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Preface
If we paid jobs according to their value to society, few people would make more than
child-care workers, home care workers, and long-term care facility workers. Almost
none of us will get through life without needing at least one of them. Demand for
the jobs may shift, but it never goes away, and they are impossible to outsource.
During the height of COVID people in these roles were some of the first workers
to be dubbed “essential.” At this point, we all have first-hand experience with how
deeply these jobs undergird all of our society and economy.
Despite all this, it is increasingly difficult for workforce development to recommend
jobs in the care economy. Vital though the jobs may be, the practitioners often find
themselves doing demanding physical labor at wages that keep them trapped in
cycles of poverty. How does work so important get valued so little?
Sadly often in America, how much a job pays is determined not by what it does,
but rather by who does it. So it is that care economy workers get underpaid not
only because they do what society has historically (and currently) seen as “women’s
work,” but because these particular jobs encompass work that would have been
done from the era of slavery to today by women of color. The interlocking systems
of patriarchy and White supremacy have long kept a lid on wages and job quality for
these workers.
I won’t sugar-coat it: This report paints a dire picture for anyone who wants an
equitable workforce and society. SkillWorks, Boston Indicators, and all of the Boston
Foundation ecosystem have committed to Our New Pathway putting equity at the
center of our mission. In SkillWorks’ new strategic plan, that means identifying places
where systems of oppression still harm the well-being of workers and dismantling
them.
The story this report tells is a grim one, but I hope it’s the final chapter of the
old story. We have a moral and economic imperative to plot a new path. Nothing
about our legacies of racism and sexism are written in stone. As a community we
have the tools to treat this work and these workers with the respect they deserve.
It’s not easy to overcome 400 years of systemic oppression and, given the nature
of the market for the care economy, it will require both private and public sector
commitments. But if we’re serious about racial, gender or economic justice it’s a task
we must take up together. As Maya Angelou says, “When you know better, do better.”

Andre Green
Executive Director, SkillWorks
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INTRODUCTION
Care work has forever
been critical to the health
and basic functioning
of our society. With
the steady aging of our
population, care jobs are
also among the fastest
growing in our economy.

Today these jobs are staffed predominantly by immigrant
women and women of color, so despite their societal
importance, racial prejudice and gender discrimination have
led to a systematic devaluation of care work. These workers
tend to receive low wages, enjoy fewer basic benefits like
employer-provided retirement plans, face harsh working
conditions, and are exposed to high rates of occupational
injury.
Nothing made the importance—or precarity—of care work
clearer than the COVID-19 pandemic. As infection rates
skyrocketed in long-term care facilities, working in a nursing
home became more dangerous than logging or commercial
fishing. Many early education and child-care facilities closed
permanently, and families, including essential workers,
scrambled to find care for young children. Adults in need of
care struggled to find home care aides so they could safely
stay in their homes. Care workers who remained employed
faced high levels of COVID exposure and increasingly
stressful work for often low pay. The pandemic shook an
already teetering care infrastructure.
We hope that the data and analysis in this paper serve
as a call to action; anyone seeking to advance racial and
economic justice ought to place strategies for improving the
quality and conditions of care work near the top of their
policy agenda. With this in mind, we organize this paper into
the following sections:
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09
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11
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14

Job Quality Analysis of Care Work

18

Unpaid Care Work
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Care workers provide supports that every person
requires at some point, whether in infancy, illness,
disability, or old age.

Three main categories of
care work in this report:

Throughout this paper we focus on three
specific categories of care workers: 1) home
care workers, which includes people working
independently and paid through MassHealth (called
Personal Care Attendants in Massachusetts) and those
employed by a home care agency; 2) long-term care
facility workers; and 3) child-care workers.a
We chose to focus on these fields because they
are an often overlooked backbone to our social
and economic structure, tend to pay lower wages
than many other care professions and, owing to the
legacy of racial and gender discrimination detailed
later in the paper, tend to be fields where Black
women, women of color, and immigrant women are
concentrated.

HOME CARE WORKERS

LONG-TERM CARE
FACILITY WORKERS

a.

Home care workers are defined as workers in private
households, individual and family services, and home
health care North American Industry Classification
System (NAICS) industries who are identified as
having the following Standard Occupational Code
(SOC) occupations: health aide, personal care aide,
nursing assistant, or orderlies and psychiatric aide.
Long term care facility workers are workers in
nursing care facility and residential care facility NAICS
industries who are identified as having the same SOC
occupations above. Child-care workers are workers
identified as having the child care SOC occupation,
regardless of industry.

CHILD-CARE WORKERS
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A BRIEF HISTORY
of Care Work and Race
Scholarship throughout
the late 20th and early
21st century has exposed
the cultural and economic
dynamics that have led to
the inequities in caregiving
that we have today.
Feminist scholars like sociologists Evelyn Nakano
Glenn and Mignon Duffy and legal scholar Dorothy
Roberts have delved into the history of care work
and its relationship to race. Their work, among many
others’, demonstrates how care work has been
differentially distributed along racial and ethnic lines
ever since slavery and how the current undervaluing
of care work has long been rooted in structural
racism and misogyny. Throughout this section we rely
heavily on their scholarship.
Before the Industrial Revolution in the United
States, care work was almost exclusively
performed in the home by women. Society
obliged women, by their position as wife, mother,
daughter, or sister, to prioritize caregiving for their kin.
As is the case today, the context in which women
performed care work differed greatly by class and
race. Many enslaved Black women were forced into
domestic and care roles that were physically taxing,
placed them at high risk for abuse of all forms, and
denied them the ability to care for their own family.
At the same time, wealthy White women’s care work
became idealized in popular culture as a symbol of
virtue, nurturing, and domesticity—and standing in
contrast to the “public” sphere reserved for men.1

