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Executive Summary
This study examined how Pennsylvania direct care workers (DCWs) in the aging
and mental retardation/developmental disabilities (MR/DD) provider systems are
trained to meet the needs of the growing population of individuals with developmental disabilities who are aging, and how training needs and challenges may be different
in rural areas.
To conduct the study, the researchers compared Pennsylvania regulations for DCW
training with publicly available DCW training regulations of other states and with
evidence-based best practices. They also surveyed licensed Pennsylvania aging and
MR/DD service providers to gather data on current training practices, challenges and
needs, and to identify issues specific to rural service providers. Finally, the researchers conducted a content analysis of currently used materials for DCW training
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of training. For many service providers, compliance, not quality, seemed to be
the focus of delivering training.
Current training practices reported in the service providers survey indicated
that most service providers offer some form of annual DCW training.
In contrast with best practices, DCW training in Pennsylvania is delivered primarily in lecture-based classes or passive video watching. Further, fewer than half of the
service providers surveyed evaluated the effectiveness of DCW training in terms of
client/resident or organizational outcomes, and more than one in 10 does not evaluate
training effectiveness at all. Few major differences in current training practices were
noted among providers in rural counties.
Challenges and needs in DCW training were remarkably similar for all service
providers, whether or not they were located in rural areas. The major challenges
were a lack of resources: time, funding, scheduling flexibility, and access to quality
affordable materials. Common learning needs for DCWs were: understanding client
diagnoses and their implications for care, responding positively to difficult behaviors,
and improving communication skills.
The researchers offered policy considerations that endorse the development of
a comprehensive, standardized, integrated approach to both initial and ongoing
DCW training. They suggested: making DCW training requirements uniform across
provider types and consistent with best practices in content and delivery methods;
creating a standardized “universal DCW certification” program that would provide a
flexible workforce capable of serving a variety of populations and needs; establishing
regional “best practices training teams” of professionals, who are thoroughly trained
in best practices content, philosophies, and skills, and who may serve all licensed
providers of aging and MR/DD services; and establishing “train the trainer” curricula
for instructors in the “universal DCW certification” program and members of regional
best practices training teams.

Introduction

increasingly complex needs, yet they are often undertrained (Pennsylvania Direct Care Workforce Work Group,
Of the more than 12 million residents in Pennsylvania
2007) and paid $10 an hour, on average (U.S. Bureau of
(Pennsylvania State Data Center, 2008), approximately
Labor Statistics, 2009).
2 percent experience developmental disabilities, such as
Among the recommendations offered by the PennsylDown syndrome, autism, and cerebral palsy (Gollay et
vania Direct Care Workforce Work Group to improve the
al., 1997). This means hundreds of thousands of Pennquality of care that DCWs provide is improved education
sylvanians have developmental disabilities (U.S. Census
and training. Training is important on several levels: the
Bureau, 2005). Individuals with developmental disabilities better trained DCWs are, the more they will feel a sense of
now routinely live beyond the age of 55, when dementia and efficacy in their everyday interactions with the people they
other age-related changes typically occur in this population
serve, and the more likely they will experience less work
(Wisniewski et al., 1994; and Zigman and Lott, 2007).
related stress. This, in turn, creates a more satisfied workIncreasingly, these individuals are outliving their paforce, and decreased attrition and turnover (Wolff, 2009).
rental caregivers and depend on paid direct care workers
Training to prepare Pennsylvania’s DCWs to care for
(DCWs) for care. Research suggests that DCWs working
the complex, intensive needs of this population of aging
for rural service providers will serve more individuals
Pennsylvania citizens with developmental disabilities will
with severe disabilities than DCWs working in urban sethave implications for quality of care and workforce stabiltings (Research and Training Center on Disability in Rural ity and retention.
Communities, 2004).
Services within the aging and MR/DD networks provide
care to more than 80,000 individuals, and there are another
Service Needs
23,000 are on waiting lists for services (Pennsylvania DeMore than 490,000 adult Pennsylvanians (5 percent)
partment of Public Welfare, 2009). Developmental disabilhave some form of mental disability (U.S. Census Bureau, ities include Down syndrome, cerebral palsy, autism and
2008), and more than 130,000 DCWs in Pennsylvania
other forms of mental retardation or intellectual disability.
serve persons with mental disabilities, the aged, and other Previously, it was uncommon for people with developmenadults with cognitive, developmental and physical impair- tal disabilities to live beyond the age of 40. More recently
ments (Pennsylvania Direct Care Workforce Work Group, however, the majority of people with developmental dis2007).
abilities live to age 55 and older (Wisniewski et al., 1994).
In rural areas, more than 36,000 DCWs are working in
Dementias are far more common among individuals with
residential and community care settings serving approxidevelopmental disabilities than in the general population,
mately 98,000 rural residents with disabilities. Depending and dementias typically have a much earlier onset in indiupon the setting, DCWs may be referred to as nursing
viduals with developmental disabilities.
assistants, home health or personal care aides, attendants,
For instance, by age 50, a majority of people with Down
and/or direct support workers. These workers are so crusyndrome have the neurological plaques and tangles ascial to the quality of care that the Pennsylvania Governor’s sociated with Alzheimer’s disease (Post, 2002). Because
Office on Health Care Reform commissioned a report on
of the complications of dual-diagnoses, typically both a
the state of the direct care workforce with recommendevelopmental disability and dementia, the care needs
dations for its development (Pennsylvania Direct Care
of older adults with developmental disabilities are more
Workforce Work Group, 2007).
complex than those of either younger adults with develIn the past, certain types of DCWs typically worked
opmental disabilities, non-developmentally disabled older
with particular populations in specific settings. For exadults with dementia, or individuals with other age-related
ample, nursing assistants have traditionally worked with
functional limitations (McCarron et al., 2005; and Merrick
elderly residents of nursing homes while personal care
and Benner, 2004).
aides have worked with developmentally disabled adults
Longer life expectancy means that adults with developin community-based residential homes (Pennsylvania
mental disabilities increasingly out-live their parents (or
Direct Care Workforce Work Group, 2007). The needs of
their parents’ ability to provide care for them). Eventually,
the direct care consumer populations are converging and
these individuals and their families must rely on DCWs in
becoming more complex as individuals with developresidential and community settings, such as group homes,
mental disabilities live longer and experience early-onset
smaller “family-living” arrangements, personal care
dementias and as other adults live to more advanced ages
homes, or other long-term care institutions. These workand experience dementias and functional limitations.
ers serve as the primary source of human interaction and
DCWs are the front-line caregivers in the aging and
attention, social and instrumental support, and physical
mental retardation/developmental disabilities (MR/DD)
care for a rapidly growing number of older persons with
systems. They serve these vulnerable Pennsylvanians with developmental disabilities. The training these workers
Direct Care Worker Training for Aging Clients with Developmental Disabilities
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receive affects the quality of life for
the people they serve (Forbat, 2006).
Pennsylvania’s rapidly aging population
creates a strong demand for well-trained
DCWs. However, high turnover among
these DCWs, due to low pay, training,
and support on the job (Pennsylvania
Direct Care Workforce Work Group,
2007), will make it difficult to fill
the expected need for nearly 25,000
more DCWs in Pennsylvania by 2014
(Pennsylvania Department of Labor
and Industry, 2005).

Training Issues
The Pennsylvania Department of
Public Welfare is the regulatory agency for group and community homes,
“family living,” vocational training
facilities, personal care homes, and
assisted living facilities. The Pennsylvania Department of Health licenses
and regulates nursing homes, home
health care agencies, and some intermediate care facilities. The Pennsylvania Department of Aging regulates
domiciliary care homes and adult day
care/older adult daily living centers.
There are marked differences in orientation training and continuing education requirements for adult day care
workers, vocational facilities workers,
community/family living staff, personal care home staff, nursing home
staff, and home health aides (Pennsylvania Department of Public Welfare,
2007 and Pennsylvania Department
of Health, 2007). For DCWs in some
service provider categories, training
content is virtually not specified at all,
and, in others, training may include
some combination of safety and emergency response, activities of daily
living, restraint use, abuse prevention,
infection control, residents’ rights and
confidentiality, psychosocial needs,
or other issues (Forbat, 2006). Thus,
workers in different programs and
settings receive different amounts
and types of training, although they
may serve individuals in the same
populations (elderly, developmentally
disabled) with similar diagnoses and
care needs.
6

Research suggests that “best practices” for training of DCWs extends
beyond physical care, safety, and
resident/client rights to include training in resident/client choice, independence, and inclusion (Forbat, 2006).

