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Abstract

For home care agencies and aides, the death of clients has important, yet often unrecognized, workforce implications. While
research demonstrates that client death can cause grief and job insecurity for aides, we currently lack home care agencies’
perspectives on this issue and approaches to addressing it. This study uses key informant interviews with leaders from a
diverse sample of eight New York City home care agencies to explore facilitators and barriers to agency action. We found
that agencies engaged primarily in a range of informal, reactive practices related to client death, and relatively few targeted
and proactive efforts to support aides around client death. While leaders generally acknowledged a need for greater aide
support, they pointed to a lack of sustainable home care financing and policy resources to fund this. We recommend

increased funding to support wages, paid time off, and supportive services, and discuss implications for future research.
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Introduction

Home care aides, including home health aides, personal care
aides, and nursing assistants working in the home, are a criti-
cal and rapidly growing workforce. They assist clients with
the activities of daily living and provide health care support
to older adults and individuals with disabilities in their homes
(Bureau of Labor Statistics, 2019). The size of the home care
workforce doubled between 2008 and 2018 to almost 2.3
million workers nationally, and continues to grow as a result
of the increasing older adult population and ongoing deinsti-
tutionalization of care (PHI, 2019). The increase in individu-
als preferring home-based care due to COVID-19 is likely to
accelerate these trends (Holly, 2020). Women, people of
color, and immigrants disproportionately perform this work,
which is primarily funded by Medicaid and Medicare (PHI,
2019). Finally, and importantly for this project, the majority
of paid home care aides in the United States are employed by
agencies (Howes, 2014).

Because home care aides typically work with older and ill
clients, the death of clients is an important feature of work, and
often a significant stressor. While no study has yet estimated
the frequency of client death for aides, this experience is likely
to be common, and its significance has been noted in studies of

work stress among aides from California to Maine (Butler,
2017; Delp et al., 2010; Zoeckler, 2017). Research suggests
that client death can result in two primary, sometimes intersect-
ing, experiences for aides: temporary job loss and emotional
strain (Boerner et al., 2015, 2017; Delp et al., 2010; Tsui et al.,
2018). For agency employed aides, job loss following client
death is likely to be relatively brief. Rapid case reassignment,
however, may cause aides to take temporary or part-time cases,
leading to reduced hours (and thus pay, and perhaps health
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Figure |I. How home care agencies influence home care workers’ experiences of client death.

benefits) for a period of time. Regarding emotional strain, a
study of direct care workers demonstrates that grief experi-
ences related to client death are associated with burnout, par-
ticularly depersonalization (i.e., cynicism and detachment from
clients), and thus may have implications for both client care
and aide retention (Boerner et al., 2017).

Existing studies from aides’ perspectives indicate that
agencies currently take few, if any, steps to acknowledge the
significance of client death in aides’ lives (Gleason et al.,
2016; Tsui et al., 2018). As a result, aides often speak of feel-
ing ill-prepared to handle client death (Tsui et al., 2018).
Aides and researchers have thus recommended several
agency-level interventions, including additional training
around end-of-life issues, enhanced emotional support, paid
time off, and more responsive case reassignment practices
(Barooah et al., 2019; Gleason et al., 2016; Tsui et al., 2018).
These recommendations can directly affect both retention
and aide well-being. High-quality certification training and
on-the-job training! have been linked with increased job sat-
isfaction and retention (Ejaz et al., 2008; Feldman et al.,
2017). In addition, research shows emotional support from
agency staff sometimes increases aides’ well-being and satis-
faction, and aides have noted that paid time off after a client’s
death could improve their economic and emotional well-
being (Gleason et al., 2016; Tsui et al., 2018).