This early division between care provided by women
of color and care provided by White women of
means set the stage for patterns that we see later in
this report. The hard reality of caring for children, the
sick and the elderly was in many ways at odds with
the ideals of White womanhood, and ultimately it
was the labor of enslaved Black, poor, and immigrant
women that resolved this contradiction. Well-off
White women became responsible for the work that
required “moral character and relational skills” (for
example, supervising domestic work and serving as
a hostess). By contrast, enslaved Black women and
domestic servants became responsible for the most
difficult and unpleasant work like cleaning floors or
performing nursing tasks.2 White women became
the “public face” of care work, performing jobs
that required the most external interaction, while
Black women and other women of color became
responsible for the “dirty, back-room” jobs like
laundry.3
The assignment of Black and other women
of color to particularly difficult forms of care
work continued through the late 19th and
early 20th centuries. Following Emancipation,
many Black women in the South were forced back
into care jobs through labor agreements that closely
mirrored slavery (exploitative tenancy agreements,
convict leasing following harsh sentences for petty
crimes, and vagrancy statues that compelled labor to
repay steep fines for “idleness”). In the North and
Midwest, Black and Indigenous women were excluded
from better paying and less physically demanding
jobs, such as clerical work or retail, and instead
concentrated in domestic labor. And in the West and
Southwest, Chinese, Mexican and Indigenous women
were channeled into domestic labor, including in
commercial laundries or as maids.4
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The rise of modern medicine in the late 19th
century shifted some care work from the
home to hospitals and nursing facilities, and yet
the racialized and gendered division of labor
persisted.5 As the number of hospitals proliferated in
the early 20th century, medicine became increasingly
professionalized, and technology continued to evolve,
more care work positions developed, such as certified
nursing assistants and licensed practical nurses. Even
as Black women and other women of color were
pushed into the most time-consuming and physically
taxing positions, they were also viewed as “deficient”
mothers because they were unable to live up to the
ideal of full-time motherhood. This catch-22 persists
in the present day, as poor single mothers are viewed
as inadequate or somehow to blame for their poverty.
The deep racial prejudice that many people hold
against Black and Brown mothers is one reason why
the American welfare state is so limited compared to
those of other developed nations.6
Home care workers were largely left out
of early 20th century labor reforms that
modernized worker and employer relations.
Glenn writes that the home was often regarded
as “off limits to public regulation” because it was
viewed as a separate sphere from the market. As
such, legislatures and courts often treated paid care
workers as if they were “quasi-family members rather
than as fully autonomous workers.”7 The National
Labor Relations Act of 1935, also known as the
Wagner Act, affirmed the right of workers to form
and join unions, but notably left out domestic workers.
The Fair Labor Standards Act (FLSA) of 1938, which
established a federal minimum wage, excluded service
occupations and thus left out most women workers.
In 1973, amendments to the FLSA extended
protections to retail, service, and some domestic
workers but a “companionship” exemption excluded
those caring for children, elder adults, and adults
with disabilities. This seemingly small exemption was
ultimately interpreted broadly to include care workers
in both home settings and assisted living facilities,
including certified nursing assistants, home health
aides, and personal care aides.8 It was not until 2015
that federal protections were extended to include
most care workers.

Demographic, technological, and cultural
changes in the United States led to increased
demand for care work throughout the 20th
century. The growth in average life expectancy,
from just 47 years in 1900 to 78 years in 2004,
led to greater need for elder care, both in home
and institutional settings.9 More women began
to enter the paid, out-of-home workforce in the
mid-20th century, and the full-time, unpaid labor
they’d previously provided was often filled by
women of color and immigrants. Growing demand
for care work has led to an increased reliance on
immigrant workers. In 2020, one in five child-care
workers nationally and roughly one third of home
care workers were born outside of the United
States. Many immigrants have limited professional
options in the United States due to language
barriers, discrimination, or their immigration status,
leading them to accept care jobs even if they
are overqualified for them.10 Limited immigration
pathways for care workers mean that many foreignborn care workers are on dependent visas, “cultural
exchange” visas or are undocumented—all statuses
that place them at greater risk for exploitation.

1 in 3
Home care workers born
outside of the United
States in 2020.
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PROJECTED DEMAND for Care Work
With the aging of the Baby Boom
generation, the number of retirees
in Greater Boston is expected to
grow by more than 50 percent
between 2020 and 2040 (from
approximately 689,000 residents
over age 65 to a little more than
one million).11 Nationally, the
number of adults 85 years and
older is expected to triple from
6.7 million in 2020 to 19 million in
2060.12
The rise in adults over the age of 85 is especially
notable because disability incidence increases with
age. One in three Massachusetts residents between
the ages of 80 and 84 have two or more disabilities,
and for those aged 85 to 89 the share is closer to 45
percent.13 In addition, a recent AARP study found that
77 percent of adults 50 years of age or older wish
to remain in their homes as they age, suggesting that
demand for home-based care will grow even faster.14

50% +
Expected growth of the
number of retirees (65
years or older) in Greater
Boston from 2020 to 2040

3x
Estimated national growth in
the number of adults 85 years
and older from 2020 to 2060

