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Private Equity’s Impact on Home Care Workers and Patients in  

New York State 

EXECUTIVE SUMMARY 
Our research addresses a particular form of financialization: private equity (PE)’s growing financial 

dealmaking in home care, with a focus on the personal care side of the industry. This report 

examines the working conditions of home care workers at five PE-owned agencies in New York 

State and the implications of the financial and management practices for workers’ job quality, 

wellbeing, and ability to provide quality care. 

This report is part of a broader research project exploring financialization and structural racism 

in home care and complements our first report, Private Equity Pathways into Home Care: The 

Case of New York State, published in June 2026. The first report traced private equity’s growing 

footprint in New York State home care and showed how low pay and poor working conditions at 

PE-backed home care agencies are enabled by weak federal and state health and labor 

regulations, insufficient oversight, and opaque public and private payment systems. This creates 

favorable conditions for private equity and other financial actors to extract wealth from the home 

care system, in great part by perpetuating the exploitation of the long-devalued workforce made 

up predominantly of women of color. 

To explore what this looks like in practice, this report presents the findings from a study of 

working conditions at five PE-owned home care agencies in New York State. Our analysis of 

the interviews conducted with 40 home care workers and key informants revealed consistent 

patterns across agencies: 

Ø Private equity perpetuates poor wages and working conditions for home care workers, 

taking advantage of the existing business models of for-profit home care agencies that 

depend on workforce exploitation. The problems that persisted both before and during 

private equity ownership included the following: 

o Home care workers’ already low wages were compounded by different forms of 

uncompensated work, wage theft, and payroll errors. 

o Unstable schedules and insufficient hours per week exacerbated home care 

workers’ financial insecurity and uncertainty. 

o The nature and quality of benefits varied greatly—from no employment benefits 

that workers were aware of, to high-quality benefits at the one unionized home 

care agency included in the study. 
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o Management routinely neglected its responsibility to provide the support that 

workers needed to do their jobs well. Managerial neglect or incompetence 

manifested itself in two ways: severely deficient communication and 

coordination channels between management, workers, and clients; and 

agencies’ failure to respond to workers’ complaints about harassment and/or 

discrimination.  

o Lack of access to agency staff often meant worse care for clients: agencies failed 

to adequately and accurately communicate the care needs of new clients, 

leaving workers to arrive with unclear, insufficient, and sometimes incorrect 

information about the client’s condition or care plan. 

Ø Under private equity ownership, agencies often implemented new technologies 

designed to automate administrative processes and streamline worker-client 

coordination and communication with management. This increased automation and use 

of technology depersonalized workers’ and clients’ experiences, exacerbated the 

problems with managerial negligence described above, and undermined workers’ 

ability to provide quality care to clients. 

Ø Our research also surfaced other financial actors—especially managed care 

organizations—whose actions appear to negatively affect job quality and standards of 

care. 

Fixing the home care system requires bold action. Our recommendations include those that are 

specific to private equity practices, while some focus on addressing the general, pervasive 

devaluation of home care work that enables financial actors to reap profits at the expense of 

home care workers. But enacting our recommendations starts by changing the narrative 

surrounding home care—from a job that is viewed as unskilled labor that can be cheaply 

obtained to recognizing and respecting home care work as professional work, deserving of the 

full set of benefits, quality wages, and labor and social protections that professional work is 

accorded. To achieve this, we recommend: 

Enforce and Expand Home Care Worker Rights, Protections, Representation, and Participation: 

● Enact and fully fund a living wage; fund oversight and enforcement 

● Convene a state task force to establish sustainable benefits and hours for home care 

workers 

● Protect workers’ right to organize and unionize 

● Strengthen support and safety for home care workers 

● Require agencies to provide in-person training at regular intervals 
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● Enforce existing laws and regulations; demand transparency and accountability 

● Foster the development of mission-driven and non-profit home care agencies 

Health System Policies Must Support Care Workers and De-financialize Care: 

● Curb extraction of public dollars for private profits 

● Make home care funding more equitable 
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I. INTRODUCTION 
Home-based long-term care for seniors and people with disabilities is a cornerstone of our 

nation’s care infrastructure, and it will become even more important in the coming years. 

Decades of advocacy efforts for the rights of older people and those with disabilities to live at 

home, coupled with federal and state Medicaid cost containment strategies, have led many more 

people to receive care at home. The overwhelming source of funding for home care comes from 

federal and state Medicaid dollars that are administered by the states. And as the government 

has increasingly shifted funding to home- and community-based services, they have become an 

attractive target for financial actors seeking new arenas for extracting profit. 

“Financialization” refers to the heightened use of financial strategies, calculations, and actions 

designed to extract wealth from the companies owned by private equity (PE) and other financial 

actors.1 As part of the growing privatization and subsequent financialization of the healthcare 

sector broadly, private equity firms have been engaging in financial dealmaking in healthcare for 

more than 30 years, with a sharp acceleration since 2010.2 From hospitals, physician practices, 

and outpatient services, to nursing homes and hospice care, private equity has expanded its 

ownership of services across the continuum of care. Over the past 15 years, private equity has 

accelerated its reach into home-based care. 

The extensive demand for home care and resulting growth of the industry has led to an attendant 

expansion of the workforce, with home care now including some of the fastest-growing 

occupations nationwide. And yet this workforce was—and continues to be—made up 

disproportionately of women of color and immigrants who labor under strenuous working 

conditions with low pay, few to no benefits, and limited labor rights. It grows out of a legacy of 

slavery and post–Civil War emancipation, when African American women continued to care for 

white families for low pay and no social or labor protections. That legacy informs the socially 

constructed racial and gendered policies, regulations, and normative practices of today, shaping 

who does what jobs and under what conditions.3 It helps explain not only the modern gendered 

division of labor, but why women of color are still more likely than other groups to hold low-

wage home care jobs that are physically and emotionally demanding and feature limited 

benefits, job insecurity, and irregular and often insufficient hours. 

The current report addresses a particular form of financialization: private equity’s growing 

financial dealmaking in home care, with a focus on the personal care side of the industry (see 

box on page 14 for more on different forms of home-based care). A substantial body of research 

has examined the presence and impact of private equity in hospitals, physicians’ practices, and 

skilled nursing facilities, interrogating whether the PE model comports with the goals and ethics 
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of healthcare delivery and documenting negative effects on the quality of care, access to care, 

and healthcare costs. Much less research traces the implications of private equity’s growing 

footprint in the home care sector. Here, our research focuses specific attention on how private 

equity shapes the working conditions of frontline home care workers, who are predominantly 

women of color. While discussion of private equity’s impact often centers on patients or care 

recipients, drawing out the implications for workers is important both from a moral standpoint 

and because the quality of jobs—in terms of staffing levels, training, pay, and other incentives—

often determines care quality. Because labor is the largest operating cost in healthcare, private 

equity often targets cuts in labor costs to boost profit margins. Yet adequate staffing, training, 

and support of workers is vital for ensuring high-quality care. Our research therefore also 

examines important questions about how working conditions affect home care workers’ ability 

to provide quality care. 

This report examines the working conditions of home care workers at PE-owned agencies in New 

York State and the implications of the financial and management practices for workers’ job 

quality, wellbeing, and ability to provide quality care. This report is part of a broader research 

project on financialization in home care4 and complements our first report, Private Equity 

Pathways into Home Care: The Case of New York State, published in June 2026, which traced 

private equity’s growing footprint in New York State home care and the policy landscape that 

has enabled financialization.5 Indeed, the working conditions this report reveals at PE-owned 

agencies—including low pay, poor working conditions, and managerial negligence—are 

enabled by weak federal and state health and labor regulations, insufficient oversight, and 

opaque public and private payment systems. These create favorable conditions for private equity 

(and other financial actors) to extract wealth from the home care system, in great part by 

perpetuating the exploitation of the long-devalued workforce made up predominantly of women 

of color.   

We chose New York State as a case study because it has experienced substantial private equity 

activity due to its total and per capita Medicaid spending on home care services, which is one of 

the highest in the country. Moreover, the question of private equity’s impact in New York State 

home care has become more urgent since 2025, when Governor Kathy Hochul drove the 

restructuring of the New York State Medicaid Consumer Directed Personal Assistance Program 

(CDPAP). Through this restructuring, a PE-owned company took over administration of the 

program, which accounted for roughly half of the Medicaid dollars going to home care in the 

state. 
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The research findings in this report are based on 40 semi-structured interviews with home care 

workers at five PE-owned home care agencies in New York City and in the Buffalo-Rochester 

region and key informants representing unions, worker centers, industry insiders, and 

academics who have conducted research into financialization and healthcare (see Appendix A 

for more detail on our methodology). Our analysis allows us to draw out the broader 

implications of the findings and propose recommendations for addressing profiteering in 

publicly financed home care. 
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II. BACKGROUND 
Home-based long-term care for seniors and people with disabilities has become a central focal 

point in discussions around the national “care crisis”—a crisis that refers to sharply rising demand 

for this care while there are persistent shortages in the care workforce. The demand for long-

term care has risen rapidly as the population has aged, life spans are longer, people prefer to 

age in place, and rights for people with disabilities to be cared for at home have expanded. 

Home care plays a critical role in meeting people’s basic needs and surfacing health issues before 

they become more acute and costly while preventing unnecessary or excessively long nursing 

home and skilled nursing facility stays. Due to this rising demand, home care includes some of 

the fastest-growing occupations in the economy. 

Home care should arguably be treated as one of the most important collective goods in our 

society. Yet reality falls far short of this ideal. Like other segments of the care economy, home 

care has long been dismissed as women’s work and often as “not real work.” In addition, 

structural racism helps explain why women of color are concentrated in home care jobs and why 

policymakers underinvest in supporting home care labor. The meagerness of Medicaid 

reimbursement rates for home care contributes to keeping home care workers’ wages stubbornly 

low and, in turn, to serious workforce shortages around the country. As in other domains of social 

policy, racism shapes a deep set of inequities and helps to explain why people from a variety of 

backgrounds are unable to access the social services they need. 

Financialization, structural racism, and home care 

We use “financialization” to refer to the heightened use of financial strategies, calculations, and 
actions designed to extract wealth from the companies owned by private equity and other financial 
actors.6 Given the long-standing role that structural racism has played in driving health inequities 
and occupational segregation in the United States, there is a need to understand how a financially 
driven healthcare system can entrench and perpetuate structural racism. Structural racism refers to 
the ways racism is produced and reproduced by laws, rules, practices, and norms within 
government and within our social, cultural, and economic system.7 

Our focus on the home care industry is motivated by the aim of understanding how financialization 
interacts with the laws, rules, regulations, and normative practices shaped by racism to affect a 
workforce that is disproportionately made up of women, people of color, and immigrants. 
Structural racism and sexism have fundamentally shaped who does home care work in the United 
States and under what conditions.8 Home care workers perform physically and emotionally 
demanding labor, yet they endure low pay, job insecurity, irregular hours, and limited access to 
labor and social protections. The ascent of new financial actors—primarily private equity firms and 
insurance conglomerates, alongside other types of financial actors—into healthcare generally and 



                                                                             

12 

 

increasingly into home care specifically—has raised the specter of poor working conditions and 
low pay even further and raises questions about the attendant impact on the quality of care. 