Existing research on the impact of client death for aides
has focused primarily on outcomes for aides and aides’ per-
ceptions of factors shaping these outcomes. Only one study
investigates the impact of agency policy using an objective
measure: Boerner et al. (2016) compared the experiences of
aides working for an agency that did not allow contact with
clients’ families following a client’s death with an agency
that had no formal policy, and found aides subject to the

restrictive policy were more likely to be considering other
job options. This demonstrates how a single policy can be a
powerful determinant of aides’ experiences. However, little
is known about home care agencies’ perceptions of policies
and practices relevant to client death. Research with agency
staff on how they conceptualize the range of remedies
described above, and others that could be useful for support-
ing aides, is a major gap in the literature and critical for
strengthening the home care workforce.

In this study, we use interviews with home care agency
leaders in New York City to explore the perspectives of agen-
cies regarding supporting home care aides in navigating cli-
ent death.

Conceptual Framework

To guide our research, we refined an existing conceptual
model of factors affecting aide well-being (Franzosa et al.,
2019) (see Figure 1). Rooted in the home care literature
(Delp et al., 2010; Feldman et al., 2017; Schulte et al., 2015),
this model highlights how home care financing, alongside
policies relevant to home care labor, shapes the way aides’
jobs are structured and their quality in terms of wages and
benefits, the forms of support they receive, and how they are
trained, all of which (among other factors) directly influence
well-being. Well-being is conceptualized as a multidimen-
sional construct that includes emotional, physical, and eco-
nomic well-being (Franzosa et al., 2019; Schulte et al., 2015)
and serves as a key driver of job satisfaction, retention, and
quality of care (Delp et al., 2010; Franzosa et al., 2018). We
see both the affective (including emotional demands and
intrinsic rewards) and the economic dimensions of well-
being as critical to this model.
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Our revised model adds agency characteristics, like size
and profit status, as potential influences on agencies’ actions.
We expected these factors would shape the ways in which
agencies addressed client death; for instance, for-profit agen-
cies seeking to maximize revenue may not invest in worker
supports, while smaller agencies may not have the resources.
These specific linkages have not been documented in the lit-
erature, although profit status is known to affect care quality
(Cabin et al., 2014).

Informed by an occupational health model from the
Centers for Disease Control (CDC) (Lee et al., 2016), we
also added relative levels of action agencies can take to
promote worker well-being. This model conceptualizes
these actions as a hierarchy in descending order from
greatest to least anticipated effectiveness. It posits that
health-promoting changes to policies, programs, and prac-
tices that protect all workers (e.g., paid time off after client
death) are more effective at mitigating harm than redesign
of the work environment (e.g., training agency staff like
coordinators/supervisors to provide aides’ emotional sup-
port) that ultimately relies on individuals to protect them-
selves and others. We map the agency actions examined in
this study onto these levels to illustrate their potential
effectiveness.

Design and Method

Sampling and Recruitment

In this exploratory qualitative study, we conducted 14 key
informant interviews with leaders from a sample of eight
New York City home care agencies. We used a purposive
recruitment approach focused on recruiting agencies of
different sizes and profit status (see Table 1). We identi-
fied agencies through a variety of avenues, including
boards of the Home Care Association of New York, the
1199SEIU Home Care Industry Education Fund, and pre-
vious participants in a local New York State Medicaid
Redesign network. We also used a referral method in
which experts recommended possible participants. In
total, 14 agencies were approached. Leaders from eight of
these agencies (14 key informants) were interviewed in
person or by phone.

Data Collection

The first author conducted interviews ranging from 30 min to
over | hr, using a semi-structured guide covering policies
and practices pertaining to client death, end-of-life training,
ideal approaches, and barriers (see Supplemental Appendix
A.) At five of the eight agencies, we conducted individual
interviews with one agency leader. At the remaining agen-
cies, we interviewed more than one leader (see Table 2). All
participants provided written informed consent.

Table I. Agency Sample.

Characteristic Number of agencies (n = 8)

Size?

Small (=1,100 aides) 3

Medium (I,101-2,000 aides) 3

Large (>2,000 aides) 2

Non-profit 5 (4 within multiservice
organizations)

For-profit 3

Unionized 8

*We trichomotized agencies by size to facilitate comparison.

