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Introduction 

The Iowa Department of Public Health (IDPH) convened the first Direct Care Workforce Summit 

on October 6, 2016. The intent and purpose of the meeting was to provide key stakeholders a 

venue for positive interaction, discussion, understanding, idea sharing, and an opportunity to 

take a renewed look at the direct care workforce and associated initiatives. The summit 

provided a foundation for friendly discourse on the current status of and issues pertaining to 

the direct care workforce. This report is a summary of the presentations and group discussion. 

The agenda and the list of attendees can be found in Appendix A and Appendix B, respectively.    

Problem Statement and Challenge 

Direct care professionals (DCPs) are individuals who provide supportive services and care to and 

for people experiencing illness or disability. They are the front line of Iowa’s health care 

workforce, providing hands-on care and support to individuals of all ages and abilities. Care 

settings include services in the home, community-based opportunities, acute care in hospitals, 

and many other settings. DCP is the umbrella name for the workforce commonly referred to as 

direct support professionals, direct care workers, supported community living workers, home 

health aides, certified nursing assistants, etc. For the purpose of this event and report, Direct 

Care Worker (DCW) will be used to refer to this workforce. 

IDPH has managed the State of Iowa’s Direct Care Workforce Initiative since the passage of 

legislation (2005 Iowa Act, Chapter 88) that established the Direct Care Workforce Advisory 

Council. Legislation passed in 2007 (2008 Iowa Acts, Chapter 1188, section 69) further 

stipulated that IDPH provide support to the mission of the Direct Care Workforce Advisory 

Council in its development of recommendations for improving workforce efforts. These 

recommendations were presented to the Governor and Iowa General Assembly in 2012. The 

Direct Care Workforce Advisory Council continues to meet and discuss the development of and 

enhancements to training programs, recruitment and retention initiatives, and related efforts. 

In 2010, IDPH was awarded a three-year Federal Personal and Home Care Aide State Training 

(PHCAST) grant that provided a total of $2.25 million dollars in annual increments. The purpose 

of the grant was to develop a model to improve recruitment and retention of the direct care 

workforce through standardized training and certification. Through funding from the PHCAST 

grant, the Prepare to Care curriculum was developed. Prepare to Care is a comprehensive, 



 

4 

 

competency-based training that prepares individuals to serve the needs of Iowans regardless of 

the care or service setting. Prepare to Care provides training portability across health settings. 

Based on recommendations from the Direct Care Workforce Advisory Council and with the 

opportunity provided by the PHCAST grant, IDPH developed AMANDA, a direct care workforce 

portal within a professional licensure computer system. The AMANDA system collects 

applications for licensure from various health professions. Using both state funding and a 

portion of the federal PHCAST grant, IDPH invested $400,000 for the direct care workforce 

portal component of the AMANDA system. The AMANDA system is currently used by several 

health profession licensing boards; however, the direct care workforce portal within this system 

remains inactive. 

Data generated by the Direct Care Workforce Initiative suggests these workers are the single 

largest group of health care workers in Iowa. Data from the University of Iowa survey of direct 

care worker employers indicate that annual turnover may be as high as 30 percent. This high 

turnover rate could be a result of difficult working conditions, a need for additional training 

opportunities, or stagnant wages.  

The Direct Care Workforce Initiative has focused on the development of training programs and 

competencies to increase worker skills, employment longevity, and wages to benefit Iowans 

receiving care through home health organizations, in nursing homes, and other facilities.      

The Iowa Legislature allocates $500,000 annually for the Direct Care Workforce Initiative; 

however, deficiencies in training program infrastructure, the number of workers, and quality of 

care continue to exist. While the original direction of the program pointed toward licensure of 

direct care workers in Iowa, the Legislature has not acted on the creation of licensing 

requirements. There has been a lack of progress in advancing the policy agenda as outlined in 

the Iowa Direct Care Worker Advisory Council Final Report (March 2012) and questions exist 

regarding the best next steps for this program to ensure continued positive progress. This 

summit provided an opportunity to review the initiative to determine where resources and 

focus would best benefit future efforts. 

The 2016 Older Iowans Legislature (OIL) conducted its second annual ‘bottom-up’ priority bill 

writing session September 26-27, 2016. OIL debated and amended three issues to be written as 

the Older Iowans Legislature Priority Bills of 2016: 1) easing the direct care workforce 

shortage/challenges; 2) fully funding Lifelong Links; and 3) providing funding for facilities to 

house aging sexual predators.   



