
ABSTRACT

The Problem: Personal care aides (PCAs), along with other direct care workers, provide the 
majority of hands-on care, including helping with activities of daily living (ADLs), for individuals 
living in assisted living facilities and similar residential care communities (RCCs); however, 
direct care workers in various long-term care settings have demonstrated that recruitment and 
retention is a great challenge because of low pay, inadequate training, high work demands, and 
lack of benefits. Residential care communities are increasingly becoming an important source 
of long-term care for older Americans, particularly for those with dementia. More than 95% 
of residential care communities had one or more personal care aide, yet little is known about 
personal care aides working in residential care communities.

Analysis: Using data from the Department of Health and Human Services’ National Survey of 
Residential Care Facilities (NSRCF), this descriptive study estimates the number of personal 
care aides employed by residential care communities in the U.S. and the distribution of the 
aides by residential care communities’ operating, geographic, and resident acuity characteristics. 
It examines personal care aide staffing levels, the types of tasks routinely performed by them 
beyond activities of daily living assistance, and employment benefits offered. It also explores how 
staffing levels, tasks, and benefits differed by community characteristics. 

Key Findings: Results indicated that personal care aide staffing levels and their tasks 
performed varied by residential care community characteristics, as did benefits they offered 
to the aides. Compared to other residential care communities, a higher percentage of small, 
non-chain, and for-profit residential care communities had their aides routinely perform a 
variety of tasks beyond assistance with activities of daily living, yet a lower percentage of these 
communities offered the aides selected job benefits. Findings from this study identify an 
interesting association between the array of services provided by and benefits offered to aides 
in communities with different characteristics. 
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INTRODUCTION

Residential care communities (RCCs) are increasingly 
becoming an important source of long-term care for older 
Americans. These include assisted living facilities and 
similar congregate settings where housing is combined 
with social and nursing services for older adults who need 
moderate levels of care but not as much as that provided 
in a nursing home (Cutchin, Owen, & Chang, 2003). 
The 2010 National Survey of Residential Care Facilities 
(NSRCF) indicates that there were 733,300 residents living 
in residential care communities, of which nearly 90% were 
65 years or older (Caffrey, Sengupta, Park-Lee, Rosenoff, 
Harris-Kojetin, 2012; Park-Lee, Caffrey, Sengupta, 
Moss, Rosenoff, & Harris-Kojetin, 2011). More recently, 
the National Health and Aging Trends Study (NHATS) 
examined Medicare enrollees and found that although 
the majority lived in traditional homes, approximately 
one million live in assisted living (Freedman & Spillman, 
2014a). Furthermore, the National Study of Long-
Term Care Providers (NSLTCP) estimated that in 2014, 
835,200 current residents lived in 30,200 residential care 
communities (Caffrey, Harris-Kojetin, & Sengupta, 2015).

The 2010 National Survey of Residential Care Facilities 
found that the majority of residents were female, non-
Hispanic white, and had a median length of stay of 22 
months (Caffrey et al., 2012). Almost 40% of residents 
received assistance with three or more activities of daily 
living, such as bathing or dressing, more than 40% had 
Alzheimer’s disease or other dementias, and approximately 
75% had at least two chronic conditions, suggesting that 
the population needs significant levels of care (Caffrey 
et al., 2012). A more recent study found that overall, 
46% of residential care residents were diagnosed with 
cardiovascular disease, 40% with Alzheimer’s disease or 
other dementias, 23% with depression, and 17% with 
diabetes (Harris-Kojetin et al., 2016). The prevalence of 
these conditions varied by residential care community 
bed size: Alzheimer’s disease and depression were higher 
among residents in communities with four to 25 beds than 
in larger communities; a higher percentage of residents in 
communities with more than 25 beds had cardiovascular 
disease, compared to residents in smaller communities 
(Sengupta et al., 2015). Other research suggests that 
75% of residential care community residents need help 
with self-care and mobility, and 45% are likely to have 

dementia (Freedman & Spillman, 2014b; Mollica, Houser, 
& Ujvari, 2010). In another recent national study, 62% of 
residential care residents needed assistance with bathing, 
47% needed assistance with dressing, 39% needed 
assistance with toileting, 39% with transferring, 29% 
with walking, and 20% with eating (Harris-Kojetin et al., 
2016). The percentage of residents needing assistance 
with any of these activities of daily living was higher in 
residential care communities with four to 25 beds than 
in larger communities (Sengupta et al., 2015). In another 
study conducted in four states with 193 residential 
care communities, 34% of residents exhibited one or 
more behavioral symptoms at least once a week: 13% 
demonstrated aggressive behavioral symptoms, 20% 
showed nonaggressive behavioral symptoms, and 22% 
expressed verbal behavioral symptoms. These behavioral 
symptoms were associated with dementia and cognitive 
impairment, depression, and psychosis. More than 50% 
were taking a psychotropic medication and two-thirds 
had mental health conditions (Gruber-Baldini, Boustani, 
Sloane, & Zimmerman, 2004). 

Based on this profile of residents living in residential care 
communities, it is to be expected that residential care 
communities employ personal care aides to help residents 
with hands-on care tasks such as activities of daily living 
(Rome & Harris-Kojetin, 2016; Smith & Baughman, 
2007). In fact, the 2010 National Survey of Residential 
Care Facilities data demonstrated that 96% of residential 
care communities had one or more personal care aides 
who provided care to residents with physical, intellectual, 
and cognitive limitations (National Survey of Residential 
Care Facilities, 2010). This widespread use of personal 
care aides is also reflective of the fact that they are one 
of the fastest growing occupations in the U.S. (Bureau of 
Labor Statistics, 2015b). 