Rural Considerations
Virtually no research examines rural-urban differences in DCW training
for those who serve developmentally
disabled persons who have dementia
or other aging-related limitations. Of
Pennsylvania 67 counties, 48 are rural
(The Center for Rural Pennsylvania,
2007).
In many rural Pennsylvania counties, there are few aging or MR/
DD service providers. For example,
Cameron, Forest, Fulton, Snyder,
and Wyoming counties have only
one skilled nursing facility, few or no
personal care homes or assisted living
facilities (Pennsylvania Department
of Health, 2007), and share services
with other counties from state MH/
MR Programs and Area Agencies on
Aging (Pennsylvania Departments of
Public Welfare, 2007 and Pennsylvania Department of Aging, 2007).
While this may reflect proportionate
differences in service needs in rural
versus urban areas, the resulting
disparity in the number of DCWs has
important implications for the ease,
expense, and efficiency of training
workers. The lower population of
rural areas may affect the type and
amount of aging and MR/DD service needs in the area, the volume of
clients available to support aging and
MR/DD programs, the availability of
DCWs, and transportation for both
DCWs and clients (Brown and Potoski, 2003; DeSoto et al., 2001; and
Ricketts, 2000).
Further, rural areas that are adjacent
to urban areas may be further disadvantaged as they may have to compete
with these areas, which likely have
more potential consumers of services,
pay DCWs higher wages, include
more provider facilities, enjoy greater
opportunity for networking among

providers to provide joint training,
and have greater access to technology, such as high speed Internet for
computer-based training (Kalavar and
Rapano, 2000; Larson and Hill, 2005;
and Warner and Hebdon, 2001).
Despite these challenges for rural
areas, all DCWs in a particular service provider category are required to
obtain the same number of training
hours annually. In rural areas, there
may be few resources to provide even
minimal training, let alone the more
intensive, interactive, experiential type
of training that is associated with effective outcomes (Burgio et al., 2002).

GOALS AND OBJECTIVES

The first goal of this study, which
was conducted in 2008, was to assess
Pennsylvania policies governing
DCW training across the range of
licensed community and residential
settings and the programs in which
aging adults with developmental disabilities are or may be served. The
objectives were to: inventory and
compare current Pennsylvania regulations - under the state departments of
Aging, Health, and Public Welfare
- pertaining to DCW training used
by service providers in the aging and
MR/DD networks; compare Pennsylvania policies on DCW training with
those of other states; and compare
current Pennsylvania policy on DCW
training with evidence-based “best
practices.”
The second goal was to examine
training practices used to prepare
DCWs to meet the needs of adults
with developmental disabilities as
they age, and special challenges for
accomplishing this in rural areas.
The objectives were to: determine
whether aging and MR/DD networks
provide training specifically aimed
at preparing DCWs for dealing with
issues of aging among individuals
with developmental disabilities, and
to document the frequency, duration,
and extent of the training, the modes
by which training is delivered, and
whether and how training effectiveThe Center for Rural Pennsylvania

ness is evaluated; explore and categorize the content of current DCW
training, particularly as it pertains to
issues of aging among persons with
developmental disabilities; compare
current practices for DCW training among Pennsylvania aging and
MR/DD service providers with best
practices; identify similarities and
differences between rural and urban
aging and MR/DD service providers
in training practices, needs, and challenges in delivering DCW training;
and examine intersections in training
practices and needs in the separately
governed and funded aging and MR/
DD provider networks, and assess
the implications and opportunities for
joint workforce development, especially in rural Pennsylvania.

challenges and needs for DCW training.
The researchers mailed a questionnaire to the 3,534 licensed adult day
care centers, adult/day/vocational
training facilities, assisted living
providers, community/group/family living homes, home health care
agencies, intermediate care facilities,
personal care homes, and skilled nursing facilities that were listed in the
official, publicly available directories
of licensed providers posted on the
Pennsylvania Departments of Health,
Aging, and Public Welfare web sites.
In total, 330 organizations/facilities
responded to the survey, for a response rate of about 10 percent.
The directors of the facilities/organizations were asked to complete the
survey. Specifically, the survey asked
about the frequency and duration of
training; the modes used to deliver
METHODOLOGY
training, such as classroom, video,
The researchers compiled into a
hands-on, or coaching; training condatabase the published regulatory
codes governing services in the Penn- tent areas, such as aging, dementia,
specific types of developmental dissylvania aging and MR/DD services
abilities, end of life care, depression,
networks by provider facility type.
They then compared the codes regard- substance abuse, and person-centered
ing DCW training in terms of content, care; whether and how training effectiveness is evaluated; and openfrequency, and duration.
ended questions about the providers’
Next they compiled publically
needs and challenges in delivering
available regulations of other states
DCW training. The questionnaire also
to compare them with Pennsylvania
regulations by provider type. Finally, included items on provider characteristics, such as provider type, county
they inventoried Pennsylvania DCW
location, facility or program size, client/
training regulations by provider type
to compare them with evidence-based consumer population characteristics, the
number of employees, and employee
best practices for DCW training conturnover in the past year. In additent and processes. Best practices were
identified through an extensive review of tion, service providers were asked to
include copies of any DCW training
the research literature on DCW training content and methods, as well as on materials with their returned survey.
effective adult learning practices.
The researchers also surveyed liRESULTS
censed service provider facilities about Training Policy Assessment
the frequency, duration, and content
The regulations governing virtually
of training for DCWs. This is because all licensed human service provider
Pennsylvania licensure requirements
facilities in Pennsylvania make note
include stipulations about staffing and
of staff training. Each facility or
training. The survey asked about the fre- agency that provides services, such
quency and duration of training, training as personal care homes, home health
topics, the modes by which training is
agencies, nursing homes (skilled
delivered, whether and how DCW train- nursing facilities), assisted living cening effectiveness is evaluated, and the ters, or adult day care centers, must
Direct Care Worker Training for Aging Clients with Developmental Disabilities

be licensed by the commonwealth to
provide services. To get and keep a
license, each service site must meet a
range of health, safety, staffing, and
record keeping requirements. Staffing
regulations may specify the number
of staff required for the client population, staff qualifications, such as education and experience, and staff training requirements that the facility must
meet. Although professional staff may
be required to hold a particular credential, such as a Master’s of Social
Work degree and a state license to be
a clinical social worker, Pennsylvania DCWs are not required to have
a credential and they, as individuals,
are not licensed.1 Pennsylvania code
places the responsibility for DCW
training on service provider organizations (the employers). However, the
commonwealth code varies widely
in the extent to which DCWs should
initially be trained (orientation), and
the nature of their ongoing training
(continuing education).
In considering the variations in
training requirements for DCWs
among service provider facility types
and between the aging and MR/DD
services networks, it is important to
recognize that most service providers are not designated as an “aging”
services provider or an “MR/DD”
services provider by their state licensure. A provider organization and its
DCW employees may serve a population that ranges in age, functional
limitations, and needs. A skilled
nursing facility might serve individuals who are elderly, along with
younger people with developmental
disabilities. However, different types
of providers traditionally are associThe only exception is a federal requirement
for skilled nursing facilities (SNFs) that
receive payment for services from Medicare
and Medicaid. These must employ individuals who have completed a 75-hour training
program and a test to become a certified
nurse’s aide. SNFs may either hire a worker
who has this minimal credential already
or they must provide the training for the
worker.
1
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ated with primarily one population
or the other. Personal care homes,
intermediate care facilities, residential
care/family living, and vocational
rehabilitation and day training programs typically serve individuals with
developmental disabilities; for the
purposes of this study, these providers are considered to be in the MR/
DD services network2. Adult day care
(also known as older adult daily living)
programs, home health care agencies,

assisted living and skilled nursing
facilities typically serve older adults;
for the purposes of this study these
providers are considered to be in the
aging services network. Each type of
service provider and the regulations
pertaining to the training of DCWs
for them is described in the following
section, organized by the provider network with which each type of service
provider has been typically associated
in the past.