Growing demand for paid care workers in
the future will compound current shortages.
In February 2020, before the pandemic began, the
Boston Globe reported that the vacancy rate for
certified nursing assistants was 17 percent, almost
triple what it was a decade ago. The pandemic only
exacerbated these shortages.15 According to the
Kaiser Family Foundation, 28 percent of nursing
facilities surveyed through the CDC National
Healthcare Safety Network reported at least one
staffing shortage in March 2022.16
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Care work jobs are expected to grow significantly by 2028.
Projected percent change in employment levels, by occupation. 2018 to 2028.
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Care work occupation growth is expected to
outpace overall job growth in the next six years.
Using projection data from 2018, we estimate that
care jobs are expected to increase 12.5 percent by
2028, while jobs overall are only projected to increase
3 percent. Personal care and home health aide
positions are expected to grow by nearly 20 percent,
making it one of the fastest growing occupations
in the labor market. It should be noted that the
state’s Executive Office of Labor and Workforce
Development (EOLWD) just released new
occupation projections for growth between 2020
and 2030, but because they use base employment
levels from the trough of the COVID recession in
2020, those projections show confusingly high growth
rates for 2030. So instead, we rely here on these
projections that predate the pandemic.
Although demographic trends would point to
decreased demand for early education and child-care
workers, in reality, demand for early education and
child care currently far exceeds supply. Before the
pandemic, there were not enough child-care seats
in Boston for estimated demand and the pandemic
taxed the child-care system even further.17 Many
centers were unable to reopen after mandated
closures early in the pandemic and many staff quit as

the pandemic wore on. According to the University
of California Berkeley’s Center for the Study of Child
Care Employment, the national child-care workforce
was still down 12 percent in June 2022. Demand for
child care remains high and will continue to exceed
supply until major changes are made.
The local labor market has relied on immigrant
labor for some time, and there is a growing
mismatch between demand for care work and
declining immigration to the state. Immigrants,
particularly immigrants of color, drove Greater
Boston’s population growth between 1990 and 2019,
accounting for almost 90 percent of net population
change during that period. Slowing immigration during
the Trump administration combined with international
travel restrictions during the pandemic have led
to declining immigration rates in recent years. The
care work sector, locally and nationally, relies heavily
on immigrants and it is unlikely that the local labor
market will meet the demand for additional care
workers. We need to improve care work job quality
to make these jobs more broadly appealing to all,
while also opening immigration pathways to both help
fill this growing shortage and ensure that immigrant
workers are less vulnerable to exploitation.
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DEMOGRAPHIC PROFILE
of Paid Care Workers
As is the case nationally, care
workers in Massachusetts
are overwhelmingly women
and disproportionately
workers of color.
While women make up 49 percent of the workforce
in Massachusetts, they account for approximately
85 percent of home care and long-term care facility
workers, and 92 percent of child-care workers. At
the national level, Asian American and Pacific Islander
women make up just 3.3 percent of the workforce,
but account for 7 percent of home care workers.18

For home care and long-term care facility workers
in Massachusetts, Black and Latinx workers are most
overrepresented. Latinx workers are 11 percent of all
workers in Massachusetts, but account for 21 percent
of all child-care workers and 27 percent of all home
care workers. While Black workers make up just 7
percent of the workforce in the state, they account
for 24 percent of home care workers. Black workers
make up a staggering 43 percent of long-term care
facility workers—approximately six times their share
of the total workforce. The vast overrepresentation
of Black workers in home care and long-term care
facility work reflects the long history described earlier
of racial and gender discrimination that has relegated
Black women to the most physically taxing direct care
jobs.

Care workers are overwhelmingly women.

Share of workers in a given occupation that identify as female. Massachusetts. 2016-2020.

All Workers

49%

84%

Home care workers

86%

Long term care facility workers

92%

Child care workers

SOURCE: 2016-2020 American Community Survey Public Use Microdata
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Black and Latinx workers are overrepresented in care work.

Share of workers in a given occupation by race/ethnicity. White, Asian American Pacific Islander (AAPI), and
Black categories are single-race only and Latinx-inclusive. Latinx can be of any race. Massachusetts. 2016-2020.
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Care workers are more likely to be foreign-born.

Share of workers in a given occupation that were born outside of the United
States (foreign born). Massachusetts. 2016-2020.
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Care workers are also significantly more likely
to be immigrants. While one fifth of workers in
Massachusetts were born outside of the United
States, one quarter of child-care workers, one third of
home care workers and almost one half of long-term
care facility workers were. Nationally, the number of
Black immigrants in direct care grew 56 percent from
2005 to 2015.19

While the clear topline trend is that immigrant
women of color are significantly overrepresented in
care work, specific findings vary a bit by subsector.
Child-care workers, for instance, more closely mirror
the racial distribution of the state’s workforce, and
this is the one subsector with a significant share
of White workers (at 76 percent). On the other
hand, though, women of any background are vastly
disproportionately working in child care, with 92
percent of all child-care workers being women.
Additionally, while the share of immigrants in home
and long-term care facilities is almost double their
share of the total workforce, just 27 percent of childcare workers were born outside of the United States.
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JOB QUALITY Analysis
Despite the critical functions
provided by these workers
and despite the public praise
heaped onto essential workers
during the pandemic, workers in
each of this report’s three care
subsectors are near the bottom
of the wage distribution for all
occupations in Massachusetts.
In fact, they each earn little more than half the
average hourly wage statewide, as shown in the graph
below. This analysis relies on median hourly wage
estimates using American Community Survey data
collected over the 5-year period from 2016 to 2020.