There is little research on personal care aides in residential 
care communities. A recent chartbook using data from 
the National Survey of Residential Care Facilities presents 
national findings on residential care communities and 
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96% of residential care communities had one or more
personal care aides who provided care to residents 

with physical, intellectual, and cognitive limitations.  
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residents, including information on types of staff members 
working in residential care settings, turnover, staffing 
ratios, and training received and benefits offered to 
personal care aides (Khatutsky et al., 2016). This article 
builds on the chartbook and presents personal care aide-
related findings, by selected residential care community 
characteristics and case mix, to assess how staffing levels, 
tasks, and benefits differed by these characteristics. 
Earlier studies conducted in various types of long-term 
care settings have demonstrated that direct service staff, 
including personal care aides, are faced with challenges, 
such as low pay, inadequate training, high work demands, 
and lack of benefits (Ejaz et al., 2015; Ejaz, Noelker, 
Menne, & Bagaka, 2008; Kiefer et al., 2003; Stone, 2001). 
The 2014 mean annual wage for personal care aides 
working in assisted living and continuing care retirement 
communities was only $21,520 (Bureau of Labor Statistics, 
2015a). Low pay and lack of benefits, particularly health 
insurance, are predictors of turnover and job dissatisfaction 
(Bishop, Squillace, Meagher, Anderson, & Wiener, 2009; 
Butler, Brennan-Ing, Wardamasky, & Ashley, 2014; 
Decker et al., 2009; Delp, Wallace, Geiger-Brown, & 
Muntaner, 2010; Dill, Morgan, & Marshall, 2013; Ejaz et 
al., 2015; Luo, Lin, & Castle, 2011; Rosen, Stiehl, Mittal, 
& Leana, 2011; Wilhelm, Bryant, Sutton, & Stone, 2015). 
Along with a balanced workload, recent research finds 
that adequate training, sufficient time for tasks, financial 
incentives and benefits increase job satisfaction. There are 
no federal requirements for training personal care aides 
in residential care communities as there are in nursing 
homes and Medicare-certified home health agencies, 
where a minimum of 75 hours of initial training and 12 
hours of annual continuing training is required (Institute of 
Medicine, 2008). 

Despite the challenges that personal care aides face 
in terms of pay, benefits, and training, they provide a 
multitude of services to residents in residential care 
communities. The National Health and Aging Trends 
Study reported that more than 90% of residents in 
assisted living facilities received services such as meals, 
medications, personal care, housekeeping, laundry, and 
social activities, and 70% utilized facility transportation 
(cited in Freedman & Spillman, 2014). Thus, it is likely 
that demands placed on personal care aides are evolving 
in response to the expanding needs of the clientele living in 
residential care communities. As little as 20 years ago, the 

role of direct-care workers could be described as primarily 
helping clients with activities of daily living; however, 
today, personal care aides have a multidimensional role, 
providing assistance with activities of daily living and 
instrumental activities of daily living, such as cooking, 
driving, or medication management, as well as health 
care needs and often emotional and behavioral support 
(Berta, Laporte, Deber, Baumann, & Gamble, 2013). 
Thus, the authors of this article consider it valuable 

to examine the extent to which the nature and type of 
services provided, or tasks performed, by personal care 
aides varied by residential care community-level resident 
acuity characteristics. Prior research has demonstrated 
that although residential care communities share many 
common goals and organizational structures, such as 
having nurses on staff and providing meals, assistance 
with activities of daily living and instrumental activities of 
daily living, and access to social activities (Mollica et al., 
2010), residential care communities differ in numerous 
ways, such as in size, admission, and discharge policies, 
services offered, and fees charged for services (Carder, 
O’Keeffe, & O’Keeffe, 2015; Khatutsky et al., 2016; Mollica 
et al., 2010, Morgan, Eckert, & Lyon, 1995; Zimmerman, 
Sloane, & Eckert, 2001). For example, the majority of 
residential care communities are small, with less than 25 
beds (Caffrey et al., 2015; Park-Lee et al., 2011). This type 
of variation is likely to influence the role of personal care 
aides in different types of residential care communities. 
Thus, the authors of this article were interested in examining 
how variation in organizational characteristics, along with 
resident acuity characteristics, is related to the role played 
by personal care aides in residential care communities. 

In light of the paucity of data on personal care aides and the 
role they play in residential care communities, the authors 
of this study examined the following research questions: 

________________________________________________

The authors of this article were interested
in examining how variation in organizational 

characteristics, along with resident acuity 
characteristics, is related to the role played by 

personal care aides in residential care communities.  
________________________________________________

74       2016  Volume 24  Number 1



1) What is the number of personal care aides working in 
residential care communities in the U.S., and what 
is the distribution of personal care aides by selected 
residential care community - operating, geographic, 
and resident acuity characteristics?

2) What are the mean hours per resident day (HPRD) 
provided by personal care aides (i.e., staffing level), 
mean number of residents served per personal care 
aide, and the types of tasks routinely performed 
by personal care aides beyond activities of daily 
living assistance, and how do these staffing levels 
and personal care aide tasks differ by selected 
residential care community - operating, geographic, 
and resident acuity characteristics?

3) What are some of the employment benefits residential 
care communities offer personal care aides and 
how do these differ by selected residential care 
community - operating, geographic, and resident 
acuity characteristics?

METHODS

National Survey of Residential Care 
Facilities  

Data used in this study are from the 2010 National Survey 
of Residential Care Facilities, the first-ever national data 
collection effort by the U.S. government to gather extensive 
information about the characteristics of residential care 
communities as small as four beds, including assisted 
living residences, board and care homes, congregate 
care, enriched housing programs, homes for the aged, 
personal care homes, shared housing establishments, 
and residential care community residents. To be eligible 
to participate in the survey, residential care communities 
had to be licensed, registered, listed, certified, or 
otherwise regulated by the state to provide room and 
board with at least two meals a day, around-the-clock 
onsite supervision, and help with personal care, such as 
bathing and dressing, or health-related services, such as 
medication management; and have four or more licensed, 
certified, or registered beds. Excluded from the study 
were nursing homes and residential care communities 
with no current residents or residential care communities 
licensed to exclusively serve the severely mentally ill or the 
intellectually or developmentally disabled. 

