and respective employers. 

The sample budget assumes an employer contribution rate of $.35 per hour worked by each mem-
ber of the bargaining unit. Based on this rate, the budget estimates that by Phase III, the state will 
contribute approximately $11,280,000 each year on behalf of the individual provider home care 
worker bargaining unit. In addition, the sample budget estimates that home care agency employers 
with collective bargaining agreements with SEIU 775 will contribute approximately $4,665,000 by 
that time. While in the future, SEIU 775 may also reach agreements with nursing home employers 
to participate in the Network, this sample budget does not assume any income stream from nursing 
home employers during the first three years of operation. 

Collectively bargained contributions will fund the core program offerings, including entry-level 

While efficiencies will be gained by offering a cohesive 
statewide program, training costs will be significantly 
greater because the Network will offer training with a far 
greater scope and duration than what is presently avail-
able to ensure quality care. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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training, the peer mentor program, and advanced and specialty training coursework leading for ap-
prenticeship, continuing education and administration of the Network. As the Network develops it 
will seek additional private and public funding streams to support elective programs such as career 
development services and caregiver support workshops. Some programs areas are more likely than 
others to be strong candidates for external funding. For example, adult education, citizenship, pre-
LPN, and bridge-to-college programs may be eligible for funding through the Washington State De-
partment of Education, federal funds, and foundation sources. The sample budget assumes $500,000 
in grants beginning in Phase III, an income stream that would be expected to grow over time.

While not reflected in the sample budget, funding for a start-up phase of a minimum of six months 
will be essential. During this time, the Network would hire staff, develop programs, contract with 
vendors and prepare to begin offering the services that begin in Phase I. A funded start-up phase 
will allow the Network to accumulate resources and construct its administrative and programmatic 
infrastructure. Therefore, the collective bargaining creating the Network must include a provision 
for an upfront infusion of cash. This is needed to ensure adequate cash flow and resources to launch 
the programs in a reasonable time frame. 

adMInIstratIve exPenses

The sample budget estimates administrative expenses of $1,460,000 by Phase III. These expenses in-
clude the senior management team; support, accounting and information technology staff; computer 
and related equipment expenses; rent and related expenses to equip the headquarters office; and 
other administrative expenses such as professional, legal and accounting services, travel expenses 
for senior staff. The sample budget estimates a base salary of $90,000 for the executive director and 
$72,500 each in addition to fringe benefits for the other members of the senior management team. 

PrograMMatIc exPenses

The sample budget estimates total program expenses of $14,096,000 by Phase III. Program expenses 
include management and instructional costs for each program, travel for program staff, infrastruc-
ture costs including mobile classrooms and classroom rental, evaluation and impact studies, and 
meetings and conferences. 

The budget assumes a flat salary structure for program staff which includes $60,000 for program 
managers, $50,000 for in-house faculty, $42,500 for area coordinators, $50 per hour for hourly instruc-
tors and career counselors, and $20 per hour for associate instructors. The budget does not account 
for the variation in actual instructional costs that would occur when the Network contracts out for 
training services with other parties. Instructional costs for each program include instructor salaries, 
curriculum development, materials, program evaluation, staff development, translation and inter-
preter services.

orIentatIon & saFety traInIng 
The sample budget assumes that the total projected number of new entrants in to the IP workforce 
and all new direct-care employees of participating home care agencies will participate in the orien-
tation and safety training offered by the Network, with total participation at approximately 17,180 
workers per year by Phase III. Assuming that 859 two-hour orientation sessions will be necessary 
to accommodate these workers, the budget estimates the total cost of orientation to be $154,000 by 
Phase III. Assuming 859 safety training sessions, the budget estimates the total cost of safety training 
to be $321,000 by Phase III.
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Long-terM care core coMPetencIes course 
The sample budget assumes that the total projected number of new entrants into the IP workforce 
and all new direct-care employees of participating home care agencies—a total of 17,180 workers by 
Phase III—will complete the 80-hour Long Term Care Core Competencies course within their first six 
months employment. To meet this demand, the budget assumes a total offering of 859 courses at a 
total cost of $3,587,000 by Phase III. 

advanced and sPecIaLty traInIng For aPPrentIceshIP

The budget predicts that participation in the voluntary apprenticeship program will grow over 
time, with approximately 10 percent participation in Phase I, 15 percent in Phase II and 20 percent in 
Phase III. Based on these participation rates, the budget assumes that by Phase III, 3,440 participants 
will take a total of 172 classes offered through the advanced and specialty course menu for a total 
cost of $557,000. 

Mentor PrograM

The sample budget estimates the cost of the mentor program based on several assumptions, includ-
ing:

• Mentors provide mentees an average of 12 hours of on-the-job training and support over the 
course of 3 to 6 months. 

• The total number of mentees, including IP and home care agency workers will be 7,581 in 
Phase I, and 16,321 by Phase III

• A mentor: mentee ratio of 1:10.
• A total of 1,632 mentors by Phase III
• A mentor salary rate of $9.50 an hour plus the added $1.00 an hour for providing mentor 

services and 40 percent fringe for a total of $14.70 an hour in Phase I. 
• Additional costs for mileage, internet, and phone services. 

Based on these assumptions and the additional cost of mentor program managers, the three-year 
cost of the mentor program is $3,900,000 by Phase III. 

aduLt educatIon

The Network will conduct a needs analysis to determine interest in the proposed course offerings. 
After reviewing the results of that study, a select number of adult education courses (GED, Bridge 
to College, etc.) will be piloted during Phase II. These courses will be taught by a team of qualified 
instructors hired directly by the Network, as well as in partnership with local community colleges 
and/or organizations that have demonstrated expertise. The cost of these programs will vary ac-
cording to the length of the instruction and how the instruction is being delivered (internal vs. exter-
nal vendors). In Phase II the anticipated cost will be $179,000 and in Phase III after the expansion of 
services, it is projected that the costs will be $715,000.