 

Private Equity in Healthcare 

Between 2010 and 2020, private equity deals in the healthcare sector—including hospitals, 

nursing homes, clinical and outpatient services, medical groups, pharmaceuticals, hospices, 

home health, and others—totaled $750 billion. That level of activity has continued in the current 

decade, with 2025 the second-highest year on record for private equity deals in healthcare.9    

In healthcare as in other sectors, PE firms generally acquire healthcare companies through 

“leveraged buyouts” that are heavily debt financed (see box below for a brief snapshot of how 

the PE model works). Private equity has been at the forefront of merger and acquisition (M&A) 

activity in healthcare, often leading to consolidation across different companies and segments. 

While PE firms tout the efficiencies and economies of scale enabled by such consolidation, a 

growing number of critics argue that the resulting concentration of market power enables 

anticompetitive behavior.10 In physician practices and other parts of the healthcare sector, PE 

ownership has been associated with higher prices for consumers.11  

How the private equity model works12 

The private equity business model centers on the leveraged buyout (LBO)—the use of significant 
debt (leverage) to buy a company in order to extract wealth through the management and sale 
of that company, promising investors outsized returns on a relatively short timeline.13 To make 
such acquisitions, PE firms sponsor investment funds that raise capital from investors (“limited 
partners”), who may be institutional investors (such as pension funds, endowments, sovereign 
wealth funds) and/or wealthy individuals. Most of the capital invested in the PE fund (typically 
98%) comes from these limited partners, while the “general partner”—a committee of partners 
and principals from the PE firm—usually provides only 2% of the equity. The general partner 
makes decisions about which companies the fund will buy and then acquires companies through 
an LBO. In an LBO, high levels of debt—often 70% of the purchase price—are used to acquire a 
company, using that company’s assets as collateral for the debt; the remaining 30% is paid in 
equity from the investment fund. The acquired portfolio company then becomes responsible for 
paying back this debt.  

The promise to yield high returns for investors on a short timeline creates incentives for PE firms 
to take significant risks, including the extensive use of debt. However, these risks are mainly 
borne by their portfolio companies and investors, while PE firms are largely shielded. PE firms 
generally seek to hold on to acquisitions for only four to seven years, before exiting through sale 
of the portfolio company to another company or PE firm (the latter being termed a “secondary 
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buyout”); through an initial public offering (IPO) on the stock exchange; or by “spinning off” a 
company into a separate business entity. Upon sale of the portfolio company, PE firms generally 
take “carried interest” that amounts to 20% of the profits above a certain threshold of return.14 
The short timeline of PE ownership—along with the fact that most of the capital they deploy is 
not their own—can motivate PE firms to pursue strategies that undermine the long-term stability 
and performance of portfolio companies.  

Private-equity-backed LBOs are distinct from other types of private capital investment in that 
they generally entail the PE firm(s) taking full ownership or a majority stake in their portfolio 
companies, which provides a high level of control over company operations and an ability to 
more directly shape strategies for boosting short-term profit. This can entail placing principals of 
the PE firm on the portfolio company’s board of directors, hiring and firing the CEO and other 
executives, and driving plans for restructuring operations including site closures and layoffs. 
Leaders at PE firms often promise substantial performance-based pay incentives to top 
management of portfolio companies if they meet the firm’s targets, and frequently replace these 
managers if the targets are not met.15  

Private equity owners extract financial gain through operational changes that cut costs or 
increase the valuation of their portfolio companies (and thereby boost their profit upon exit) and 
financial engineering strategies. Financial engineering includes not only excessive use of debt in 
buyouts but dividend recapitalizations (loading more debt onto a company and using that for PE 
dividends), asset sales, and fees assessed on investors and portfolio companies.16 

 

Private equity’s penchant for consolidation combined with its focus on earning short-term profits 

has also been linked to a variety of adverse consequences for care access and quality. While 

leaders of PE firms point to their ability to make needed capital investments, little research 

supports this assertion. In fact, research shows that PE firms disinvest in companies they own by 

failing to invest in infrastructure maintenance or the skills and training of the workforce.17 

Moreover, the short time horizon of PE ownership—and the overriding orientation around 

financial gain—have been shown to introduce greater instability into health systems, leading to 

disproportionately higher levels of bankruptcies and closures and substantially lower staffing 

levels and patient care.18 These include rural hospitals and “safety net” hospitals in urban 

communities of color where communities are already underserved.19 In nursing homes, the most 

comprehensive econometric study showed that for-profit nursing homes that were taken over by 

private equity had substantially lower nurse staffing levels and 50% higher use of anti-psychotic 

drugs. This led to a 10% higher mortality rate (22,500 lives) over a 12-year period, along with an 

11% increase in patient expenditures.20 In hospitals, a recent Harvard academic study found that 

compared to for-profit hospitals, those acquired by private equity had a 25.4% increase in 
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hospital-acquired conditions, a 27.3% increase in falls, and a 37.7% increase in associated 

bloodstream infections.21  

Though workers are usually not the focal point in research around private equity’s growing 

presence and impact in the healthcare sector, evidence shows they are negatively affected in 

many ways. Understaffing in healthcare is widespread, but it is far worse in PE-owned entities, as 

noted in the studies above. Excessive cuts to staffing levels is a primary PE strategy, and 

understaffing leads to higher rates of workplace injuries, workplace violence, and quit rates.22 

Moreover, the higher financial distress and bankruptcy rates in PE-owned facilities lead to higher 

rates of job and income loss for workers.  

Taking Stock of Private Equity in Home Care 

At first glance, home care may appear to be an unattractive target for private equity buyouts. 

Home care workers perform individualized services across dispersed client homes. Thus, short of 

radical automation, staffing cuts are not practicable in home care to the same degree that they 

are in institution-based settings, removing a key channel through which PE firms have cut costs 

and extracted wealth elsewhere. And as noted earlier, Medicaid-funded personal care services 

have low reimbursement rates, which should limit the financial attractiveness of this sector.   

How home-based care works in New York State 

New York’s home-based care system touches many lives. Across different programs, 
hundreds of thousands of people receive home-based care through the publicly funded 
system.  
 

Home-based care consists of two types of services with different sources of government 
funding: home care and home health care.  
 

1) Home care services, also referred to as personal care services—our focus in this 
report—are a form of long-term care for individuals who need assistance with 
activities of daily living (ADLs) such as bathing, dressing, grooming, and mobility. 
Medicaid can cover the cost of home care for eligible beneficiaries, who can select 
their own caregiver (who may be a friend or family member) through a consumer-
directed program or have home care aides assigned to them through a licensed home 
care agency. Those ineligible for Medicaid must pay out of pocket or through private 
long-term-care insurance.  
 

2) Home health care, on the other hand, is the provision of specialized medical care in 
the home (e.g., by a registered nurse or an occupational, physical, or speech 
therapist). This type of care is usually short term and prescribed by a doctor. Home 
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healthcare is delivered through certified home health agencies and paid for by 
Medicare parts A and B. Medicare Advantage plans also cover home healthcare, 
though coverage may differ depending on the state. 

 
Medicaid beneficiaries in New York can obtain home care services through two main options: 
through the agency model, where a private agency—a licensed home care services agency 
(LHCSA)—assigns an aide to the beneficiary from the agency’s pool of home care employees, 
or through the Consumer Directed Personal Assistance Program (CDPAP), where the 
Medicaid beneficiary is responsible for selecting, hiring, and training the aide, with payroll 
and enrollment supported by a fiscal intermediary; through CDPAP, care recipients may 
select a family member or friend to be their caregiver.23 Our study focuses on the private 
agency model, which covers roughly half of Medicaid home care services in New York State. 

 

Still, the data show that PE firms have been rapidly increasing their footprint in the home-based 

care sector. Over the past 15 years, PE firms have substantially expanded their activity both in 

home health care (where the provision of specialized medical care results in relatively high 

reimbursement rates from Medicare) as well as home care (non-medical personal care services).24 

After years of heavy spending on acquisitions in the home care industry—almost $70 billion since 

2020—private equity firms now own some of the largest companies in that sector.25 Americans 

for Financial Reform (AFR) estimated that approximately 10% of the home health and home care 

sector in the United States was PE-backed as of 2025.26  

Several factors may be driving private equity’s interest in home-based care. The demand for 

home-based care is growing rapidly, and yet it remains virtually unregulated when compared 

with other healthcare segments, including nursing homes.27 Home-based care has also 

historically been a fragmented market, presenting an attractive opportunity for private equity to 

drive consolidation through their “platform and add-on” strategy, which entails PE firms buying 

an initial home care business that becomes the platform for acquiring a series of additional 

businesses to add on—leading to large national chains.28 Such consolidation enables private 

equity to attain concentrated market power, have better access to debt, dramatically cut costs 

on administrative and HR functions, and sell the company for profits that are greater than the 

sum of its parts.29 Some reports suggest that financial actors have come to view the personal care 

side of home-based care as potentially less risky than home health care because annual Medicare 

rate changes for home health, as set by the Centers for Medicare & Medicaid Services (CMS), 

introduce significant economic uncertainty.30 
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A snapshot of the New York home care workforce 

In line with patterns of demand, job titles in home-based care—including home health aides (HHAs) 
and personal care aides (PCAs)—constitute the largest and fastest-growing occupational category 
in the state. In 2023, New York State had 566,160 home health aides and personal care aides—a 
number projected to increase by nearly 200,000 new jobs by 2030.31 Women of color make up the 
vast majority of the workforce. Among home care workers in New York, 87% were women and 81% 
were people of color (including 31% Hispanic/Latine, 27% Black or African American, 18% Asian or 
Pacific Islander, and 5% “other” race/ethnicity). Immigrants are also disproportionately represented 
in the workforce, with 66% of home care workers in New York being foreign-born (including 37% 
U.S. citizens by naturalization and 29% not U.S. citizens).32  

Home care work is archetypically precarious. New York home care workers generally experience 
more economic hardship than in many other states, as PHI ranks it 31st out of 51 on its economic 
index of direct care workers.33 They found median annual earnings for home care workers in New 
York in 2023 was $25,738, with 33% in low-income households, 46% housing cost burdened, 39% 
in or near poverty, and 61% relying on some social assistance.34 In New York City, the comptroller 
reports that in 2021, home health aides averaged $25,000 and personal care aides $23,000 
annually, when the median income of non-care workers was $51,000; 18% of all direct care workers 
were in households at or below 100% of the federal poverty line, compared to 9% of non-care 
workers.35 

 

While reimbursement rates are lower for home care (personal care) services, Medicaid funding 

provides a steady, predictable revenue stream that PE firms depend on to help service the debt 

they load on their companies. Large PE-owned chains also generally provide both home health 

care and home care services, giving them access to multiple revenue streams (Medicaid and 

Medicare) and reflecting a strategy of providing services across the “care continuum.”36 Despite 

the challenges posed by the home-based care market, such consolidation may enable PE firms 

to extract profit by streamlining administrative functions and finding ways to leverage their 

market dominance.  