Due to the multi-year lag, all estimates are lower than
prevailing wages in each sector as of August 2022,
making this data more useful for relative comparisons
across sectors than it is for any present-day
comparisons. In fact, wages have risen quickly across
the economy over the last two years (although rising
inflation has cut into these wage increases). Many
lower-wage workers, for instance, received raises as
the state’s minimum wage rose to $14.25 an hour and
as ARPA funding helped support rate increases for
care workers paid through Medicaid. As an example
of more current estimates of care work wages, based
on conversations with industry leaders, wages in
long-term care facilities are now closer to $18 per
hour. Additionally, Personal Care Assistants (PCAs)
are unionized and recently bargained for a set hourly
minimum wage of $17.75 that is also higher than the
data shown in the graph below.

Care work hourly wages are low.

Median hourly wage estimates using pooled data from 2016-2020. Massachusetts. This is the best available data
for comparisons across the economy, but due to the multi-year lag, all estimates are lower than prevailing wages in
each sector as of August 2022. See report text for examples of current wages in a couple of sectors.
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$14.80

All
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Home
Home
carecare
worker
workers

$15.82

Long term
Long
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care…
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$13.16

Child
Child care
care workers
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Hourly wage calculated by using annual earnings, usual hours worked per week, and number of hours worked over
the past year. ACS reports the number of weeks worked as an interval (range) so the midpoint was used.
SOURCE: 2016-2020 American Community Survey Public Use Microdata
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It is also important to note that in our analysis the
“home care worker” category includes both PCAs,
who are independent home care workers paid by
Medicaid (MassHealth), as well as those that are
employed by a home care agency. Unlike employees
of home care agencies, PCAs exclusively serve
MassHealth (Medicaid) enrollees and are thus paid by
the state.
This first wage comparison is a straightforward one
since it compares care workers to everyone else
working in our state economy, but Massachusetts
care workers also earn less than workers in jobs that
require a similar level of educational attainment. In
Massachusetts, for example, electricians earn $30.34
per hour, more than double what child-care workers
earn. This large disparity exists even though both
occupations require a high school degree or less.

Notably, however, 99 percent of electricians are men,
and 92 percent of child-care workers are women,
putting hard numbers to the historic devaluing of
so-called women’s work like caregiving, as discussed
above.
Of course, broad categories like “high school degree
or less” do not perfectly control for all types of
education or training. Some union jobs, for instance,
may involve more extensive training and certification
than other jobs that don’t require formal education
beyond high school. But these training differences
likely do not explain the large gaps shown below. In
fact, most people in the below occupations receive
some sort of job-specific training or certification, so
it’s not necessarily the case that higher-wage, more
male-dominated occupations involve more extensive
occupation-specific training. The clustering of women
in lower paid positions also persists in occupations
that require a bachelor’s degree or higher.20

Among occupations that require a high school degree or less,
predominately female ones tend to pay less.
Median hourly wage compared to the share of workers in a given occupation that identify as women. Circle size
indicates total number of workers. Limited to occupations with10,000 workers or more where the median level
of educational attainment is a high school degree or less. Massachusetts.
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Care workers are less likely to receive employer benefits.

Share of workers in a given occupation who receive health insurance through their providers and
share of workers who receive Medicaid. Massachusetts. 2016-2020.
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Economists have found that even when controlling
for the demographics of workers, skills required,
qualifications, and characteristics of the job, care
workers are still paid 5 to 15 percent less than similar
workers.21 One study from the Economic Policy
Institute found that home health care workers earn
27 to 36 percent less than similar workers who do
not work in care.22 Taking these “pay penalties” into
account, EPI estimated that a fair and living wage
for home health care workers in Massachusetts
specifically would be $28.98—almost double what
they currently earn.23

While good pay is clearly central to any definition
of a quality job, care workers’ jobs also tend to be
lower quality in other dimensions. For instance, while
75 percent of all workers in Massachusetts receive
health insurance through their employer, only about
half of child-care and long-term care facility workers
do. For home health care workers, it’s even lower,
with just about one third receiving employer-based
health insurance. This could be due to employees
working fewer than full-time hours, either by choice
or because their employer only contracts them on
a part-time or variable basis. Some home care and
child-care workers may be directly employed by
individual families who do not offer insurance. Still
other care workers may have access to employerprovided benefits but are unable to afford them,
making MassHealth the more financially accessible
option.
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Care workers are also less likely to receive retirement
benefits. According to the Economic Policy Institute,
home care workers and child-care workers
nationwide are much less likely to have a workplace
retirement plan—35 percent of the total workforce
has a pension or other retirement plan compared
to just 10.2 percent of child-care workers and 12.6
percent of home care workers.
Low wages and lack of employer-provided
benefits leave many care workers reliant on
public benefit programs. Just under 14 percent
of all working adults are enrolled in Medicaid
(MassHealth), compared to more than a quarter of
child-care workers, more than a third of long-term
care facility workers, and almost half of home care
workers. Further, almost one third of Massachusetts
home care workers are enrolled in Supplemental
Nutrition Assistance Program (SNAP), the program
formerly known as food stamps. Reliance on
programs like MassHealth and SNAP can make care
workers vulnerable to “cliff effects,” when a small
increase in wages can lead to the disproportionate
loss of benefits.
Not only are care jobs poorly compensated,
they are also physically and mentally stressful.
In 2019, nursing assistants had one of the highest
incidence rates of nonfatal injury and illness requiring
time away from work (283.5 per 10,000 full-time
workers) above heavy and tractor-trailer truck drivers
(280 per 10,000) and laborers and freight, stock and
material movers (275.5).24 Many tasks performed by
direct caregivers put them at risk for injury—such as
pushing, transferring and repositioning patients.25