“carIng For the caregIver” worKshoP serIes

The Network will hire and train their own group of qualified facilitators to deliver the Caring for 
the Caregiver workshops. This will begin as a pilot in Phase II, with a goal of 40 workshops and 500 
participants. The estimated cost of launching this program in Phase II is $15,000. By Phase III, the 
program will expand to reach 1000 participants, at a total cost of $25,000. 
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career counseLIng

This service, beginning in Phase III, will include both individual and group counseling sessions. 
It will launched as a pilot in targeted areas of the state. Assuming approximately 5 percent partici-
pation in the first year, the sample budget accounts for 500 individual counseling sessions and 70 
group sessions (serving 700 participants). The budget assumes a total cost of $57,000 to launch this 
program in Phase III. 

tuItIon assIstance

The budget estimates a tuition assistance program starting in the Phase III. The cost of $364,000 is 
estimated to support 260 individuals at an average of $1400 each. 

contInuIng educatIon

The sample budget assumes that the Network will become the sole provider of continuing education 
for its members by Phase III, with 80 percent participation beginning in Phase I, 90 percent participa-
tion beginning in Phase II and 100 percent participation by Phase III. The costs associated with the 
services are calculated at 12 hours of instruction per member per year, to a total cost of $587,000 by 
Phase III. 

conFerences

The budget allocates funding for three statewide learning conferences to promote the program and 
assemble participants and stakeholders to build support and momentum for program sustainability. 
In addition, this will cover costs of staff expense to attend professional conferences. These costs are 
$100,000 for each phase.

evaLuatIon and IMPact study 
A multi-year evaluation study, beginning in Phase I, will cost $75,000.
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PART 5: cOnclUSIOn — AcTIOn STEPS

a. suMMary

Washington is at a critical juncture in the development of its long-term care system. Policymakers 
have succeeded in re-designing the system in order to control growth in the nursing home sector 
and to allow consumers greater opportunities to remain at home or in their own communities. But 
without further reform and an intentional strategy for how to develop an adequate supply of work-
ers to meet rising demand, the state will soon face unprecedented challenges.

Without reform, home- and community-based workers will continue to receive less than half as 
much training as nursing home workers, even though they are caring for a very similar client base. 
With limited training and essentially no on-the-job support, they will continue to feel unprepared to 
care for clients living with a broad range of increasingly complex and challenging conditions. And 
finally, workers in home- and community-based care will continue to have a separate, yet partly re-
dundant, set of training requirements—making it unnecessarily difficult to combine caregiving work 
in different care settings or to pursue new career paths. 

This blue print outlines SEIU 775’s vision of addressing these issues through the establishment of a 
new labor-management organization called the “The SEIU 775 Long-Term Care Training, Support 
and Career Development Network.” It calls for the establishment of a cross-sector certification pro-
cess and outlines a series of products and services that the Network will offer over time, including 
an apprenticeship program beginning in Phase I; followed by adult education services and a “Caring 
for the Caregiver” workshop series in Phase II; and finally, the addition of professional development 
services and tuition assistance in Phase III. 

When established, the Network will raise caregivers’ expectations of who they are and what they 
are capable of. With better training and support, they will have the tools they need to ensure qual-
ity care. And with more portable credentials, workers will have the mobility to pursue career paths 
within and beyond long-term care. This workforce development approach to caregiver training will 
improve Washington’s ability to recruit and retain the workforce necessary to meet the long-term 
care needs of the future.

B. actIon stePs

To establish the Network and prepare to launch the products and services scheduled to begin in 
Phase I, PHI and 1199 TUF recommend that SEIU 775 and its partners: 

The Network will raise caregivers’ expectations of who 
they are and what they are capable of; improve the quality 
of care; and better position Washington to meet the long-
term care needs of the future. 

•••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
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• Engage in a consensus building process. 
Further refine the concepts sketched out in this Blue Print through continued discussions with a 
broad range of stakeholder groups, including workers, consumers, employers, current training 
providers, and state officials. 

• Conduct a training needs assessment. 
Discern the training needs of SEIU 775 members through an assessment that includes an analy-
sis of the caregiving needs of the clients served; a comparison of current training curricula with 
curricula used by other states and providers who serve a similar client base; and surveys and 
focus groups with workers and consumers. 

• Achieve necessary state policy changes.
Encourage the state to establish a Certified Home Care Aide designation with enhanced training 
requirements and a testing process equivalent to those required of a Certified Nursing Assistant. 

• Establish the Network.
Found the Network through the establishment of a Taft-Hartley labor management fund, with 
trustees designated by SEIU 775 and participating employers. In addition, support the new 
board of trustees so that they can quickly begin the work of approving a budget, establishing 
employer contribution levels, and hiring an executive director. 

• Draft a business plan.
Based on this blue print, develop a business plan that includes detailed descriptions of each 
product and service offered by the Network, in addition to administrative support structures, 
infrastructure needs, information systems, an organizational chart, job descriptions, and specific 
goals and objectives for each phase. 

• Create a curriculum development process. 
Engage the expertise of frontline workers, consumers, long-term care practitioners, and adult 
education specialists in order to develop high-quality, adult learner- centered training products 
that meet all relevant state and federal training and certification guidelines. 

