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Executive Summary

M innesota is at a crossroads with respect to ensuring high-quality, accessible 
home care for older adults and people with disabilities. The actions taken now to 

address rapidly growing demand for home-based long-term services and supports and 
the lack of available home care workers will determine the quality, cost, and setting of 
care for Minnesotans for decades to come. Due to a combination of factors—specific 
to home care occupations, and more broadly demographic—Minnesota faces a care 
gap over the next decade of more than 53,000 workers needed to provide home care 
services. Minnesota has an opportunity to address this workforce challenge now by 
investing in quality jobs for all home care workers and building efficient infrastructure 
for home care delivery.

Home Care at a Crossroads: Minnesota’s Impending Long-Term Care Gap
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I.  Introduction
Over several decades, Minnesota has made significant investments aimed  
at deinstitutionalizing care for its citizens and “rebalancing” the state’s 
system of long-term services and supports (LTSS). As a result of these 
efforts, Minnesota is often cited as a leader among U.S. states in providing 
opportunities for individuals who need assistance with everyday living 
activities to receive services in their own homes. Of Minnesota’s Medicaid 
and state-funded LTSS spending, 60 percent goes to services provided 
in individuals’ homes and communities rather than in institutions. This 
compares to an average of 30 percent of LTSS funding spent on home and 
community-based services in states overall.1 

Despite this strong history, challenges for ensuring access and quality 
in long-term services and supports remain. For example, the number of 
Minnesotans on waiting lists for home and community-based services rose 
steadily from 2006 to 2010.2

Like other states across the nation, Minnesota currently faces rapidly  
growing demand for home care services due to the aging of the population 
and the desire of older Minnesotans and younger people with disabilities  
to receive LTSS at home. The population of Minnesotans over 65 is  
projected to grow from 670,429 in 2010 to over 1,193,124 in 2030,3 a nearly 
80 percent increase. 

Demand is increasing among the state’s younger individuals with  
disabilities as well. For example, the number of children identified as  
having an autism spectrum disorder increased at rates of 12 to 17 percent 
per year between 2003 and 2008. In 2008, 12,704 children in Minnesota  
were identified as having an autism spectrum disorder.4

These trends come as no surprise. Several reports over the last few years 
have highlighted the need for Minnesota to prepare for the growing “age 
wave.” However, these reports, with the exception of the July 2012 work-
force work group recommendations to the Governor’s Taskforce on Health 
Reform, have not discussed the fundamental issue of building a home care 
workforce to meet increased demand for home-based LTSS.5 

Reflecting patterns of growth in aging and disability, the demand for 
services provided by Minnesota’s home care workers has been growing 
dramatically. Within publicly financed home care programs alone,  
according to a report by the Minnesota Department of Human Services to 
the legislature, a total of 25,762 Minnesotans were receiving personal care 
assistance services in 2011.6 This number is more than double the number 
of recipients (9,590) the program served in 2002. 

Furthermore, over the current decade (2010–2020), the projected demand 
for home care workers exceeds that for any other occupation in Minnesota’s 
economy. In a time of stagnant job growth overall, job growth in this sector 
is good news for Minnesota’s economy. Unfortunately, home care worker 
jobs in Minnesota typically lack family-sustaining wages and benefits, 
resulting in difficulty attracting and retaining individuals to perform this 
important work. 

The combination of insufficient supply of home care workers and concur-
rent burgeoning demand means that Minnesota faces a serious challenge 

Minnesota’s Direct-Care
Workforce at a Glance*

Demographic Characteristics

Gender
• Female: 86%
• Male: 14%

Average Age
• All direct-care workers: 41
• In nursing care facilities: 39
• In home health care: 44

Race/Ethnicity
• White, non-Hispanic: 79% 
•  African American,  

non-Hispanic: 11% 

Immigration Status
• Foreign born: 10% 

Education 
• High school diploma or less: 38%
•  Some college or advanced  

degree: 62% 

Head of Household
• Single parent: 22%

Employment & Income  
Characteristics

Employment Status
•  Employed full-time year-round: 38%
•  Employed part-time or full-time  

part of the year: 62%

Median Annual Earnings
• All direct-care workers: $15,500
• In home health care: $12,000
• In nursing care facilities: $21,574