In New York, increased market penetration by private equity follows a larger privatizing push: 

since the 1970s, the government has been contracting out publicly run home care programs to 

private agencies. This trend has led to the separation of the home care workforce, made up 

disproportionately of women of color, from the benefits and protections of those classified as 

public sector employees.37 This reflects a decades-long national trend of increasing privatization 

within the publicly funded home care system, opening the door for private equity and other 

financial actors to move into the industry. Public funding for home care comes from a mix of 

federal, state, and local sources, with substantial variation across different states. Management 
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and administration is also divided across different levels of government, with state officials 

generally playing a large role in establishing benefits levels, eligibility criteria, and provider pay 

rates within the parameters established by the federal government. With home- and community-

based services viewed as a less costly alternative to institutionally based forms of long-term care, 

many policymakers have regarded privatization as a tool for advancing efficiency and cost 

containment at two levels: the administration of home care programs at the state level, and the 

management and delivery of home care services on the ground. 

Private equity in NYS home care: Overview of findings from our first report 

The first report published for this research project examined private equity’s growing footprint in 
New York State’s home care industry over the past decade and traced the federal and state policy 
landscape that has enabled this financialization.38 Key findings from the first report contextualize 
the qualitative research findings in this second report. 

As in other states, much of private equity’s growing market share in New York has come about 
through the consolidation of existing private for-profit agencies into multistate PE-backed chains.39 
Among the largest national home care chains that are backed by private equity, many currently 
operate agencies in New York. Private equity activity in New York State home care has accelerated 
over the past decade, with PE firms engaging in a steady clip of deals including leveraged buyouts 
of home care agencies, growth investments, and financial engineering such as dividend 
recapitalizations used to pay themselves and their investors dividends and/or to buy out additional 
agencies.  

Our analysis found that PE ownership drives frequent ownership changes and leadership churn, 
with PE-owned home care agencies operating in New York State being sold every five years, on 
average. From 2016 to 2025, the largest number of private equity exits in New York State home 
care were secondary buyouts, reflecting a pattern of PE firms buying and selling companies to each 
other. Even when PE firms do not flip their companies to peers, they often sell to other financial 
actors, like national chains owned by large Medicare Advantage insurers such as 
Optum/UnitedHealth Group and Humana/CenterWell. 

Our analysis of 2022 cost report data submitted by agencies to the NYS Department of Health 
indicate that PE-backed agencies received more than 7.6% of the Medicaid home care revenue 
reported by home care providers in that year—a figure that undercounts private equity’s true 
market presence as it excludes some PE-backed agencies that provided incomplete cost report 
data or no data at all.40  

Private equity’s footprint in New York State home care grew dramatically in 2025, after Governor 
Kathy Hochul drove the controversial restructuring of the state’s Consumer Directed Personal 
Assistance Program (CDPAP), touting the change as a way to curb increased Medicaid home care 
spending.41 The change transferred administration of this Medicaid home care program—which 
accounted for over 50% of personal care services delivered in New York that year42—from hundreds 
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of companies and non-profit organizations serving as fiscal intermediaries to a single, statewide 
fiscal intermediary: PE-owned Public Partnerships LLC (PPL). State lawmakers held a public hearing 
that identified a range of serious problems that emerged in the transition, including caregivers who 
went without pay or were paid incorrectly, limited health coverage for workers, and procurement 
irregularities. In late June 2026, PPL faced a class-action lawsuit alleging it had systematically 
underpaid home care workers and failed to provide adequate health insurance, settling the case 
for $162 million.43 Possibly the largest wage-and-hour class-action settlement in New York’s history, 
the settlement will be paid out to approximately 200,000 home care workers.44 

Private equity firms’ drive to generate outsized profits as quickly as possible raises concerns about 
cost-cutting measures that diminish care quality, job quality, and compliance with regulations, as 
reflected in the PPL example. As detailed in our first report, PE-backed home care agencies in New 
York State and across national chains have been penalized for harmful practices—including wage 
theft, fraud, and serious safety violations. New York’s home care industry is rife with labor and 
compliance violations, including rampant wage theft that puts the industry among the worst 
violators in New York City and the state. Some PE firms have also acquired New York State-based 
agencies with records of labor violations and fraud, raising concerns about the implications for 
driving down standards in the industry.  

Turning to the policy landscape, our first report revealed how weak federal and state health and 
labor regulations, as well as opaque public and private payment systems, have created favorable 
conditions for financial actors including private equity to extract wealth from the home care system. 

Nationally, Medicaid has shifted away from institutional care and toward home- and community-
based services to uphold the rights and preferences of aging and disabled people and to control 
budgets. Yet the cost-cutting and deregulation that accompanied this transition compounded 
existing racialized and gendered labor inequities for long-term care workers. In New York State, 
Medicaid contracted with private insurers (managed care organizations) to control spending, which 
has reduced transparency and accountability, created incentives for cutting services and reducing 
the payments directed toward home care providers, and enabled public dollars to flow to financial 
intermediaries. 

There is no uniform federal regulatory framework for home care, which leaves regulation largely to 
states. While New York has more regulation to cover home care workers than many states, we 
found that it still falls short of sufficiently safeguarding workers and improving transparency and 
accountability. Labor policy and regulations for home care in New York are often undermined by 
the persistent drive to control spending, resulting in the ongoing exploitation of a workforce with 
historically poor wages and working conditions. 

 

III. THE IMPACT OF PRIVATE EQUITY IN NYS HOME CARE 
Our findings for this report are primarily based on interviews with 40 home care workers and key 
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informants. Two-thirds of the home care workers were women, and almost all identified as Black 

or Hispanic/Latine (see Appendix A for more details on our methodology, including a 

demographic breakdown of our sample). The home care aides worked at five private-equity-

owned home care agencies in New York State (five locations in New York City and two locations 

in Buffalo-Rochester). One-third of the interviewees had worked at the agency both before and 

after it was acquired by private equity. Our key informants included scholars of private equity 

and healthcare, researchers with expertise in home care, union leaders from healthcare unions, 

a private equity consultant, state government officials, a former director at a home care company 

acquired by a venture-capital-backed company, and a CEO of a mission-driven home care 

agency in New York. We also met four times with our advisory board of experts in home care 

and financialization to gain insights and to interpret our ongoing findings (see Appendix A for 

methodology). 

Home care workers reported quite consistent patterns across the PE-owned non-union agencies. 

First, after PE firms bought out the agency, they perpetuated the already poor wages and 

working conditions that workers experienced. While PE firms often promise their investments will 

improve conditions and patient outcomes, we found that instead private equity perpetuates the 

existing business models of for-profit home care agencies that depend on workforce 

exploitation.  

Second, the new PE owners often intensified or exacerbated existing problems by introducing 

technologies designed to automate administrative processes and streamline worker-client 

coordination and communication with management. But these new technologies further 

undermined the working conditions, replacing human interaction with automated systems that 

sacrificed depth and quality of interactions in the name of efficiency. This had serious implications 

not only for the working conditions and wellbeing of home care workers, but also for the quality 

of care they were able to provide.  

Our research also surfaced other financial actors—especially managed care organizations—

whose actions appear to negatively affect job quality and standards of care. 

 

How Private Equity Perpetuates Workforce Exploitation 

A large body of research has consistently shown that home care workers contend with low wages 

and poor working conditions. The median hourly wage for home care workers in New York was 

$18.26 in 2024, with median annual earnings of $25,738 in 2023.45 Working in a weakly regulated 

labor market with limited oversight, they are susceptible to widespread wage theft—when 
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employers fail to pay the wages legally owed—and other violations.46 Home care workers endure 

unstable work schedules, with low hours and little job security—nearly half of all home care 

workers nationally (and in New York State) work fewer than 35 hours per week, and nearly 20% 

are employed for only part of the year.47 While home care workers are hired by an agency that is 

responsible for training aides, scheduling care shifts, and overseeing care,48 they are often on 

their own in their daily work. The agency assigns them to clients who require care, and the aides 

then travel to private homes to provide care, organizing their own travel from one client to 

another. With private homes as their workplace, home care aides are vulnerable to harassment 

and abuse—including verbal aggression, physical assault, and sexual harassment—and often 

with no recourse.49  

The impact of private equity is likely to be more muted in this context of low wages, poor working 

conditions, and limited oversight, as noted by labor relations scholar Rosemary Batt. In fact, low 

job quality standards and weak regulation are factors that attract private equity or other financial 

actors in the first place, according to other studies in autism and mental health services.50 In one 

example highlighted in our first report, the PE-backed chain Help at Home acquired two home 

care agencies in New York State that were subsequently found to have perpetrated a years-long 

fraudulent scheme to cheat thousands of workers out of millions of dollars in wages.51 In both 

home care and nursing homes, several key informants had observed similarly poor working 

conditions at “ordinary” for-profit companies and PE-owned companies.  

Home care workers in our study emphasized three management and labor practices that 

undermined their working conditions and ability to provide decent care: excessively low wages, 

wage theft, and virtually no benefits; managerial negligence; and unsustainable work hours.  

Low wages, wage the,, and economic insecurity  
Excessively low wages, limited-to-no benefits, and wage theft are persistent problems at home 

care agencies in New York State. Workers we interviewed confirmed that this occurred both 

before and after private equity acquisitions. Respondents widely reported feeling economically 

insecure due to factors including low wages, wage theft, few or no benefits, and insufficient and 

unstable hours (as discussed below). Respondents reported earning between $17.50 and $22.00 

per hour, with the typical wage between $18.00 and $19.00 per hour. This is at or near the 

minimum wage for home care workers at the time of the study (April 2025 to March 2026). The 

minimum hourly wage for home care workers rose from $19.10 in 2025 to $19.65 in 2026 in New 

York City, Long Island, and Westchester, and from $18.10 in 2025 to $18.65 in 2026 in the 

remainder of New York State.52  
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Across the board, respondents felt their hourly wages were sharply inadequate to meet their 

needs, especially given the importance and demanding nature of their work, unpredictable 

hours, and the high costs of living. Despite their dedication to the work and their commitment 

to providing good care, they felt their employers did not value them or their work.  

Their already low wages were compounded by different forms of uncompensated work, wage 

theft, and payroll errors—issues that have been widely documented in the literature on home 

care.53 Respondents described how care obligations frequently led them to work beyond 

scheduled hours without being paid. This often happened when doctors appointments ran 

longer than expected. Or in emergencies, workers used their own money to make sure patients 

were taken care of: 

“No, we don't get paid if we come in early, if we stay late—we don't get paid. [...] One time, 
I was stuck with a patient at the laundromat… She was in a wheelchair. She was going to wash 
her laundry. The time went over, and I called [my agency], and I asked them. They're like, 
‘You have to leave her there. Leave the bags there, and you have to be dismissed.’ I said, ‘I 
can't leave her here! Who is going to take her home?’ So I used my own money. We had to 
catch a cab, a van cab, and I had to load the van cab up with her in it, and I was like, what? 
And then [my agency] says, ‘Well, you did that on your own. You cannot get paid for that.’ So 
I was like, okay. So, I just had to accept it.” (Agency C:24)  

Respondents described instances of wage theft, when they were not paid the wages they were 

owed due to administrative errors, technology glitches, or the agency’s failure to pay promised 

wage supplements. Some respondents pointed to recurring problems when their hours worked 

were incorrectly logged, due to the agency’s flawed new technologies or apps. Workers lost 

hours of their own time trying to resolve payment problems, often without success. They 

described repeated calls that went nowhere and a lack of accountability among agency 

representatives:  

“The payroll said they don't have nothing to do with that, to call the supervisor. They keep 
switching me to different supervisor, different department, different people, so it's like, it's a 
joke, it's a mess, they got a mess there. They don't—I don't even know who I am speaking 
to. At the end of the day, said they're gonna call me back, [but] they never call me back.” 
(Agency C:14) 

In other cases, workers noted that employers’ promises to provide bonuses or compensation for 

completing a training never materialized. They also said they had to pay out of pocket for 

supplies such as gloves, masks, uniforms, and cleaning supplies that should have been provided 

by the agency.   
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In addition to low wages, uncompensated work, and wage theft, workers said that unstable 

schedules exacerbated their financial insecurity and uncertainty. They noted how unpredictable 

situations with clients could lead them to suddenly lose work, such as when a client was admitted 

to the hospital—which could lead to long periods with fewer hours that cut deeply into their 

weekly pay.   