283.5 per 10,000
for full-time workers

Child-care workers were also subjected to higher
COVID risk during the pandemic, working directly
with small children who were not able to be
vaccinated until recently. Even setting COVID aside,
they are also exposed to environmental hazards, like
bleach or mold, that can worsen or cause respiratory
problems. In the early 2010s, 25 percent of childcare and 20 percent of home care workers in
Massachusetts reported asthma, compared to just 10
percent of the population overall.26
Care workers often bear high levels of emotional and
psychosocial strain. They are frequently responsible
not just for the physical well-being of their patients,
clients, or young students, but also their emotional
well-being and that of their family members. Other
psychosocial stressors include few or no decisionmaking opportunities at work, excessive and/or
conflicting demands, frequent interruptions, and
difficult work schedules (long hours, evening shift
work, lack of rest breaks). These stressors not only
engender job dissatisfaction and mental health
challenges, but also place care workers at higher
risk for chronic health issues such as cardiovascular
disease and sleep disruption.27
All these factors fuel care worker burnout. Even
before the pandemic, worker turnover rates across
all care fields were high. In child-care centers, the
turnover rate was estimated to be 30 percent per
year.28 Turnover among the home care workforce can
be hard to assess but industry leader PHI estimates
that annually it is between 40 to 60 percent.29 In
nursing homes, the rate is even higher—a recent
study estimated the mean turnover rate of nursing
staff from 2017 to 2018 to be approximately 128
percent.30 Staff turnover is not only bad for workers,
it’s bad for patients, clients, and families. High care
worker turnover rates have been associated with
lower quality of care in nursing homes, as measured
by pressure ulcers and other physical ailments of
patients.31

Incidence rate of nonfatal injury
and illness for nursing assistants—
amongst the highest for all professions
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UNPAID Care Work
While this paper largely
focuses on paid care
work, lots of care work is
performed at home by family
and friends without its being
part of any formal job.

According to the American Time Use Survey (ATUS),
between 2015 and 2021, 37 percent of working-age
(25 to 64 years old) Massachusetts men engaged in
direct, unpaid care work for adults or children and 51
percent of working-age Massachusetts women did.
Of those who did perform unpaid care work, women
spent approximately 0.4 hours (25 minutes) more per
day caring for children than men, and 0.1 hours (eight
minutes) per day longer on adult care.

Female caregivers typically spend more time performing care work.

Average hours per day spent on caring for household and non-household children and adults. Does
not include time spent performing paid care work. 2015-2021 pooled data. Massachusetts.

1.9

2.3

0.7

0.6

Child Care

Adult Care
Male

Female

SOURCE: 2015-2021 American Time Use Survey (ATUS)
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Unpaid care work has become more prevalent,
more complex, and longer lasting. Nationally, a
2019 AARP survey estimated that the number of
adults caring for adults had increased by almost 8
million between 2015 and 2020. The share of unpaid
caregivers responsible for more than one person
increased to 24 percent, while at the same time
caregivers are tackling increasingly complex medical or
support needs. Medical technology has evolved such
that more people are able to “age in place” or be ill
at home—on the whole a good thing—but that often
leaves family caregivers to take on increasingly skilled
care work that might formerly have been performed
by a nurse or nursing assistant, such as changing
catheters or managing feeding tubes.32 Finally, as adults
live longer, family caregivers are providing this care
for longer periods of time. AARP found that roughly
one in three family caregivers of adults were providing
care for five or more years, up from one quarter in
2015.

Caregiving can come at tremendous personal
cost to family members. More than half of
caregivers reported that they did not have a choice
in taking on a caregiver role and 36 percent found it
to be highly stressful. Family caregivers often report
feeling lonely, that they have difficulty taking care of
their own health, and that caregiving has negatively
impacted their finances.

8 million

It is important to note that paid and unpaid work
complement each other. Rather than acting as
substitutes, paid care work often supplements
care provided by family. Even when a family has
paid support, unpaid family members are typically
responsible for coordinating care services for kin.
Paid care workers may also periodically relieve an
unpaid caregiver or perform a specific task that family
caregivers are unable to.33

National increase in family care
givers between 2015 and 2020

50%+
of family caregivers reported
they did not have a choice in
taking on a caregiver role

Of family caregivers surveyed, AARP found that 61
percent were employed while caregiving and that the
majority of those have experienced changes to their
employment situation as a result of caregiving (leave
of absence, going in late/leaving early, reducing hours,
turning down promotions, etc).
Many of the challenges facing unpaid caregivers
were exacerbated by the pandemic. Paid care aides
that help relieve family caregivers may have stopped
visiting, causing family to provide 24-hour care. Family
caregivers often did not have the same access to
personal protective equipment or COVID-19 testing
that workers in an institutional setting had, and mental
health effects accumulated, particularly for those
already prone to isolation, such as spousal caregivers.