Sampling

The National Survey of Residential Care Facilities used a 
stratified two-stage probability sampling design. The first 
stage was the selection of residential care communities, 
where the primary strata were defined by bed size and 
census geographic region (Northeast, Midwest, South, and 
West). Within primary strata, communities were sorted by 
metropolitan statistical area status (MSA). Using systematic 
random sampling, this stage yielded the final sample 
of 3,605 communities. In the second stage, a sample 
of the current residents was selected with the aid of an 
algorithm programmed into a computer-assisted personal 
interviewing (CAPI) system. Of the 3,605 communities, 
2,644 were found to be eligible and 2,302 residential care 
communities completed the survey. The survey collected 
information on these 2,302 residential care communities 
and 8,094 sampled residents. The data were collected 
through in-person interviews with facility directors or staff. 
No residents were directly interviewed; resident data were 
provided by staff based on their knowledge of residents or 
reference to resident records. The first-stage community-
level weighted response rate (for differential probabilities 
of selection) was 81%, and the second-stage resident 
weighted response rate was 99%. For more detailed 
information on the survey design, see http://www.cdc.gov/
nchs/data/series/sr_01/sr01_054.pdf. 

Measures

The National Survey of Residential Care Facilities collected 
information on the characteristics of residential care 
communities, including the number of personal care 
aides employed by a residential care community, the tasks 
a residential care community routinely had personal care 
aides perform for residents beyond activities of daily living 
assistance, and employment benefits a residential care 
community offered its personal care aides. Throughout 
this article, the unit of analysis is the residential care 
community. For example, each “task” variable measures 
whether the residential care community routinely had their 
personal care aides perform that task. Respondents were 
instructed that personal care aides also included certified 
nursing assistants and medication technicians. 

For some survey questions about personal care aides, 
respondents were instructed to include both residential 
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care community employees and other staff (contract, 
temporary, and agency workers), while other survey 
questions instructed the respondent to include only 
personal care aide employees. For instance, the question 
about the number of personal care aides (as presented in 
Table 1) working in a residential care community referred 
only to employees and did not include contract, temporary, 
and agency workers. The number of personal care aides 
was used with the number of total residents to derive ratio of 
residents to personal care aides. In contrast, in the survey 
question asking about staff hours worked in the last seven 
days, respondents were instructed to include all staff who 
provide direct care to residents, including full-time and 
part-time employees and contract, temporary, and agency 
workers. These staff hours were used to calculate hours 
per resident day. 

 “Mean hours per resident day” is a commonly used measure 
of staffing level in long-term care facilities, representing 
the amount of time that staff members have available to 
provide care to residents (Bostick, Rantz, Flesner, & Riggs, 
2006). Mean hours per resident day do not necessarily 
reflect the amount of care given to a specific resident. 
To calculate mean aide hours per resident day reported 
in Table 2, the number of aide full-time equivalents for a 
residential care community was converted into hours by 
multiplying the full-time equivalents by the number of 
hours in a work week (based on a 35-hour work week), 
then dividing this resulting product (total number of aide 
hours for a residential care community) by the number 
of current residents in the residential care community, 
and finally then dividing this resulting quotient by the 
number of days in a work week (seven days). Thirty-five 
hours per workweek was used as defining full-time work 
in residential care communities based on other national 
surveys of nursing homes, home health and hospice 
agencies (Harris-Kojetin, Sengupta, Park-Lee, & Valverde, 
2013; Sengupta, Ejaz, & Harris-Kojetin, 2012; Sengupta, 
Harris-Kojetin, Ejaz, 2010). When the hours per resident 
day for a residential care community was greater than 24, 
the value for the residential care communities was coded 
as 24. 

The task variables in Table 2 were derived from the survey 
question asking the residential care community director, 
“In addition to helping with activities of daily living, such 
as dressing, do personal care aides routinely perform any 

of the following tasks (yes/no for each): housekeeping, 
assistance with food preparation, assistance with 
recreational activities, resident’s personal laundry, 
transportation or escort services for residents?” In a 
separate question, residential care community directors 
were asked, “Who administers prescription medications to 
the residents?” Directors could select from a set of response 
categories indicating various staff types, including personal 
care aides. “Administering medications” included placing 
medications in residents’ mouths and handing them 
glasses of water, giving injections, giving IV medications, 
or applying prescription topical ointments and creams. 
Services and tasks are used interchangeably throughout 
this article. 

The employee benefits variables in Table 3 were based on 
the survey question asking the residential care community 
director, “Does this facility offer the following to personal 
care aides (yes/no for each): health insurance that includes 
family coverage; health insurance for the employee only; 
a pension, a 401(k), or a 403(b); personal time off, 
vacation time, or sick leave?” Both health insurance items 
were collapsed to create “health insurance for self and/
or family.” Residential care community directors who 
indicated the community offered health insurance for 
either personal care aide or family were asked, “Does this 
facility pay for more than half of the personal care aide’s 
health insurance premium?”

The select residential care community characteristics 
used in Tables 1, 2, and 3 included: ownership 
characteristics (for-profit/nonprofit, chain affiliation), bed 
size (4-25 beds, 26-50, and more than 50 beds), and 
geographic characteristics (census region). In addition to 
these organizational and geographic characteristics, the 
analysis included a set of resident-related characteristics 
aggregated to the residential care community level: 
percentage of residents (in the residential care community) 
with dementia; percentage of residents who had an 
episode of urinary incontinence in the seven days prior to 
the survey; percentage of residents for whom residential 
care community provided or arranged assistance with 
using the bathroom; percentage of residents who received 
assistance with eating, like cutting up food; and percentage 
of residents for whom residential care community provided 
or arranged assistance with locomotion (i.e., help with 
walking or wheeling around) (<25%, 25%-49%, and 
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50% or more). These resident-related characteristics 
were proxies for residential care community-level resident 
acuity or burden of care. For more detailed information 
on the survey questions used to collect these data, see 
ftp://ftp.cdc.gov/pub/Health_Statistics/NCHS/Dataset_
Questionnaires/nsrcf/2010/2010_NSRCF_Facility_
Questionnaire.pdf.