Most workers we interviewed said they had few or no employment benefits that they were aware 

of. Here, the unionized home care workers had a substantial advantage. They reported an 

extensive array of benefits including paid time off, health insurance, contributions to a retirement 

plan, and a points system for cash bonuses. While some respondents at other agencies also 

reported having some benefits (paid time off, holiday pay, or health insurance), the level of those 

benefits and their access to them was uneven. Across the sample of workers, access to benefits 

depended on working a minimum number of hours per week, which our respondents often did 

not meet.54  

Paid time off (PTO) is a highly prized benefit for home care workers who are often the primary 

caregivers for their own families. But it was a source of confusion for many workers we 

interviewed. Some were not sure if they had it or not, while others knew they had it but did not 

know how many days per year or whether it was specifically vacation days or paid sick leave. For 

those who both knew they received PTO and could use it when they wanted, it never amounted 

to more than 40 hours per year. Others knew exactly how much PTO they had but said that the 

agency put up barriers to gaining access to it through arbitrary rules about when it could be used 

or how far in advance workers needed to request it. 

“[My agency] don't allow us to do that [call in on the same day to ask for leave]. They don't 
allow us to take off days for funerals. They don't allow us to take off days for emergencies, 
like if we have sick children. I don't have children, but I have friends that work for [my agency] 
that have children that was sick… you get written up for those. That's what they do. They'll 
write you up.” (Agency C:24)  

One worker who reported having no PTO said that if they needed time off for any reason, “You 

just forfeit that pay” (Agency C:05). Others sometimes used PTO to maintain some of their 

income when a shift fell through or when a patient was admitted to a hospital and/or a 

rehabilitation facility, as the agencies did not cover the hours lost.  

“Yeah because honestly when that happens, we can either miss a whole day or we gotta use 
our PTO. I feel like that's the downside of it, like when [clients] have [to be admitted to the] 
hospital, I feel like the aides should be covered by something because it’s not due to the aide 
not going in, but because of certain life [events out of our control].” (Agency E:25) 
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Due to their very low incomes, home care workers often are eligible for Medicaid, and this is how 

a majority of respondents received health insurance coverage regardless of whether their agency 

provided an option. Most respondents were unsure if their agency offered a retirement plan. 

Managerial negligence 
While workers said their low wages, wage theft, and economic insecurity made them feel 

devalued, irresponsible management at these private-equity-owned agencies further 

undermined their daily work life. They felt that management routinely neglected its responsibility 

to provide the support they needed to do their jobs. They felt “left out on [their] own,” as one 

respondent put it—in ways that affected their own wellbeing and safety and the quality of care 

they were able to provide. Managerial neglect or incompetence manifested itself in two ways: 

severely deficient communication and coordination channels between management, workers, 

and clients; and a failure to respond to harassment and/or discrimination. These problems were 

documented at almost all agency locations and persisted under private equity ownership. 

Many workers we interviewed said they simply could not reach managers and staff in their own 

agencies—whether it was with payroll, HR, schedulers, or supervisors. Lack of access to agency 

staff often meant worse care for clients: agencies failed to adequately and accurately 

communicate the care needs of new clients, leaving the workers to arrive with unclear, 

insufficient, and sometimes incorrect information about the client’s condition or care plan. One 

worker said her agency failed to inform her that a new client was a monolingual Spanish speaker 

and noted this was part of a larger pattern of neglect:  

“[I was sent to a] patient and I realized that she doesn't speak English, just Spanish, and I 
wasn't aware prior to that, and it was a really difficult situation because the language barrier 
was like a major factor. We just couldn't communicate properly. I did navigate my way 
through, but then it wasn't as easy as it should have been. If I was told prior to that, that she 
speaks Spanish… so you know, those things happen sometimes. I feel like I don't get enough 
information on patients to help them properly.” (Agency D:23) 

Agencies’ neglect or disregard of patients’ specific care needs also put workers and clients at 

risk, according to workers’ accounts. For example, workers were assigned to patients who 

required care that fell outside of their certification.  

“I had a patient one time, she was bed-bound and she had a catheter in her, and I know that's 
not in my job description, under no circumstances [can I perform that task]. So she's looking 
at me and I'm looking at her like I can't do it, it's not in my job description.” (Agency E:26)  

When confronted with clients who required care they were not licensed to provide, workers 

would try calling the main office to get clarification or to request a licensed nurse to complete 
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the required task. Too often, however, they were put on hold, or the requested support never 

arrived. 

Workers we interviewed recounted many similar scenarios in which they called the agency for 

support when a patient’s condition worsened or required specialized care, but the agency did 

not respond or send staff qualified to address specific client needs. These situations compelled 

workers to either take the risk of doing a task they were not licensed to do or to leave at the end 

of their shift despite the patient requiring additional care. If a family member was not present to 

perform a needed task, some respondents did it themselves, risking disciplinary action or loss of 

certification, while others managed by staying until a nurse or certified nursing assistant (CNA) 

finally arrived—without being paid for their time worked over the scheduled hours. 

When agencies failed to respond to workers seeking support for client care, workers sometimes 

had to take on management tasks to ensure clients received the attention required. In one case, 

a home care worker called the state to report the poor health and living condition of a patient 

when the agency failed to respond.  

“I called the state because [my agency] didn't do anything about it, you know, they're like, 
‘Oh, well you know, we'll have a nurse call,’ or you know, and I think it was something that 
needed to be done in an emergency, like somebody should have come out during my shift if 
I'm there from 9 to 1. I think someone should have come out right away to assess the situation; 
to find out why she is sleeping on the floor, she doesn't have a bed, or why she doesn't have 
food, you know, things of that nature.” (Agency B:12)  

At another agency, management routinely directed home care workers to complete intake 

assessments for new patients even though this violated the law.   

“It has to be a registered nurse [doing the intake assessment], but they [the agency] don't all 
the time follow the rules, and most of the time they will send a care provider to the assessment 
location and the care provider will write everything down, bring the documents back and then 
the registered nurse will sign and date it, which makes it seems like she did it or he did it, but 
it's not.” (Agency A:22) 

In other words, the agency not only provided incorrect information but pressured workers to 

engage in fraud.  

Managerial neglect was also evident in agencies’ failure to respond to workers’ complaints about 

harassment and/or discrimination from clients and their families. Harassment and/or 

discrimination was a common occurrence, according to respondents, ranging from verbal abuse 

and inappropriate remarks to cases of inappropriate touching. Often, this discrimination and 

harassment is based on race or ethnicity and/or gender.  
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Workers often shrugged off these incidents as if it was a part of the job. They absorbed the abuse 

individually, as they viewed notifying management as a useless exercise. According to one 

worker:  

“ …at the beginning [when I first started], I did talk about it a lot. I had filed a series of 
complaints. But then I just realized that it's a normal thing, it's something everybody has 
gotten used to. So, I just stopped talking about it, and now I just go with whatever happens.” 
(Agency D:23) 

Another worker reported that clients had verbally abused and thrown objects at him, but seeking 

support from the agency was futile:  

“So, in most of the situations, it's basically you yourself who needs to take care of the situation 
or the event that's taking place. [But] yeah, there is a number that [the agency] has which is 
basically a supervisor, a direct hotline you can call. But you can't expect much help from that 
because the first thing they're going to tell you is that, well, either you can leave or you can 
take care of the situation yourself. They're not going to try to diagnose it, they’re not going 
to try to troubleshoot it, they’re not going to try to intervene in any way, or manner, or fashion. 
So yeah, those helps are there, but they're not actually helpful, right?” (Agency A:22) 

And in another case of reported harassment and discrimination, the agency just said “We’ll look 

into it” and then took no further action (Agency B:17). 

In certain cases, workers who reported harassment or unsafe conditions were told by the agency 

that they could stop working with that client. In most of these cases, they did not believe that 

the agency took action to address the incident with the client or to warn home care workers who 

were subsequently assigned to the case. One worker we interviewed described being sent to 

care for a client without being informed that there were around 10 men (her brothers and sons) 

who lived with her. She became uncomfortable and scared when the men were intoxicated and 

made passes at her, so she called her agency and asked if she could leave the job. When she 

told the agency staff which client she was with, they responded knowingly and said she could 

leave, giving her the impression that this was a recurring unsafe situation that they did not 

address or warn aides about (Agency C:01).  

One agency previously had a policy of telling aides not to leave when they reported feeling 

unsafe at a client’s home, according to a worker we interviewed. After a tragic incident where a 

home care worker employed at this agency in another state was killed on the job and the agency 

was found liable, workers at the agency complained about the policy and it was finally changed. 

Yet, even while an aide reporting a safety issue now had an easier path to leaving the case, the 

agency would seek a replacement without alerting the new aide about the complaint (Agency 
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D:21).  

Unsustainable hours 
Private equity owners often seek to cut labor costs in their portfolio companies across various 

healthcare segments by cutting administrative staff and frontline healthcare workers. While our 

findings suggest potential evidence of administrative staff being reduced in home care, layoffs 

of home care aides are not a viable cost-cutting strategy because home care workers provide 

one-on-one care at clients’ homes. Agencies can increase revenues by expanding their client 

base, but each client requires a worker to provide individualized client care during each shift, 

which limits staffing cuts. By contrast, in nursing homes, hospitals, or clinics, the number of 

patients assigned to a nurse or aide may be raised without additional staff—work is simply 

intensified. 

Still, our findings suggest that agencies find other ways to shift risk and insecurity to workers. 

Many aides reported that a lack of full-time hours was a serious problem that undermined their 

income stability. Most workers we interviewed said they struggled to get more than 20 or 25 

hours per week of work. Agencies appeared to recruit large numbers of workers as a surplus 

labor pool to ensure adequate coverage of clients. Many workers we interviewed said they 

weren’t able to secure a full 40-hour work week, with most working part-time hours at their 

agencies. The low wages combined with part-time and unpredictable work hours led to 

unsustainably low incomes for respondents: “I feel like maybe they can go up on the pay rate or 

give me more hours so I would at least have 40 hours a week.”  

To supplement their earnings, many workers took cases at multiple agencies or worked second 

jobs in other industries.55 Yet it was often difficult for workers to pick up additional cases because 

of timing and location. Shifts that were only two hours in length and required traveling an hour 

each way were not generally worth picking up, given the time and the money spent on 

transportation to and from client homes—a cost that agencies did not cover. Workers received 

overtime pay for hours worked over 40 per week, but this occurred rarely.  