Better valuing unpaid care work and increasing
access to care services is also a racial and
economic justice imperative. Many unpaid care
workers lack access to benefits, like paid time off
to care for their loved ones. Black caregivers are
more likely to report negative financial impacts as
a result of caregiving for an adult family member.34
Expanded access to high-quality and affordable child
care would increase lifetime earnings for all mothers,
but particularly for Black and Latinx women who
are more likely to have lower incomes. A lifetime of
affordable child care would lead to an increase of over
$100,000 in lifetime net income for Black mothers,
the highest of any racial or ethnic group.35
CARE WORK IN MASSACHUSETTS
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CONCLUDING Policy Thoughts
Improving the quality of jobs in care
work today is critical to advancing racial
and economic justice.
Over centuries, policies driven by racism, xenophobia, and misogyny
have closed professional doorways and shunted many women of color,
particularly immigrant women, into care work, where they contend
with low wages, few benefits and challenging working conditions. As this
segment of our economy continues to grow, these issues will confront
more and more workers until they are addressed.
In recent years, Massachusetts has taken some important steps towards
better valuing care work. The state passed a Domestic Workers Bill of
Rights in 2014, which guarantees things like minimum rest periods, and we
are one of 11 states with a public paid family leave program. But there’s
much more we can do. So, we end this paper with a brief discussion of a
few promising strategies for enhancing care work in Massachusetts. While
they are focused primarily on improving the experience of workers,
anything we do in this domain will also have the effect of improving the
quality of care they provide, as things like turnover and burnout would
reduce.
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Continue strengthening the state minimum wage.
The state minimum wage is another area where Massachusetts has been a national
leader, with advocates successfully pushing the legislature to pass a plan that is
gradually phasing up our state minimum wage to $15 an hour by 2023. Raising the
minimum wage helps boost the wages of all lower-income workers, but it is especially
important for care workers since they tend to be at the lower end of the wage
distribution.
While recent increases have already raised the wages of many care workers in
Massachusetts, the current $14.25 minimum wage remains well below the estimates
of what it takes to afford our state’s increasingly high cost of living. According to
the MIT Living Wage calculator, for instance, a living wage for a single adult without
children in Massachusetts is $21.88 an hour and $44.23 for a single adult with one
child. Raising the minimum wage up to one of these levels immediately could be
difficult for employers, but focusing on living wage estimates like these are helpful for
setting longer-term goals. Additionally, Massachusetts has not indexed its minimum
wage to inflation, so this is an issue the legislature needs to keep returning to in
order to ensure that its value doesn’t erode over time.

$21.88
Living wage for a single
adult without children in
Massachusetts

$44.23
Living wage for a single
adult with one child in
Massachusetts

via MIT Living Wage calculator
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Increase Medicaid (MassHealth) reimbursement rates for
Home and Community-Based Services (HCBS) and long-term
care facilities.
Simply requiring higher pay from employers can be tough for agencies or institutions
working with limited budgets, so it is important to pair regulatory changes like
minimum wage increases with expanded public funding to help subsidize these
increased labor costs. Most funding for home and long-term care supports flow
through Medicaid. One common way of offsetting increased labor costs is for
states or the federal Centers for Medicare and Medicaid Services to raise the set
reimbursement rates for care. Importantly, steps should be taken to ensure that
funds from higher rates go to workers themselves and not to agency administration,
such as by setting “permissible uses” of the funds or specifying that a certain
percentage of enhanced funds go to worker compensation.
The federal government already provided enhanced reimbursement for HCBS
through the American Rescue Plan, and many states, including Massachusetts, used
those to raise wages temporarily for direct care workers. Maine announced a similar
plan to use ARPA funds to raise care worker wages but did so in a more long-term
way—by setting the HCBS worker minimum wage at 125 percent of the state’s
minimum wage and committing to use state funds to continue the increase after
ARPA funding is exhausted.36 While Massachusetts permanently raised Personal
Care Attendant wages to $17.75 in 2022, it could go one step further by following
Maine’s lead and pegging PCA wages to the minimum wage that is set to rise again
in January 2023.

Develop a licensing process for home care agencies.
Currently, home care agencies are not required to register or receive a license from
the state. The lack of a licensing process makes it difficult for the state to oversee
home care agencies that provide services to those on MassHealth and those
paying with private insurance or out of pocket. In 2021, a recently established state
Home Care Licensing Commission recommended a licensure framework to cover
all home care agencies. A subsequent bill was introduced to the Massachusetts
legislature in 2022 but was not passed. Without a licensing process, the state has
very limited options to ensure high job quality for workers and high quality of care
for consumers who are not on MassHealth.
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Improve access to training and career ladder programs.
Increased access to training programs, supportive supervision and mentorship can
improve job satisfaction and help improve working conditions.37 Similarly, providing
greater opportunities for advancement both within the occupation through
specialized credentialling and career ladders, or into similar fields through clear
“career lattices” can help attract new workers and improve worker retention.38

Expand the Earned Income Tax Credit (EITC) to include unpaid
caregivers.
Massachusetts already provides a refundable EITC to low- and moderate-income
working people that matches 30 percent of the federal credit, or a maximum credit
of $2,018 for those with three or more children. But to date, people have to report
earned income in order to be eligible, meaning that unpaid caregivers have not been
eligible. State legislation introduced in 2021 would raise the EITC, increase eligibility,
and notably, extend the credit to groups that had previously been excluded—
including unpaid caregivers.

Refile and pass existing legislation to increase access to early
education and child care.
State legislation proposed in 2021, and passed by the Senate in July of 2022, would
significantly expand family eligibility for child-care subsidies to include, over time,
families that earn up to 125 percent state median income. It would also create a
new funding stream to directly support the operating costs of early education and
child-care providers. New operational funding would offset the high costs associated
with early education and child-care provision and, importantly, help raise educator
pay. The legislative framework would build on the fiscal year 2023 state budget,
which continues program stabilization grants (originally ARPA-funded) and increases
workforce funding through rate increases for subsidized programs.
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Pass labor reforms that make it easier for workers to exercise
collective power.
By strengthening worker bargaining power, union membership is associated with
greater pay and access to benefits. Care workers that are in a union are also more
likely to stay in their jobs and receive helpful training.39 Despite this, many care
workers do not have access to a union. Care workers employed by an agency,
center or institution are more likely to be unionized than those who are independent
providers. The state of Washington has notably created a home care public authority
that not only runs training and apprenticeship programs, but also allows for a
collective bargaining process for independent providers to set rates that were then
also applied to agencies. The public authority also offers benefits such as health
coverage to both agency and independent workers. Another model for building
collective power could be sectoral bargaining, as exists in many European countries,
that operates across an entire occupation or industry.