Family Poverty Status 
•  In households under 100% of  

the federal poverty line: 16% 
•  In households under 200% of  

the federal poverty line: 44%

Reliance on Public Benefits
•  In households receiving any public 

assistance: 43%

* For “At A Glance” Data Sources, 
see page 13. 
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to continuing to offer access to quality care for older Minnesotans and individuals with disabilities 
in their homes and communities. Recent work to integrate care for individuals who are eligible for 
both Medicare and Medicaid could present additional workforce challenges if it weakens Minnesota’s 
ability to implement statewide policies and standards to build the home care workforce. However, 
this effort to improve care for Medicare- and Medicaid-eligible individuals could also offer opportuni-
ties. For example, providers could be required to meet specific workforce standards or encouraged to 
incorporate the unique expertise and role of home care workers into the work of interdisciplinary care 
teams to improve care for individuals with functional limitations. 

This paper explores the basic parameters of the Minnesota direct-care workforce overall, and the 
challenges Minnesota faces in ensuring an adequate home care workforce in particular. The data 
show that without strategic action, Minnesota’s decades-long investment in rebalancing its system 
of LTSS is threatened. We offer recommendations for how this challenge can be addressed through 
workforce investments that promote quality of care and improve the efficiency of Minnesota’s  
system of LTSS. 

II.   Minnesota’s Direct-Care Workforce
Minnesota’s direct-care workers are the state’s frontline paid caregivers who provide daily services 
and supports to persons with disabilities and chronic care needs, including elders and individuals 
with physical or intellectual and developmental disabilities. Some of these workers provide services 
in residential or community-based settings such as nursing homes, assisted living facilities, or group 
homes. However, the majority of Minnesota’s direct-care workers provide services in the consumer’s 
own home. 

This largely female workforce is responsible for 70 to 80 percent of the paid hands-on care  
delivered to older Minnesotans and individuals with disabilities. These workers assist individuals 
with self-care and everyday living activities such as eating, bathing, and dressing and, sometimes, 
also with paramedical tasks. 

In standardized government surveys of employment and compensation,7 direct-care workers 
are officially counted as Personal 
Care Aides;8 Home Health Aides;9 
and Nursing Aides, Orderlies and 
Attendants.10 Home care workers 
typically fall into the Personal Care 
Aide and Home Health Aide occu-
pational categories. The Personal 
Care Aide occupational category 
also includes direct support  
professionals—workers who 
provide services and supports to 
individuals with intellectual and 
developmental disabilities. 

A Large and Growing Workforce
As policymakers consider the 
challenge of building the Minnesota 
home care workforce, an important 
aspect to keep in mind is the  
massive size and economic  
importance of this workforce.  

Minnesota’s Largest Occupational Groups

Direct-Care Workers

Retail Salespersons

RNs and LPNs

Teachers from Preschool to 
12th Grade plus Special Ed

Fast Food and Counter Workers

Law Enforcement/Public 
Safety Workers 43,370

63,250

74,010

74,740

82,010

112,200
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Breakdown of Minnesota’s Direct-Care Workforce, 2011
Like other historically important 
workforces—such as textile  
workers, miners, railroad laborers, 
and steel and automotive workers 
—the size of today’s direct-care 
workforce is such that it will help 
shape the 21st century economy.11

In response to enormous 
demand created by our aging 
nation, the direct-care workforce 
has already surpassed the size 
of other large occupations and is 
projected to grow dramatically 
for decades to come. Minnesota’s 
direct-care workforce today totals 
over 112,000 workers and is larger 
than any other occupational  
grouping in the state. 

The vast majority of direct-care 
workers in Minnesota (72 percent) 
are employed as Home Health 
Aides and Personal Care Aides, 
working largely in home and 
community-based programs. Within 
the Personal Care Aide category, 
approximately 6,500 are paid family 
caregivers through the Medicaid 
state plan.12

Minnesota’s Home Care 
Occupations Are Creating the 
Most New Jobs 
The enormity of this workforce, 
and its importance for Minnesota’s 
economy, cannot be overstated. Two 
home care occupations top the list 
of occupations projected to create 
the most new jobs in Minnesota 
between 2010 and 2020. Together, 
demand for Personal Care Aides 
and Home Health Aides is  
expected to generate nearly 50,000 
new positions over the decade, 
accounting for 13 percent of all 
job growth in Minnesota. In other 
words, home care worker positions 
are expected to account for more 
than one in every ten new jobs 
expected in the state over the next 
10 years.