• Build a statewide infrastructure of high-quality training providers.
Implement an instructor recruitment program to build the Network’s in-house faculty (includ-
ing the recruitment of instructors who are themselves seasoned caregivers) and to implement a 
statewide train-the-trainer program. On a parallel track, evaluate and then contract with exist-
ing high-quality providers in selected areas of the state.

PHI and 1199 TUF hope that the vision outlined in this blue print will assist stakeholders in Wash-
ington in developing an adult learner-centered, workforce development approach to caregiver 
training. It is our belief that SEIU 775, as representatives of a large percentage of the state’s long-term 
care workforce, is well positioned to lead in this area. The union has already played a dramatic role 
in raising wage and benefit standards and in professionalizing home care work in order to make it a 
more attractive long-term career choice. The Network will provide a new platform from which the 
union, participating employers and consumers can work in partnership to improve the quality of 
care and develop an adequate supply of caregivers for the next generation of long-term care con-
sumers. 
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APPEndIx A: STAKEHOldERS InTERvIEWEd fOR THIS REPORT

1. Speaker Frank Chopp, Washington State House of Representatives

2. Rich Feldman and Joan Weiss, Worker Center, King County Labor Council

3. Katrinka Gentile, Advocate for People with Disabilities

4. Randy Hartman, Addus Healthcare, Inc.

5. Chris Hedrick, Intrepid Learning Solutions

6. Tony Lee, Fremont Public Association

7. Kathy Leitch, Dan Murphy, Marta Acedo and Liz Prince, Department of Social and Health 
Services, Aging and Disability Administration. 

8. Dennis Mahar, Thurston County Area Agency on Aging

9. Andy Martini, Evergreen Nursing Home

10. Rich Nafziger, Washington State House of Representatives

11. Peter Nazzal, Catholic Community Services

12. Sally Nixon, Pierce County Area Agency on Aging

13. Donna Patrick, Washington State Developmental Disabilities Council  

14. Pam Piering, City of Seattle Human Services Department, Aging and Disability Services

15. Charlie Reed, Home Care Quality Authority

16. Mark Rupp, Office of Governor Gregoire

17. Roy Walker, Olympic Area Agency on Aging

Appendices



II Appendices



III

APPEndIx B: HOME- And cOMMUnITy-BASEd TRAInIng dATA By REgIOn, fy 2006

Regional AAA Training Vendor Vendor Type # Workers 
Trained

CE

# Workers 
Trained

RFOC

# Workers 
Trained

Safety

Olympic Area 
Agency on Aging

Olympic Community 
Action Program HC Agency* 775265156

Northwest Regional 
Council Community College 162214100Bellingham Technical College

Snohomish County 
Long-Term Care and 
Aging Division 

1. Catholic Community 
Services HC Agency 14932

2. Sunrise Home Care 
Services HC Agency* 64618975

3. Everett Community 
College Community College 20900

Aging and Disability 
Services (King County)

Professional Registry of 
Nursing, Inc. For-Profit 1748738596

Pierce County Aging 
and Long-term Care 

Professional Registry of 
Nursing, Inc. For-Profit 1113435340

Lewis/Mason/
Thurston AAA 

Professional Registry of 
Nursing, Inc. For-Profit 662518

Southwest Washington 
Area Agency on Aging 

Professional Registry of 
Nursing, Inc. For-Profit 54710034

2. Clark College Community College 116304101

3. Elder Options n/a 104198

4. Lower Columbia College Community College 50810856

5. Columbia Gorge 
Community College Community College 641415

Aging & Adult Care 
of Central Professional Registry of For-Profit 40319358

Washington Nursing, Inc HC Agency* 7751415

Southeast WA Aging 
and Long-term Care 

Southeast WA Aging 
and Long-term Care AAA 1334322182

TOTALS 14,2764,7912,717

Yakama Nation AAA Yakama Nation AAA AAA 24851660

Aging & Long-Term 
Care of Eastern WA AAA 56301115773

Aging & Long-Term Care 
of Eastern WA

Colville Confederated** 
Tribe, AAA 

n/a n/a n/an/an/a

Appendices

*Other AAAs are serving this area for training purposes.
**This is a consortium of home care agencies. 

Source: This chart is based on information provided to SEIU by DSHS. 
Note: Number of workers includes IP and agency workers only and not DD Parent Providers, except in 
the following counties in which only IPs are included: King, Pierce, Southwest Washington AAA.
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1 ROLE OF THE DIRECT-CARE WORKER A

1.1 Explain the role of the direct-care worker in relation to the 
consumer receiving services 

X

B

X

C

X

D

X

E

X

1.2 Explain the importance of the relationship between the 
consumer and the direct-care worker for quality of care

X X X X X

1.3 Explain the role of the direct-care worker in supporting 
community inclusion and engagement

X X X

1.4 Define the role of the direct-care worker in relation to other 
members of the service team in various long-term care settings

X X X X X

1.5 Define the differences between the role of workers in various 
long-term care settings

X X X X X

1.6 Demonstrate professionalism and responsibility, including in 
timeliness and appearance

X X X X X

1.7 Observe employer policy regarding emergency absence 
from work  

X X X X X

1.8 Explain the purpose of the service or care plan X X X X X

1.9 Recognize the direct-care worker’s legal responsibility to 
identify, present and report abuse, exploitation and neglect.  