Existing research and interviews with key informants confirmed that low and unpredictable work 

hours are a major threat to the income stability of home care workers across the board. This is 

largely due to agencies’ strategy of recruiting and maintaining a surplus labor pool to ensure 

that they have the labor flexibility to add clients as they become available. They match the supply 

of workers to client demand, which is variable, and workers absorb the risk of this variation and 

the accompanying low and unpredictable income. Client demand for home care workers is 

generally concentrated in the morning, according to key informants and research by Nisbet and 

Morgan.56 This creates a spike of need for home care workers for short shifts in the morning, and 
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far less demand at other times of day. Nisbet and Morgan’s research also highlighted home care 

employers’ view that managed care drove a reduction in authorized hours (a point explored in 

the section below), while pointing to other dynamics that made scheduling difficult as well. They 

found that employers sought to limit workers to a maximum of 40 hours per week in order to 

avoid paying overtime pay rates (1.5x), as employers did not expect managed care organizations 

to increase reimbursements adequately to match increased labor costs. And although it is illegal 

for companies to deliberately cap staff hours below full-time thresholds to avoid paying 

mandatory benefits, home care employers may also be engaging in this practice.57  

While the problem of insufficient and unpredictable working hours is widespread, it may be 

exacerbated under private equity ownership. One of the large PE-owned chains in our sample 

had particularly unsustainable practices when it came to hiring a surplus labor pool, according 

to a key informant who had observed this at their locations in the Midwest. This agency would 

hire new workers, require them to complete an unpaid training, and then fail to give them any 

assignments—all while long-tenured workers were seeking additional hours.  

 

Private Equity Exacerbates Poor Conditions Through Automation 

Under private equity ownership, agencies often implemented increased automation and use of 

technology for administrative operations, according to workers we interviewed. Workers’ 

descriptions of the changes illustrated how this increased automation and use of technology 

depersonalized workers’ and clients’ experiences and exacerbated the problems with managerial 

negligence described above.  

Within the home care industry, AI and other technological tools have promised to transform a 

wide range of work processes, including both administrative tasks and home care aides’ work 

processes. In our interviews with home care workers at PE-owned agencies, the main forms of 

automation and increased use of technology they had seen being implemented were in the areas 

of scheduling (through the use of apps and algorithmic scheduling systems), communication 

systems (diverting communication to an app and reducing workers’ ability to have live 

communication with agency staff), and training (switching from in-person to online training for 

workers).   

While strategies such as automation and consolidation appear to be happening across the 

industry at both financialized home care businesses and “regular” for-profit agencies with the 

goal of cutting costs and boosting efficiency, scholars Rosemary Batt and Charlene Harrington 

noted that financial actors such as PE firms have access to more capital than “regular” for-profits, 
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enabling them to more easily drive aggressive consolidation and automation strategies.58 PE 

firms commonly drive automation and increased adoption of new technologies within their 

portfolio companies, with the goal of improving efficiency and cutting costs—and therefore 

increasing companies’ profitability and overall valuation. The roll-up strategy—whereby a PE firm 

buys a platform company and subsequently “rolls up” additional acquisitions to add on to the 

platform, consolidating them into a large chain—allows PE owners to dramatically cut costs on 

administrative and human resources operations across the chain, according to a key informant 

at a PE firm. Another key informant described how a version of this administrative cost-cutting 

occurred when a national home care company was taken over by a venture-capital-backed 

company and many of the administrative leadership staff were laid off, cutting programs for 

innovation, training, and data collection. 

Below we describe how increased implementation of technology and automation in the areas of 

scheduling, communication, and training exacerbated some of the problems described in the 

section above. Overall, respondents at three agencies related that they experienced more use 

of technology and automated systems and less communication with agency staff after private 

equity acquired their agency.59  

Automated scheduling   
Scheduling is a persistent challenge for home care providers, as it requires a complex logistical 

matching process between the desired and authorized care hours of clients, the availability of 

home care workers, and the geographic constraints that workers navigate in traveling from one 

client to the next. On top of the logistical complexity, the preferences, skills, and experience of 

home care aides should be considered alongside the particular care needs of the clients. It has 

thus been an area where home care providers are eager to find solutions to better navigate this 

complexity. Home care agencies have generally handled scheduling through hiring schedulers 

who assign home care workers to cases, often communicating with workers by phone about 

availability and fit. When scheduling becomes automated, schedules are moved into an app 

where home care workers can view their assigned schedules and take on additional shifts, instead 

of speaking with a live scheduler. Increasingly, automation also includes implementation of 

algorithmic scheduling software that aims to match workers’ availability with clients’ needs, 

accounting for geographic proximity and, at times, specific skills and care needs as well.   

Automation of scheduling, while ostensibly a simple administrative change, can have 

consequential effects on workers’ and clients’ experience. As an atomized workforce that spends 

the vast majority of their working hours in individual homes, home care workers’ main connection 

to their agency is often through communication with schedulers. This relationship can therefore 



                                                                             

29 

 

strongly shape workers’ experience of working at that agency, as described by one key informant. 

In a job that is already isolating for workers, when scheduling moves primarily to an automated 

platform, it can further depersonalize workers’ relationship with the agency and staff, as scholar 

Rosemary Batt noted, reducing flexibility and accommodations for workers.  

Automated scheduling can also erode both job quality and the quality of care when it does not 

allow for the intentional matching of clients’ needs with home care aides’ particular experience 

and skills, according to several key informants. They described how, in some cases, 

standardization of the scheduling process enables agencies to more efficiently match the 

demand for hours but not the demand for skills. One noted how the dominant work culture of 

an agency can shape how they implement such technologies. For example, when introducing 

algorithmic scheduling platforms, agencies that essentially treat aides as disposable are more 

likely to rely solely on those platforms to match schedules on the basis of logistics (hours and 

geographic location) only, as was the case in our findings for this study. But within agencies with 

higher standards for valuing workers, an algorithmic scheduling platform could be used as a 

starting point, with the clients’ care needs and workers’ skills and preferences being considered 

alongside hours and geographic location.   

Workers we interviewed described using apps for clocking in and out of shifts and completing 

electronic visit verification (EVV);60 for viewing their assigned schedules; and for taking on 

additional shifts. 

They described the automated scheduling systems as more rigid. When direct communication 

with schedulers was replaced with algorithmic scheduling and apps, workers had less ability to 

communicate their preferences and availability, and the issues of poor communication described 

above were exacerbated.  

“Yeah, after the management change, they started using the automated scheduling. [Agency 
staff] used to personally call and check with us about availability. […] I prefer the other 
[scheduling system]. They [schedulers]… show more care, and there should be more 
flexibility.” (Agency B:15) 

Echoing the key informants’ points above, one worker described how the automated system did 

not consider the full scope of clients’ needs, often failing to match clients with aides who had 

the appropriate experience or language (Agency B:17). Several workers we interviewed noted 

that the inability to speak with a human scheduler often led to surprises when arriving at a home, 

tension with having to manage a situation a respondent was not prepared for, and frustration 

with an inability to adequately meet the patient’s needs as a result.  
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In some instances, workers described the system as providing limited (“bare minimum”) 

information that potentially omitted critical information about clients’ conditions and care needs.  

“So what happens is it's an app and you'll go through, you'll see a list of clients, it'll just show 
what they pay you for the client. It might show what the client requires, [but] you might have 
to go there to see what the client needs. But every day, it would be like someone new, so 
you'll have to learn how to do something with this one client.” (Agency C:01) 

When asked how her employer could help her better meet clients’ care needs, this worker 

elaborated, “I would say at least having [the agency] put on the app what the client may need… 

or [the app] might notify you like, oh, they're bedbound, so at least just a little forewarning.”  

Increased use of technology proved challenging for some workers who were less tech literate, 

and any issues with using the technology potentially created compliance problems for workers. 

For example, the problems and administrative burden of Electronic Visit Verification (EVV) apps 

have been well documented,61 and respondents in our study described such problems with 

clocking in and out, sometimes leading to payroll problems (which were compounded by an 

inability to communicate with payroll staff to get the issue resolved, as described below). Training 

on how to use the app was not offered, with workers instead having to “figure it out for 

themselves.” Similarly, the key informant from the venture-capital-backed home care company 

described how the increased reliance on technology after the acquisition was not accompanied 

by increased support for workers in navigating the technology—instead, there was reduced 

tolerance and support for workers who were less tech savvy. A key informant from a union 

representing home care workers at PE-owned agencies in the Midwest also flagged problems 

with automated systems and EVV apps for workers at those agencies; he noted that when PE-

owned agencies roll out systems that create problems or erode standards, the scale of the 

problem becomes larger because of the size of PE-owned chains.  

Deficient communica<on 
Workers in our study described how the increased use of technology to automate and 

standardize an agency’s administrative system after private equity acquisition worsened the 

problems with communication described in the section on managerial negligence. One key 

informant described it succinctly: “People are just using the technology and not remembering 

that there's got to be a human side to this, too.”  

Workers described changes to agencies’ communication systems that reduced aides’ ability to 

speak with agency staff on the phone, as more scheduling and communication moved to apps. 
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“…I felt disconnected from the agency and the communication wasn't as smooth [as it was 
prior to the ownership change].” (Agency B:15) 

At one agency, a worker described how previously aides could call staff members at specific 

extension lines, but after the ownership change, aides could only call a general phone line and 

it became more difficult to speak with HR, payroll, or schedulers (Agency C:28).    

Because workers could not easily access staff through the automated system, HR, payroll, 

schedulers, or coordinators were slow to address their concerns or problems.  

“One of my client’s condition had suddenly changed. They started showing some signs of 
confusion, and she seemed a bit off. I didn't really understand [what was happening] so I tried 
to contact the agency. It's very important to report it and ask them what to do because it's 
protocol, I have to do that. But I couldn't reach anyone for several hours. I left voicemails. I 
sent a text. But no one followed until much later that day. It took a long time for them to reply 
which was really stressful because I wanted to make sure that I was doing the right thing. 
Situations like this make me feel like I'm alone in the field.” (Agency B:15) 

One agency had an app with a “feed” where the company could make posts and workers could 

comment. Many workers posted complaints in the feed, according to a worker we interviewed, 

with one of the most common complaints being the agency’s lack of responsiveness to workers 

reporting client or employment issues. She noted that, in general, the agency did not respond 

meaningfully to these complaints (Agency D:21).  

The acquisition of a large national home care provider by a venture capital (VC) backed company 

provides another example of financial actors driving an increased reliance on technology to cut 

costs and drive efficiency, ultimately leading to worse working conditions and care quality.62 The 

model of this VC-backed company was to operate most administrative functions through its 

technology platform; for example, scheduling and communications among clients, home care 

workers, and the agency were meant to mainly happen through an app. When operations could 

not be fulfilled through the app, the company relied on a centralized team that handled 

communications. The key informant we interviewed contrasted this with the previous model, 

where clients and aides worked with particular schedulers or specific staff in the field. Whereas 

home care aides had previously found the company mostly responsive when they called for 

support, after the ownership change, they found it difficult to speak with anyone at the company, 

noting that nobody returned their calls when they reached out for support. Clients of the 

company found it challenging that they no longer engaged consistently with the same staff but 

instead encountered different agency staff constantly. This key informant described how it 

initially seemed like a “selling point” that the VC-backed company had a whole team of regional 
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people in the corporate office, but that the reality of this centralized model created problems for 

both clients and caregivers because it broke down the consistency and relational continuity that 

underpinned their care relations. Such conditions were likely to negatively affect workforce and 

client retention, according to several key informants.  