ANALYSES

Weighted means were reported for the number of personal 
care aides and aide hours per resident day, and t-tests were 
used to make comparisons by residential care community 
characteristics. Weighted percentages were reported 
for the tasks performed by personal care aides and 
employee benefits offered by residential care communities 
to personal care aides. Chi-square tests were used to 
assess associations between residential care community 
characteristics and tasks performed by personal care 
aides (Table 2) and benefits offered by residential care 
communities to personal care aides (Table 3), respectively. 
If chi-square tests showed significant associations, the 
authors used a t-test post hoc procedure to make pair-wise 
comparisons between different categories of variables. 
Only statistically significant results at p<.01 from the post 
hoc procedure are reported in the text. The significance 
level was set at <.01 rather than <.05 in order to avoid 
type 1 error because the authors were conducting a 
series of tests (http://www.ncbi.nlm.nih.gov/pmc/articles/
PMC3289673/). Across the variables reported in this 
article, most have some item nonresponse, ranging from a 
low of 0.2% to a high of 0.8%. For calculating percentage 
distributions of variables reported in the tables, the 
denominator excludes cases only when they have missing 
data on the variables(s) being reported using a pair-wise 
rather than a list-wise approach.

FINDINGS

Research Question 1

Research question 1 was addressed by examining the 
total number and percentage distribution of personal 
care aides by selected residential care community 
characteristics (Table 1). Overall, 314,200 personal care 
aides worked in 31,100 residential care communities in 
the U.S. in 2010. For-profit (79%), chain-affiliated (55%), 

and large residential care communities (55%) (>50 beds) 
employed the majority of personal care aides. Although 
the majority (65%) of residential care communities were 
small (4-25 beds), they employed a minority (29%) of 
personal care aides (Figure 1). Conversely, large residential 
care communities (>50 beds) comprised a minority of all 
residential care communities (22%) but employed the 
majority (55%) of personal care aides.

At least 40% of personal care aides worked in residential 
care communities where the majority of residents had 
dementia (41%), urinary incontinence (48%), or received 
assistance using the bathroom (42%) (Table 1), while the 
majority of personal care aides worked in residential care 
communities where less than one-quarter of residents 
received help with locomotion (63%) or needed assistance 
with eating (76%). 

Research Question 2

Research question 2 was addressed by examining the 
association between selected residential care community 
characteristics and mean personal care aide hours per 
resident day, mean residents per personal care aide, 
and tasks routinely performed by personal care aides, 
respectively (Table 2). On average, personal care aides 
spent nearly three hours per resident day (2.87 hours or 
2 hours and 52.2 minutes). In terms of specific types of 
tasks, more than 80% of residential care communities 

Figure 1. Residential care communities and personal care 
aides, by community bed size: United States, 2010. 

NOTE: Percentages are based on unrounded numbers. Estimates may not add up to 
totals because of rounding.
SOURCE: CDC/NCHS, National Survey of Residential Care Facilities, 2010
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Table 1. Total Number and Percentage Distribution of Personal Care Aides, by Selected Residential Care Community Characteristics.

 Aides

Total number of personal care aides in the U.S. 314,200

Residential care community characteristics Percentage of aides

Ownership1  

For-profit 78.5%

Nonprofit/others 21.5%

Chain affiliation1  

Chain 55.3%

Non-chain 44.8%

Bed size1  

4-25 beds 29.4%

26-50 beds 16.1%

More than 50 beds 54.5%

Census region2  

Northeast 13.9%

Midwest 27.1%

South 31.2%

West 27.8%

Percentage of residents with dementia3  

<25% 38.0%

25%-49% 21.3%

50% or more 40.7%

Percentage of residents who had an episode of urinary incontinence in the last seven days1  

<25% 29.6%

25%-49% 22.0%

50% or more 48.4%

Percentage of residents for whom residential care community provided or arranged assistance with using the bathroom1

<25% 37.2%

25%-49% 20.9%

50% or more 41.8%

Percentage of residents who received assistance in eating, like cutting up food4  

<25% 75.6%

25%-49% 12.2%

50% or more 12.2%

Percentage of residents for whom residential care community provided or arranged assistance

with locomotion (i.e., helping the resident walk or wheel him/herself around the facility)1  

<25% 63.4%

25%-49% 15.9%

50% or more 20.7%

1Differences between percentage of aides in each category significant at p < .01
2Differences between percentage of aides in each region significant at p < .01, except between the Midwest and West
3Differences between percentage of aides in each category significant at p < .01, except between “<25%” and “50% or more”
4Differences between percentage of aides in each category significant at p < .01, except between “25%-49%” and “50% or more”
Note: Estimates may not add to 100 because of rounding.
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reported that their personal care aides routinely did 
residents’ laundry, provided recreational activities, and 
did housekeeping. More than two-thirds of residential 
care communities reported that the personal care aides 
they employed routinely helped with food preparation. 
About half of residential care communities reported that 
their personal care aides performed transportation or 
escort services, and almost four-tenths of residential care 
communities reported their personal care aides performed 
medication administration tasks. 

For-profit, non-chain affiliated, and smaller (4-25 beds) 
residential care communities had higher personal care 
aide mean hours per resident day ratios; i.e., personal 
care aides spent more time on average with residents in 
these residential care communities, compared to other 
residential care communities. Furthermore, residential 
care community characteristics were associated with 
differences in the types of tasks residential care communities 
had personal care aides routinely perform. For five out of 
the six tasks examined (all except transportation/escort 
services), a higher percentage of for-profit residential care 
communities than nonprofit residential care communities 
had personal care aides routinely perform these tasks. 
Compared to chain-affiliated residential care communities, 
a higher percentage of non-chain-affiliated residential 
care communities routinely had personal care aides 
provide recreational, housekeeping, food preparation, and 
medication administration services. Compared to larger 
residential care communities (>25 beds), in a higher 
percentage of smaller residential care communities (4-25 
beds) personal care aides routinely provided recreational, 
housekeeping, food preparation, transportation/escort, and 
medication administration services. For example, 23% of 
residential care communities with more than 50 beds had 
personal care aides routinely help with food preparation, 
compared to 42% of residential care communities with 26 
to 50 beds and 92% of residential care communities with 
4-25 beds. 