X X X X X

2 CONSUMER RIGHTS, ETHICS AND CONFIDENTIALITY A

2.1 Listen to and observe the preferences of the consumer X

B

X

C

X

D

X

E

X

2.2 Respect the right of the consumer for privacy, respect and dignity X X X X X

2.3 Demonstrate ways of promoting the consumer’s independence X X X X X

2.4 Explain the philosophies of consumer-direction, independent 
living, and community inclusion

X X

2.5 Facilitate the consumer’s desire to express his or her personal 
faith and observe religious practice as requested 

X X X X X

2.6 Respect the confidentiality of consumer information and adhere 
to Health Insurance Portability and Accountability Act of 1996 
(HIPAA) and employer confidentiality guidelines 

X X X X X

2.7 Identify types, examples and indicators of abuse, including 
physical abuse, psychological abuse, exploitation, neglect and 
improper use of physical and chemical restraints 

X X X X X

2.8 Identify methods to prevent abuse, exploitation, neglect and the 
improper use of physical or chemical restraints while 
providing care.

X X X X X

2.9 Define procedures under state law for reporting abuse, 
exploitation, neglect and improper use of physical and chemical 
restraints to appropriate supervisory, law enforcement or 
government authorities  

X X X X X

2.10 Explain the role of the direct-care worker in relation to the 
consumer receiving services 

X X X X X

2.11 Describe the rights of consumers as addressed in the 
Americans with Disabilities Act (ADA)

X X X X X

APPEndIx c: cORE SKIll cOMPETEncIES fOR EnTRy-lEvEl dIREcT-cARE WORK-
ERS

Analysis by the Paraprofessional Healthcare Institute

deFInItIon oF worK settIngs 

A:  In-Home Services (Aide/Personal and Home Care Aide/Attendant, 
including those subject to federal requirements).

B:  Nursing Facility Services (Nursing Assistant subject to federal requir-
ments) 

C: Adult Day Services (Personal Care Aide)

D: MR/DD Agency (Direct Support Professional)

E:  Assisted Living (Personal Care Aide)
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1 ROLE OF THE DIRECT-CARE WORKER A

1.1 Explain the role of the direct-care worker in relation to the 
consumer receiving services 

X

B

X

C

X

D

X

E

X

1.2 Explain the importance of the relationship between the 
consumer and the direct-care worker for quality of care

X X X X X

1.3 Explain the role of the direct-care worker in supporting 
community inclusion and engagement

X X X

1.4 Define the role of the direct-care worker in relation to other 
members of the service team in various long-term care settings

X X X X X

1.5 Define the differences between the role of workers in various 
long-term care settings

X X X X X

1.6 Demonstrate professionalism and responsibility, including in 
timeliness and appearance

X X X X X

1.7 Observe employer policy regarding emergency absence 
from work  

X X X X X

1.8 Explain the purpose of the service or care plan X X X X X

1.9 Recognize the direct-care worker’s legal responsibility to 
identify, present and report abuse, exploitation and neglect.  

X X X X X

2 CONSUMER RIGHTS, ETHICS AND CONFIDENTIALITY A

2.1 Listen to and observe the preferences of the consumer X

B

X

C

X

D

X

E

X

2.2 Respect the right of the consumer for privacy, respect and dignity X X X X X

2.3 Demonstrate ways of promoting the consumer’s independence X X X X X

2.4 Explain the philosophies of consumer-direction, independent 
living, and community inclusion

X X

2.5 Facilitate the consumer’s desire to express his or her personal 
faith and observe religious practice as requested 

X X X X X

2.6 Respect the confidentiality of consumer information and adhere 
to Health Insurance Portability and Accountability Act of 1996 
(HIPAA) and employer confidentiality guidelines 

X X X X X

2.7 Identify types, examples and indicators of abuse, including 
physical abuse, psychological abuse, exploitation, neglect and 
improper use of physical and chemical restraints 

X X X X X

2.8 Identify methods to prevent abuse, exploitation, neglect and the 
improper use of physical or chemical restraints while 
providing care.

X X X X X

2.9 Define procedures under state law for reporting abuse, 
exploitation, neglect and improper use of physical and chemical 
restraints to appropriate supervisory, law enforcement or 
government authorities  

X X X X X

2.10 Explain the role of the direct-care worker in relation to the 
consumer receiving services 

X X X X X

2.11 Describe the rights of consumers as addressed in the 
Americans with Disabilities Act (ADA)

X X X X X
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3 COMMUNICATION, PROBLEM-SOLVING AND 
RELATIONSHIP SKILLS 

A

3.1 Explain the term “communication”  including the difference 
between verbal and non-verbal communication

X

B

X

C

X

D

X

E

X

3.2 Demonstrate effective communication, including listening, 
paraphrasing, and asking open-ended questions 

X X X X X

3.3 Demonstrate ability to resolve conflict X X X

3.4 Demonstrate respect and cultural sensitivity in communicating 
with others

X X X X X

3.5 Demonstrate the use of effective problem-solving skills X X X X X

3.6 Promptly notify supervisor related to consumer needs, concerns 
and/or problems encountered

X X X X X

3.7 Serve as an advocate for the consumer as directed by the 
consumer

X X X X X

3.8 Demonstrate respectful and professional interaction with the 
consumer, significant other(s), and family members 

X X X X X

3.9 Demonstrate basic language, reading and written 
communication skills

X X X X X
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4 PERSONAL CARE SKILLS ACCORDING TO CONSUMER 
PREFERENCE AND SERVICE PLAN  