Personal Care Aides and Home 

Occupations Generating the Most New Jobs, 2010-2020

Fastest-Growing Occupations, 2010-2020*

* Projected to produce at least 5,000 jobs due to growth alone over the decade.

Occupation Openings due 
to growth

1. Personal Care Aides 27,579
2. Home Health Aides 20,594
3. Registered Nurses 12,582
4. Retail Salespersons 12,228
5. Office Clerks, General 8,274
6. Heavy and Tractor-Trailer Truck Drivers 7,774

Occupation Growth rate
1. Personal Care Aides 62.2%
2. Home Health Aides 53.6%
3. Childcare Workers 24.6%
4. Heavy and Tractor-Trailer Truck Drivers 22.7%
5. Registered Nurses 22.0%
6. Sales Representatives, Services 15.6%
7. All Occupations in Minnesota 13.0%

* The Personal Care Aide estimate is from the U.S. Bureau of Labor Statistics and is based on employer surveys. 
According to the Minnesota Department of Human Services, claims data from 2011 suggests a much larger population 
of 75,258 individual “PCA providers” active on a monthly basis in MN Health Care Programs (MHCP). Totals and 
estimates in this paper conservatively rely on the lower BLS estimate. For more detail, see the Data Sources on pg. 13.

Nursing Aides, 
Orderlies & Attendants

31,140

Personal Care Aides*
44,450

Home Health Aides
36,610
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Health Aides are also projected 
to be the first and second fastest-
growing occupations in the state, 
increasing by 62 percent and 54 
percent, respectively, over the 
period 2010 to 2020. In contrast, 
Minnesota jobs overall are expected 
to increase by 13 percent over the 
same period.

Considering that home care 
worker jobs will account for more 
than one in every ten new jobs in 
Minnesota over the next decade, the 
importance of making the wages 
for these jobs family-sustaining is 
critically important.

In addition to comprising a very 
significant portion of the Minnesota 
workforce overall, the direct-care 
workforce is a large and growing 
component of the state’s health care 

workforce. Direct-care workers account for 38 percent of Minnesota’s entire health care workforce, 
outnumbering by four to one all allied health occupations (e.g., medical and dental assistants and 
therapy assistants and aides).13 As the population of older Minnesotans increases along with the 
number of Minnesotans with multiple chronic conditions and LTSS needs, direct-care workers 
will play a central role in helping to deliver high-quality, efficient care that helps consumers avoid 
unnecessary hospital admissions and institutionalization.

III.   Barriers to Establishing a Stable Home 
Care Workforce

 
Minnesota’s demand for home care cannot be met without making home care jobs competitive enough 
to attract and retain enough workers. Due to the generally problematic quality of these jobs, the home 
care workforce is characterized by high rates of turnover. A 2009 evaluation of the Minnesota Personal 
Care Assistance Program found turnover rates of more than 50 percent for many employers.14

Such high rates of turnover negatively impact the quality 
of care and are costly (at least $2,500 per worker15) for provid-
ers and, ultimately, taxpayers, whose tax dollars fund a large 
portion of long-term services and supports. Minnesota home 
care jobs could be improved and turnover reduced by offering 
family-sustaining wages, full-time work, benefits, and improved 
training for workers, supervisors, and employers. Factors that 
contribute to high turnover for these jobs include: 

Uncompetitive Wages
Home and community-based direct-care occupations in 
Minnesota are among the state’s lowest-paying jobs, with wages 

Minnesota’s Health Care Workforce, 2011

Direct-Care Workers
38.3%

Healthcare 
Practitioners and 

Technical Occupations

52.1%

Allied Health Occupations  
(excluding Direct-Care Workers)

9.5%

High rates of turnover 
negatively impact the quality 
of care and are costly for 
providers and, ultimately, 
taxpayers.
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that fall below the state’s “low-
wage threshold” of $11.50 per hour. 
The low-wage threshold refers to 
the 25th percentile wage for all  
occupations in Minnesota—a  
wage level that signals very low-
wage earnings relative to the rest  
of wage earners. 