 

5 

 

The documents provided to summit attendees are listed below and can be found in the 

Appendix.  

 Iowa Workforce Survey 2016: Direct Care, Supports & Service Workers. Produced by 

Iowa CareGivers with data analysis by Iowa Workforce Development (Appendix C). 

 Suggested Approaches for Strengthening and Stabilizing the Medicaid Home Care 

Workforce. CMS Informational Bulletin, August 3, 2016 (Appendix D). 

 Direct Care Workforce 2020: Solutions to Direct Care Workforce Issues, 2016.  

IowaCareGivers (Appendix E). 

 Direct Care, Supports and Service Workers Survey (summary of 2016 survey). 

IowaCareGivers (Appendix F). 

 Presentations 
 

Eight individuals were invited to provide 15-minute presentations to share their perspectives, 
concerns, and recommendations related to the direct care workforce. The following is a 
summary of each presentation. 
 
Perspective: Workforce 
Courtney Maxwell-Greene 
Communications Director, Iowa Workforce Development 
 
Maxwell-Greene provided a summary of the 2016 workforce survey, including employment, 

wages and projected need for nursing assistants, home health aides, and personal care aides 

(see Appendix C for report). She identified the top hiring issues as low wages and lack of 

applicants for open positions, and the top retention issues as low wages and compensation.  

 

Key recommendations from the presentation are as follows: 

 

 Listen to business leaders and stakeholders. 

 Grow registered apprenticeships. 

 Participate in or align with Future Ready Iowa Initiatives with the goal of 70 percent of 
Iowans obtaining a post-secondary education. 

 Explore opportunities under the Workforce Innovation and Opportunity Act (WIOA), 
with the goal of supporting Iowans entering and leaving the job market to obtain new 
workforce skills to improve re-entrance. 

 
Discussion points which followed the presentation included:  
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 There needs to be a focus on wages, particularly when a consumer pays out-of-pocket 
for in-home services. Based on the experiences of those in attendance, it appears that 
the hourly rate is closer to $22 - $24, rather than the hourly wages stated in the report 
summary. Maxwell-Greene noted that this discrepancy is likely due to the addition of 
the staffing agency’s overhead costs.  

 Some employers in care facilities also contract with staffing agencies to provide 
temporary employees to fill vacancies for CNAs, and pay $20- $22 an hour. These 
temporary employees do not receive benefits or paid time off. This wage gap creates 
tension in the workplace, since permanent facility employees earn less. 

 
Perspective: Research 
Brad Richardson 
National Resource Center In-Homes Project Evaluator, Research Director at the National 
Resource Center for Family Centered Practice, and Adjunct Associate Professor for the 
University School of Social Work, University of Iowa  
 
Richardson shared information about the workforce based on his research and review of the 
literature. He noted that the model of client care relying on DCWs has not changed since the 
late 1960s, nor has there been any significant change in the research findings since then.    
 
 Key information from the presentation: 

 

 Iowa has a large elderly population and it continues to increase, much like the rest of 
the country. There is an imbalance between the number of older Iowans and the 
number of younger-aged DCWs.  

 DCWs are 90 percent female, with an average age of 39 years. The average wage is 
$11/hour with limited benefits. Approximately 23 percent of DCWs are eligible for 
Medicaid. 

 Turnover rates of 100 percent in a year are not unusual. 

 DCWs are an essential part of delivering long-term care. The work is difficult and there is 
risk of work-related personal injury.  

 Based on a national survey, 40 percent of DCWs are looking for another job at any given 
time. 

 To stay in the field, DCWs need to experience job satisfaction. The indicators for ‘intent 
to stay’ include job satisfaction, training, the potential for wage increases, and having 
fewer people to care for. 

 Job turnover leads to inconsistent care that is stressful for DCWs and the recipients of 
their care.   

 Inconsistent care and even decreased quality of care occur when DCWs are frequently 
assigned new clients, rather than having consistent client assignments.  