A

4.1 Assist with bathing X

B

X

C

X

D

X

E

X

4.2 Provide bed baths X X X X

4.3 Shampoo hair in bed X X X X X

4.4 Assist with oral hygiene X X X X X

4.5 Assist with fingernail and toenail care X X X X X

4.6 Shave consumer X X X X

4.7 Turn consumer in bed X X X X

4.8 Provide consumer with back rubs X X X X X

4.9 Assist with eating X X X X X

4.10 Assist with dressing X X X X X

4.11 Assist with the use of elastic support stockings X X X X X

4.12 Make an occupied bed and unoccupied bed X X X X X

4.13 Assist with toileting needs including demonstrating proper 
use of bedpan, urinals and/or commode

X X X X X

4.14 Provide pericare X X X X

4.15 Assist with use of condom catheters and daily catheter care X X X X X

4.16 Demonstrate proper lifting technique and use of lift equipment X X X X X

4.17 Clean and ensure appropriate function and care of appliances 
such as glasses,  hearing aids and prostheses, and assist 
with application 

X X X X X
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5 HEALTH-RELATED TASKS ACCORDING TO CONSUMER 
PREFERENCE AND SERVICE PLAN

A

5.1 Accurately measure and record temperature, pulse, respiration 
and blood pressure, height and weight 

X

B

X

C

X

D

X

E

X

5.2 Collect routine urine, stool and sputum specimens according to 
proper procedures

X X X X

5.3 Prepare and assist consumers with complex modified diets X X X X X

5.4 Assist consumers with prescribed exercise programs, including 
walking, standing, transfer and passive range of motion exercises

X X X X X

5.5 Assist consumers who have lung disease with postural drainage X X X

5.6 Assist with the use of prescribed medical equipment, supplies 
and devices

X X X X

5.7 Assist with special skin care to prevent decubitis ulcers; observe, 
recordand report skin conditions

X X X X

5.8 Provide comfort measures to assist in relieving pain X X X X X

5.9 Apply non-sterile dressing X X X X X

5.10 Apply non-sterile compress and soak X X X X X

5.11 Apply cold and/or heat applications X X X X X

5.12 Assist consumers with ileostomy, colostomy, gastrostomy and 
tracheotomy care

X X X

5.13 Observe, record and report as appropriate X X X X X
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6 IN-HOME AND NUTRITIONAL SUPPORT ACCORDING TO 
CONSUMER PREFERENCE AND SERVICE PLAN

A

6.1 Assist with meal planning, food preparation and serving, food 
shopping, storage and handling 

X

B C D

X

E

X

6.2 Assist with the preparation of simple modified diets X XX X

6.3 Assist consumer with fluid intake; measure and record X X X X X

6.4 Assist and encourage consumer to consume nutritional 
supplements/snacks

X X X X X

6.5 Assist consumers with family spending and budgeting X

6.6 Assist consumers with care of the home and personal belongings X X X

X X

6.7 Provide a safe, clean and comfortable living environment X X X X

6.8 Report unsafe conditions including pests and nonfunctioning 
equipment.

X X X X

6.9 Prepare soiled linen for laundry X

6.10 Assist with preparing the unit for admission, transfer or 
following discharge

X

6.11 Arrange furniture and equipment for the consumer’s 
convenience and safety

X X X X X

7 INFECTION CONTROL A

7.1 Demonstrate proper hand washing procedures X

B C D

X

E

X

7.2 Demonstrate application of the principles of infection control in 
all activities

X XX X

7.3 Demonstrate the use of standard precautions as indicated X X X X X

7.4 Demonstrate correct isolation and safety technique in care of 
consumers with infectious illness 

X X X

X

X

X

X X

8 SAFETY AND EMERGENCIES A

8.1 Use proper body mechanics at all times and incorporate safe 
transfer and lifting techniques

X

B C D

X

E

X

8.2 Explain procedures in case of emergencies X XX X

8.3 Check equipment before use and notify supervisor of any 
problems identified

X X

X

XX

X X X

8.4 Demonstrate how to perform CPR and the Heimlich Maneuver X X X X X

8.5 Demonstrate techniques of crisis prevention and intervention X
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9 APPLY KNOWLEDGE TO THE NEEDS OF 
SPECIFIC CONSUMERS

A

9.1 Describe basic anatomy and physiology of body systems 

B C D E

9.2 Recognize and report abnormal signs and symptoms of 
common diseases and conditions of body systems

9.3 Describe the normal aging process and its effects X X X X X

X X X X X

X X X X X

9.4 Identify the specific needs of a person with Alzheimer's and 
related dementia and demonstrate basic principles of 
intervention strategies such as validation therapy

X X X X X

X X X X X

X X X

X

X X

9.5 Identify the specific needs of and demonstrate the ability to 
care for a person with mental illness

9.6 Identify the specific needs of and demonstrate the ability to care 
for consumers with intellectual and developmental disabilities

X X X X X

X X X X X

9.7 Identify the needs of and demonstrate the ability to care for 
people with specific physical disabilities

X X X X

9.8 Identify the specific care needs of and demonstrate the ability 
to care for a person who is dying

X X X X

9.9 Identify the specific needs of and demonstrate the ability for 
care for a sensory deprived consumer

9.10 Describe how age, illness and disability affect sexuality

10 SELF CARE A

10.1 Recognize signs of burnout in self and others, and identify stress 
reduction techniques

X

B C D

X

E

X

10.2 Demonstrate use of time-management and organizational skills X XX X

10.3 Identify resources to maintain personal health and well-being X X X X X

10.4 Identify options and strategies to respond to abusive behavior 
directed toward direct-care workers by consumers

X X X

X

X

X

X X
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APPEndIx d: SUggESTIOnS fOR THE lOng-TERM cARE cORE cOMPETEncIES 
TRAInIng