Hours per resident day and tasks routinely performed 
by personal care aides also varied by geographic region. 
Residential care communities in the Northeast provided 
the lowest average personal care aide hours per resident 
day (1.79 or 1 hour and 47 minutes), while residential 
care communities in the West provided the highest 
average personal care aide hours per resident day (3.31 

or 3 hours and 19 minutes). Similarly, residential care 
communities in the Northeast and the West, respectively, 
differed significantly in terms of the lowest versus highest 
proportion of residential care communities having their 
personal care aides routinely providing services like 
laundry, recreation, housekeeping, and food preparation. 
Among the four regions, the West had both the highest 
average personal care aide staffing level and the highest 
percentage of residential care communities having personal 
care aides routinely perform all six tasks examined. There 
were no significant differences between residential care 
communities in the Midwest and the South except for 
medication administration. Table 2 shows the mean of 
the ratio of residents to personal care aides by residential 
care community characteristics and resident mix. On 
average, there were three residents per personal care aide 
in residential care settings. The resident-to-personal care 
aide ratio increased with residential care community bed 
size (i.e., on average a personal care aide served more 
residents in larger residential care communities than in 
smaller residential care communities); residential care 
communities with the highest acuity had a lower resident-
to-personal care aide ratio than other residential care 
communities. 

Personal care aide hours per resident day and tasks 
routinely performed by personal care aides also varied 
by residential care community-level resident acuity 
characteristics. In residential care communities where a 
higher percentage of residents suffered from dementia or 
urinary incontinence or needed assistance with toileting, 
eating, or locomotion, the mean personal care aide hours 
per resident day was significantly higher statistically than 
in residential care communities where a lower percentage 
of residents had these needs or impairments. Compared 
to residential care communities with lower resident acuity, 
a higher percentage of residential care communities where 
more residents lived with dementia or urinary incontinence 
or needed assistance with toileting had their personal care 
aides routinely provide laundry, recreation, housekeeping, 
and food preparation. Among the six tasks examined, 

________________________________________________

On average, there were three residents per personal
care aide in residential care settings.  

________________________________________________
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Table 2. Mean personal care aide hours per resident day, mean of the ratio of residents to personal care aides, and percentage 
of residential care communities were personal care aides perform selected tasks, by type of task and residential care community 
characteristics.

All residential care communities
Residential care community 
characteristics
Ownership1,2, 6

   For profit
   Not for profit/others
Chain affiliation1, 2,7

   Chain
   Non chain
Bedsize1,2,8

   4-25 beds
   26 - 50 beds
   more than 50 beds
Census region2,3,9,10, 11

   Northeast
   Midwest
   South
   West
Percent of residents with 
dementia2,4,12

   <25%
   25%-49%
   50%  or more
Percent of residents that had an 
episode of urinary incontinence 
in the last 7 days2,4,12

   <25%
   25%-49%
   50%  or more
Percent of residents for whom 
RCC provided or arranged 
assistance with using the 
bathroom2,4,13

   <25%
   25%-49%
   50%  or more
Percent of residents who 
received assistance in eating, 
like cutting up food2,5,14

   <25%
   25%-49%
   50%  or more
Percent of residents for whom 
RCC provided or arranged 
assistance with locomotion, that 
is, helping the resident walk or 
wheel him/herself around the 
facility2,5,15

   <25%
   25%-49%
   50%  or more

Mean aide 
hours per 

resident day
Number of 

hours
2.87 hrs

3.02 hrs
2.15 hrs

2.52 hrs
3.08 hrs

3.52 hrs
1.96 hrs
1.46 hrs

1.79 hrs
2.77 hrs
2.59 hrs
3.31 hrs

2.42 hrs
2.36 hrs
3.51 hrs

2.26 hrs
2.55 hrs
3.45 hrs

2.11 hrs
2.30 hrs
3.67 hrs

2.26 hrs
3.60 hrs
4.16 hrs

2.19 hrs
3.22 hrs
4.01 hrs

Mean of the
ratio of residents

to PCA
Number of 

residents per PCA
3

2
3

3
2

2
3
4

3
2
3
2

3
3
2

3
3
2

3
3
2

3
2
2

3
2
2

Laundry

89.3%

91.4%
79.9%

87.2%
90.7%

96.0%
*83.6%
74.9%

77.4%
87.8%
87.9%
93.6%

87.1%
85.0%
93.3%

85.5%
85.7%
93.9%

85.6%
83.9%
94.2%

85.0%
*
*

85.4%
*

96.0%

Recreational

86.7%

87.8%
81.5%

83.8%
88.6%

93.9%
82.3%
70.1%

73.3%
84.6%
86.6%
90.7%

81.4%
83.2%
93.1%

80.8%
84.5%
92.0%

80.3%
83.5%
93.1%

82.4%
*
*

82.5%
87.9%
94.3%

Housekeeping

82.0%

84.8%
69.4%

77.3%
85.2%

93.5%
70.3%
58.1%

61.7%
78.0%
81.3%
89.0%

78.6%
78.1%
87.1%

76.4%
80.1%
86.9%

75.4%
77.1%
89.1%

76.0%
90.2%

*

76.8%
83.1%
91.5%

Food
Preparation

68.8%

72.8%
50.4%

55.6%
77.4%

91.7%
42.0%
22.5%

36.2%
63.8%
62.1%
82.7%

64.0%
60.4%
76.9%

64.4%
63.5%
74.5%

61.1%
53.8%
79.9%

58.1%
81.9%
91.8%

59.0%
70.8%
86.2%

Transport/
Escort

52.3%

51.7%
55.0%

53.3%
51.6%

56.2%
40.7%
48.5%

45.3%
50.4%
51.3%
55.5%

52.7%
47.4%
53.9%

53.0%
50.8%
52.3%

51.7%
51.2%
53.1%

50.6%
55.2%
55.6%

50.0%
51.3%
57.1%

Administer
Medications

37.9%

39.9%
28.9%

29.1%
43.3%

50.3%
18.4%
13.4%

23.1%
34.8%
22.6%
51.7%

36.9%
33.9%
40.5%

34.7%
34.6%
41.6%

29.3%
30.3%
46.6%

29.1%
50.0%
54.1%

31.0%
38.8%
49.6%

Tasks

Percentage of residential care communities were personal care aides perform tasks