 Recruitment and pay go together.   
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Perspective:  Education 
Gene Leutzinger 
Dean, School of Inter-Professional and Health and Safety Services, Hawkeye  
Community College 
 
Leutzinger described how Hawkeye Community College has addressed the acute shortage of 
CNAs in their 10-county region. Market analysis found that most of their students do not intend 
to be a CNA for a significant period of time. Approximately 25 percent of students take CNA 
coursework as a prerequisite for nursing programs. For those who do plan to work as CNAs, one 
CNA is equivalent to about 0.6 FTE because many want to work part-time due to family 
obligations or to retain other benefits. The CNA exam pass rate on the first attempt has been 
approximately 70 percent.   
 

Key information from the presentation: 

 

 Based on this information, Hawkeye Community College increased its capacity from 550 
to 930 students per year; however, 200 seats were canceled due to lack of enrollment. 

 Two care centers in the area are using Prepare to Care to train staff to ‘challenge’ (take 
the test without completing the requisite coursework) the state CNA test. Testing 
analysis determined these students were not performing well primarily because they 
were not familiar with the model of bed used at the test site. The community college 
now allows students to visit the exam room and use the equipment prior to taking the 
test. Hawkeye Community College also increased the frequency of testing to twice per 
month in order to decrease the time gap between the end of training and the exam.  

 In order to increase diversity in this workforce, Hawkeye Community College developed 
a four week pre-CNA course to teach medical terminology to students identified as 
English Language Learners.   

 
Challenges and issues facing community colleges include the following: 
  

 It is a struggle to find qualified faculty. Some highly qualified professionals cannot teach 
the CNA coursework because they lack the required long-term care experience.   

 Iowa is the only state that allows people to ‘challenge’ the CNA test. 
 
 
Discussion points which followed the presentation included:  
 

 Questions about the availability and access to CNA coursework at the high school level.  
Leutzinger noted such coursework is available in the Waterloo and Grundy Center areas.  

 There is a need for programs designed to allow high school students to obtain college 
credit for CNA coursework.   
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Perspective: Employer 
Joyce McDanel 
Vice President of Human Resources and Education, Unity Point Health Systems (UPHS) 
 
UPHS employs 500 DCWs in its hospital system in positions known as Patient Care Techs (PCTs).  
These individuals must complete the advanced CNA course. Approximately 190 DCWs are hired 
each year due to a 40 percent turnover rate. This compares to the organization’s overall 
turnover rate of 14 percent. Approximately 15 percent of the DCWs are in nursing school and 
view a PCT position as transitional. UPHS is pleased to retain those DCWs who go on to obtain 
nursing degrees, because the health system has even more unfilled nursing positions than DCW 
vacancies. UPHS has invested significantly in its employee safety program, particularly with the 
purchase of equipment to reduce the risk of personal injury while completing client care tasks.  
 
Key information from the presentation: 

 

 UPHS estimates the cost for every PCT that leaves employment is between $45,000 -

$50,000 due to training, advertising, substitution of other workers to fill in, etc. They 

often must use contract PCTs at much higher rates of pay to fill shifts due to vacancies.  

 UPHS has been exploring strategies to build more career paths using grant funding to 

support the effort. One example of these strategies is exploring the feasibility of having 

a position between the PCT and RN in terms of scope of work and responsibilities. It has 

been difficult to persuade nursing leadership to consider this option. The recent nursing 

shortage, however, has created more urgency to address the situation. 

 Younger employees are looking for positions with leadership development, career 

coaching, and opportunities for advancement.  

 

Discussion followed about the feasibility of avoiding or limiting the high costs of turnover by 

focusing on retention strategies, including higher salaries.  

 
Perspective: Family Caregiver 
Michael Wolnerman 
 
Wolnerman shared his story of care and services for his elderly parents, and his efforts to 
provide an enjoyable quality of life by keeping them in their home. The family welcomed DCWs 
into their home and included them in family events and meals. The family was frequently asked 
for assistance to pay for gas, tires or car repair; or provide food and clothing for the DCWs 
children. The family worked with three companies to obtain services, and approximately 50 
different DCWs provided care over the course of a single year. Wolnerman reflected that some 
DCWs provided quality care, but many did not. Wolnerman stated it was confusing for new 
DCWs to become familiar with his parents’ care needs because of paperwork and multiple 
medications. 
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Key recommendations from the presentation: 

 

 It is critical to build on recruitment, retention, and training. All companies claim to ‘give 

you the best employees, with the most training, and the best employee 

wages/benefits’. That was not his family’s experience. 