The focus of this study, and therefore the following discussion, is on
DCW training regulations and practices, not on those governing professional staff (nursing, social work, administrative) or other support staff (i.e.,
housekeeping, clerical, maintenance).
Table 1 summarizes the Pennsylvania regulations, as listed in Pennsylvania code, for DCW training for six
types of licensed providers3: adult day
care programs, assisted living facilities, home health care, personal care
homes, residential care/family livTable 1. Summary of Pennsylvania Regulations for DCW Training by Provider Type
ing, and skilled nursing facilities.
The table indicates requirements
for orientation training, as well
as for continuing education. The
content areas noted in the table
were identified through an inventory of training content in regulations for licensed service providers across multiple U.S. states,
including Pennsylvania.
Several inconsistencies in
training regulations are evident
in the data depicted in Table 1.
First, although orientation training is uniformly required across
provider types, the amount of such
training varies, with no number
Of the 128 personal care homes responding to the survey, 18 (13 percent)
primarily served older adults. For the
purposes of quantitative data analysis
comparing aging and MR/DD provider
organization, these 18 personal care
homes were counted among aging service providers since this better reflects
the population they serve.
3
Intermediate care facilities were
omitted from the analyses because
Pennsylvania regulations do not specify
the training of DCWs beyond what
is specified in federal regulations for
Medicare and Medicaid certified facilities. Vocational rehabilitation/day training programs were omitted from the
analyses because Pennsylvania regulations only specify that “A facility shall
provide orientation for staff relevant to
their appointed positions” and “have
at least 24 hours of training relevant to
vocational or human services annually”
(55 Pa Code § 2390.40 and § 2380.36,
respectively).
2
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of hours specified for adult day care,
assisted living, home health care, or
skilled nursing facilities, but 12 hours
of orientation training are specified
by Pennsylvania code for personal
care homes, and 24 hours of orientation required for family living DCWs.
Second, while some form of annual
continuing education is required for
DCWs across service provider types,
with the exception of home health
care, the amount required varies from
no specified amount for adult day
care, home health care, and skilled
nursing facilities, to 12 hours a year
required for DCWs in assisted living
and personal care homes, and 24 hours
specified for staff members in family
living and vocational rehabilitation
(not shown).
Of the 28 content areas, only one
is uniformly required across provider
types: recognizing and reporting
abuse or neglect. Training in 21 content areas (75 percent) is inconsistent
across provider types. Seven content
areas (25 percent) are required of
only one or two types of providers: family issues, communication,
interdisciplinary team approach to
care, the purpose of the organization,
documentation, promoting client/
resident independence (though this is
an explicit mandate for most types of
services), and oral care.

Pennsylvania MR/DD System
Provider Training Regulations
Personal Care Homes. Personal
care homes provide food, shelter, and
assistance with the activities of daily
living, such as bathing, grooming,
and meals. Because personal care
homes may serve the elderly, developmentally disabled, mentally ill, or
other functionally limited adults, they
straddle the two provider networks of
interest in this study. Staff in these facilities typically provide services based on
the varying needs of the residents, which

may include help bathing, grooming, toileting and transfer assistance,
monitoring health, preparing meals,
cleaning areas of the home, and
administering medications (with additional training). Pennsylvania code
describes the purpose of these facilities as providing “safe, humane, comfortable and supportive residential
settings for adults who do not require
the services of a licensed long-term
care facility, but who do require assistance or supervision with activities of
daily living, instrumental activities of
daily living4, or both” (Pennsylvania
Code 2600.1). However, the population served by personal care homes is,
on average, adults under age 65 (for
instance, in the study sample, only 13
percent of responding organizations
that identified as personal care homes
served a primarily elderly population). Personal care home staff training requirements are among the most
recent and the most comprehensively
specific of the licensed services under
study (Pennsylvania Code 2600.65).
Intermediate Care Facilities. Under
Pennsylvania code, intermediate
care facilities are intended to provide
services and support to people with
mental retardation or other intellectual or developmental disabilities
(Pennsylvania Code 6210.3).
DCWs in these facilities provide
residents with personal care (bathing, dressing, toileting, transferring)
and other activities of daily living,
observe residents for changes in
mood and health, may make beds and
do laundry, and may lead residents
in recreational activities. However,
training staff members to deliver
services in the manner prescribed is
not specified beyond those laid out in
the federal regulations (CFR 483.400433.480) as the licensing regulations
for intermediate care facilities in
Pennsylvania (Pennsylvania Code
6600.3). According to the guidelines

of the federal Centers for Medicare
and Medicaid Services of the U.S.
Department of Health and Human
Services: “staff must be able to
demonstrate the skills and techniques
necessary to implement the individual
program plans for each client for
whom they are responsible” encompassing developmental, behavioral,
and health needs, including effective
interventions to manage inappropriate
behaviors of clients (CFR 483.430(e)
Standard: Staff Training Program,
W191-W194). Neither the state
nor the federal regulations specify
frequency, duration, or content of
training, only that staff demonstrate
the skills specified in the federal
guidelines described above.
Residential/Family Living Homes.
These shared home living arrangements are intended to provide attention to and meet the needs of
individuals with mental retardation/
developmental disabilities, including
involving the individual in everyday
family and community activities
(Pennsylvania Code 6500.1). DCWs
in these facilities support residents
with hygiene, nutrition, shopping, finances, transportation, housekeeping,
and advocating with the community
on behalf of the resident. Training
requirements stipulate that individuals with primary responsibility for
providing care to an individual in a
life sharing/family living arrangement
get at least 24 hours of initial training
in mental retardation, family issues,
community integration, collaborative
care planning, and relationship development, as well as annual training in
first aid and CPR (Pennsylvania Code
6500.205).
Vocational Rehabilitation and Adult
Training Facilities. These non-residential programs provide rehabilitative
or handicapped employment and/or
training to disabled individuals (Pennsylvania Code Sec. 2390.5). DCWs

Instrumental activities of daily living include basic activities performed by individuals who are functionally independent. These activities
include meal preparation, telephone use, laundry and housekeeping, managing medications, and traveling within the community (Lawton
and Brody, 1969).
4
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in these settings engage in the every day care, training and
supervision of clients (Pennsylvania Code Sec. 2380.34).
Regulations for training DCW staff in vocational rehabilitation programs are vague, requiring only “orientation for
staff relevant to their appointed positions” and instruction
on “the areas of services for people with disabilities and
program planning and implementation” and “the daily operation of the facilities and policies and procedures of the
agency” and that staff have 24 hours of training “relevant
to vocational or human services” and fire safety each year
(Pennsylvania Code Sec. 2380.34, .36 and 2390.40).

Pennsylvania Aging Network
Provider Training Regulations
Adult Day Care. Older adult daily living centers are
intended to serve adults who are 60 years of age or older
with functional impairment (Pennsylvania Code 11.2).
DCWs in adult day care centers provide social and healthrelated services to functionally or cognitively impaired
individuals, typically older adults. These services include
personal care (toileting, feeding, transferring) and transportation, as well as social, leisure, physical, and educational activities. DCW training requirements stipulate
orientation and annual training in basic safety, client
rights, communication and positive approaches to managing behavior (Pennsylvania Code 11.33), but suggest
rather than require a comprehensive range of content areas
(Pennsylvania Code 11.404).
Assisted Living. Assisted living residences are a combination of housing and supportive services, excluding
skilled health care, provided to residents, as needed, to
allow them to “age in place” while maintaining optimal
independence (Pennsylvania Bulletin, 2008). DCW training for assisted living facilities specifies a comprehensive
range of content for initial training, as well as 12 hours a
year of continuing training, in addition to ongoing education on dementia (Pennsylvania Code 2800.65). Assisted
living facilities are newly recognized as distinct from personal care homes, under which they were licensed in the
past. The recent revision of licensure regulations for these
facilities is more specific and comprehensive than those
for provider facilities that are less recent.
Home Health Care. Home health aide services include
assistance with a client’s/patient’s personal care, selfadministered medication, exercise and ambulation, and
observing and reporting on the person’s needs and conditions. DCW duties may include personal care, exercise,
household services, assisting with self-administered medications, observing and reporting on the patient’s health
and needs, and completing documentation. DCW training
requirements specify some content for initial training in aging, illness, ethics, rights and confidentiality, nutrition, and
recordkeeping (Pennsylvania Code 601.35). However, the
regulations do not address continuing education.
10

Skilled Nursing Facilities. Nursing homes, referred to in
legislation as long-term care nursing facilities, are governed
by the Health Care Facilities Act, and are licensed by the
Pennsylvania Department of Health (DoH). Nursing homes
provide skilled and/or intermediate nursing care to residents
(Pennsylvania Code 201.1). DCWs, who sometimes are
certified nursing assistants (CNAs) who have completed
a training program (of one to six months, depending on
where it is delivered) and passed a state certification test,
assist patients with bathing, dressing, eating, turning in bed
and ambulation, and may do routine medical monitoring,
such as temperature and blood pressure, and make beds and
deliver meals. Pennsylvania policy stipulates that DCWs
are trained in health and safety, resident rights and confidentiality and, generically, resident psychosocial needs and
preservation of dignity (Pennsylvania Code 201.20).