Reduced investment in training 
Training is another area where private equity owners seemed to implement a greater reliance on 

technology as a cost-cutting measure, according to our interviews with workers. To cut the cost 

of training their labor force, home care agencies may switch from providing in-person training 

sessions to online training, or they may move from using a robust online training platform to a 

cheaper one.  

Workers at three agencies in our study reported that in-person training had been replaced by 

online training after private equity took ownership of the agency.63 Multiple agencies in our study 

appear to use the online training platform Nevvon, which allows home care workers to complete 

training programs through an app on their mobile phone and promises to save agencies time 

and money.64 Workers described completing a range of training programs on their phones, 

including annual in-service training requirements and modules on sexual harassment or 

specialized patient care. Training programs that were once held in person were moved online 

and, in most cases, accessed through an app on the respondent’s phone. “Well, mostly all the 

trainings are online. […] They're not very long. It's like hospice—10 minutes. Sexual 

harassment—20 minutes. It's like that.” (Agency B:08) 

Some workers expressed disappointment that the opportunity to engage in person with fellow 

home care workers and agency staff was lost when the transfer to online training took place. In 

a work environment where workers often expressed feelings of isolation, the in-person training 

was an opportunity to feel connected to the agency instead of feeling on their own in the field. 

Finally, while the time spent completing mandatory training courses was compensated for some 

workers we interviewed, others were not compensated for this time. 

In the case of the VC-backed company that took over a national home care chain (described 

above), the new owners also targeted investment in training as a cost-cutting measure. 

Previously, the company had provided in-person training sessions or had offered online training 

through a sophisticated learning management system (LMS) that had a series of modules with 

multimedia content. While the new ownership expressed interest in improving the training, they 

laid off a director who was preparing to roll out a large training program, and they implemented 

what this key informant described as a “completely different” and less effective training program 

that relied on PowerPoint presentations that home care aides could view online. 
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The Growth of Financial Actors in NYS Home Care  

While our research focused primarily on private equity ownership, interviews with key informants 

surfaced the role of other financial actors—including venture capital firms and managed care 

organizations—in extracting profits from publicly financed home care and driving down labor 

and care standards in New York State. The changes wrought at a home care chain under venture 

capital ownership, described above, echoed the behavior of private equity in driving cost-cutting 

and automation. Scholars Rosemary Batt and Charlene Harrington noted that other financial 

actors—such as venture capital firms in home-based care and real estate investment trusts (REITs) 

in nursing home care—have started behaving more like private equity when it comes to the level 

of operational control they exert over portfolio companies.  

Managed care organizations (MCOs) stood out as financial actors playing a significant role in 

driving down standards and extracting profits in New York’s Medicaid home care system. Since 

New York’s shift to Medicaid managed long-term care, home care is largely delivered through 

Managed Long-Term Services and Supports (MLTSS) plans administered through MCOs.65 As 

was detailed in our first report, Private Equity Pathways into Home Care: The Case of New York 

State, the lack of transparency and oversight surrounding both private equity and MLTSS makes 

it difficult to examine how they interact and how they may shape each other’s profit-seeking 

strategies. 

Managed care organizations receive a set monthly rate per plan member from the state, and 

home care providers must negotiate contracts for plans and reimbursement rates with MCOs. 

This creates an incentive for MCOs to reduce the service prices paid to home care providers and 

cut services in order to reap greater profits from state Medicaid payments. The problems of 

MCOs’ general practices and at times fraudulent strategies to increase their profits extracted 

from Medicaid have been well documented. Yet the lack of transparency and oversight in MLTSS 

prevents a full accounting of their practices and the implications for service prices, care quality, 

and access to care.  

Key informants in our study described how the MCOs administering New York’s MLTSS plans 

pushed unsustainably low reimbursement rates to home care providers and channeled a greater 

volume of clients to providers willing to accept lower rates. They noted the persistent problem 

of MCO reimbursement rates being insufficient to cover wages, benefits, and wage parity 

requirements for home care workers, thus undermining the effect of policies meant to raise home 

care workers’ wages and improve benefits.66 In order to make these low reimbursement rates 

work, home care providers have to somehow lower their cost of providing home care service, 

which in some cases can lead to low-road actors choosing to skim workers’ wages and benefits. 
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In this way, MCOs may be encouraging and rewarding low-road behavior (and potentially 

violations) in New York’s home care industry.  

Managed care organizations have also adopted financial strategies that drive short hours of work 

and unsustainable scheduling. Since the introduction of managed care in New York State long-

term care, key informants observed that MCOs were authorizing lower hours for clients while 

also making it difficult for providers to take on high-need patients who required more hours of 

care. This pattern has been affirmed in research, including in a 2020 U.S. Government 

Accountability Office study that identified a range of serious problems.67 For example, the study 

noted that in 2018, “New York found that an MCO had inappropriately reduced personal care 

services for 88 percent of cases reviewed.” Because of the per-member monthly rate the MCOs 

receive from state Medicaid, longer-hour cases are less profitable for MCOs. Key informants 

feared that this was not only negatively affecting scheduling practices but also potentially making 

it more difficult for providers to take on higher-need clients who require more hours of care.   

Nisbet and Morgan (2019) also highlighted home care employers’ view that managed care drove 

a reduction in authorized hours, while pointing to other dynamics that made scheduling difficult 

as well.68 Employers sought to limit workers to a maximum of 40 hours per week in order to avoid 

paying overtime pay rates (1.5x); employers did not expect MCOs to increase reimbursements 

adequately to match increased labor costs. And although it is illegal for companies to 

deliberately cap staff hours below full-time thresholds to avoid paying mandatory benefits, home 

care employers may also be engaging in this practice.69  
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IV. RECOMMENDATIONS 
The findings in this report document how home care agencies and financial actors make profits 

at the expense of a workforce that is predominantly women and people of color. The evidence 

from our research shows what working conditions look like at five private-equity-owned home 

care agencies—from management and labor practices that create unsustainable working 

conditions to managerial neglect undermining the ability of workers to provide quality care and 

compromising their safety and wellbeing. These poor working conditions are perpetuated by 

private equity owners, who have found home care agencies to be an attractive target for wealth 

extraction precisely due to an existing business model based on exploiting labor in the context 

of little or no regulation and oversight. Our findings also show that private equity owners, who 

buy out and consolidate small agencies into larger chains, increase the use of technology and 

automation in ways that depersonalize communication between workers and clients. This 

exacerbates existing problems of managerial neglect, including lack of communication, 

coordination, and responsiveness to workers when they have serious problems serving clients in 

their homes. And while our research focused on private equity as a specific form of 

financialization, our findings also surfaced the role of managed care organizations as financial 

actors driving down labor standards and extracting profits in New York’s Medicaid home care 

system. 

Our first report argued that weak federal and state health and labor regulations, as well as 

opaque public and private payment systems, create favorable conditions for private equity (and 

other financial actors) to extract wealth from the home care system, in great part by perpetuating 

the long-standing exploitation of the workforce.70 The following recommendations draw directly 

on our findings from both reports and leverage and build on the insights of the workers, 

advocates, scholars, and policymakers who have been advocating for change on these issues in 

home care. Some recommendations are specific to private equity practices, while some focus on 

addressing the general, pervasive devaluation of home care work that enables financial actors 

and other low-road employers to reap profits at the expense of home care workers. 

I. Enforce and Expand Home Care Worker Rights, Protections, Representation, and 
Participation 

Amid a widely recognized care crisis in the United States, home care workers perform labor that 

is socially necessary yet deeply devalued. Structural racism and sexism have fundamentally 

shaped who does home care work in the United States and under what conditions, upholding 

the perception of home care work as unskilled labor that can be cheaply obtained. Private equity 

and other financial actors have taken advantage of this, perpetuating low wages and poor 
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working conditions that undermine the provision of care as they extract profits from Medicaid 

dollars. To confront this, the narrative surrounding home care must be transformed: home care 

work must be recognized and respected as professional work that is deserving of the full set of 

benefits, wages, protections, and training that professional work is accorded. When caregiving 

is not considered “real work” and the workforce is devalued, it is easier for employers and the 

broader home care system to organize the work without regard for home care workers’ needs 

and economic security.  

Raising standards and strengthening protections for home care workers can help to curb 

practices that allow financial actors and low-road employers to reap profits based on routine 

exploitation of a workforce that is largely made up of immigrants and women of color. It is also 

a critical part of dismantling structural racism in our care system. States play an important role in 

strengthening labor protections in home care, even more so after the Trump administration 

moved to eliminate the hard-won 2013 rule that included home care workers in the Fair Labor 

Standards Act (FLSA)’s minimum wage and overtime protections.71 While New York State has 

taken steps to raise standards for home care workers, far stronger action is necessary to value 

home care workers’ labor and make home care a sustainable job.72 Our recommendations 

include the following:  

Enact and fully fund a living wage; fund oversight and enforcement 

● Raise New York State’s entry-level home care wage to a living wage—currently 

$29.89—indexed annually to inflation and adjusting for regional cost of living.73  
● Legislate to ensure the wage increase is fully funded—and accounting for benefits and 

associated payroll costs—and that annual increases are linked to corresponding 

increases in reimbursement rates, ensuring that funds are channeled primarily to care.  
● In the absence of FLSA coverage, reinstate a floor of protections for home care workers 

at the state level by putting in place minimum wage and overtime protections.74 We 

also urge support for measures (such as the Fair Wages for Home Care Workers Act) to 

reinstate these protections at the federal level.75  
● Eliminate 24-hour shifts and the 13-hour rule.76 This will require New York State to 

change the system for authorizing home care hours to require—and fund—such care to 

be provided in two 12-hour shifts.  
● Corresponding oversight and enforcement must be fully funded and staffed to ensure 

compliance with the law.  

These recommendations build on demands by existing campaigns and proposed legislation in 

New York State. The Fair Pay for Home Care Act,77 for example, would raise the wage floor above 
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existing wage parity and home care wages in New York State and tie the increase to 

reimbursements that fully cover wages, benefits, and related payroll expenses. While in 2022 

New York legislators passed a budget that raised the home care worker minimum wage, the 

actual implementation of it was severely undermined by delays, subsequent policy changes, 

inadequate reimbursements, and an outsized focus on cost containment.78 New legislation must 

learn from these mistakes—in particular, by ensuring increases are fully funded and that funds 

are channeled toward care79—as well as address existing weaknesses in New York State’s current 

wage parity law.80 

Moreover, we recommend that any policy changes should be developed with participation from 

unions, workers, and employer representatives. For example, decisions made on how wages and 

reimbursements are calculated must be a participatory, transparent process.81   

Convene a state task force to establish sustainable benefits and hours for home care workers 

Increasing wages alone will not improve home care workers’ economic wellbeing if their 

corresponding hours are not secure. Many workers in our study had too few hours and not 

enough income, due to the widespread practice of agencies maintaining a surplus labor pool of 

home care workers who are not owed any minimum number of hours—a practice that appears 

to be worsened by financial actors such as managed care organizations.82 The insufficient hours 

and unstable schedules drove economic insecurity for home care workers and often prompted 

workers to question the long-term viability of this work. Requiring stronger benefits for home 

care workers is similarly important to making home care a sustainable occupation. Those 

performing the physically and emotionally arduous work of providing care should not be left 

without access to care and rest.  