 It is critical to find people with heart and passion to do this work. 

 Some DCWs left employment because their agency made it difficult to stay. For 

example, DCWs had limited or no sick leave and no opportunities for improvement or 

career advancement. 

 There is consumer confusion about the titles, roles and responsibilities of DCWs. For 

example, Wolnerman assumed all caregivers were nurses; they were not.  

 A strategy is needed to track credentials and clearly communicate with families what 

these credentials mean.  

 
Perspective: Direct Care Worker 
Fran Mancl, CNA 
 
Mancl has worked for many years as a CNA in a long-term care setting. His presentation was 
based on his own knowledge and insight as a direct care worker and was not reflective of his 
place of employment.  
 
Key information from the presentation: 

 

 Direct care work needs to be viewed as a profession and credible career, not just an 
entry level job in skilled care settings. A culture of respect is needed for DCWs. 

 Compensation and benefits must be addressed. Many DCWs live paycheck to paycheck, 
and often have second jobs to make ends meet. Benefits and insurance will help attract 
people to the field and reduce high turnover rates. 

 Recruitment and retention strategies are needed.   

 Turnover is very high, the resource pool is limited, and it is hard to fill vacancies. 
Vacancies often increase the number of clients assigned to a DCW, impacting the 
continuity and quality of care. 

 Maintaining adequate staffing is difficult for several reasons. For example, many part-
time DCWs are students in other professional programs. When school starts, they 
decrease their scheduled work hours. 

 Facilities need stable and full-time employees to provide consistent and quality care.  
This helps ensure that care plans are up-to-date and staff understand each client’s likes 
and needs. It also reduces stress for clients and families concerned about who is 
providing care each day.  
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 Training and scheduling of new employees is critical. Mancl recommended a mentoring 
program; however, he noted that in some settings there are not enough experienced 
employees to train new ones. He has observed employees with six weeks of experience 
being designated as the trainer for new employees. 

 DCWs need reasonable work hours to allow a balance between work and personal life.  
Turnover and vacancies in a facility often lead to 12-hour shifts or working nine days in a 
row. These staffing patterns contribute further to injury, burnout, and turnover. 

 Education and training needs to be portable. Mr. Mancl shared that he is very interested 
in providing hospice care, but risks losing his CNA credential if he does.  
 

Perspective: Consumer 

Michele Meadors 

Ms. Wheelchair Iowa 2014 

Meadors shared her experiences as a recipient of care. Due to an accident, she is limited in 

mobility and the ability to care for her daily needs. She needs care and services twice each day: 

in the morning to get ready for the day, and in the evening to get ready for bed. She needs 

consistency in care from quality DCWs within the home care setting. She emphasized the 

additional needs of those with disabilities who depend upon care to go about their daily lives.   

Key information from the presentation: 

 

 Services need to be available more than once a day. To her knowledge, there is only one 

company in the state that provides services twice per day (morning and night). Most 

provide hourly services and either morning or evening services. 

 Recruitment and retention is a concern. On average, she has had 100 DCWs per year in 

her home providing services.   

 Each time another worker enters into her home, she must repeat directions and provide 

the same information given to previous workers. This constant repetition impacts the 

length of time it takes to receive the care needed. In her experience, most DCWs work 

three-hour shifts, meaning she only has three hours to both explain and receive the care 

she needs. 

 Some employees have walked out and some did not show up or call to say they were 

not coming. 

 There is a need to teach the younger generation that this is an honorable job. They must 

be given sufficient wages and more professional or empowering titles to eliminate or 

decrease some of the ‘less than’ attitude towards the direct care profession. 

 Consumers, caregivers, employers, teachers, constituents, etc., need to move towards 

more action and solutions. There has been a lot of talk about this issue and now it is 

time to move into action and solutions. 
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Discussion followed about the individualized and varied needs of consumers and the delivery of 

services to meet their needs. This discussion underscored the importance of adequate and 

ongoing training.  

Perspective: Advocacy 

Di Findley 

Executive Director, IowaCareGivers 

Findley briefly described the work of the organization and added her support and appreciation 

for the information, recommendations and issues identified by the other speakers.   