The inadequacy of Minnesota’s 
home care worker wages is further 
underscored by comparing them 
to the “family-supporting wage” 
standard defined by Minnesota’s 
JOBS NOW Coalition.16 JOBS NOW 
defines a family-supporting wage 
as one that covers the cost of basic 
needs such as food, housing, health 
care, clothing, transportation, and 
child care. This definition is based 
on a “no-frills” standard of living 
that excludes debt payments, 
skills training, entertainment, restaurant meals, and vacation. JOBS NOW estimates that to cover 
the average annual cost of meeting basic needs for a family of four with two workers in Minnesota, 
each worker must earn $14.03 per hour. As the chart above illustrates, Minnesota’s home care worker 
wages fall well below this basic standard.

Not only are Minnesota’s home care worker wages inadequate, they are declining, even as demand 
for home care workers increases. Mirroring a trend of shrinking inflation-adjusted hourly wages 
(i.e., “real wages”) for direct-care workers and other low-wage occupations nationwide, real wages 
for all home care occupations in Minnesota have declined over the past decade. Real wages for 
Personal Care Aides have declined by 7 percent over the period, while those for Home Health Aides 
have fallen by 12 percent. As noted in the recommendations from the workforce work group to the 
Governor’s Health Reform Taskforce, increased wages and benefits for home care workers would 
increase the supply and improve 
the stability of this essential 
workforce.17

Part-Time Work— 
Impact on Annual Earnings
In addition to low wages, a high 
incidence of part-time work limits 
the annual earnings of Minnesota’s 
direct-care workers. More than 60 
percent of direct-care workers in 
the state report working less than 
full-time for the year. For home 
care workers in particular, staffing 
and scheduling practices make it 
difficult to accumulate the hours 
they would like to work on a 
regular basis. 

Median Hourly Wages in Minnesota, 2011

Home Health 
Aides

Personal 
Care Aides

Low-Wage 
Threshold*

Family-
Supporting 

Wage*

All 
Occupations

$10.79 $10.88

$14.03

$17.54

$11.50

* See Data Sources, page 13, for definition. 

Minnesota Median Wages for Home Care Workers,  
adjusted for inflation (2011 dollars)

Home Health Aides

$14.00

$13.50

$13.00

$12.50

$12.00

$11.50

$11.00

$10.50

$10.00
2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

Personal Care Aides

$12.09

$11.65

$10.79

$10.88
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The structure of home care work, usually involving work 
with several different clients, hinders the ability of aides to 
obtain stable income and dependable work schedules and 
assignments. Frontline aides typically bear the entire risk of lost 
hours and income due to changes in client status resulting from 
events such as hospitalization, death, or a reduction in care 
hours.18 

A high incidence of part-time work combined with low 
wages limits the annual earnings of Minnesota’s direct-care 
workers. From 2008 to 2010, median annual earnings for  
direct-care workers in Minnesota averaged $15,500. Earnings 
ranged from $12,000 in home health care agencies to $21,574 in 
nursing care facilities. 

Lack of Health Insurance Coverage
Another element of compensation that is lacking for many of Minnesota’s direct-care workers is 
employer-sponsored health insurance coverage. A 2009 study conducted by The Lewin Group and 
PHI found that, due to low pay or part-time status or both, many direct-care workers in Minnesota  
lack private health insurance. More than a third of survey respondents had been uninsured in the 
last year.19

Such high rates of uninsurance have significant implications for the stability of Minnesota’s 
direct-care workforce because, as research has indicated, the provision of health insurance coverage 
is an important factor in the recruitment and retention of direct-care workers. Of employers who 
responded to the survey, 81 percent rated lack of health insurance as an important driver of turnover 
among direct-care workers.20

The low rate of employer-sponsored health insurance coverage for direct-care workers creates 
another problem: cost-shifting to the public system. More than a quarter (26 percent) of Minnesota 
direct-care workers receive coverage through a public insurance program, such as Medical Assistance 
or MinnesotaCare.21