Table 2. Participating Agencies’ Characteristics and Number of
Interviewees.

Agency Characteristics Interviews
Agency | Large, non-profit 5 interviewees
(group interview)

Agency 2 Large, for-profit 2 interviewees

Agency 3 Small, for-profit | interviewee

Agency 4 Medium, non-profit within | interviewee
multiservice organization

Agency 5 Small, non-profit within | interviewee
multiservice organization

Agency 6 Medium, for-profit | interviewee

Agency 7 Medium, non-profit within 2 interviewees
multiservice organization (group interview)

Agency 8 Small, non-profit within | interviewee
multiservice organization

Analysis

In analyzing these qualitative data, we emphasized deductive
techniques, though we also sought to identify emergent
ideas. This directed content analysis approach (Hsieh &
Shannon, 2005) was possible because of our team’s existing
understanding of these issues from the perspective of aides
(Boerner et al., 2015; Tsui et al., 2018). Through iterative
readings of the data, the first author created a codebook
incorporating both a priori and emergent codes, applied
codes, and documented analytical steps. To make compari-
sons systematically, we also utilized the framework method
(Gale et al., 2013). This method involved charting coded data
into a matrix, which facilitated comparison within and across
sites. The second author was in discussion with the first
author throughout data collection and analysis, and provided
input on the framework matrices of coded data.

We took several steps to help ensure trustworthiness of
the data (Lincoln & Guba, 1985). First, this study is the prod-
uct of our team’s prolonged engagement with this topic
(especially E.K.T., E.F., and K.B.). Second, we used triangu-
lation within agencies where possible, via multiple inter-
views at some sites. Third, we conducted member-checking
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by sending preliminary results to agency leaders for their
feedback. Although we only heard back from two agencies,
both were in agreement with our findings and made only
minor suggestions, which we incorporated. All activities
were approved by the CUNY School of Public Health IRB.

Sample

Leaders represented three types of agencies: independent
non-profit agencies, non-profit agencies embedded in com-
munity-based multiservice organizations, and for-profit
agencies (see Tables 1 and 2). They also represented agen-
cies of a wide range of sizes, employing 600 to several thou-
sand aides, with a median of 1,600 employed aides. All
agencies were unionized, although their aides were repre-
sented by three different unions. Finally, leaders were a mix
of senior management and division leads. We interviewed
each agency’s president, vice president, or director. When
multiple leaders were interviewed, we also included direc-
tors of training, human resources, and/or managers of aides.
All had extensive experience working in the home care
industry, with a minimum of 9 years and a maximum of 36
years (median = 24.5 years).

Results

None of the agency leaders in our sample reported any for-
mal client death-related workforce policies. In the following
sections, we describe how agency leaders conceptualized
their motivations for supporting aides around client death,
detail agencies’ approaches to actions around it (including
paid time off, case reassignment, emotional support, and
training, as detailed in the conceptual model), and delineate
their views on ideal approaches and barriers to improving
support.

Agency Leaders’ Motivations

Leaders varied in their interest in client death as a workforce
and care quality issue. Those who expressed interest
described three primary motivations: a sense of responsibil-
ity to aides, concerns about aide retention, and a desire to
improve end-of-life care quality.

A few leaders demonstrated strong, existing interest. As
one leader of a medium-sized, non-profit agency said, this
issue is “incredibly important” and noted that “We have all
the interest!” (Agency 4). This leader, and others from a large
for-profit (Agency 2), seemed to feel supporting aides around
client death was the right thing to do.