Training of DCWs: Pennsylvania Regulations
vs. Other States
Licensure requirements for service providers may be
similar from state-to-state to the extent that the facilities
qualify to have their services reimbursed by Medicare and
Medicaid and are subject to federal regulations. However, training regulations can vary considerably by type
of service provider. For example, federal regulations,
established over 20 years ago when the nursing home
population required less complex care, mandate 75 hours
orientation and 12 hours on-going training for CNAs in
nursing homes and home health aides (HHA) in home
care agencies. States vary considerably in how much they
add to the federal regulations (Paraprofessional Health
Care Institute, 2007). The range of state required training hours in nursing homes spans from 75 to 175 hours
(Paraprofessional Health Care Institute, 2007). However,
no federal mandates exist for specific training hours for
most DCWs who work in assisted living or the intellectual developmental disability continuum (Hewitt et
al., 2008). Therefore, the training mandated for personal
care assistants in the aging continuum and DCWs in the
developmental disability (DD) continuum varies considerably between states and even between programs in the
same state (Hewitt et al., 2008). Research suggests that the
more specific the guidelines in the regulations, the more
likely administrators will comply (Liorente et al., 1998).
Unfortunately, training regulations often lack specificity
within service organization categories and consistency
between organizations (Hewitt et al., 2008). Minimum
mandates in regulations typically focus on orienting and
retraining DCWs on basic topics such as infection control,
food handling, body mechanics, emergency preparedness,
and fire safety in orientation. Consequently, most staff
development consists of compliance with basic orientation requirements before DCWs even experience the work
environment (Liorente et al., 1998).
The Center for Rural Pennsylvania

Orientation Training
Requirements for
DCWs
Table 2 summarizes
Pennsylvania’s regulations for DCW orientation training compared
with other states. These
comparisons reflect:
whether or not the provider facility is required
to provide DCWs with
orientation training at
the time of hiring; how
many hours of orientation training is required;
and the content areas
specified for orientation
training. The content
areas were identified
by first inventorying
Pennsylvania regulations
for each provider type.
The list was expanded as
additional content areas
were identified in other
states’ regulations.
Based on comparisons
with other states, Pennsylvania regulations are
in keeping with national
trends in terms of requiring orientation training: virtually all states
mandate orientation for
DCWs across provider
types, as does Pennsylvania. In regard to the
duration of this training,
two-thirds of other states
(67 percent of those sampled) provide no specifics for DCWs in personal
care homes: Pennsylvania, however, specifies
12 hours of training.
Half of the states in
the sample require 12 or
more hours of orientation training for skilled
nursing facilities (SNFs),
and Pennsylvania does
not specify the number

Table 2. Pennsylvania Regulations for DCW Orientation Training Compared
with Other States by Provider Type (n = number of other states with which Pennsylvania is compared)

n = number of other states with which Pennsylvania is compared; 3 = Required; R = Recommended; NS = Not specified. Intermediate
care facilities and vocational rehabilitation/day training programs are omitted from these analyses because Pennsylvania regulations do not
specify the content for training of DCWs, only that staff members receive training so that they can perform their duties.
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Table 3. Pennsylvania Training Regulations for DCW Continuing Education
Compared with Other States by Provider Type

n = number of other states with which Pennsylvania is compared; 3 = Required; R = Recommended; NS = Not specified. Intermediate
care facilities and vocational rehabilitation/day training programs are omitted from these analyses because Pennsylvania regulations do
not specify the content for training of DCWs, only that staff members receive training so that they can perform their duties.
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of hours of orientation in
SNFs. Most other states
(60 percent) require six
or more hours of orientation for residential/family
living care. Pennsylvania
exceeds this by requiring 24 hours of initial
training.
Other states and Pennsylvania do not specify
the duration of orientation training for DCWs
in adult day care, assisted
living, and home health
care. In sum, Pennsylvania policy is comparable
with other states.
In general, Pennsylvania’s DCW orientation
training requirements
across provider types are
not typically specific or
comprehensive, although
Pennsylvania is not out
of step with most other
states. While most states
do not specify length of
orientation for DCWs
working in some types
of provider facilities, a
significant minority (32
to 50 percent) of them do.
In Pennsylvania, a
minimum length of orientation training (in hours)
could be specified for all
provider types. Two essential content areas that
are explicit in most other
states’ regulations that
are not always explicit
in Pennsylvania code
are safety/emergency
procedures and client/
resident rights. There are
23 other content areas
(66 percent of all content
areas) that Pennsylvania
does not specify for all
types of service providers
but that appear in some
other states’ regulations
for at least three types
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of providers (suggesting wide applicabilTable 4. States with which Pennsylvania DCW Training Regulations
ity). These are: confidentiality, activities of
Were Compared, by Provider Type
daily living (ADLs), personal care/hygiene,
dementia, mental health, the aging process,
nutrition/diet, recreation/leisure activities,
social stimulation, client/resident needs, infection control/universal precautions, facility
procedures, job duties, lifting and transferring/body mechanics, modifying the environment to enhance independence, dealing with
challenging behaviors, promoting client/
resident independence, medication administration, documentation/record keeping,
communication skills, recording basic vital
signs, cultural diversity in the client/resident
population, and working with families/family
issues.
Remarkably, only one state in the sample,
other than Pennsylvania, specifies DCW
training on mental retardation and/or developmental/intellectual disabilities for the
types of providers studied. Pennsylvania
specifies this content for at least three types
of providers (assisted living, personal care
homes, and family living—the provider types
with the most recent regulatory revisions).
Where Pennsylvania and other states do
not specify training in this content area, it
may be implicit in the “client needs” category. Pennsylvania’s latest provider regulations, those for assisted living facilities that
are newly (2007-2008) differentiated from
personal care homes, are the most comprehensive in specifying DCW orientation training content
rehabilitation/day training programs are omitted from
among service providers in Pennsylvania. It appears that
these analyses because Pennsylvania regulations do not
requirements for staff orientation and development are
specify the content for DCW training.
more specific and comprehensive in the newer PennsylvaPennsylvania’s regulations governing continuing edunia regulations governing licensed providers in the aging
cation of DCWs across provider types are comparable
and MR/DD networks. Orientation training for DCWs
with those of other states. Ongoing staff development is
is important enough to be noted in regulations, though
required in Pennsylvania for every provider type, with the
quality and comprehensiveness is not. Perhaps this is why exception of home health care. Although most other states
some studies (Menne et al., 2007) suggest that about half
in the comparison sample do not specify the frequency
of DCWs do not believe that the initial orientation trainof continuing education, Pennsylvania specifies annual
ing they receive prepares them adequately for their actual
training, again with the exception of home health care.
job tasks, and that continuing education is important to
Typically, other states do not specify the duration of annual
improving their work performance.
DCW training, but Pennsylvania stipulates at least 12 hours a
year for DCWs in assisted living and personal care homes,
DCW Continuing Education Requirements
and 24 hours each year for residential care/family living
Table 3 summarizes Pennsylvania’s regulations for
staff. In contrast with orientation training for DCWs, less
DCW continuing education (ongoing training or staff decontent is specified for their continuing education.
velopment) compared with other states. Table 4 provides
Pennsylvania regulations concerning DCW continuing
a list of other states included in the study. Again, compari- education are similar to those of other states in the comsons were based on publicly available regulations from
parison samples. In general, most states require ongoing
other states, and intermediate care facilities and vocational DCW training, and those states that specify the frequency
Direct Care Worker Training for Aging Clients with Developmental Disabilities
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of this training require it annually. However, states are less
specific in regard to the duration of training. In this area,
Pennsylvania provides more guidance by requiring 12 to
24 hours of annual training, with the exception of those
working in home health care.
In sum, while inconsistent across provider categories,
Pennsylvania regulations for DCW training appear to be
particularly strong in regard to the orientation training
of DCWs in assisted living and personal care facilities.
However, regulations for DCW training are not as well
developed, or are altogether absent, for skilled nursing facilities and home health care; these types of providers may
depend upon DCWs having certificates of training through
short-term programs, though they are not required to hire
certified workers and may employ individuals who begin
working with patients without adequate training.
Pennsylvania is not, for the most part, out of step with
other states in terms of training requirements for DCWs.
However, there is no indication that current policies result
in effective DCW training that help to develop the requisite knowledge, skills, and attitudes to produce positive
outcomes for the people and organizations they serve.