Reliance on Public Subsidies Required to Meet Basic Needs
Low-wages, lack of benefits, and less than full-time work, as detailed above, all contribute to the 
poor quality of Minnesota’s direct-care jobs. Not surprisingly, despite their essential and difficult 

work, over 40 percent of Minnesota’s direct-care workers live in 
households that rely on some form of public assistance, such as 
food stamps or Medicaid, in order to provide for their families.22 
This is because nearly half (44.4 percent) of direct-care workers 
in Minnesota live in households with incomes at or below 200 
percent of the federal poverty line, a near-poverty threshold 
that typically makes households eligible for public assistance 
programs. More than half (57 percent) of Minnesota’s Personal 
Care Aides, the fastest-growing occupation in Minnesota, live  
in these very low-income households. 

Inadequate Training
In 2009, the Minnesota legislature created a training requirement for Personal Care Aides that 
includes training on infection control and universal precautions, body mechanics, understanding 
behavior, boundaries and protection, and self-care. This required training is a valuable first step 
toward greater professionalization of the occupation. However, significant additional training and 
support for Minnesota’s home care workers is needed.

In addition to low wages, 
a high incidence of part-
time work limits the annual 
earnings of Minnesota’s  
direct-care workers.

Over 40 percent of Minnesota’s 
direct-care workers live in 
households that rely on some 
form of public assistance.
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Minnesota’s home care workers need to be equipped for 
the challenges of providing services to a growing number of  
individuals who are living with multiple and complex chronic 
conditions and functional limitations. These workers should 
be provided training that enables them to understand common 
chronic disease conditions, recognize early warning signs of 
problems, and communicate with other health care professionals 
as part of interdisciplinary teams. Such training can enable home 
care workers to play an essential role in avoiding costly hospital-
izations or nursing home placements. 

IV.   Minnesota’s Emerging  
“Care Gap”

Minnesota’s rapidly growing demand for direct-care workers 
amplifies the challenge of making direct-care jobs competitive so that enough workers will be 
attracted to this work to meet increased demand—especially at a time when the state’s labor force 
growth is slowing due to the aging of the population. 

Over the period 2010 to 2020, the Minnesota Department of Employment and Economic 
Development projects demand for 53,224 new direct-care worker positions. At the same time, the 
number of women entering the Minnesota labor force aged 25–54 —the core labor pool from which 
the state’s direct-care workers are traditionally drawn—is expected to decline by nearly 2,000  
workers. As the chart below illustrates, Minnesota faces a massive care gap over the next decade. 

Without significant policy action to attract and retain additional direct-care workers, this care gap 
could impede Minnesota’s policy goal of providing older adults and people with disabilities with 
the opportunity to receive needed care and services in their homes and communities rather than in 
institutions.

A lack of available direct-care 
workers is already hindering the 
movement of consumers out of 
institutions in other states. A survey 
of states that have implemented the 
federal Money Follows the Person 
(MFP) demonstration program 
found that half of the states 
reported an inadequate supply  
of direct-care workers in the  
community as a barrier to  
helping consumers move out  
of institutions.23

Minnesota’s home care 
workers need to be equipped 
for the challenges of providing 
services to a growing number 
of individuals who are living  
with multiple and complex 
chronic conditions and 
functional limitations. 

Demand for New Minnesota Direct-Care Workers Outstrips 
Number of Women Ages 25–54 Entering Labor Force

New direct-care workers 
needed, 2010–20

Women entering the 
labor force, 2010–20 -1,832

53,22455,000
50,000
45,000
40,000
35,000
30,000
25,000
20,000
15,000
10,000
5,000

0
–5,000
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V.   Summary and Recommendations
Minnesota’s direct-care workers now constitute the largest occupational grouping in the state. 
Totaling over 112,000, the number of direct-care workers exceeds retail salespersons, registered nurses 
(RNs) and licensed practical nurses (LPNs), and all teachers from pre-school through high school. 
Home and community-based direct-care occupations are the fastest-growing jobs in the state. 