For others, the interest was less fervent, but still notable.
One leader from a small non-profit described being well
aware of the issue; they had occasionally provided respon-
sive support groups for aides, but provided limited ongoing
support (Agency 5). Another leader from a medium-sized,
non-profit agency said that, upon hearing about the topic,

“My flags went off” because “we need a standard way of
dealing with this” (Agency 7), and then spoke extensively
about the importance of retention. Others referenced a focus
on retention because aides are core to the business (Agency
8, small non-profit) and because of growing demand (Agency
4, medium non-profit). On a different note, one leader said
that attending to client death was part of “creating an overall
experience for [clients and their families]” (Agency 6,
medium for-profit), offering a rationale more focused on
quality of care. Finally, a leader at a large non-profit indi-
cated that they had given the topic relatively little attention
prior to our contact, but had since begun conversations
within the agency, leading to enthusiastic participation in the
study (Agency 1).

Only one small for-profit agency expressed less interest in
this issue. This leader noted that the impact of client death on
aides was “not a focus” for their agency because they “never
really had anything that needed real intervention” in this area
(Agency 3), suggesting that this is an issue to be addressed
reactively, rather than proactively.

Agency Actions

Paid time off. Participating agencies did not have organiza-
tional paid time off policies related to client death. A leader
from a small, for-profit agency reported giving paid time off
to coordinators to attend client funerals if invited, but not to
aides (Agency 3). In part, the lack of agency-based paid time
off after client death may be due to the fact that all aides in
New York City who have worked for more than a year have
access to up to 5 days of paid leave through city and state
laws (New York City Department of Consumer Affairs,
2018). However, several leaders noted that aides prefer to
save this time for “their own purposes” (Agency 2, large for-
profit), rather than using it for a work-related stressor.

Agency leaders expressed that allowing an aide time off
unpaid between cases was possible, but typically not a stan-
dard option. A critical agency staff member in these interac-
tions is the person who assigns and manages cases, often
called a “coordinator.” This staff member conducts the
majority of agency contact with aides, usually by phone. A
coordinator might hear that an aide is having a strong emo-
tional response to a client’s death and suggest taking time
oftf. However, leaders perceived taking unpaid time off as
difficult and rare since many aides “are living hand to mouth”
so “they need to work” (Agency 7, medium non-profit).

Case reassignment. When asked about case reassignment
practices following client death, most leaders spoke of aides’
universal desire to be placed swiftly on a new case, often for
financial reasons. However, others acknowledged possible
variation in aides’ preferences. For instance, a leader at a
medium-sized, non-profit agency said “there is some tactful-
ness around” reassignment on the part of coordinators, who
will ask aides, “Are you ready to go back to work?” (Agency
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4). Only one leader, from a small non-profit agency, empha-
sized the financial impact of client death. This leader said
that coordinators try to find aides “an equivalent job, not
reduce the income, but you can’t just pull somebody off a
case [to ensure that an equivalent job is open]. It depends on
availability and it’s difficult” (Agency 5).

Emotional support. Agency leaders described emotional sup-
port around client death as largely informal and reactive,
although some modest, proactive efforts were noted. Most
often, aides themselves had to request support. As one leader
from a medium-sized, non-profit agency said, “If you need
help, you need to reach out” (Agency 7). Asking aides to
voice their distress to receive help is complicated by agen-
cies’ treatment of aide—client relationships. Agencies typi-
cally discourage close aide—client relationships, a point
shared by some agency leaders. Aides are thus strongly dis-
incentivized to admit emotional distress rooted in a personal
relationship with a client who has died.

The primary point of contact for assessing need, and poten-
tially providing informal support, was again the coordinator. A
minority of agencies noted that coordinators might be more
focused on “staffing” (i.e., ensuring that cases are covered)
than ensuring that aides feel supported. While coordinators
were mentioned frequently as key sources of communication
with aides around client death, some agency leaders noted that
other staff (e.g., nurse supervisors, human resources staft, on-
staff social workers) might also provide support.