Best Practice Literature Review
What are best practices?
Best practices suggest a staff development activity that
produces positive outcomes in one situation that can be
used in another to improve effectiveness or efficiency
(Keehley et al., 1997). While the ultimate best practices
are evidence-based, which means that researchers have
evaluated their effectiveness in a systematic way, other
initiatives recognized by the federal government and the
Robert Wood Johnson Demonstration Project entitled
“Better Jobs, Better Care” also bear consideration.
Organizational issues with staff development
In long-term care organizations in both the aging and
developmental disability networks, decisions about the
scope and depth of training typically reside in the administrator’s control. An administrator’s priorities often first
lie in meeting regulations. Consequently, most of the staff
development resources support orientation before the
DCW has any actual experience in the organization. This
“orientation” training often includes a lot of employerspecific content that does not readily transfer to another
environment. While experienced DCWs who change
employers may find orientation training repetitive in some
respects, workers without experience in providing direct
care to developmentally disabled or functionally impaired
adults suggest that their training lacks comprehensiveness
(Hewitt and Larson, 2007). In reality, the specific staff
development needs of DCWs often become secondary
to compliance with regulations (Anderson et al., 2004).
Requirements vary by type of facility. Typically, the focus
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for compliance concerns infection control, food handling,
body mechanics, emergency preparedness, and fire safety.
By contrast, in staff development situations that reflect
the “best practice” methods, administrators commit to
creating an environment for both consumers and staff
that addresses the needs of the individuals who live and
work in the facility (Dawson, 2007; Scott-Cawiezell et
al., 2005). The literature suggests a variety of organizational variables, including training, that promote a positive
response by DCWs as follows: 1) resources for caregiving
(knowledge, skills, confidence); 2) supervisor support; 3)
peer support; 4) adequate staffing levels; 4) opportunities
for decision-making; and 5) lower workload stress (Grant et
al., 2001; Gruss et al., 2004; Hepburn et al., 1999; Maas and
Buckwalter, 2008; Schaefer and Moos, 1996; and Zimmerman et al., 2005).

Evidenced-Based Practices for Training DCWs
Training content
Most of the literature describes the job duties of DCWs
as complex and requiring specialized knowledge, skills,
and attitudes (Hewitt and Larson, 2007). DCWs, who
support individuals aging with a disability, need relational
skills to support the individual in a community setting.
The best practice literature for DCW training for individuals aging with a disability suggests that core competencies
include: 1) person-centered care; 2) communication; 3)
values-training in choice; 4) gerontological knowledge; 5)
health promotion; 6) end of life care; 7) cultural competence; 8) mental health needs; 9) resident/consumer
behaviors; and 10) conflict resolution/stress management
(Burgio et al., 2002; Haraway and Haraway, 2005; Parker
and Geron, 2007; Tsiantis et al., 2004; and Waldron et al.,
2008). Most of these competencies require additional staff
development offerings beyond core competencies identified by the aging and developmental disability networks
(Hewitt and Larson, 2007).
As the person who spends the most time with the individual, the DCW impacts the individual’s self-identity
(Brooker, 2007; Innes, 2000; Kitwood, 1997; and Krahn
et al., 2006). Therefore, the DCW requires excellent
communication skills that lead to empowerment of the
aging individual (Pietro, 2002; Vittoria, 1998; and Sabat,
2002). Communication skills and values training provide a
crucial framework for improving the person-centeredness
of the organization’s environment. Moreover, a great need
exists for quality training in the issues surrounding aging or gerontological competencies (Braun et al., 2005).
DCWs have identified a need for more staff development
in approaches to need-driven behaviors, conflict in the
organization, and dementia care (Noelker, 2001).
Direct care worker learning methods preferences
Appropriate content in staff development is not enough
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to ensure effectiveness. Research suggests training that is
perceived as “quality” by staff results in better outcomes
for residents (Pennsylvania Intra-Governmental Council on
Long Term Care, 2002). When DCWs completed interviews
from both developmental disability and aging organizations, a majority said they preferred hands-on experiential
training over discussions or videos (Noelker, 2001). Other
studies have found high ratings by DCW for interactive
elements of training (Kemeny et al., 2006). Because experiential learning uses a variety of cognitive abilities and
encourages self-awareness and reflection on experience,
role plays and problem solving scenarios become an effective vehicle for learning about aging with a developmental
disability (Allen-Burge et al., 1999; Fulmer et al., 1998;
Lane et al., 2001; and Skelton and Hammond, 1998).

Comparing Pennsylvania Training Policies with
Evidence-Based Best Practices
Although much of what constitutes “best practices” is
related to methods and modes of training, these are not
specified in Pennsylvania regulations. In terms of general
trends, assisted living, personal care homes, and older
adult day living programs include training on aging,
developmental disabilities, and mental health. However,
there is no indication that the specific needs of individuals
aging with a developmental disability are being addressed.
Having both training on aging and training on intellectual or developmental disabilities does not assure that the
training bridges or addresses the cross-over issues associated with aging with developmental disabilities.
Regulations governing the content of training for DCWs
in Pennsylvania’s assisted living facilities, personal care
homes, and adult day care programs most closely reflect
best practices. However, all fall short of incorporating
the range of content that best practices suggest should be
included. Further, Pennsylvania regulations governing
DCW training in MR/DD system services—adult training
facilities and vocational rehabilitation regulations—specify 24 hours of ongoing training per year, but they do not
specify content beyond requiring training in fire safety and
generic information about disabilities. Therefore, the regulations are sufficiently vague to suggest that best practices
are not addressed.
Regulations governing the training of DCWs in Pennsylvania’s home health care and skilled nursing facilities
seem most distant from best practices. Almost all regulations for these services ignore health promotion (except
some parts of nutrition), sexuality, and end-of-life care.
Required training in communication and person-centered
care can be found only in the proposed* assisted living
regulations. (*Note: at the time of publication, the proposed Assisted Living Residences regulations were under
review by the Independent Regulatory Review Commission and awaiting action.) Adult day care, assisted living,

and personal care home regulations suggest some flexibility that encourages adjustment of training to accommodate
different training needs within the facility. A step further
would be to require a needs assessment as a precursor to
a training plan so that staff development activities meet
the needs of both the staff and the clients/residents of a
particular facility. Evaluation on a level beyond reactions
and knowledge-testing, such as practice and observation
on the job, would also allow feedback into training needs
in the coming year.
What are perhaps the most important dimensions of
best practices - modes of delivery of training - are not
addressed in Pennsylvania regulations. Across the board,
Pennsylvania regulations for DCW training are not specific enough to suggest the depth or methods of delivery
of training. Consequently, for administrators of service
provider facilities, compliance may become the focus of
delivering training. As a result, meaningful learning may
not occur. Applying the results of the review of the literature presented earlier, if, for example, the crucial topics of
fire, safety, and emergency procedures are delivered the
same way every year, particularly in a passive, didactic
(lecture and textbook rather than demonstration and experiential) format, the DCW staff may not really “attend”
to the training, although they are required to be there.
Annual mandatory trainings may easily become rote and
repetitive. Similarly, some training may be perfunctory.
For example, training to become an instructor for personal
care home administrators takes just 45 minutes online
and all that is required for the credential is to pass the test
(Pennsylvania Department of Public Welfare, 2008).
Training of Pennsylvania DCWs can be strengthened by
specifying in regulations the use of adult learning principles,
including opportunities to practice and demonstrate skills.
In sum, Pennsylvania policies on DCW training do
not yet reflect best practices for content and they do not
address the critical factor of modes of delivering training. Even if regulations required all of the best practices
suggested, DCWs will not benefit if the content is not effectively delivered. For DCW training to enhance quality
of care for those served, comprehensive content, ways to
transfer training into practice, and interactive, experiential
learning need to go hand-in-hand.