1 Differences significant at p<.01 for mean aide hours per resident day.        
2 Differences significant at p<.01 for each numeric difference between mean number of aides in each category.       
3 Differences significant at p<.01 for mean aide hours per resident day, except between the Midwest and South.
4 Differences significant at p<.01 for mean aide hours per resident day, except between <25% and 25%-49%.
5 Differences significant at p<.01 for mean aide hours per resident day, except between 25%-49% and 50% or more.
6 Differences significant at p<.01 for all services except transport/escort services.        
7 Differences significant at p<.01 for all services except laundry and transport/escort services.        
8 Differences significant at p<.01 for all services except laundry services.
9  Differences significant at p<.01 between all regions except Midwest and South, for housekeeping, food preparation, recreational, and laundry services.      
10Differences significant at p<.01 between Northeast and West, only for transport/escort services.          
11Differences significant at p<.01 between all regions except Northeast and South, for medication services.         
12Differences significant at p<.01 for housekeeping, food preparation, recreational, and laundry services, except between <25% and 25%-49%.     
13Differences significant at p<.01 for housekeeping, food preparation, recreational, laundry, and medication services, except between <25% and 25%-49%.    
14Differences significant at p<.01 for food preparation services; differences significant at p<.01 for medication services, except between 25%-49% and 50% or more.    
15Differences significant at p<.01 for housekeeping and food preparation services; differences significant at p<.01 for recreational services, except between <25% and 25%-49%; differences significant at p<.01 only between <25% and 50% or more for medication services.   
        
* Estimate is not presented because sample size for at least 1 category is less than 30 and does not meet the standard of reliability or precision.  Estimates with an asterisk have a sample size greater than 30 but a relative standard error greater than 30%.  These estimates are not tested for statistically significant differences. 
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food preparation was the only task that varied on all 
five resident acuity variables—higher acuity residential 
care communities tended to have personal care aides 
help prepare food, compared to those with lower acuity 
residents. Transportation was the only task that showed no 
statistically significant differences for any resident acuity 
variable.

Research Question 3

Research question 3 was addressed by examining the 
association between selected residential care community 
characteristics and benefits residential care communities 
offered to their personal care aides (Table 3). The employee 
benefits residential care communities most commonly 
offered to personal care aides were personal time off, 
vacation, or sick leave, offered by 84% of residential 
care communities, followed by health insurance (50%), 
and pension, 401(k), or 403(b) (35%). About 44% of 
residential care communities offered personal care aides 
self and family health insurance coverage, while 5% of 
residential care communities offered personal care aides 
self-coverage only. Among the 50% of residential care 
communities that offered personal care aides health 
insurance (either self only or self and family coverage), 
about 30% of these residential care communities paid 
more than half of the health insurance premium. 

Employee benefits that residential care communities 
offered to personal care aides varied by residential care 
community characteristics. A higher proportion of nonprofit 
residential care communities, compared to for-profit 
residential care communities, offered health insurance 
and pension benefits to their personal care aides and paid 
more than half of health insurance premiums; more chain-
affiliated residential care communities also offered these 
benefits as well as personal time off, vacation, or sick leave, 
compared to non-chain residential care communities. 

Furthermore, increasing residential care community bed 
size was associated with a higher percentage of residential 
care communities offering their personal care aides health 
insurance, health insurance premium contribution, and 
pension plans. For example, 90% of communities with 
more than 50 beds provided personal care aides with 
health insurance, compared to 76% of residential care 
communities with 26 to 50 beds and 29% of residential 
care communities with four to 25 beds. 

With respect to geographical variations, the highest 
proportion of residential care communities offering health 
insurance and pension benefits to their personal care 
aides was in the Northeast and Midwest, followed by the 
South; the lowest proportion was in the West. 

In residential care communities where at least half 
of residents needed help with using the bathroom, 
locomotion, and eating or had dementia (i.e., higher care 
burden residential care communities), a significantly lower 
proportion of these residential care communities offered 
their personal care aides health insurance, paid more than 
half of the insurance premium, and offered pension plans, 
compared to residential care communities in which fewer 
residents had these functional needs. The differences in 
personal care aide benefits, by ownership, chain-status, 
and resident acuity may all be related to residential care 
community size: a disproportionately higher percentage 
of nonprofit residential care communities, non-chain 
residential care communities, and residential care 
communities with higher resident acuity were small in 
size; i.e., four to 25 beds (data not shown).

DISCUSSION

Personal care aides provide hands-on care to older and 
disabled Americans living in residential care communities. 
Using nationally representative data from the 2010 National 
Survey of Residential Care Facilities, this study provides an 
overview of personal care aide staffing levels, the services 
personal care aides routinely provide beyond activities 
of daily living assistance, and employment benefits 
residential care communities offer the personal care aides 
they employ. It also examines variation in these three 
areas by selected residential care community geographic, 
operating and resident acuity level characteristics.

________________________________________________

Among the 50% of residential care communities that
offered personal care aides health insurance (either 
self only or self and family coverage), about 30% of 
these residential care communities paid more than 

half of the health insurance premium.  
________________________________________________
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Table 3. Benefits offered to personal care aides by residential care communities, by residential care comunity characteristics.