To design policy solutions that can effectively account for the complexity of how home care is 

currently organized, delivered, and reimbursed, we recommend the state convene a task force 

of stakeholders—including worker representatives and high-road employers—to establish 

systems-level reorganization of scheduling and benefits in home care.    

We recommend that this task force create a plan for New York State to establish: 

● Standard shifts and/or guaranteed hours. This should build on existing models and 

pilots for providing home care workers with guaranteed hours. 
● A guaranteed minimum set of benefits that employers must provide home care workers 

that includes a retirement plan; a viable, affordable, quality health insurance plan;83 and 

paid vacation and paid sick leave that exceeds New York’s Paid Sick Leave law. 
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Importantly, any such requirements must be tied to funding and reflected in 

reimbursement rates to providers.   
 

Protect workers’ right to organize and unionize 

Strengthening worker voice and representation is critical to securing quality wages and benefits, 

improving working conditions, and ensuring workers’ voice and interests shape our care system 

at the enterprise and industry level. Unions and worker organizations are also critical to 

supporting oversight and compliance with the law, as they can help to curb wage theft and other 

labor violations that home care workers experience with alarming frequency. Moreover, worker 

centers and unions are important sites for an atomized workforce to come together and build 

solidarity and to gain access to important training and other educational opportunities. In short, 

unionization of the home care workforce is critical to ensure the success of the recommendations 

presented in this report. We therefore recommend:  

● Bolster home care workers’ right and ability to unionize as an important way to raise 

standards and create formal channels for worker voice and representation. This should 

include specific outreach efforts targeting home care workers to provide resources on 

their workplace rights and right to unionize.  
● Enforce workers’ right to unionize with legitimate unions by enforcing the law that bans 

company unions that are brought in by management.84  

Because their workplaces are private homes, home care workers face particular barriers in 

upholding their rights and unionizing. The newly established NYC Mayor’s Office of Worker 

Power provides one example of a government initiative that aims to proactively help workers 

understand their rights, access resources, and get connected with unions and worker 

organizations.85 The Paid Care Division within the NYC Department of Consumer and Worker 

Protection (DCWP) also offers an example of government efforts to address the specific 

challenges care workers face.86 New York State should build on these examples at the state level 

to expand strategic efforts to bolster home care workers’ rights and ability to unionize. At the 

time of publication, 1199SEIU United Healthcare Workers East petitioned the National Labor 

Relations Board to hold an election for workers in the Consumer Directed Personal Assistance 

Program (CDPAP) to vote on whether to join the union.87 The union collected nearly 70,000 

signed union cards from CDPAP caregivers to file for the election and nearly 190,000 workers 

would be eligible to vote in the election, making the scale of the unionization drive historic.  
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Strengthen support and safety for home care workers 

Managerial negligence was a pervasive problem in our findings, with home care workers 

reporting a stark lack of support in addressing race- and gender-based harassment and 

discrimination. Workers who reported instances of harassment and/or discrimination found 

agency management non-responsive. This managerial negligence extended to the health and 

safety of the worker too. Our recommendations are in the spirit of preventing workplace hazards, 

ensuring a safe and healthy work environment that should include the agency, the worker, the 

client and where relevant, the client’s family. We therefore recommend: 

● Mandate that home care agencies’ new client intake protocol include an assessment of 

potential safety risks to home care aides. As part of the safety assessment and new 

client orientation, mandate that the client and their family receive and sign a document 

certifying that they received and understood health and safety guidelines and 

information on the law protecting workers from any form of discrimination and 

harassment. This will include the steps the agency will take to review and resolve any 

reported instances. When home care workers report problems with health and safety, 

discrimination, or harassment, require their agency employer to immediately conduct a 

visit to the client’s home to reassess health and safety and address problems with 

harassment and discrimination.  

● Mandate that all agency employees are made aware of their rights to a safe and 

harassment-free work environment. The agency must provide information (including the 

hotline phone numbers) to file a complaint with the NYC Commission on Human Rights 

and the New York State Division of Human Rights, as well as information about local, 

community-based organizations that provide support and advocacy. This information 

will be provided in different languages.  

● Improve the required training materials on workplace health and safety and prevention 

of harassment and discrimination for Home Health Aides and Personal Care Aides. 

While the workers must be made aware of their rights to protection, so too must the 

employer be made aware of their responsibility in ensuring their workers are protected 

and safe in a client’s home. 

● The state should create advanced home care roles designed to support the broader 

home care workforce. In addition to providing direct, responsive support to home care 

workers, such positions can also help to enhance care delivery and serve as a career 

ladder opportunity. This could build on existing pilot programs in New York City and in 

other states.88 
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Require agencies to provide in-person training at regular intervals 

Our findings suggest that automation and increased reliance on new technologies to manage 

and communicate with workers are trends in the home care industry that may be particularly 

driven by financial actors such as private equity and venture capital seeking to cut costs. Such 

practices are often touted by financial actors as good for efficiency, and in some cases, they may 

help to address challenging issues such as the logistics of scheduling. Yet our research has shown 

that such strategies can depersonalize workers’ and clients’ experiences and undermine job and 

care quality. The areas being impacted by this increased reliance on technology include training 

and support. In addition to the recommendations above for strengthening support infrastructure 

for home care workers—which are critical to reversing the pattern of managerial negligence we 

found—we also recommend:  

● Require home care agencies to provide in-person training at regular intervals. Require 

workers’ time participating in training to be fully compensated—and ensure this 

requirement is fully funded and reflected in reimbursement rates.  
● Require agencies to provide extensive training for new technologies and ongoing IT 

support for workers.  

Enforce existing laws and regulations; demand transparency and accountability 

Our findings point to the many ways in which labor protections on their own fail to protect 

workers because they are not enforced. There is little oversight, transparency, and accountability, 

eroding the effectiveness of existing protections. As noted above, unionization and collective 

representation are critical tools for enforcing worker protections; the state must also be 

adequately resourced to support enforcement.  

New York State has some of the better labor protections compared to other states. And yet, the 

state’s serious limitations in enforcing the existing regulations make it too easy for private equity 

to extract money by accessing the cheap labor of an exploited workforce. The severe 

underfunding and understaffing of agencies charged with enforcement is a widely documented 

problem nationally.89 We therefore recommend: 

● Fully fund and staff the agencies responsible for oversight and enforcement—including 

the NYS Department of Labor and the NYC Department of Consumer and Worker 

Protection (DCWP)—to fulfill their mandated role. Enforcement agencies should look to 

the recent vigorous enforcement efforts of DCWP to expand enforcement activity in 

home care.90  
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● Enforcement agencies should engage stakeholders—including worker representatives 

and high-road employers—to design more effective strategies for boosting compliance 

and to create stronger consequences for violations.  
● Where an agency is not in compliance with the law, the agency will be fined and 

sanctioned, and re-investigated until the agency is deemed in compliance. In the 

meantime, this information must be made public on the NYS Department of Labor’s 

website, naming the agency alongside the corresponding violations.  
● Clarify legislatively that the ultimate parents of any investor-owned home care agencies 

or chains (including PE-owned) will also be subject to the funding conditions and 

enforcement measures recommended in this report. This will require training 

enforcement agencies to collect and analyze the relevant information and to build 

investigations that can look at parent entities and can take actions that include clawing 

back funds.  

 

Foster the development of mission-driven and non-profit home care agencies 

It is time to recognize and reward the agencies that place quality work and quality care at the 

forefront of their mission and their actions, helping to lay the groundwork for wider development 

of high-road models for home care. This includes worker-owned cooperatives, mission-driven 

non-profit agencies, and other models. At the same time, it is important to recognize that, within 

a privatized and financialized system, cooperatives and non-profit agencies are forced to 

compete with for-profit actors that drive a race to the bottom both in job quality and access to 

quality care. To address this, we recommend the following: 

● Create a rating system based on the quality of work and quality of care provided by an 

agency.  

● Lift up and reward the cooperative model and other mission-driven and non-profit 

home care agencies by channeling better reimbursement rates to them as a reward for 

investing in the quality of jobs and care delivery and centering the voice and wellbeing 

of workers and other stakeholders. 

● Build financing mechanisms that leverage public funding and mission-aligned private 

funding to support the development of worker cooperatives and other high-road 

models in the home care sector. 

● Develop publicly funded training, awareness-raising, and technical assistance programs 

for workers and owners/managers interested in converting home care agencies to 

worker ownership and/or starting up new cooperative enterprises. 
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Paving the high road: Bronx-based Cooperative Home Care Associates  

As an important example of a high-road model in the home care sector, New York is home to 

Bronx-based Cooperative Home Care Associates, the largest worker cooperative in the country, 

with around 1,500 members. Founded in 1985, CHCA was created with the goal of building a 

scalable model that could improve job quality for home care workers while providing access to 

high-quality care. The organization started with a dozen workers and employed 60 by the end of 

its first year, gradually growing its footprint. 

 

The structure of governance at CHCA amplifies worker voice. Workers hold a majority of seats on 

the board of directors, which oversees the activities of the co-op’s senior management team. All 

members are eligible to vote for these representatives, and workers also have a direct line of 

communication with the CEO, who holds regular office hours. A 2018 study comparing CHCA with 

other for-profit and non-profit agencies of similar size found that CHCA workers reported higher 

levels of participation in work-related decisions, trust in management, and overall job satisfaction.91 

 

CHCA engages in a range of efforts to improve conditions for its own workers and the home care 

workforce more broadly. Upon joining CHCA, workers have access to peer mentoring. The 

organization is recognized as a leader in workforce development, providing free-of-cost training to 

hundreds of New Yorkers each year. In 1990, CHCA shepherded the creation of PHI, a leading 

research and advocacy organization that disseminates best practices in the Long-Term Services 

and Supports sector, pushing to improve conditions for home care and nursing home workers 

around the country. 

 

Nearly 20 years after its founding, in 2003, workers at CHCA unionized with the healthcare union 

1199SEIU. After navigating some early growing pains in their relationship, the co-op and union 

have developed a partnership.92 The union’s political muscle helps to provide backing for some of 

the co-op’s advocacy goals, where both organizations are aligned, and the co-op serves as a model 

employer embodying the kinds of practices the union would like to institutionalize more widely 

across the industry. In recent years, CHCA and 1199SEIU have worked together in successful 

coalition efforts to improve pay for home care workers across New York State.93 

 

CHCA has looked to expand the reach of the co-op model within the home care industry. Leaders 

at the organization provided strategic support for the development of Home Care Associates 

(HCA), a cooperative founded in 1993 that today employs around 200 workers.94 Closer to home, 

CHCA was looking to become a fiscal intermediary in New York’s CDPAP system until private-

equity-backed Public Partnerships LLC was awarded a statewide contract to administer the 
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program in 2024. Currently, CHCA is looking to expand its footprint in the private-pay market. 