Leaders noted union-based “member assistance pro-
grams” (mentioned by representatives of four agencies), or
in one case, a similar employee assistance program offered
through a medium-sized, non-profit agency, as the most
prominent form of formal support. These programs provide
counseling by phone or in person, and offer referrals. Leaders
said that an agency staff member (usually a coordinator)
might refer an aide to this kind of program, but more often
the program was referenced as a resource that aides them-
selves might know about. More proactively, a few agency
leaders from non-profits mentioned sporadically running
support groups for aides that sometimes focused on bereave-
ment. In one case, these were a collaborative effort with
union staff who had counseling expertise (Agency 5, small
non-profit within a multiservice organization).

Training. We learned that some agencies touch briefly on
end-of-life topics during certification training with offerings
that exceed the mandated 75 hr. More commonly though,
agencies address the end of life through required in-service
training and elective trainings associated with hospice con-
tracts. All but one agency (Agency 5, small non-profit)
offered one of these forms of training. In-services related to
end of life (usually 1-3 hr in length) were offered at least
every few years, and usually developed in-house. Leaders
repeatedly noted that the number of state-mandated training
topics (like value-based payment and disease-specific

training) was the primary barrier to offering more end-of-life
in-service training. Separately, agencies provided longer
end-of-life training of 6 to § hr to qualify aides to work under
hospice contracts. Topics included the following: “death and
dying,” “hospice,” and “stages of death/grief.” Content gen-
erally focused on patients and caregivers. One leader from a
medium-sized, non-profit agency said that most end-of-life
training for aides is “based on what to expect, not how aides
will feel” (Agency 7). If training did address aides’ emo-
tional experiences, leaders indicated that it was likely through
informal discussion. Only one 7-hr hospice contract training
at a large non-profit appeared to explicitly address aides’
emotional experiences (discussing “their own feelings and
coping,” Agency 1).

Recommendations and General Approaches to

Support

Only two agency leaders offered no strong recommendations
for how they might improve support for client death. In one
case, this was because the small, non-profit agency already
conducted proactive outreach to aides (described further
below) and used a faith leader on staff within the larger mul-
tiservice organization to support those struggling (Agency
8). In the other, a small for-profit agency leader said that
resources were too limited to take action (Agency 3). Leaders
from the remaining six agencies said that ideally they would
provide (a) more and better quality end-of-life training for
aides and coordinators, (b) better access to emotional support
services (e.g., dedicated counselor, support groups), and (c) a
more standardized protocol for what happens after a client
dies, although leaders did not clearly articulate what this
might look like. Of these recommendations, training coordi-
nators had particular traction among leaders.

Notably, a few agencies described employee support pro-
grams and practices aimed at workforce retention and aide
well-being in general, and suggested they might also help
address client death. For example, two agencies (one medium
and one small non-profit, both embedded in multiservice orga-
nizations) mentioned agency staff who are tasked with support-
ing aides (Agencies 7 and 8). In both cases, they helped aides
access benefits and other services, and at the medium-sized
agency, this position also addressed work challenges and emo-
tional support. Another initiative at a medium-sized, non-profit
agency (Agency 7) involved a private Facebook group allow-
ing aides to connect with each other and agency staff. Creating
a method for aides to raise topics important to them allowed
this agency to respond with tailored training and support.

Barriers to Addressing the Impact of Client Death
on Aides

Agency leaders mentioned multiple barriers to improving
support. Most importantly, all leaders noted insufficient
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funding was a stumbling block. With a system based on
reimbursement for client services, funding ceases when a cli-
ent dies. Describing how payers operate, one leader from a
medium-sized, non-profit agency, mimicking a payer, said,
“Listen, that person dies at that minute, and do not bill me a
second past that minute. And for [the agency], how do we
respond to that?”” (Agency 4). Leaders articulated a need for
higher reimbursement rates to meaningfully address client
death. Similarly, a leader from a small, for-profit agency said
with their “tiny” profit margin they are “so stretched.” In this
environment, a desire to be more sensitive to aides’ needs too
often “goes by the wayside” (Agency 3). Relatedly, some
agency leaders were concerned about coordinators’ limited
capacity for participating in these efforts, while others were
concerned about their “buy-in” (Agency 1, large non-profit).
Unrelated to funding and resources, a few leaders mentioned
the broader avoidance of discussions of death in American
culture was a barrier to addressing client death directly. A
leader from a medium-sized, for-profit agency articulated
this by saying, “Death is hard and not something the agency
is comfortable talking about” (Agency 6).