All residential care communities

Residential care community characteristics

Ownership1

   For profit

   Not for profit/others

Chain affiliation2

   Chain

   Non chain

Bedsize1

   4-25 beds

   26 - 50 beds

   more than 50 beds

Census region3,4

   Northeast

   Midwest

   South

   West

Percent of residents with dementia5

   <25%

   25%-49%

   50%  or more

Percent of residents that had an episode of urinary incontinence in the last 7 days6

   <25%

   25%-49%

   50%  or more

Percent of residents for whom RCC provided or arranged assistance with using the 

bathroom7

   <25%

   25%-49%

   50%  or more

Percent of residents who received assistance in eating, like cutting up food8

   <25%

   25%-49%

   50%  or more

Percent of residents for whom RCC provided or arranged assistance with locomotion, 

that is, helping the resident walk or wheel him/herself around the facility9

   <25%

   25%-49%

   50%  or more

Health Insurance
for self and/or family

49.8%

43.3%

79.4%

71.2%

35.7%

29.2%

76.4%

89.8%

76.6%

70.5%

46.2%

35.4%

52.2%

61.5%

42.6%

49.4%

55.3%

47.0%

55.7%

58.8%

42.0%

58.3%

40.5%

30.7%

57.9%

48.6%

34.9%

Employer paid more
than half of

insurance premium

30.8%

24.1%

61.2%

44.1%

22.1%

14.6%

48.2%

59.9%

61.1%

43.4%

24.1%

22.0%

30.8%

33.9%

24.8%

29.5%

31.1%

27.0%

33.8%

32.3%

23.6%

35.0%

22.3%

15.4%

34.2%

26.3%

19.9%

Pension,
401(k), 403(b)

34.6%

26.6%

70.7%

57.5%

19.5%

14.4%

59.4%

74.4%

59.6%

57.3%

33.5%

17.7%

39.9%

41.3%

26.5%

37.0%

39.9%

29.8%

44.4%

41.7%

24.1%

44.6%

21.7%

13.0%

44.3%

32.2%

17.3%

Personal time off, 
vacation, sick leave

83.7%

81.7%

*

91.1%

78.8%

75.8%

*

*

*

90.2%

81.7%

78.9%

84.4%

84.3%

82.7%

83.7%

86.5%

82.3%

85.1%

*

81.5%

86.5%

76.8%

79.9%

85.5%

80.3%

81.8%

Types of Benefits Offered

Percentage of communities offering benefit

1 Differences significant at p<.01 for all benefits except personal time off/vacation/sick leave.        
2 Differences significant at p<.01 for all benefits.         
3 Differences significant at p<.01 between all regions except Northeast and Midwest, only for health insurance and pension      
4 Differences significant at p<.01 between all regions except South and West, only for more than half of health insurance premium paid by employer.    
5 Differences significant at p<.01 between all categories for health insurance; For more than half health insurance premium paid by employer, and pension, differences significant at
  p<.01 between all categories except <25% and 25%-49%.          
6 Differences significant at p<.01 between all categories except <25% and 25%-49% only for pension.        
7 Differences significant at p<.01 between all categories except <25% and 25%-49%, only for health insurance, more than half health insurance premium paid by employer, and
  pension.          
8 Differences significant at p<.01 between all categories except 25%-49% and 50% or more, for health insurance and more than half health insurance premium paid by employer; for
  pension, differences significant at p<.01 for all categories; For PTO, vacation, and sick leave, differences significant at p<.01 for all categories except between <25% and 25%-49%.   
9 Differences significant at p<.01 between all categories for health insurance and pension;  For more than half health insurance premium paid by employer, differences significant at
  <.01 between all categories except 25%-49% and 50% or more.           
*Estimate is not presented because sample size for at least 1 category is less than 30 and does not meet the standard of reliability or precision.  These estimates are not tested for
  statistical differences.              
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More than three-fourths of personal care aides worked 
in for-profit residential care communities, the majority of 
personal care aides worked in chain-affiliated residential 
care communities, and more than four-tenths of personal 
care aides worked in residential care communities where the 
majority of residents had dementia, urinary incontinence, or 
needed help using the bathroom. While almost two-thirds 
of residential care communities were small (4-25 beds), the 
majority of personal care aides worked in large residential 
care communities (more than 50 beds). More than 40% of 
residential care communities in the U.S. were in the West, 
but they employed less than 30% of personal care aides, 
most likely because residential care communities in the 
West tended to be smaller (4-25 beds). 

Laundry, recreation, and housekeeping were the most 
commonly provided services by personal care aides, 
while medication administration and transportation/escort 
services were the least common. In a higher percentage 
of for-profit and non-chain-affiliated residential care 
communities, personal care aides routinely provide more 
of the tasks examined, compared to nonprofit and chain-
affiliated residential care communities. In small residential 
care communities (4-25 beds) average personal care aide 
hours per resident day was higher; personal care aides 
on average spend more time per resident, compared to 
larger residential care communities. Small residential care 
communities also tended to have their personal care aides 
provide more types of services to residents, compared 
to larger residential care communities: more than 90% 
of small residential care communities had personal care 
aides help with food preparation, housekeeping, laundry, 
and recreation, compared to 23%, 58%, 75%, and 
70%, respectively, of large residential care communities 
(more than 50 beds). It may be that small residential 
care communities have fewer resources, and staff in 
these residential care communities may need to be more 
versatile and provide a variety of services to residents, 
compared to larger residential care communities. On the 
other hand, it is also possible that staff members in larger 
residential care communities are more specialized in the 
types of services they routinely perform. Given that, on 
average, a personal care aide in a small residential care 
community serves fewer residents per shift and spends 
more time with each resident served, compared to larger 
residential care communities, it is likely that personal care 
aides in small residential care communities may help a 

resident with a variety of tasks, while on average a personal 
care aide in a larger residential care community is likely to 
serve more residents per shift, spend less time with each 
resident, and assist the residents with fewer tasks. 