Examining Current Practices
for Training DCWs in Pennsylvania
Survey of aging and MR/DD service providers
The survey of licensed aging and MR/DD providers
included a final sample of 330 respondents, with an oversampling of rural providers (about 50 percent of the sample
versus 36 percent of the service provider population). Table
5 compares the characteristics of the service provider facilities included in the original mailing list with the final sample.
The sample largely reflects the aging and MR/DD provider
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populations in Pennsylvania. Aging
service provider facilities represented
37 percent of the provider population
and 36 percent of the sample. MR/
DD service providers made up 63
percent of the provider population and
66 percent of the sample. Among the
aging services provider facilities, adult
day care (14 percent of the sample)
and assisted living facilities (5 percent
of the sample) were slightly overrepresented in the sample compared with
the population (about 7 percent and 2
percent, respectively). Home health
care providers (6 percent of the sample)
and skilled nursing facilities (11 percent
of the sample) are slightly underrepresented in the sample compared with
the population (11 percent and 17
percent, respectively).

Current DCW training in PA
Most training is provided annually
or less often, with each subject area
running an hour or less in duration.
Some content, such as delirium, sexuality, and end of life care, is provided
only “as needed” or with unspecified
frequency. Most service providers in
both aging and MR/DD networks report that DCWs receive annual training in eight of the 16 content areas,
which were included in the survey
questionnaire. The content areas service providers were asked about came
from the literature on best practices.
The content selected by a majority of
providers included: dementia, depression, physical aspects of aging, health
promotion, physical activity, needsdriven behaviors, person-centered
care, and the consumer-driven model.
Aging network providers were more
likely to address end of life care and
delirium, while MR/DD network
providers were more likely to cover
mental retardation/intellectual disability, although not specific disorders
such as Down syndrome, autism, and
cerebral palsy. Even fewer aging network providers addressed these developmental disorders in training. Other
relatively neglected content areas were
sexuality and substance abuse.
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Modes of training delivery
The modes of training delivery
used, almost exclusively, across
content areas were classroom (didactic) and video (passive). Hands-on
training was common only for training in promoting physical activity.
Coaching, more frequently used by
MR/DD providers than aging network
providers, also was used to some
extent in DCW training on health
promotion, needs-driven behaviors,
end of life care, person-centered care,
and consumer-driven care. Reading,
or other self-taught methods, was
prevalent in providing training on
substance abuse.
More than one in 10 service providers in the sample did not evaluate the
effectiveness of DCW training at all.
Among the 90 percent that did, the
most common evaluation strategies
were the least concrete in terms of
outcomes: tracking DCW attendance
at training and observing their job
performance. A majority of service
providers relied on knowledge testing,
typically as part of packaged training
materials to evaluate DCW training.
Evaluating training by asking DCWs
their opinions and level of satisfac-

tion with training (46 percent to 56
percent, across provider types) was
a more common form of evaluation
than measuring the effectiveness of
training by client/resident or organizational outcomes (31 percent to 44
percent, across provider types). Given
that the primary purpose of training is to ensure quality of resident/
patient care, it is remarkable that far
fewer than half of the providers in the
sample evaluated training in light of
patient/resident outcomes.

Differences between aging and MR/
DD service providers
Some differences between aging
and MR/DD service providers in current training practices emerged from
the survey data. MR/DD providers
spent less time on dementia, were less
likely to provide training on delirium,
physical aspects of aging, physical activity, and end of life care than aging
providers.
Aging providers were less likely to
provide training on mental retardation/
intellectual disability and on specific
developmental disabilities, and those
that did provide it tended to do so

Table 5. Survey Sample Relative to Licensed Provider Population

The Center for Rural Pennsylvania

less frequently than MR/DD service
providers.

Table 6. Top Challenges in Training DCWs by Provider Type and Rural Location

Rural differences
When comparing rural county
providers with all providers, the researchers found few major differences
in current training practices. However,
rural aging providers trained DCWs
on person-centered care less often than
the overall provider sample, and relied
on video more, whereas coaching was
a more prevalent training technique
among other aging providers.
Similarly, fewer other rural aging
and MR/DD providers trained DCWs
on the consumer-driven mode of care:
those that did provided this training less often, and, again rural aging
providers relied more on videos than
aging providers, in general. Patterns
in evaluating training effectiveness
showed that rural MR/DD providers
were less likely to assess training effectiveness using measures of client/
slightly more than one in five rural
resident or organizational outcomes.
MR/DD providers mentioned distance
and travel as challenges.
Three of the service provider chalDCW Training Challenges for
lenges
in DCW training appeared to
Pennsylvania Providers
be
intertwined:
time, scheduling, and
To assess the key DCW training
cost. Provider comments reflected
challenges faced by aging and MR/
DD service providers, the researchers that arranging training at a time when
included open-ended questions in the all or most staff could attend was
difficult and costly because it meant
survey to find the biggest challenges
either (a) not providing services for a
in delivering training to DCWs.
day (not possible for some residential
The four most prevalent challenges
faced by service providers were: cost providers), an inconvenient disruption for clients and a loss of fees for
(mentioned by 41 percent of aging
the organization so that all staff can
providers and 35 percent of MR/DD
attend training or (2) arranging for
providers), scheduling (reported by
additional staff members to provide
36 percent of aging providers and
care to residents/clients while other
30 percent of MR/DD providers),
time (reported by 31 percent of aging staff members attended training, which
typically necessitated paying overtime
providers and 37 percent of MR/DD
to some staff members. Responses sugproviders), and the availability of
gested that many providers have only
quality, relevant, affordable training
the staff needed to provide services and
materials (noted by 30 percent of aghave little or no additional financial or
ing providers and 37 percent of MR/
DD providers). Time and cost seemed staff resources to spare DCWs for a
whole or half day of training.
to be issues, especially among rural
In sum, service providers reported
providers, with two-thirds reporting
that
logistics and resources are domithese as challenges. Surprisingly, only
nant
challenges in training DCWs.
one in 10 rural aging providers and
Another theme regarding training
Direct Care Worker Training for Aging Clients with Developmental Disabilities

challenges was the difficulty providers have in accessing quality training
materials that are relevant, up-to-date
and affordable to the organization,
as indicated by 30 percent of aging
and 37 percent of MR/DD providers.
Some providers also noted problems
with finding quality, affordable,
expert trainers to assist with staff
development.
Table 6 presents data on the challenges faced by service providers in
training DCWs, ranked by most commonly to least commonly mentioned
(categories mentioned by fewer than
10 percent of responding organizations were not included).

DCW Training Needs
Table 7 shows the top training
needs expressed by providers by type.
Training needs fall into two broad
categories: content, and what might
be called “issues of professionalism.”
Teaching DCWs to work effectively
and compassionately with individuals
with dementia or other functional limitations that present difficult behaviors and communication challenges
characterized the dominant categories
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Table 7. Top Needs in Training DCWs by Provider Type and Rural Location

noted by both aging and MR/DD providers. In regard to
professionalism, providers indicated that DCWs need
training in working collaboratively; communication and
resolving conflict; managing time and tasks; and coping
effectively with stress, whether it originates from work or
home, so that it does not spill over into their care of residents/clients. Even quality content provided to DCWs in a
way that conforms to the principles of adult learning may
be less effective than expected unless workplace dynamics
and skills are addressed in training.