I. IntroductIon to caregIvIng       
• The Home Care Client (e.g., care plans, types of services, self-directing clients)
• Client Rights (e.g., confidentiality, choice, mandatory reporting, abuse)
• Caregiver Role and Responsibilities within the Care Team (e.g., observe, record, report)
• Infection Control and Standard Precautions (e.g., hand washing, gloves)
• Communication and Relationship Building

II. IntroductIon to BasIc PersonaL care tasKs   
• Body Mechanics
• Assisting with Mobility and Simple Exercises (e.g., passive range of motion)
• Assisting with Basic Care (e.g., simple bathing, grooming, dressing, eating)

III. understandIng how the Body worKs (Body systeMs) and coMMon dIseases 

• Working with People with Disabilities (e.g., developmental disabilities such as 
autism, cerebral palsy, mental retardation, dementia, mood disorders, mental  illness and 
physical disabilities) 

• Common Diseases (Osteoporosis, Diabetes 1, Hepatitis and HIV/AIDS, etc.)
• The Aging Process

Iv. IntroductIon to ProBLeM soLvIng (4P aPProach)

• Listening, Paraphrasing, and Asking Open-Ended Questions.
• Effective Problem-Solving Skills
• Serving as an Advocate for the Consumer as Directed by the Consumer.

v. assIstIng wIth/adMInIsterIng MedIcatIons   
• Understanding Role and Reading/Understanding Labels   

vI. BasIc nutrItIon and Food handLIng

• Meal Planning, Food Preparation and Serving. 
• Food Shopping, Storage, and Handling
• Simple Modified Diets
• Monitoring Fluid and Food Intake

vII. seLF care 
• Recognizing Signs of Burnout
• Time Management and Organizational Skills
• Responding to Abusive Behaviors
• Identifying Resources to Maintain Personal Health and Well-Being
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APPEndIx E: InTROdUcTIOn TO THE 4P APPROAcH TO PROBlEM-SOlvIng

InSTRUcTIOn TIME: 5 HOURS

lEARnIng OUTcOMES 

Trainees will be able to:
• Improve quality care
• Explain the importance of active listening
• Explain the importance of communication in the workplace
• Demonstrate improved communication and problem solving
• Work effectively with all types of people
• Think through a problem before reacting
• Use tools that increase self-confidence and support positive attitude
• Use a common language for problem-solving steps
• Use a common framework and language for providing feedback
• Demonstrate awareness of the behaviors and the nonverbal messages they communicate
• Differentiate between professional and nonprofessional behavior
• Demonstrate the ability to respond to a problem situation using the 4 Ps: Pulling Back, 

Paraphrasing, Presenting Options, and Passing It On.

KEy cOnTEnT

I. asPects oF worKIng as a caregIver

II. PuLL BacK: the aBILIty to gaIn eMotIonaL controL In stressFuL worK settIngs

Pull Back Goals
• To stay calm and maintain emotional control
• To focus attention in order to assess the situation

Pull Back Skills
• To pause before responding by taking a deep breathe
• To talk to yourself in a way that provides support for gaining emotional control (using 

positive self-talk strategy)
• To focus attention on the problem at hand, to be able to assess the situation.

III.   ParaPhrase: the aBILIty to LIsten actIveLy, and asK oPen QuestIons

Paraphrase Goals
• To understand the importance of listening fully.
• To be clear about what is being communicated.
• To ask questions, when necessary, to gain a complete understanding of facts and feelings.

Paraphrase Skills
• To listen in a focused way using non-verbal skills.
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• To rephrase what the person has said to insure that you clearly understand the facts.
• To acknowledge that you have heard and accept the other person’s perspective and feel-

ings.

Iv.   Present oPtIons: the aBILIty to IdentIFy the crItIcaL Fact or ProBLeM, BraIn-
storM soLutIons, and Present oPtIons to a cLIent or FaMILy MeMBer or suPervI-

sor.

Presenting Options Goals
• To think through all possible solutions/responses to a situation, as well as the conse-

quences of those solutions/responses.
• To present to the nurses, family members, co-worker, supervisor, or others, the best solu-

tions/responses.

Present Options Skills
• To identify the most critical fact being presented.
• To think of more than one-way to respond.
• To think about the consequences of each possible solution/response.
• To choose and present two or three options for resolution of the situation.

v.      Pass It on: the aBILIty to docuMent worK, or coMMunIcate wIth others aBout a  
         ProBLeM, usIng oBjectIve Language.

Pass It On Goals
• To provide clear information to the appropriate people involved in the situation.
• To give required information verbally or in written documentation.

Pass It On Skills
• To identify who else needs to know about the situation.
• To communicate the situation clearly and appropriately.
• To report in writing or by phone, as required.

Source: The Paraprofessional Healthcare Institute 
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APPEndIx f: cORE cURRIcUlUM REqUIREMEnTS fOR cnA TRAInIng

(as sPecIFIed By washIngton adMInIstratIve code 246-842-190)

core currIcuLuM In aPProved traInIng PrograMs.

(1) Curriculum will be competency based; that is composed of learning objectives and activities that 
will lead to the attainment of knowledge and skills required for the graduate to demonstrate mastery 
of the core competencies nursing assistants-certified must hold, as per WAC 246-842-100.

(2) The program director will determine the amount of time required in the curriculum to achieve 
the objectives as above. The time designated will be expected to vary with characteristics of the 
learners and teaching/learning variables. In no case will the hours be less than eighty-five hours 
total, comprised of thirty-five hours of classroom training and fifty hours of clinical training.