Discussion

Research with home care aides demonstrates that they often
experience client death as an important emotional and finan-
cial stressor (Boerner et al., 2016; Franzosa et al., 2019; Tsui
et al., 2018). Home care agency leaders’ perspectives, how-
ever, suggest client death receives little attention in how agen-
cies structure home care employment. This is despite the fact
that leaders typically demonstrated awareness of the impact of
these events on aides. In asking leaders about several levels of
action recommended by aides and researchers, we found rela-
tively little targeted or formal activity. Specifically, agencies
described an absence of paid time off after client death; a
heavy reliance on coordinators to navigate aides’ needs regard-
ing time off, lack of responsive case reassignment and emo-
tional support; little end-of-life training, and almost no training
addressing aides’ emotional experiences of client death.
Based on our conceptual model, we expected that specific
agency characteristics—most significantly, size and profit
status—would shape the efforts that agencies made around
client death, but we did not consistently see these relation-
ships, particularly along non-profit/for-profit lines. We
hypothesize that agency size and profit status are not strong
determinants of client death support for aides in this sample
for two reasons. First, the cost-constrained Medicaid and
Medicare environment affects all agencies accepting public
funds, regardless of type, and indeed, the vast majority of
agencies cited funding as a serious barrier. Home care agen-
cies have also struggled to balance the financial demands of
both employment policy and health care policy as a result of
new minimum wage and wage parity laws, aides’ inclusion
in the Fair Labor Standards Act starting in 2015, and the tran-
sition to mandatory managed long-term care in New York

(Nisbet & Morgan, 2019). Second, in a context of extremely
limited support for aides’ well-being and retention generally,
client death support may be too narrow an issue to have reg-
istered strongly on leaders’ radar. The fact that some leaders
drew linkages between client death support and more general
aide support and retention efforts may be evidence of this. It
is worth noting, however, that only one small, for-profit
agency was not motivated to address this issue.

Other characteristics represented in our sample may play a
greater role in shaping agency actions. Two of the few formal
mechanisms that agency leaders cited for addressing aides’
experiences of client death—paid time off (in the form of
annual leave) and emotional support (in the form of member
assistance programs)—were provided by unions. Although
neither of these benefits seemed to meet aides’ needs (previ-
ous studies suggest that aides typically have little awareness
of this kind of support mechanism (Franzosa et al., 2019)),
unions may be able to both push and help agencies to better
address the powerful economic and structural aspects of job
stress from client death (Boris & Klein, 2015).2 Finally, we
found that agencies embedded in multiservice organizations
may be an important organizational structure to explore fur-
ther, given their access to a greater variety of resources, such
as linkages to services and staff trained in counseling.

Reflecting further on the hierarchy of agency actions, the
reliance on coordinators to decide on and provide the primary
support that aides receive at multiple levels of the model is
concerning. Several studies describe coordinators’ general
emphasis on staffing cases over supporting aides’ needs and
the difficulty that aides have in contacting coordinators (Buch,
2018; Franzosa et al., 2019; Stacey, 2011). Although research
documents situations in which coordinators have provided
emotional support to aides in the wake of client death (Gleason
et al., 2016; Tsui et al., 2018), the lack of training to do so and
potential burden on coordinators are worthy of exploration.
Coordinators may be experiencing increasing caseloads
already as a result of changes in the policy and payment envi-
ronment (Nisbet & Morgan, 2019). Effectively offering for-
mal resources to aides through this avenue is impossible
without significant additional support for coordinators. We
also note that further training for aides, coordinators, and even
administrators regarding end of life, emotional support, and
supportive agency culture might substantially improve out-
comes for aides (Brannon et al., 2010; Tsui et al., 2019).

