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the need for caregiver training is increasing as California ages

by Gloria J. Barrett and Mary L. Blackburn

As the first baby boomers reach 

age 65 in 2011, California will face 

unprecedented growth in its aging 

population. At the same time, budget 

cuts threaten California’s In-home 

Supportive Services (IHSS), which 

now assists seniors aging at home 

and the disabled. We conducted a 

cost analysis and compared caseload 

changes using IHSS raw data from 

2005 and 2009. Results showed an 

across-the-board increase in caseload 

and cost for indigent in-home care 

in California, with significant varia-

tion from county to county. Large 

numbers of minimally trained IHSS 

caregivers, and family caregivers 

with little or no training, raise con-

cerns about the quality of care that 

elders and the disabled receive, while 

highlighting the need to protect the 

health and well-being of caregivers 

themselves. UC Cooperative Exten-

sion can play a vital role in training 

undertrained and unskilled caregivers 

through applied research, curriculum 

design, education and evaluation, 

and proposing public policy options 

to help raise the competencies of 

caregivers.

Advances in medical technology 
and improved health care have 

contributed to an increase in life expec-
tancy from 47 years in 1900 to 72 years 
in 2001. In California, life expectancy at 
birth is currently 75.9 years for men and 
80.7 for women (Lee and McConville 
2007). The projected rate of increase in 
Californians over age 60 (fig. 1A) and 
age 85 (fig. 1B) is expected to rise across 
the state but at varying rates in differ-
ent counties, and urban and rural areas. 
As California ages it will become more 
racially and ethnically diverse, with 

over 40% of baby boomers being ethnic 
minorities (black, Latino or Asian-
American) and one-third born outside 
of the United States (Lee et al. 2003).

The aging baby boomers are chang-
ing the characteristics of the typical 
family unit. Their sheer numbers are 
expected to affect a myriad of social, 
family, financial and health issues. In a 
state report, former Assemblywoman 
Patty Berg, then chair of the California 
Assembly Committee on Aging and 
Long-Term Care, expressed con-
cerns that the state is at a crossroads: 
“Whether aging Californians live in 
their own homes, receive in-home 
support, live with a relative [or in an] 
assisted-living, residential facility or a 
nursing home, one of the keys to their 
well-being is quality family caregiver 
support” (Berg 2006).

The risk of disease and disability in-
creases with advancing age. Nationally 
and in California, 80% of elders over 
age 65 have one chronic condition and 
about 50% have at least two. In some 
California counties, chronic disease ac-
counts for as much as 80% of the total 
disease burden (Prentice and Flores 
2007). One study using a convenience 
sample of fixed-income seniors from 
22 urban program sites in Alameda 

County (n = 377) reported that 55.4% 
experienced two or more chronic condi-
tions, and about 10% had five to seven 
conditions (see page 195). The Centers 
for Disease Control and Prevention 
expects chronic diseases to exact heavy 
health and economic burdens on older 
adults from long-term illness, dimin-
ished quality of life and major increases 
in health-care demands (CDC 2008).

More than 3 million older adults 
cannot perform the basic activities of 
daily living, such as bathing, shop-
ping, dressing or eating (Prentice and 
Flores 2007). By one estimate, more than 
1.5 million adults in California have 
physical or mental disabilities requir-
ing ongoing assistance with day-to-day 
activities (Scharlach et al. 2001). Public 
health professionals are gravely con-
cerned that the health-care workforce, 
including family caregivers, is not 
adequately prepared for the demands 
and emerging needs of America’s aging 
population (Krisberg 2005). 

A recent report by the California 
Legislative Analyst’s Office found 
that about 83% of California In-Home 
Supportive Services (IHSS) cases are 
age 45 and over; 25% are 45 to 64 years 
old; 58% are over 65; and 25% are over 
age 90 (LAO 2010). California faces a 

As the baby boomers become senior citizens, the number of people needing assistance with the 
basic activities of daily living will rise.
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shortage of trained professionals with 
the knowledge and skills to provide and 
operate quality caregiving programs 
and services for older adults (Berg 
2004). The demands for unpaid family 
caregiver services, particularly among 
the “near-elderly” population aged 40 
to 64, are expected to increase substan-
tially (Lee et al. 2003). 

the caregiver’s role

The term “caregiver” refers to 
an individual who provides as-

sistance to someone incapaci-
tated to some degree, who 

needs help with the ac-
tivities of daily living 

such as dressing, 
eating, shopping 
and toileting. 
Caregivers are 
formal and paid, 
or informal and 
unpaid. Formal 
caregivers can be 
associated with a 

service system or may be hired as in-
dependent care providers. Most often, 
informal caregivers are unpaid family 
members, friends, neighbors and other 
individuals from organizations such as 
churches. 