Analysis of DCW Training in Pennsylvania
As part of the survey, the researchers requested aging
and MR/DD service providers to include sample training
materials with their returned questionnaire. Among responding organizations, 11 percent provided the researchers with training materials. Twenty-five percent referenced
training materials they used, such as programs through
the College of Direct Support (CDS), Pennsylvania Adult
Day Services Association (PADSA), and regional Health
Care Quality Units (HCQUs). CDS and PADSA training
content were included in the content analysis.
The majority of materials provided by organizations
lacked significant elements of best practices, either in
content, mode of delivery or both. Typically delivered in
a didactic framework, the content areas depicted in the
materials largely conform to those necessary for complying with regulations. Training sessions usually cover a
large amount of content, and, for the most part, show little
evidence of interaction, discussion, reflective opportuni18

ties, skill-teaching, or skill practice
in the area of aging with a disability.
Several clear themes emerged
during the content analysis process.
The most prominent content themes
were: (1) the institutionalization
of particular content through mass
distribution in packaged training
programs; (2) particular models of
care that framed the materials’ focus;
(3) bridges (or the absence thereof)
between the two populations and
provider systems of MR/DD and
aging; (4) passive or didactic modes
of delivering training, as indicated
by the way the training material was
presented and/or structured; and
(5) no or inconclusive evaluation of
DCW training.
Many of the training materials received from the survey respondents
included some version of testing to
evaluate the knowledge gained from
the training. Several adult day care
programs provided only the post-training test because the
training itself was conducted by video. Most “post-tests”
consisted of four or five questions that measured knowledge, however it did not necessarily identify or measure
knowledge acquired from the training. None of the training materials, except for the College of Direct Support
and the Home Health Competency Checklist, offered an
opportunity for evaluation beyond the first level of knowledge. From evidence-based best practices, as Kirkpatrick
and Kirkpatrick (2006) delineate, training should include
a plan for evaluation that analyzes (in addition to knowledge) skill attainment, transfer of training on the job, and
outcomes for the organization. Thus, it is important to
examine resident or consumer outcomes as one means of
determining the effectiveness of DCW training.
Best-practice models of adult learning suggested that
learners need opportunities to practice. Research indicates
that several factors, including the following, contribute to
the effective translation of learning into practice: training
in the facility; written training materials that are on an
appropriate reading level; engaging in role playing around
care delivery scenarios and practicing the application of
material in on-the-floor exercises; the endorsement and
participation of the organization’s management and DCW
supervisors; and post-training support through workplace
mentoring, refresher or booster sessions, and developing
personal learning portfolios. These DCW training best
practices are rare to non-existent among Pennsylvania’s
aging and MR/DD network service providers.
No patterned differences between training materials
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received from rural and urban counties were discerned. It
may be that many providers, in both rural and urban areas,
were using “institutionalized,” online versions of training,
such as PADSA, CDS, or the personal care home on-line
training provided by the Department of Pubic Welfare.
Also, HCQUs are available regionally to MR/DD providers in Pennsylvania. Throughout Pennsylvania, the majority of training materials used by organizations merely met
minimum state regulations, but typically did not go much
beyond them in content or scope.

CONCLUSIONS

Pennsylvania has well-developed, but separate, networks of services for the developmentally disabled and
older adult populations. Distinct systems for these populations may have functioned well in the past, but today,
the needs of these populations and the training needs of
DCWs are converging, particularly in regard to older
adults with developmental disabilities.
The evidence from this study suggests that training
requirements for DCWs in aging and MR/DD networks
are inconsistent across provider types, even though many
of the needs of the populations they serve are similar.
Also, while Pennsylvania is not substantially out of step
with many other states, current DCW training policies and
practices do not implement evidence-based best practices.
In addition, although newer regulations for DCW training
in assisted living and adult day care are more comprehensive and incorporate some elements of meeting client/resident psychosocial needs, the older regulations governing
DCW training in skilled nursing facilities and home health
largely reflect medical-model-only approaches to care and
overlook DCW training on communication with and meeting the social needs of clients/residents.
Interestingly, this research found few or no differences
between rural and non-rural service provider organizations in the DCW training materials used, how often training was provided, or the primary challenges and needs of
the organizations.
In this sense, both rural and non-rural service provider
organizations are similarly disadvantaged, probably because they all have relatively few resources beyond those
necessary for delivering services.
For most types of service provider facilities, regulations concerning the content of DCW training are vague
or specify only the basics. Although this may be intended
to give providers the flexibility to meet the variable and
changing needs of their staff members, this is not the
result of the policy in practice. In practice, it seems that
training content and delivery are more often compliancefocused than quality-focused. This is not due to a lack of
concern or commitment on the part of service provider
organizations but rather to limited resources.
Within the constraints of day-to-day operations, most

providers lack adequate resources to provide training
beyond the minimum training required by regulations, and
they sometimes struggle to do even this. The training challenges and needs reported by the providers in this study
make clear that most want to provide DCWs with knowledge and skills to enhance care and reduce staff turnover.
Staff turnover increases costs to provider organizations by
creating the need to find, hire and train new staff, a perennial challenge for the types of facilities in this study (Hall
and Hall, 2002). Staff turnover also can detract from the
quality of care provided to clients/residents with developmental disabilities and/or dementias for whom continuity
and consistency can be important to well-being.
In this study, turnover among DCWs within the sample
of service provider organizations was 29 percent, on average, with nearly half of respondents reporting the loss of
at least one in five staff members annually.
High turnover among DCWs in service provider organizations is a disincentive for administrators to invest
in workers by providing quality training, as indicated by
respondent comments for this study and the literature
review. In rural areas, staff turnover typically is not higher
than in urban areas. That is because turnover is lower
among full-time DCWs and rural service providers tend to
have more full-time and fewer part-time and on-call workers than their urban counterparts. Turnover among direct
care staff in Pennsylvania may be exacerbated by high
demand for these workers, as reflected in the projected
growth in employment of DCWs from 25 to 50 percent
over the next five years, according to the Pennsylvania
Department of Labor and Industry (2004).
Despite increasing demand for these workers, who comprise the core of the human service provider system for
individuals with intellectual disabilities and impaired aging persons (Watson, 2005), 2008 wages for Pennsylvania
DCWs were only about $10.50 per hour (slightly lower in
rural areas, on average, and slightly more in urban areas),
a full 12.5 percent lower than the minimum wage recommended in 2007 by the Pennsylvania Direct Care Workforce Work Group. Low wages, however, are not the only
issues associated with turnover among DCWs in community and residential care facilities. Job-related stress, a
high-demand but low-reward organizational culture, and
DCWs having little input into how they do their job are
other important reasons for turnover. Yet, quality training
and an organizational culture that values educational opportunities, feedback and communication, and participation in
decision-making can enhance job satisfaction among DCWs
and reduce turnover.
Quality training of DCWs clearly is important on many
levels. However, training that specifically addresses the
issues related to caring for aging persons with developmental disabilities was absent from Pennsylvania training requirements and from the content of most training
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provided by aging and MR/DD provider organizations.
Where there was cross-training in both aging and MR/DD,
the training tended to target professional staff rather than
DCWs. The curriculum also tended to separate aging issues from developmental disability content. This approach
misses the people providing the most hands-on care as
well as some of the unique issues for individuals who are
aging with a developmental disability.
Although there currently are no regulatory mandates
in Pennsylvania for cross-training DCWs in the aging and MR/DD systems on aging-related issues in the
developmentally disabled population, there seems to be
some momentum to link people in the aging and MR/DD
systems to address quality of care issues of older persons
with developmental disabilities.
For example, in 2007, the Direct Care Workforce Group
recommended to the Pennsylvania Center for Health
Careers, part of the Governor’s Office of Health Care
Reform’s Commonwealth Long-Term Living Project, that
direct care workforce development include a comprehensive, statewide credentialing program for all direct care
workers, rather than separate training content by provider
type. Also in 2007, the Pennsylvania Departments of
Aging and Public Welfare formed a Joint Committee on
Older Persons with Mental Retardation to begin to address the needs of this growing group of Pennsylvanians.
The Joint Committee provided small grant funds to local
service provider professionals to form teams to promote
aging/MR/DD networking, collaboration, and cross-training on issues of aging among persons with developmental
disabilities, with the intent of eventually extending these
county teams to provide statewide coverage. The Joint
Committee provided these teams with some training and
small grants to permit them to acquire training materials for professional staff members (care managers and
support coordinators), but training of DCWs was not a
primary focus.
While there are efforts to acquire and provide some
aging and MR/DD cross-training, these efforts primarily
reach professional staff, not DCWs. Also, it was not evident that quality adult learning practices would continue
to be provided to professional staff or DCWs.
Consequently, as indicated by the literature on best
practices reviewed for this research, these training efforts
are unlikely to yield desired results. However, these new
initiatives, along with some long standing programs,
have the potential to serve as foundational structures for
developing a quality, comprehensive, integrated, systematic, routine approach to training DCWs in the knowledge,
skills, and orientations necessary to meet the new and
growing needs of Pennsylvania’s older adults, citizens
with MR/DD, and particularly persons with developmental disabilities who are aging.
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POLICY CONSIDERATIONS