Improve public transit and expand affordable housing
opportunities.
The issues may seem beyond the scope of the specific problem at hand—improving
care jobs—but on the contrary could be among the most life-changing solutions
for beleaguered care workers. The high cost of living in Massachusetts impacts all
workers but is especially hard for care workers whose low wages make it difficult to
afford housing where demand for their services is often highest. As it stands, many
workers are reliant on public transit to travel long distances from where they can
afford to live to where they can find a job. Investing in more frequent service, safety
improvements to reduce service disruptions, lower fares, and “first/last mile” services
are critical to helping care workers do their jobs.
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Care work is foundational to our economy,
personal health, and community wellbeing. Labor shortages, poor job quality, and high
rates of occupational illness and injury are not new—
they predated the pandemic and reflect a collective
failure to value care work. This failure has profound
consequences not just for the quality of care that
we receive, but also for racial and economic justice.
Women of color, particularly Black and immigrant
women, are dramatically overrepresented in lowwage care professions. Better valuing care work, both
paid and unpaid, would improve financial outcomes
and stability for many of these women. It would help
push back against the history of structural racism
and misogyny that, by constraining their job options
and devaluing their labor, has snared countless
generations in poverty. The pandemic made the
importance of care work undeniably clear. For the
first time, care infrastructure is a part of mainstream,
public dialogue and it is critical that we do not let this
moment pass us by.

IMPROVING CARE WORK IN MASSACHUSETTS

25

WORKS CITED
1. Glenn, Evelyn Nakano. Forced to Care: Coercion and
Caregiving in America. Cambridge, MA: Harvard
University Press, 2012. https://www.hup.harvard.
edu/catalog.php?isbn=9780674064157
2. Dill, Janette, and Mignon Duffy. “Structural Racism
and Black Women’s Employment in the US Health
Care Sector.” Health Affairs 41, no. 2 (February
2022): 265–71.
3. Duffy, Mignon. “Reproducing Labor Inequalities:
Challenges for Feminists Conceptualizing
Care at the Intersections of Gender, Race, and
Class.” Gender and Society 19, no. 1 (2005):
66–82; Roberts, Dorothy. “Spiritual and Menial
Housework.” Yale Journal of Law & Feminism 9,
no. 51 (October 28, 2015): 51–80; Glenn, Evelyn
Nakano. “From Servitude to Service Work:
Historical Continuities in the Racial Division of
Paid Reproductive Labor.” Signs 18, no. 1 (1992):
1–43.
4. Glenn, 1992, 2012.
5. Dill and Duffy, 2022.
6. Glenn, 2012.
7. Ibid., page 129.
8. Ibid.
9. Duffy, Mignon. “Beyond Outsourcing: Paid Care
Work in Historical Perspective.” In Caring on the
Clock: The Complexities and Contradictions of Paid
Care Work, edited by Mignon Duffy, Amy Armenia,
and Clare L. Stacey, 15–26. Families in Focus. New
Jersey: Rutgers University Press, 2015.
10. Banerjee, Asha, Elise Gould, and Marokey Sawo.
“Setting Higher Wages for Child Care and
Home Health Care Workers Is Long Overdue.”
Economic Policy Institute, November 18, 2021.
https://www.epi.org/publication/higher-wages-forchild-care-and-home-health-care-workers/.

11. 2016-2020 American Community Survey 5-year
Estimates; UMass Donohue Institute Population
Estimates.
12. Mather, Mark, and Lillian Kilduff. “The U.S.
Population Is Growing Older, and the Gender
Gap in Life Expectancy Is Narrowing.” PRB,
February 19, 2020. https://www.prb.org/
resources/u-s-population-is-growing-older/.
13. Fogg, Neeta, Paul Harrington, and Nancy Snyder.
“Gray Warnings: Challenges in the Direct Care
Workforce.” Drexel University: Center for Labor
Markets and Policy, June 2018.
14. AARP, “Where We Live, Where We Age: Trends
in Home and Community Preference.” AARP,
2021. https://livablecommunities.aarpinternational.
org/
15. Weisman, Robert. “Caregiver Shortage Emerges
as a Crisis for Massachusetts Elders.” Boston Globe,
February 4, 2020. https://www.bostonglobe.
com/2020/02/04/metro/caregiver-shortageemerges-crisis-massachusetts-elders/.
16. Ochieng, Nancy, and Priya Chidambaram.
“Nursing Facility Staffing Shortages During the
COVID-19 Pandemic.” KFF, April 4, 2022. https://
www.kff.org/coronavirus-covid-19/issue-brief/
nursing-facility-staffing-shortages-during-thecovid-19-pandemic/.
17. Campbell, Fernanda Q., and Pratima A. Patil. “State
of Early Education and Care in Boston: Supply,
Demand, Affordability and Quality. 2019 Annual
Report.” Boston Opportunity Agenda, November
2019. https://eric.ed.gov/?id=ED606431.
18. Bannerjee et al, 2021.
19. PHI. “Caring for the Future: The Power and
Potential of America’s Direct Care Workforce.”
PHI, January 12, 2021. https://www.phinational.
org/resource/caring-for-the-future-the-power-and-