Quality in-home care involves a 
range of fundamental skills such as 
reliability, punctuality, confidentiality, 
respecting others in the work envi-
ronment, administrative tasks, physi-
cal care and medically related skills 
(Barnes et al. 2005). The most common 

caregiver responsibilities can be 
categorized as personal care, 

emotional support, financial 
assistance and linking to 

formal care providers, 
with an array of 

time-consuming 
tasks in each 
category.

Public and 
private institu-
tions and agencies 
provide skilled, 
certified in-home 
caregivers and 
skilled indepen-
dent workers. 
IHSS, a California 
Public Authorities 

agency, was mandated by AB1682 
in 1999. IHSS screens and registers 
caregivers, provides orientation and 
serves as their employer of record. It is 
the largest publicly funded caregiver 
service in California for the blind, 
aged or disabled requiring nonmedi-
cal personal care. It pays for in-home 
care while impoverished, low-income 
seniors and disabled or incapacitated 
persons remain safely in their homes. 
The program is intended as an alterna-
tive to nursing homes and board-and-
care facilities, or to limit the time that 
clients need to be institutionalized. 
However, the majority of about 400,000 
IHSS registry caregivers are either not 
certificated or are undertrained. The 
California Public Authorities mandates 
some training — the minimum require-
ment is a 30-minute video focused on 
how the IHSS program works, elder 
abuse and fraud.

A large body of research has investi-
gated the impact of caregiver responsi-
bilities on family members, particularly 
families who care for members with 
mental illness. An estimated 4 million 
or more families nationally care for 
members with dementia, and most have 
no formal training. In general, informal 
family caregivers are more likely to care 
for someone with emotional problems, 
dementia/memory problems, behav-
ioral problems, stroke or paralysis. 

Many caregivers spend 4 to 7 years, 
or up to 15 to 20 years, doing a job that 
is stress-filled, overwhelming and iso-
lating (Zarit 2010). Caregivers often face 
a variety of physical, emotional and fi-
nancial stressors alone, which increases 
the probability that they themselves 
will suffer from breakdown, neglect 
and abuse. Over time caregivers suffer 
mental and emotional drain, feelings 
of defeat, anxiety, resentment, anger 
and stress (Noh and Turner 1987; Miller 
et al. 1990). The burden of caring for a 
schizophrenic has been associated with 
infectious disease episodes (Dyck et 
al. 1999). Caregivers reported twice as 
many gingival (gum-related) symptoms 
as noncaregivers (Vitaliano et al. 2005) 
and other metabolic changes (Vitaliano 
et al. 1996).

The stresses associated with caring 
for an elderly patient at home can also 
prematurely age the immune system, 

Fig. 1. Projected rate of increase in California’s elderly population (A) 60 
and over and (B) 85 and over, 1990 –2020. Source: CDA 2008. 
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placing caregivers at greater risk for 
developing or aggravating a number of 
age-related diseases. Researchers tested 
blood samples over a 6-year period 
from a group of caregivers working 
with Alzheimer’s patients. They mea-
sured the levels of a naturally produced 
immune chemical, interleukin-6 (IL-6), 
which increases with age; high levels 
are a known risk factor for illnesses 
such as diabetes, depression, atheroscle-
rosis, rheumatoid arthritis and some 
cancers. Test results showed that the 
blood levels of IL-6 increased fourfold 
among caregivers compared to a control 
group (Kiecolt-Glaser et al. 1987).

Research points to the need for 
more caregiver training and physical, 
emotional and financial support, for 
both formal and informal workers. 
Caregivers often suffer under enormous 
demands, with greater burdens placed 
on those caring for people with complex 
chronic illnesses (Family Caregiver 
Alliance 2008). California caregivers 
experiencing the highest levels of fi-
nancial hardship, physical strain and 
emotional stress are more likely to be 
female, Latino, low income and in poor 
health themselves (Scharlach, Giunta, 
et al. 2003). The physical and emotional 
stress and strain over time, without 
relief, can take a toll on the caregiver 
and in some cases elders may suffer 
negative consequences. One of the main 

topics in the 30-minute IHSS orientation 
video is elder abuse. Thousands of cases 
of elder abuse and fraud are reported 
for both formal and informal caregiver 
services (Bailey and Paul 2008). 