 
(a) Of the thirty-five hours of classroom training, no less than seven hours must be in AIDS 
education and training, in the subject areas of: Epidemiology, pathophysiology, infection control 
guidelines, testing and counseling, legal and ethical issues, medical records, clinical manifesta-
tions and diagnosis, treatment and disease management, and psychosocial and special group 
issues. 
 
 (b) Training to orient the student to the health care facility and facility policies and procedures 
are not to be included in the minimum hours above. 

(3) Each unit of the core curriculum will have:
 
 (a) Behavioral objectives, that is statements of specific observable actions and 
 behaviors that the learner is to perform or exhibit. 
 
 (b) An outline of information the learner will need to know in order to meet the objectives. 
 
 (c) Learning activities (that is, lecture, discussion, readings, film, clinical practice, etc.,) that are 
designed to enable the student to achieve the stated objectives. 

(4) Clinical teaching in a given competency area will be closely correlated with classroom teaching, 
to facilitate the integration of knowledge with manual skills. An identified instructor(s) will super-
vise clinical teaching/learning at all times. At no time will the ratio of students to instructor exceed 
ten students to one instructor in the clinical setting.

(5) The curriculum will include evaluation processes to assure mastery of competencies. Written and 
oral tests and clinical practical demonstrations are common methods. Students will not be asked 
to, nor allowed to, perform any clinical skill on patients or clients until first demonstrating the skill 
satisfactorily to an instructor in the practice setting.
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APPEndIx g: cOnfEREncE BOARd Of cAnAdA RESEARcH: KEy dESIgn ElE-
MEnTS Of SUccESSfUl JOInT lABOR-MAnAgEMEnT TRAInIng PROgRAMS

To complement this systemwide profile, research by the Conference Board of Canada gathered in-
depth feedback from successful joint labor-management training programs in the following sectors: 
IT /telecommunications, health care, and hospitality. The Conference Board research provides an 
opportunity to gain more detailed insight into the design elements that support an effective joint 
training partnership.   

The Conference Board research concluded that the “design elements” of joint programs explain why 
such programs are successful. Their report recommended that stakeholders wishing to launch 
their own joint training programs consider building these design elements into their programs, 
which we have integrated into the design of the Network. These key design elements are set forth 
below: 

ProactIve coMMunIcatIon Between LaBor and ManageMent

The Conference Board research indicates that open and proactive communication lies at the heart of 
two key design features that support the foundation of joint program success: 

1. Continuous process of balanced consultation between labor and management, based upon 
concurrence gained through collective bargaining, is seen as one of the most critical ingredi-
ents in the success of all joint partnerships. Having core funding dedicated in the collective 
bargaining agreement is a critical step for joint program sustainability. While the joint plan-
ning process is solidly in place, the importance of communication remains critical as mis-
conceptions are not uncommon. For example, the research reveals that first line supervisors 
are not always aware of management’s critical role in the joint partnership. This can result 
in missed opportunities to apply new skills on the job and further promote the value of joint 
training among the eligible population. 

2. Program marketing and promotion, in a very similar vain, are identified as essential design 
ingredients that directly support this balanced collaborative process. That is, the effective-
ness of marketing and promotional initiatives “largely determine worker participation and 
stakeholder buy-in.” This is essential to the sustained viability of the joint programs. 

needs anaLysIs, PrograM evaLuatIon, and redesIgn

To ensure the effective targeting and allocation of limited program resources, the research suggests 
that a measurement-based approach be adopted in two key steps in the planning process:

3. Conducting learning needs analysis must be approached in a rigorous manner to ensure 
that the “content and objectives of the training actually address real individual and work-
place developmental needs.” This entails thoroughly assessing both individuals’ current 
skills, as well as the competencies required for a specific job. 

4. Evaluating program effectiveness, when employed, is seen as a critical design feature and 
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step in the planning process. Specifically, a comprehensive evaluation strategy serves two 
key purposes. First, by generating periodic program feedback, it provides the basis for 
steadily improving the quality and effectiveness of training services. Secondly, a rigorous 
evaluation is seen as the most effective way to generate program support by clearly demon-
strating the value and benefits of training. 

extended tIMe horIzons

One of the founding principles of many joint programs is the commitment to lifelong learning in 
pursuit of career security. In promoting this mission, the research clearly confirms the importance 
of an extended time horizon in the planning and delivery of effective joint training services. Specifi-
cally, the importance of two program design features are emphasized:

5. Career and education planning services that help individuals “create and follow their own 
career path.” The study emphasizes the importance of providing continued access to funding 
that supports the tools and counseling that participants need to pursue longer-term career 
goals and personal success. 

6. Continuing educational opportunities that allow individuals to sustain their pursuit of per-
sonal or career goals. 

7. Tuition Assistance. This entails continued access to funds. This support helps to maintain 
the workers’ interest and momentum.

PersonaL resPonsIBILIty and choIce

The emphasis on life-long learning, which underlies most joint training partnerships, is based on the 
philosophy of individual empowerment and personal responsibility. In this spirit, employees create 
their own opportunities to pursue the skills and knowledge needed to foster their long-term career 
security. The Conference Board research suggests that two design elements are important in promot-
ing this philosophy:

8. Voluntary participation of workers, long a hallmark of joint training partnerships, is felt 
to be important in that it allows workers to “control their own education plans and career 
futures.” Furthermore, it is felt to offer a more “receptive” learning environment, particularly 
for those returning to education after a long absence. 