Recognizing the challenges they face competing with well-resourced, profit-driven actors across 

different segments of the market, CHCA and other home care co-ops are working with other allied 

organizations to develop a shared services cooperative that supports the success of their model 

nationally.95   

 

II. Health System Policies to Support Care Workers and De-financialize Care 

 

Curb extraction of public dollars for private profits 

Our long-term care system has been designed in a way that allows the extraction of private profit 

from public systems. Reversing the privatization and financialization of home care is a large 

project, and New York can take concrete steps to move in that direction. As outlined above, we 

must build up the public sector and invest in and reward good actors—including cooperatives 

and mission-driven non-profits—while sanctioning the bad actors. In addition, we recommend 

the following: 

● New York State should prohibit extractive tactics that financial actors use to siphon 

profits from public dollars—such as dividend payouts, management and monitoring 

fees, and stock buybacks—for any entity that is receiving Medicaid funding to provide 

home care or administer home- and community-based services.96 

 

Make home care funding more equitable 

In order to fulfill the recommendations above, it is imperative to confront the persistent drive to 

curb Medicaid spending on home care. As long as Medicaid is the primary payer in home care, 

then it must be funded sufficiently to build a system that meets care recipients’ and care workers’ 

needs.97 Our findings and the recommendations above make it clear that the persistent drive to 

curb Medicaid spending undermines standards in the home care sector. We therefore 

recommend: 

● Increase Medicaid funding to match demand for Medicaid. For home care, this includes 
guaranteeing adequate hours of care to home care recipients.  

● As long as long-term care is financed primarily through Medicaid, make it a guaranteed 
benefit—not a benefit via a waiver. This would create parity with nursing home care—
no restrictions, no waiting lists, and no limits on populations.  
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● Increase funding to expand access to quality work through higher pay, better benefits, 
and improved working conditions as an important way to improve care quality.   
 

The state must take seriously the short-sighted nature of the fixation on containing Medicaid 

costs: a robust care system that is capable of meeting the rapidly growing demand for long-term 

care is an investment that pays dividends not only for workers, care recipients, and their families, 

but also in the long term for the health of our communities, our healthcare system, and our 

economy. 

At the same time, the influx of private managed care organizations contracted to provide Long-

Term Services and Supports for Medicaid beneficiaries has established yet another avenue for 

financial actors to divert public dollars away from care and toward profit-making, creating 

incentives for low-road labor practices while reducing the amount of care authorized for care 

recipients. We therefore recommend: 

● Remove managed care from the long-term care system in New York (whether part of 

Medicaid or financed and provided by an alternative policy instrument).  

Indiana was the first state to remove managed care for Medicaid’s long-term care patients. 

Twenty-four other states—including New York—have similar bills before their legislatures; in 

New York, the Home Care Savings and Reinvestment Act would eliminate the managed long-

term care program.98 In the meantime, as long as managed care is still part of New York’s long-

term care system, the recommendations above make it clear that measures for transparency and 

minimum reimbursement requirements must be instated to prevent managed care organizations 

from diverting public dollars away from care and driving low-road labor and care provision 

practices.99 
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V. CONCLUSION 
Evidence has shown that when private equity acquires essential public goods, such as hospitals 

and nursing homes, the quality of care declines, resulting in increased adverse health and 

morbidity outcomes. But few studies have explored the relationship between financialization, 

working conditions, and quality care. As private equity has expanded to capture services across 

a continuum of care, including home-based care, what happens to the quality of work and how 

this influences the ability of home care workers to provide quality care remains an understudied 

area. This report has sought to address these gaps in the research. 

Moreover, the financialization of healthcare generally, and home care specifically, shines a light 

on the way privatization and subsequent financialization of key public services perpetuates a 

long-standing tradition of structural racism. Our findings show how policies, rules and 

regulations, and normative practices in home care that are built on a foundation of structural 

racism will only continue to perpetuate a harmful system unless they are explicitly transformed. 

Home care proves an attractive site for private equity. As we have moved from caring for aging 

adults and people with disabilities in institutional settings to providing care in the home through 

home- and community-based services, public funding for those eligible is only set to increase as 

our population ages. On top of this, the lack of oversight and enforcement of existing labor 

protections, weak labor and social protections, and opaque payment systems make it easy to 

exploit an already exploited workforce for financial gain. The poor working conditions we found 

in our study are enabled by these inadequate protections and insufficient oversight. 

Our study found that private equity owners took advantage of the worker exploitation that is 

prevalent across home care, perpetuating poor working conditions including low wages and 

wage theft, managerial negligence, and unsustainable hours. We also found that under private 

equity ownership, agencies often implemented increased automation and use of technology that 

depersonalized workers’ and clients’ experiences and exacerbated the problems with managerial 

negligence. Other financial actors—particularly managed care organizations—also played a role 

in driving down standards. 

The findings in this study point to what happens when an industry can flourish without oversight 

and accountability on one hand and when workers lack the necessary social and labor protections 

on the other. Absent a wholesale removal of private enterprise from the provision of public 

services, our recommendations are intended to focus our efforts on curbing opportunities for 

profit extraction, and in doing so, break the systems in place that undergird exploitation and 

structural racism in home care. 
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APPENDIX A: METHODOLOGY 
Our research objective was to explore whether and how financialization—specifically, the 

expanded activity of private equity firms—exacerbates the already challenging working 

conditions for women of color in home care jobs in New York, thereby reinforcing structural 

racism. We also sought to examine how this, in turn, affects workers’ ability to provide quality 

care. 

We posed the following four research questions:  

● To what extent does private equity ownership of home care agencies result in changes to 

the quality of jobs for home care workers—including wages, working conditions, staffing 

levels, scheduling, job security, and occupational health and safety? 

● Do the labor practices in PE-owned home care agencies affect home care workers’ 

economic security, physical and mental wellbeing, and their ability to meet personal needs 

and provide for their own families? Are these experiences different for workers in unionized, 

PE-owned home care agencies? 

● How do changes in job conditions affect home care workers’ ability to provide quality care 

in PE-owned home care agencies?  

● To what extent do the labor practices of PE-owned home care agencies exploit structural 

racism? In what ways does this manifest itself?   

 

To answer the questions, we used a community-based participatory research (CBPR) model in 

the design of the qualitative research. We established a research and advocacy advisory 

committee that informed the design of our qualitative methodology and advocacy. This 

committee included home care workers, community advocates, representatives from a union and 

a worker center representing home care workers, and researchers with expertise in home care 

and/or financialization. With their input and guidance, we constructed the following 

methodology.  

We interviewed home care workers at five home care agencies in New York State that had been 

acquired by private equity firms (see Table 1). We chose agencies from two distinct regions—

New York City and Buffalo-Rochester—because New York City has a higher level of union density 

in home care compared to Buffalo-Rochester, and this difference might have spillover effects for 

the agencies we studied. Our sample was diverse, with 18 who identified as women and 7 who 

identified as men. Twenty-two identified as Black or African American, two as Hispanic/Latine, 

and one as South Asian. The average age of respondents was 40, with the youngest being 21 
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and the oldest, 61. Fifteen respondents were from the New York City area, and 10 were based 

in Buffalo-Rochester. 

Table 1. Home care agencies included in this study 

Agency Timeline of private equity acquisition Locations Unionized? 

Agency A Acquired by a PE-owned national chain within the 

last five years 

NYC Yes, but 

company 

union 

Agency B Acquired by a PE-owned national chain within the 

last five years 

NYC, 

Buffalo 

No 

Agency 

C 

Acquired by a PE-owned national chain within the 

last five years 

NYC, 

Buffalo, 

Rochester 

Yes, but 

company 

union 

Agency 

D 

Acquired by PE firm 10 years ago NYC No 

Agency E Acquired by PE firm over 10 years ago NYC Yes 

 

Of the five agencies in our study, two were not unionized at all, two were unionized with a 

company union (where workers were generally unaware that their agency was unionized), and 

one was unionized with a legitimate labor union. The one (legitimate) unionized agency included 

in our study allowed us to explore how unionization may affect working conditions in the context 

of private equity ownership.  

Qualita<ve Interviews 
We conducted 40 interviews, including 25 with home care workers and 15 with key informants. 

The interviews with home care workers were roughly evenly distributed across the home care 

agencies in New York City and the Buffalo-Rochester region. To identify changes before and 

after private equity acquisitions, we sought to interview home care workers who had worked at 

those agencies pre- and post- acquisition. About one-third of our sample comes from these 

workers. The remainder were hired after the PE acquisition took place and were able to describe 

conditions they experienced under PE ownership.   
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We also sought interviews with schedulers, supervisors, and managers to understand how the 

agencies managed operations, constructed guidelines, and enforced rules and regulations. We 

secured only two interviews due to what may have been fear of participating in research on 

internal management practices. Our interviews with key informants were helpful for this context. 

They included scholars of private equity and healthcare, researchers with expertise in home care, 

union leaders from healthcare unions, a private equity consultant, state government officials, a 

former director at a home care company acquired by a venture-capital-backed company, and a 

CEO of a mission-driven home care agency in New York.  

We used social media targeted advertising to recruit the sample of home care workers, 

schedulers, and managers. Social media advertising is designed to target a specific population 

by advertising the opportunity to participate in the study on Meta social media platforms like 

Facebook and Instagram.100 In our study, the advertisements targeted those who worked at 

agencies as either home care workers, schedulers, or mid-level managers. The advertisement 

provided an explanation of our research and a link to the intake survey. The intake survey 

explained the objective of the study and then asked where the person worked, what role they 

performed at the agency, and their contact information if they were interested in participating in 

an interview. If the intake information matched the profile of respondents we were seeking to 

interview, we contacted the person to set up an interview. We offered respondents a $50.00 gift 

card to compensate for their time spent participating in the study. At two agencies, we also 

worked with worker organizations and a union to recruit home care workers. 

Our interviews with key informants were secured through targeted outreach. Here we identified 

or relied on recommendations and then contacted the individuals directly to set up an interview. 

Key informants were not remunerated. The Cornell University Institutional Review Board 

reviewed our research design and deemed it “exempt,” indicating that it posed no or minimal 

risk to participants.   

Interview topics 

Interviews with home care workers lasted between 45 to 90 minutes and included questions 

about their tenure, trajectory, and entry into home care. We asked about job quality and working 

conditions before (where relevant) and after the private equity acquisition, including questions 

about pay; benefits; hours; scheduling; training opportunities; job security; (dis)respect; 

treatment by managers, supervisors, and schedulers; physical, mental, and emotional risks; 

discrimination and unequal treatment; and changes in staffing. We also asked whether they were 

aware of the ownership change. We asked respondents to compare their experience at the 

agency with other agencies they had worked for.  
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We sought to better understand how respondents defined “quality care” and asked about the 

degree to which respondents felt they were able to provide quality care to their patients. This 

included questions about the type of caregiving tasks they performed; relationships with the 

patients; and ways in which the agency created constraints, barriers, or opportunities to meet 

patients’ care needs. We also asked whether they felt valued by the agency and whether they 

felt they had voice in shaping their working conditions. We asked respondents whether the 

agency they worked for was unionized or if they belonged to a worker organization. We then 

asked respondents how, if at all, working conditions affected their personal lives and physical 

and emotional wellbeing—including feelings of financial (in)security, physical and emotional 

health, and access to healthcare.  

Interviews with key informants covered a wide range of topics depending on their area of 

expertise. We sought to contextualize insights from the worker interviews by providing a more 

comprehensive picture of private equity’s activity in home care agencies and in long-term care 

and healthcare more broadly. We asked about trends in home care and long-term care generally, 

as well as details regarding the incentives, profit-making strategies, and impact of private equity 

and other financial actors.  
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