CARE WORK IN MASSACHUSETTS

26

potential-of-americas-direct-care-workforce/.
20. Calef, Anne. “The Stubborn Persistence
of the Gender Pay Gap in Massachusetts.”
Boston Indicators, March, 2022. https://www.
bostonindicators.org/article-pages/2022/march/
gender-pay-gap-20220331
21. Bannerjee et al, 2021.
22. Wolfe, Julia, Jori Kandra, Lora Engdahl,
and Heidi Shierholz. “Domestic Workers
Chartbook.” Economic Policy Institute,
May 2020. https://www.epi.org/publication/
domestic-workers-chartbook-a-comprehensivelook-at-the-demographics-wages-benefitsand-poverty-rates-of-the-professionals-who-carefor-our-family-members-and-clean-our-homes/.
23. Robertson, Cassandra, Marokey Sawo, and
David Cooper. “All States Must Set Higher Wage
Benchmarks for Home Health Care Workers.”
Economic Policy Institute, June 2, 2022. https://
www.epi.org/publication/state-home-health-carewages/.
24. Bureau of Labor Statistics, “Employer-Reported
Workplace Injuries and Illnesses - 2020.” Bureau
of Labor Statistics, November 2021. https://www.
bls.gov/news.release/archives/osh_11032021.pdf
25. Kurowski, Alicia, Jon Boyer, and Laura Punnett.
“The Health Hazards of Health Care: Physical
and Psychosocial Stressors in Paid Care Work.”
In Caring on the Clock: The Complexities and
Contradictions of Paid Care Work, edited by Mignon
Duffy, Amy Armenia, and Clare L. Stacey, 83–93.
Families in Focus. New Jersey: Rutgers University
Press, 2015.
26. Massachusetts Department of Public Health,
“Data Brief: Occupation Lung Disease
Bulletin.” Commonwealth of Massachusetts,
Fall 2015. https://www.mass.gov/doc/fall-2015asthma-in-childcare-workers-0/download;
Massachusetts Department of Public Health,
“Data Brief: Occupation Lung Disease Bulletin
Asthma in Massachusetts Home Care Aides.”
Commonwealth of Massachusetts, Fall 2016.
https://www.mass.gov/doc/fall-2016-asthma-inmassachusetts-home-care-aides/download.

27. Kurowski et al, 2015.
28. “To Stem Tide of Childcare Staff Turnover,
Providers Try Increasing Benefits.” WBUR,
September 17, 2022. https://www.wbur.org/
news/2018/09/17/childcare-staff-turnover.
29. PHI, “Understanding the Direct Care Workforce.”
http://www.phinational.org/policy-research/
key-facts-faq/#:~:text=PHI’s%20literature%20
reviews%20on%20this,this%20segment%20of%20
home%20care.
30. Abelson, Reed. “High Staff Turnover at U.S.
Nursing Homes Poses Risks for Residents’ Care.”
The New York Times, March 1, 2021, sec. Health.
https://www.nytimes.com/2021/03/01/health/
covid-nursing-homes-staff-turnover.html.
31. Weller, Christian, Beth Almeida, Marc Cohen,
and Robyn Stone. “Making Care Work Pay:
How Paying at Least a Living Wage to Direct
Care Workers Could Benefit Care Recipients,
Workers, and Communities.” LeadingAge LTSS
Center: UMass Boston, September 2020. https://
leadingage.org/making-care-work-pay.
32. Maudlin, Laura. “Support Mechanism.” Real Life
(blog), October 22, 2020. https://reallifemag.com/
support-mechanism/.
33. Albelda, Randy, Mignon Duffy, and Nancy Folbre.
“Counting on Care Work: Human Infrastructure
in Massachusetts.” UMass Boston, September
2009. https://scholarworks.umb.edu/csp_pubs/33/.
34. AARP and National Alliance for Caregiving.
“Caregiving in the United States 2020.” AARP,
May 2020. https://www.aarp.org/ppi/info-2020/
caregiving-in-the-united-states.html.
35. Hartley, Robert Paul, Ajay Chaudry, Melissa
Boteach, Estelle Michell, and Kathryn Menefee.
“A Lifetime’s Worth of Benefits: The Effects
of Affordable, High-Quality Child Care on
Family Income, the Gender Earnings Gap,
and Women’s Retirement Security.” National
Women’s Law Center, March 2021. https://nwlc.
org/resource/a-lifetimes-worth-of-benefits-theeffects-of-affordable-high-quality-child-care-onfamily-income-the-gender-earnings-gap-and-

CARE WORK IN MASSACHUSETTS

27

womens-retirement-security/.
36. Medicaid and CHIP Payment and Access
Commission. “State Efforts to Address Medicaid
Home-and Community-Based Services
Workforce Shortages.” Washington DC, June
2022. https://www.macpac.gov/publication/
state-efforts-to-address-medicaid-home-andcommunity-based-services-workforce-shortages
37. Ibid.
38. Bryant, Natasha, Alexandra Hennessa, and Susan
Chapman. “An Exploration of State-Sponsored
Home Care Aide Training Approaches.” UMass
Boston: LeadingAge LTSS Center, June 22,
2021. https://www.ltsscenter.org/research-briefexploring-home-care-aide-training-in-sevenstates/.
39. Christman, Anastasia, and Caitlin Connolly.
“Surveying the Home Care Workforce: Their
Challenges & The Positive Impact of Unionization.”
National Employment Law Project, September 22,
2017. https://www.nelp.org/publication/surveyingthe-home-care-workforce/.

CARE WORK IN MASSACHUSETTS

28