9. Employee involvement in the design and implementation of training is also seen as an 
important opportunity for workers to shape their own educational future. While not yet the 
norm among joint programs, the research nonetheless indicates that workers can provide 
valuable inputs into the planning process. Specifically, their participation allows curriculum 
design decisions to incorporate more effectively “insights on the reality of their job tasks and 
work environment.”  Currently, the emphasis is on union representation and the employer 
providing input into the design elements, with employer, union, and worker providing lead-
ership in marketing and promotion. 
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sound LearnIng and educatIonaL strategIes

While numerous design factors shape the joint training environment, program success is ultimately 
rooted in educational and instructional quality. As such, the research emphasizes the importance of 
two factors that directly shape the effectiveness of the educational offerings.

10. Multiple learning strategies need to be incorporated into the service delivery menu in an 
effort to accommodate the diverse learning styles and preferences of adults. A related chal-
lenge is to make participants more aware of the potential value and benefits of alternative 
learning strategies. 

11. Specific criteria for selecting and evaluating training providers is also seen as a critical step 
in ensuring the desired educational outcomes. Specific training needs and expectations must 
be explicitly communicated to prospective providers. At the same time, interested vendors 
must demonstrate their capacity to customize offerings to directly reflect the specific charac-
teristics and/or requirements of the work environment and workers learning needs. 

duaL traInIng Focus: MeetIng worKer and worKPLace needs

12. Dual Training Focus: A simultaneous dual training focus on the individual 
worker-student and on the workplace or organization helps to ensure that the 
training plans and delivery are genuinely relevant to the learning needs of both workers and 
the employer.

assessIng the IMPact, vaLue and BeneFIts oF educatIon and traInIng

A final aim of this research initiative was to demonstrate the effectiveness of the joint training strat-
egy by measuring preliminary outcomes and impacts in the IT/telecommunications, health care, 
and hospitality sectors. Specifically, nine training initiatives offered by three joint programs were 
examined in detail. Based on a series of in-depth interviews with program participants and a range 
of union and company stakeholders, the research identified several key outcomes. Some are high-
lighted below. 
We believe that the Network, as described in this blue print, can expect to accomplish similar results, 
provided that the above design elements are incorporated into the organization’s operations, manage-
ment, and governance.

Participating workers reported skill gains that "greatly helped them at work" including strength-
ened:

• Job specific communications 
• Self-confidence 
• Adaptability 
• General literacy 
• Understanding of the value of life-long learning 
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First line supervisors of training participants observed related improvements in job performance in 
such areas as:

• Customer relations 
• Higher work quality 
• Increased productivity 
• Decision-making abilities 

Union representatives reported an improved labor-management climate resulting from the joint 
training partnership. Additionally, they report: 

• Improved attitudes toward the union 
• Increased application of skills in union activities 
• Better communication with other members 

Despite the widely acknowledged impacts, stakeholders also agree that joint training programs 
“could have even a greater impact in the future” by both attracting more participants, and continu-
ing to refine their program design. Stakeholders feel strongly that joint partnerships have the poten-
tial to generate:

• Increased ability to deal with change 
• Improved ability to use new technology 
• Increased workplace morale 
• Improved attitudes toward labor management relations 
• Greater desire to participate in training 
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APPEndIx I:  THE nETWORK - SAMPlE BUdgET*
(All figures rounded to the nearest $1,000)

*For simplicity, this sample budget portrays one sample year within each Phase and does portray the funded start-up phase leading to 
Phase I.

IP Employer Contributions
(.35 cents per hour worked

$11,020,000 $11,149,000 $11,280,000

Other Employer Contributions
(.35 cents per hour worked

$4,068,000 $4,356,000 $4,665,000

Grants $0 $0 $500,000

Senior Management Teams (5) $532,000 $548,000 $564,000

Program Managers (7) $420,000 $433,000 $446,000

In-House Faculty (6-24) $362,000 $1,853,000 $1,751,000

Area Coordinators (16) $784,000 $808,000 $832,000

Mobile Classrooms & Staff Travel $250,000 $75,000 $75,000

Language Interpretation $500,000 $500,000 $500,000

Classroom Rental $100,000 $100,000 $100,000

Orientation $196,000 $160,000 $154,000

Safety Training $340,000 $315,000 $321,000

LTC Core Competencies $1,794,000 $4,186,000 $3,587,000

Advanced & Specialty Training $378,000 $452,000 $557,000

Mentor Program $2,566,000 $3,667,000 $3,900,000

Adult Education $0 $179,000 $715,000

Caring for Caregiver $0 $15,000 $25,000

Career Counseling $0 $0 $57,000

Tuition Assistance $0 $0 $364,000
Continuing Education $0 $573,000

$25,000

$587,000

Evaluation and Impact Study $25,000 $25,000

$100,000Meeting & Conferences $100,000 $100,000

$13,441,000Subtotal Program $7,815,000 $14,096,000

$15,505,000Total Income $15,088,000 $16,445,000

$14,855,000Total Expenses $9,197,000 $15,556,000

Support, Accounting & IT Staff $416,000 $426,000 $438,000

Computer & Related Equipment $26,000 $16,000 $16,000

Rent & Related Expenses $50,000 $50,000 $50,000

Member Comm. & Service $266,000 $277,000 $288,000

Other Administration Costs $92,000 $97,000 $104,000

Administrative Expenses

INCOME PHASE 1 PHASE 2 PHASE 3

$650,000Total Income Over Expenses $5,891,000 $889,000

$6,541,000FUND BALANCE $5,891,000 $7,430,000

Subtotal Administrative $1,382,000 $1,414,000 $1,460,000

Total Income

EXPENSES

PROGRAM EXPENSES

$15,088,000 $15,505,000 $16,445,000
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