Beyond sheer numbers and rate of growth, direct-care workers are important because they make 
up a large (38 percent) and growing percentage of Minnesota’s health care workforce overall. As 
the population ages in the decades to come, the bulk of the care needed by individuals with chronic 
illnesses and functional limitations will be the assistance with everyday living activities provided  

by home care workers. Therefore, a focus on strengthening 
the direct-care workforce is as essential, if not more so, for 
preparing for future needs as attention to bolstering other  
health care occupations. 

At the same time, poor job quality—more than four in ten 
direct-care workers rely on public assistance as a result of low 
wages and part-time hours—hampers recruitment and retention 
for this workforce. In order to attract enough workers to meet 
the demand for high-quality, accessible LTSS, these jobs must be 
made more competitive, especially at a time when the state aims 
to offer more home- and community-based service options to 
elders, their families, and persons living with disabilities. 

Careful injection of public and private investments can help 
re-shape the structure and quality of these vital occupations so that they reflect the importance of 
this work and these jobs to Minnesota families and communities. Recommendations for strategies to 
address Minnesota’s direct-care workforce crisis are as follows:

▶Invest in Quality Jobs
Minnesota should increase wages and benefits for home care workers in order to make these jobs 
more attractive to job seekers. The wage and benefit levels should reflect the important role these 
workers play in ensuring consistent, quality care for all Minnesotans who need it. In addition to 
improving wages and benefits, increased training and creation of advancement opportunities are 
also important strategies for stabilizing the workforce to meet current and future demand for services.

▶Build Workforce Infrastructure
Minnesota should develop efficient mechanisms for deploying the home care workforce to consumer 
homes on a daily basis and for providing supportive resources for both consumers and workers. 
A key building block for the in-home services infrastructure of any state is a “matching service 
registry”—that is, a publicly funded service that offers a dynamic platform for matching supply 
and demand by allowing consumers to tap into an up-to-date bank of available workers, while also 
enabling workers to signal their availability for employment.24 The most effective registries include 
additional services such as worker screening and orientation, access to consumer and worker  
training, and recruitment and outreach to potential workers. 

In order to attract enough 
workers to meet the demand 
for high-quality, accessible 
LTSS, these jobs must be made 
more competitive.
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▶�Monitor the Workforce and Make Data 
Publicly Available

Minnesota should collect, analyze, and publicly report basic data across 
long-term care settings and programs on workforce volume (the number 
of full- and part-time workers); workforce stability (turnover and vacancy 
rates); and worker compensation (average hourly wage and benefits,  
health insurance, paid time off).25 Transparency in this regard will allow 
competition among providers to improve job quality and will assist state 
policy makers in identifying gaps and formulating policy strategies.

▶�Continue and Increase Supports for 
Family Caregivers

Equitable treatment of paid family caregivers is also an essential workforce 
strategy to address Minnesota’s serious care gap. The 20 percent cut in 
wages for paid family caregivers enacted by Minnesota’s legislature in 2011, 
and now delayed until July 2013, should be reconsidered in light of the 
critical projected need for direct-care workers across the state.

▶Promote Training and Credentialing
Minnesota should promote training and credentialing for home care 
workers that prepares them for the unique and, oftentimes, complex needs 
of the individuals they serve. Training and credentialing standards that 
are accepted across settings and providers statewide will help workers to 
establish base competence, and to meet the varying needs of multiple clients. 

Among the recommendations of the workforce work group to the 
Governor’s Health Care Reform Task Force is additional funding for the 
Health Support Specialist (HSS) Registered Apprenticeship Program. As 
the work group noted, support for the apprenticeship program could help 
providers “meet the increasing demands for highly-skilled frontline caregiv-
ers in older adult services.”26 

VI.  Conclusion
Minnesota has been a leader in creating a vision for and investing state 
funds in the transformation of its LTSS system from institutional care to 
home and community-based services. This report calls for renewed state 
leadership to ensure that this transformation moves forward—strengthened 
by workforce development strategies to improve the quality of the jobs and, 
thus, the quality of care. 

Recommendations

▶Invest in Quality Jobs

▶�Build Workforce 
Infrastructure

▶�Monitor the Workforce 
and Make Data  
Publicly Available

▶�Continue and Increase 
Supports for Family 
Caregivers

▶�Promote Training and 
Credentialing
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