Notably, agency action was particularly limited at the level
of policy (e.g., paid time off for client death), the most power-
ful level in CDC’s model for promoting well-being. Agency
leaders also made clear that changes to federal and state poli-
cies and payment systems that can enable agencies to do this
work are critical. Advocating for such changes is our first and
most important recommendation. Potential policy solutions
range from strategically increasing Medicaid funding to
broader efforts like Caring Across Generation’s universal
family care proposal (Veghte et al., 2019) that would improve
the safety net for all low-wage workers through stronger paid
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sick leave, paid family and medical leave, and affordable
child care and long-term care policies (Espinoza, 2020). From
a research perspective, we should continue to explore how
unionization, as well as the model of home care embedded
within multiservice organizations, affect aide support, well-
being, and retention. In line with this recommendation, an
important step for researchers is to assess how well more gen-
eral support strategies address the effects of client death.
Examining leaders’ personal characteristics, like demograph-
ics and direct experience with client death, and experimenting
with off-site interviews may also be illuminating.

Our study has several limitations. Most importantly, this is
a purposive sample that prioritizes active, engaged, and union-
ized home care agencies, with sufficient interest in participa-
tion. These agencies are not representative of home care in
New York City or nationally, where for-profit and smaller
home care companies predominate (Campbell, 2020). Given
our sampled agencies’ levels of engagement in home care pol-
icy and workforce issues, we anticipate a broader sample
would have shown relatively few additional activities related
to client death. Second, the study’s trustworthiness may have
been strengthened by the use of multiple interviewees at every
agency site rather than allowing the agency itself to determine
their preferred number of interviews. The degree to which
these findings are transferable to other geographic regions is
best assessed by readers (Lincoln & Guba, 1985). We expect
some barriers to be common and others unique. For instance,
the constraints on long-term care financing are present every-
where, although the interweaving of specific managed care
approaches and localized labor policies vary by location.

Given its impact on home care concurrent with this study,
the COVID-19 pandemic deserves special mention. There
are some preliminary signs that agencies’ largely informal
and reactive approaches to supporting aides may become
more proactive and robust as more aides are exposed regu-
larly to client death and intense work stress. The chaotic
early months of the pandemic in the United States indicate
that home care agencies are currently dealing with a wide
range of concerns (Bryant, 2020b), but emerging evidence
suggests that some are taking preliminary steps toward pro-
viding more general support, including hazard pay (Bryant,
2020a). The pandemic powerfully underscores the impor-
tance of retaining home care aides and perhaps may drive
some forms of positive change in long-term care. Whether
greater changes at the levels of home care financing and pol-
icy will also emerge remains to be seen.

Conclusion

Many home care agencies recognize client death as a work-
force issue potentially affecting aide retention and well-
being. However, agencies in this sample engaged only in a
limited range of informal, reactive practices related to client
death, and relatively few targeted and proactive efforts.
While leaders generally acknowledged a need for greater

support for aides, they also highlighted a lack of sustainable
home care financing and policy resources to fund these
efforts. Despite barriers, some agencies undertook broader
efforts to support aides, which they saw as potentially
addressing stress from client death. Policy changes allowing
for paid time off following client death and dedicated emo-
tional support would strengthen the well-being and retention
of this critical workforce.
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Notes

1. Home health aides undergo certification training with a state-
mandated curriculum of at least 75 hr, which sometimes takes
place at the agency where they are employed. They then are
required to participate in at least 12 hr of in-service training
each year. In-service training is often provided by agencies,
which have some control over what topics are covered.

2. A 2010 report estimated that a majority of aides in NYC are
unionized (approximately half of home health aides and all
personal care aides; PHI, 2010), in contrast to the rest of the
United States where approximately 30% of aides are unionized
(Cancino, 2014).
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