Regional differences in personal care aide hours per 
resident day and tasks may be related to regulatory 
differences in staffing requirements. The Compendium 
of Residential Care and Assisted Living Regulations and 
Policy: 2015 Edition (Carder et al., 2015) describes that 
while states require residential care communities to 
employ direct care workers, there may be state differences 
in staffing level requirements. Most states use a flexible, 
as-needed staffing approach, but some have additional 
minimum staffing ratios and also require that the ratio be 
calculated based on various factors. For instance, Oregon 
specifies that direct care staffing must be calculated based 
on resident acuity, staff training, facility census, and facility 
structural design. Some states specify the number of staff 
to the number of residents or number of staff hours per 
resident week. For instance, in Maine, a staffing ratio of 
one resident care staff-to-12 residents must be maintained 
between 7:00 a.m. to 3:00 p.m. In New York, a minimum 
of 3.75 hours of personal services staff time is required 
per week per resident in adult homes, and six hours 
per resident per week in enriched housing programs. 
These minimum requirements may be relatively lower 
than requirements based on resident acuity and resident 
census. The Compendium also states that in some states 
third-party providers are allowed to provide residents with 
services that are not provided by the residential care facility 
or to enhance the already-existing services. These third-
party providers largely consist of home health agencies 
and hospices. For instance, in California, Washington, 
and a few other states, residents can contract with home 
health or hospice agencies or hire private paid personal 
assistants to provide services that are not provided by the 
licensee or services that are additional to what is provided 
by the licensee. 

Results confirmed the authors’ expectation about the 
relation between residential care community-level 
resident acuity and services provided by personal care 
aides, as higher acuity levels suggest that more hours of 
care (defined as personal care aide average hours per 
resident day) are required. Residential care communities 
where at least half the residents had dementia or urinary 
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incontinence or received assistance with locomotion or 
eating tended to have their personal care aides provide a 
wider range of services to residents, compared to residential 
care communities that had lower resident acuity levels. 
Residential care communities most commonly offered 
personal time off, vacation, or sick leave to their personal 
care aides, followed by health insurance for the personal 
care aides and/or their families; fewer residential care 
communities offered pension plans to their personal care 
aides. Interestingly, although about half of the residential 
care communities offered health insurance to their 
personal care aides alone or along with their families, only 
about three in 10 of these residential care communities 
paid more than half of the health insurance premium. 
Given their generally low wages, it is likely that many of 
the personal care aides may not have participated in the 
health insurance program offered by the employer without 
the paid premiums. 

Another important finding from this study is that while 
for-profit and non-chain residential care communities 
tended to have their personal care aides provide more 
types of resident services in addition to activities of daily 
living assistance, these residential care communities 
tended to offer fewer benefits to their personal care aides, 
compared to other residential care communities. The for-
profit and chain-affiliated residential care communities 
are larger than nonprofit and non-chain residential care 
communities, and it may be possible that chain-affiliated 
residential care communities have more buying power to 
negotiate better benefits and cheaper rates for benefits, 
such as health insurance, for their staff. Findings from 
other studies have also demonstrated that nonprofits 
provide better benefits to their staff (Castle & Engberg, 
2006; Folland et al., 2001; Grau et al., 1991; Harrington 
et al., 2001). Furthermore, among residential care 
communities where more than half the residents had 
dementia, urinary incontinence, or needed assistance with 
selected activities of daily living (i.e., higher care burden 
residential care communities), a higher percentage had 
their personal care aides provide more types of resident 
services, but a lower percentage offered their personal 
care aides selected employee benefits, compared to 
lower care burden residential care communities. 

Limitations

Providers (directors/administrators) and not personal 
care aides themselves answered the National Survey 
of Residential Care Facilities survey questions, and it is 
possible that the responses would vary if answered by 
personal care aides themselves. Also, the authors did not 
examine all the services performed and employee benefits 
offered but focused on selected items. In this study, the 
average number of hours worked by personal care aides 
per hours per resident day was examined at the residential 
care community level; however, hours per resident day 
does not show the care burden for the personal care 
aides since the authors do not know how many residents 
a personal care aide assists or cares for each day. One of 
the employee benefits examined was personal time off. It 
is not clear, however, whether personal time off was always 
paid time off. 

CONCLUSION

In spite of the aforementioned limitations, this study provides 
a picture of the work done by personal care aides and 
the employee benefits they are offered in residential care 
community settings. Studies in nursing homes have shown 
that high staff turnover is associated with poor resident 
quality of care (Bostick et al., 2006; Castle, Degenholtz, & 
Rosen, 2006; Mittal et al., 2009) and a higher economic 
burden on providers (Butler, Wardamasky, & Brennan-Ing, 
2012; Wiener, Squillace, Anderson, & Khatutsky, 2009). 
These studies also identify that low wages and lack of 
benefits, particularly health insurance, is related to intent 
to leave the job. Personal care aides are an integral part 
of residential care communities, and it is critical to better 
understand the tasks performed and benefits received by 
personal care aides working in residential care communities 
and to identify residential care community characteristics 
that may be related to fewer benefits. Previous studies have 
addressed personal care aides working in nursing home and 
home health settings (e.g., Decker et al., 2009; Sengupta et 
al., 2010; 2012); however, a major strength of this study 
is the use of a nationally representative sample that allows 
assessing, for the first time, residential care communities 
and personal care aides nationally and across geographical 
regions. Therefore, findings from this study can help fill a gap 
in the literature on direct service workers. With the growth in 
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aging and disabled populations, there will be a greater need 
for personal care aides in general and in residential care 
communities in particular; residential care communities are 
increasingly becoming an important source of care for these 
populations. Findings from this study identify an interesting 
association between the array of services provided by and 
benefits offered to personal care aides in residential care 
communities with different characteristics. Other studies 
have found aide turnover is a major concern among 
long-term care providers, and that there is an association 
between satisfaction with job benefits and job satisfaction 
among personal care aides (Castle, Engberg, Andersen, & 
Men, 2007; Decker et al., 2009).

DISCLAIMER

The findings and conclusions in this article are those of the 
authors and do not necessarily represent the Centers for 
Disease Control and Prevention’s views. 

© 2016 National Investment Center for Seniors Housing 
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