Revise and standardize DCW training regulations
Update and standardize the Pennsylvania Codes that
govern the licensure of provider facilities that serve older
persons and individuals with MR/DD in regard to staff
training and credentials. Make the content of training
consistent across provider types, and specify the content
reflected in evidence-based best practices.
Uniform standards will ensure cross-training for DCWs.
An argument against this change might be that certain
types of providers typically serve a specific population
with particular needs, and DCWs need training in providing care only for that population and its needs. However,
the need for DCW training on working with client/resident populations with a range of diagnoses is reflected in
the top training needs expressed by providers in this study.
While a particular provider type may primarily serve one
population, such as older adults, or set of needs, such as
medical, no provider type is exclusive in function, as humans are multidimensional. For example, a skilled nursing
facility may primarily provide medical care to older
adults, but it also may serve some younger individuals
with developmental disabilities. While a skilled nursing
facility is primarily medical in function, the psychosocial
needs of the individuals it serves must be met to ensure
quality of care. If training of DCWs in these facilities is
predominantly based on a medical model of care, staff
will not be adequately equipped to meet the multidimensional needs of its residents.
In addition to standardizing requirements for DCWs
working in any type of licensed service provider organization, Pennsylvania Code should specify training content
that reflects “best practices” for teaching DCWs knowledge, skills, and orientations to provide whole-person
care. Further, the frequency of continuing education
should be made explicit for DCWs in all service provider
types. If policy is to reflect best practices, DCW training
should be offered more frequently than currently required.
Best practices suggest that at least quarterly training and
ongoing followup are necessary for effective, meaningful
learning and skill acquisition. Finally, regulations should
address modes of training delivery that are interactive,
collaborative, and that provide DCWs with opportunities
to practice and demonstrate skills.
It is important to recognize that aging and MR/DD
service providers already struggle to meet the basic DCW
training requirements currently in Pennsylvania Code and
the documentation related to staff training. Further, they
are not equipped with personnel trained in best practices
content or skilled in adult learning techniques. Provider
organizations are strapped, direct care workers are underpaid, and regulations are already hard to manage and
follow. Policy that saddles aging and MR/DD service providers with the sole responsibility for delivering the range
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and depth of training content that best practices require
might threaten, rather than improve, the quality of services
they are able to provide. In addition, revised regulations
should not add to the existing burden of recordkeeping
regarding training that is already mandated of service providers. Service providers will need support and resources
that are beyond their means and areas of expertise.
The two component approach to comprehensive, integrated DCW training described below addresses this issue
through workforce development initiatives that build upon
existing models, programs, and infrastructure.

Develop a “universal DCW certification” program
Develop and implement a comprehensive statewide system
of DCW training and provide a universal and portable
credential that is founded on best practices for content
and adult learning.
Pennsylvania would be well served by the development
of a universal DCW training and certification program,
perhaps through the commonwealth’s community colleges. The results of this study support the recommendations of the Pennsylvania Direct Care Workforce Work
Group that a statewide training and credentialing system
is warranted. A feasible model for delivering the training and credentialing, in structure, but not curriculum, is
the current Certified Nursing Assistant (CNA) training
provided through community and vocational colleges. Ideally, a universal DCW certification program would include
both a carefully designed curriculum that reflects the best
practices content for whole-person care and the application of sound adult learning principles in training that is
affordable and locally accessible across Pennsylvania.
It is crucially important to recognize that the curriculum
of a universal DCW certification program that reflects
best practices would be substantially different from the
“medical model” of training currently provided to CNAs.
Typically, CNA certification programs involve four weeks
of primarily medical model training. A curriculum that
emphasizes best practices on whole-person care would
require several additional weeks of content and skills
training in other areas, such as communication and meeting socioemotional needs, extensive practice and hands-on
training, and demonstrations of skill competency.
In addition, it is essential that the new curriculum be
taught by individuals who are well-trained in best practices in both content and adult learning principles. A
proposed “train the trainers” mechanism for (re)training
instructors who would teach in a universal DCW certification program is presented below.
Establish regional “best practice quality care
training teams”
Establish regional teams of professional trainers to
provide regular, on-site, ongoing “best practice” training

on quality, whole-person care to DCWs and their supervisors/managers.
To ensure quality, ongoing DCW training, regional “best
practice quality care training teams” of full-time professionals, who are solely devoted to training and thoroughly
trained in best practices content, philosophies, and skills,
are needed to serve all licensed providers of aging and
MR/DD services. They would make regular on-site visits
to provider facilities and offer training at least quarterly,
the frequency of training that research on best practices
indicates is necessary for staff knowledge and skill development. In addition, the regional training teams would
collaborate with aging and MR/DD service providers to
develop annual training needs assessments and strategies
to evaluate training effectiveness in ways that directly
relate to quality of care. These individuals would serve as
expert trainers responsible for acquiring, developing, and
delivering high quality, up-to-date, and relevant training
content and using principles of adult learning.
Regional training teams might be formed through the
Joint Committee on Older Persons with Developmental
Disabilities, following the models of the regional Health
Care Quality Units (HCQUs) that currently provide
primarily medical model training to DCWs in the MR/
DD system, and the regional Better Jobs Better Care-PA
Coalition sites that train DCWs in the aging network.
In keeping with evidence-based best practices, training should occur across the organizations and include
individuals who supervise DCWs. Most health and human services professionals have little or no management
training, although they are put in positions as supervisors.
They must be oriented to the whole-person care philosophy and trained how to mentor and coach DCWs to
promote their growth and development. Indeed, evidence
suggests that if DCW training is to be implemented as
intended, there must be shared buy-in to the program at all
levels of the organization. Training, including both DCWs
and supervisors, facilitates the mentoring of DCWs and
fosters a change in organizational culture from outdated
medical model approaches to best practice whole-person
approaches to care. This recommendation is consistent
with a 2007 recommendation to the Governor’s Office of
Health Care Reform Long-Term Living Project put forth by
the Pennsylvania Direct Care Workforce Work Group.

Develop a comprehensive “train the trainer” program
Provide education in best practices for quality care
content and for delivering training to trainers in both the
universal DCW certification program and trainers who
will be part of the regional training teams. Trainers should
demonstrate competency in both areas of best practices.
The thorough preparation of instructors for a universal
DCW certification program is absolutely essential for an
effective, comprehensive DCW training program in Penn-
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sylvania. The training program may
be delivered at community colleges
or elsewhere, and should be required
for the professionals who would
comprise the regional aging/MR-DD
Best Practices for Quality Care Training Teams. Potential trainers should
be required to complete a standardized, statewide “train the trainers”
program, with a carefully designed
curriculum. The program might be
provided as a graduate certificate of
recognition (COR) program offered
by the Pennsylvania State System of
Higher Education universities and/or
state affiliated universities.
At least the first generation of instructors of “train the trainer” graduates should be prepared in delivery of
the training by individuals involved
in preparing the curricula for these
programs. The curricula for “train the

trainers” and for the universal DCW
certification program should be developed by a work group that represents
all stakeholders, including: individuals who are experts in best practices
for quality care content and/or best
practices for methods of delivering
training; state and regional policy
makers; members of the aging and
MR/DD service provider networks,
including DCWs; and representatives
from the Pennsylvania departments of
Aging, Health, and Public Welfare.

Funding and implementation of
the recommendations
Quality and improved training is a
fundamental component of a wellrun system, therefore the agencies
responsible for maintaining the aging,
MR/DD and long-term care systems,
including the Pennsylvania Depart-

ments of Public Welfare, Health, and
Aging, should oversee and fund these
training programs.
Current fiscal realities make it difficult to implement new programs.
However, the recommendations
herein largely draw upon existing
infrastructure. Still, the comprehensive nature of the two component
strategy for training DCWs that is
reflected in the four recommendations
above would likely require some new
resources. Support for this initiative
might come from workforce development funds, the reallocation of some
current state training budgets, federal
education and vocational training
support, and foundation and government grants, as well as other sources
not considered here. Further, implementation of the recommended strategy
would need to occur in phases, spreading the costs over at least five years.
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