Key information from the presentation: 

 

 The direct care workforce impacts more than just older adults; the thousands of 

children with special health care needs were not addressed at the summit. 

 The direct care workforce is fragmented and needs a perspective that will focus on this 

workforce as a whole. There is a need for consistency and standards within the 

workforce. Less fragmentation will better serve employees and consumers.  

 In Iowa, there have been many events and activities about this subject, but we need to 

move past this and into action. 

 We need to do more analysis of the data and seek consistency in how the data is being 

extrapolated. 

 Inconsistencies in retention need to be examined. Some facilities experience a 400 

percent turnover rate, but others may have a rate of only 10 percent. What is making 

one more successful at retention than another? 

 

SWOT Analysis 

In preparation for the SWOT (Strengths, Weaknesses, Opportunities, and Threats) analysis, 

Director Clabaugh shared the following list of common themes or key words he noted from the 

preceding discussion.  

 
Diversity      Pipeline 
Turnover      Training/credentialing 
Work ethic      Testing 
Work conditions     Competence 
Best practice      Compensation 
Qualified faculty     Care quality 
Public education and awareness   Outcomes 
Career ladder 
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Attendees participated in discussion to identify strengths, weaknesses and opportunities that 
exist and may impact forward movement in addressing Iowa’s direct care workforce initiative.  
Due to time limitations, the group did not identify threats. 
 
The list of identified strengths and weaknesses appear in the following tables.  
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Strengths Weaknesses 

 Legislative investment 

 Prepare to Care 

 Motivated people/resources 

 Organizational culture 

 Existing body of work 

 Public education/awareness 

 High school and community college pipeline 

 Good governmental infrastructure and 
accountability 

 Expert participation 

 Access to trainings, DCW specialized trainings 

 Workforce demand 

 Data rich 

 Person-centered 

 Rich history 

 Collaborative efforts to create change 

 DCW at table, buy-in 

 Longevity/aging workforce 

 High employer awareness 

 Legislative resources 

 Pathways 

 Strong partnerships 

 Employer best practices 

 Pilot projects 

 Challenge the CNA test  

 Public/private partnerships 

 Future Ready Iowa 

 Healthiest State Initiative 

 Partners gathered 

 Good quality care 

 Wages/overall compensation 

 Lack of moving forward 

 Eight-hour rule/turnover 

 Lack of public priority 

 Restrictions for instructors 

 Lack of legislative commitment 

 Lack of portability/trainings 

 Over-regulation at agency level 

 Lack of positive public perception 

 Lack of public awareness 

 Workers carry elder care stigma 

 Other disciplines within health care look  
down on DCWs 

 DCW stigma/looked down upon 

 Employer driven credentialing  

 Lack of legislative priority 

 Safety around issues of aging sexual 
Predators 

 Gaps in critical services 

 Aging workforce/losing expertise 

 Accountability for professional behavior 

 Career counseling for middle schools 

 Career counseling for high schools 

 Inconsistency in Iowa Administrative 
Code 

 Low unemployment 

 Low wage/low recruitment efforts 

 Federal training opportunity not  
available  because of low wages 

 Information poor 

 Challenge the CNA test  
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Opportunities 

 Policy and communication alignment 

 Science, Technology, Engineering and Mathematics (STEM) as model – incorporate 
health 

 Quality of care initiatives 

 Loan forgiveness 

 Understand how state regulations are impacting eight-hour rule and instructor 
restrictions/look at other state models 

 Expand long term care insurance and other payment mechanisms 

 Reallocate money/funding to keep people 

 Further assessment/analysis of data 

 Lobby with uniform message 

 Collective impact 

 Pipelines 

 Career and Technical Education (CTE) redesign 

 Sector partnerships/career pathways 

 Change language/remove stigma (ladder vs. spectrum) compensation 

 Not equal to entry level 

 “Master” practitioner within DCW 

 Health within STEM – high demand jobs 

 Compensation 

 Speak positive 

 Creative education – online, English as a Second Language (ESL) 

 Communication plan 

 Creativity with money/funding – technology, benefits 

 Collaborate to create opportunities 

 Continue outreach to DCW – engage workforce 

 Marketing DCW ‘Be Like Fran’ 

 Regulatory barriers to entry – analyze 

 Continue engaging stakeholders 

 Involve providers/employers groups in wage discussion  

 Get best practices 

 DCW appreciation week 

 Look at what’s worked – best practices discussion 
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Participants were asked to cast up to two votes on the top weaknesses to be addressed. Each 

topic receiving at least one vote is listed below with the number of votes appearing in 

parentheses following the topic.  

 Wages/overall compensation     (15 votes) 

 Lack of moving forward      (7 votes) 

 Eight-hour rule/turnover     (6 votes) 

 Lack of public priority       (5 votes) 

 Restrictions for instructors     (4 votes) 

 Legislative commitment     (4 votes) 

 Lack of portability/trainings      (3 votes) 

 Over-regulation at agency level     (2 votes) 

 Lack of positive public perception of DCW   (2 votes) 

 Lack of public awareness     (1 vote) 

 Workers carry elder care stigma    (1 vote) 

 Health care sector looking down on DCW/stigma   (1 vote) 

 Inconsistency in regulation/enforcement   (1 vote) 
 
 

Conclusion 
 
The summit provided a venue for reviewing the data, identifying issues and challenges, and 

sharing perspectives and opportunities related to the direct care workforce. Discussion included 

the current DCW initiative and how it might better address training, recruiting and retaining an 

adequate direct care workforce in the state. The draft report was shared with all panelists and 

participants and feedback was incorporated to accurately reflect the presentations and 

discussion. The final report will be reviewed by Director Clabaugh and department staff in 

consideration of next steps.  
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Appendix A 

October 6, 2016 

Summit Agenda 

10:00 – 10:15  Welcome and Introduction 

   Gerd Clabaugh, Director, IDPH 

Janice Edmunds-Wells, Executive Officer, Division of Oral and Health 

Delivery Systems, IDPH 

10:15 – 10:45 Introductory Presentation: Articulation of Problem Statement and 

Challenge 

   Janice Edmunds-Wells 

10:45 – 12:15  Panel Presentation 

   Iowa Workforce Development Courtney Maxwell Greene 

University of Iowa   Brad Richardson 

   Hawkeye Community College  Gene Leutzinger 

   Hospital Employer   Joyce McDanel 

   Family Caregiver   Michael Wolnerman 

   Employee    Fran Mancl 

   Consumer    Michele Meadors 

   IowaCareGivers   Di Findley 

 

12:15 – 12:45  Lunch 

12:45 – 2:30  SWOT Analysis and Discussion 

2:30 – 3:00  Wrap up and next steps 
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Appendix B     

Summit Participant List 

Amy Wallman Madden, HOPE Agency 
Angie Doyle-Scar, Iowa Department of Public Health 
Arlinda McKeen, State Public Policy Group 
Brad Richardson, University of Iowa 
Brandon Geib, Alzheimer’s Association, Greater Iowa Chapter 
Brenda Dobson, Iowa Department of Public Health 
Courtney Greene, Iowa Workforce Development 
Dawn Fisk, Iowa Department of Inspections and Appeals 
Deborah Thompson, Iowa Department of Public Health 
Di Findley, Iowa CareGivers 
Dr. Bob Russell, Iowa Department of Public Health 
Emily Schuldt, Unity Point Health -Allen College Nursing 
Erin Helleso, United Healthcare Managed Care Organization (MCO) 
Fran Mancl, Direct Care Worker 
Gerd Clabaugh, Iowa Department of Public Health 
Gene Leutzinger, Hawkeye Community College 
Janice Edmunds-Wells, Iowa Department of Public Health 
Joel Wulf, Iowa Department on Aging 
John Hale, the Hale Group 
John McCalley, Amerigroup Managed Care Organization (MCO) 
Joyce McDanel, Unity Point Health Systems 
Julie Adair, Iowa Health Care Association  
Julie McMahon, IowaCareGivers 
Kelsey Feller, Iowa Department of Public Health 
Matt Blake, Leading Age Iowa 
Melanie Kempf, Iowa Department on Aging 
Michael Wolnerman, Caregiver 
Michele Meadors, Consumer 
Natalie Koerber, Amerigroup Managed Care Organization (MCO) 
Pat Thieben, Iowa Department of Education 
Suzanne Heckenlaible, Delta Dental of Iowa 
Rayna Halvorson, United Healthcare (Student) 
Zoe Thornton, Iowa Department of Education 
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