Pay and training needs

We conducted a cost analysis using 
raw data from the California IHSS data-
base for January 2005 and January 2009. 
We calculated rates of increase in case-
load, cost per case and unit cost of ser-
vices, and compared county-by-county 
caseloads and costs. Demographics 
and needs data were derived from U.S. 
Census annual population estimates, 
the Centers for Disease Control and 
Prevention, Administration on Aging, 
UC Center for the Advanced Study of 
Economics and Demography, UCLA 
School of Public Policy, California 
Legislative Analyst’s Office (LAO), 
Sacramento County’s UC Cooperative 

Extension (UCCE) caregiver research 
and training program, and Alameda 
County’s assessment of the quality-of-
life education needs of limited-income 
seniors (see page 195).

Caseload, hours and unit costs. IHSS 
has been one of the fastest-growing 
California programs in recent years. 
Prior to budget cuts, annual funding 
was estimated at $5.42 billion dollars 
in 2009 (Halper 2009), and in January 
2010 the LAO estimated a yearly cost 
of $5.5 billion. In August 2010, the 
number of Californians receiving care 
was reported at 416,000; the number of 
caregivers employed, as estimated by 
disability advocates, was 800,000; and 
the cost of the program was reported 
as $5.7 billion. Our calculations showed 
that the caseload for IHSS caregivers 
grew about 29.3% over 4 years from 
334,778 to 432,869 cases (table 1). 

The increase in monthly caseloads 
ranged from 62% to 74% in two small 
counties (El Dorado and Placer) and 
one large county (Santa Clara), to a 
decline in three very small counties 
(Amador, Colusa, Trinity), one me-
dium (Stanislaus) and one large (San 
Bernardino). We calculated that IHSS 
spent an estimated $387,988,594 for 
registry caregivers in January 2009, up 
16.6% from the cost for January 2005. 
The rise in cost was due in part to in-
creased caseloads, hours per caseload 
and unit cost of services (table 1). Our 
calculations of cost per hour of service 
delivered in January 2009 ranged from a 
high of $13.64 in San Francisco to a low 
of $7.87 in Ventura County. The hourly 
rate of pay in rural areas was gener-
ally lower than in urban centers (for 
detailed county cost analysis, see http://
groups.ucanr.org/elderly/index.cfm).

Halper (2009) estimated that the 
IHSS cost of services per county ranged 

tABLE 1. California statewide caregiver caseload and cost comparisons, January 2005 and January 2009

2005 2009 Change Rate of change

. . . . . . % . . . . . .

Monthly caseload 334,778 432,869 98,091 23

Monthly hours of service 27,869,618 37,501,477 9,631,859 26

Cost of services ($) 257,350,901 387,988,594 130,637,693 34

Hours of service/case 83.25 86.63 3.39 4

Cost of services/case ($) 768.72 896.32 127.60 17

Source: CDSS 2009.

About 400,000 caregivers are registered with California In-Home Supportive Services (IHSS), 
an agency that screens caregivers, provides orientation and serves as their employer of record. 
However, training requirements are minimal.
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from $8.00 to $14.68 per hour. A sur-
vey by California Public Authorities 
in February 2010 reported that hourly 
caregiver wages in counties ranged 
from $8.00 to $11.55, and the cost per 
hour in August 2010 was between $9.00 
and $11.00 (Oakley 2010). 

When we calculated the changes 
in unit cost of services by county for 
January 2005 and January 2009, we 
found that the IHSS registry caregiver 
data did not show any particular re-
gional growth trends over the 4 years, 
either by size of monthly caseload or 
geographical location. Three counties 
grew over 60%; eight from 40% to 50%; 
nine from 30% to 39%; 11 from 20% to 
29%; eight from 10% to 19%; and nine 
from 1% to 9%. Four counties showed 
essentially no growth, and six small 
counties with 40 to 1,700 cases showed 
declines from −0.81% to −12% (fi g. 2).

The county highs for the average 
change in cost of services delivered 
per case were 72.66% (Yuba), 55.75% 
(Calaveras) and 52.08% (Del Norte). 
Changes in other counties ranged from 
40% to 48% in four, 30% to 39% in six, 
20% to 29% in 15, 10% to 19% in 17 and 
1% to 9% in six counties. A decline 
was noted in six counties, Stanislaus 
(−89.12%), Sierra (−26.33%), San 
Bernardino (−20.35%), Colusa (−16.93%), 
Amador (−6.73%) and Trinity (−2.28%). 

When California’s IHSS program 
is examined as a potential cost saver, 
it has strengths and weaknesses. The 
LAO report suggests that the program 
may not be cost-effective when state 
and county costs are combined, but it is 
successful if one evaluates its potential 
to increase the quality of life of indi-
viduals (LAO 2010).

Education and training needs. 
Research clearly points to the need for 
increasing the knowledge and skills of 
large numbers of undertrained caregiv-
ers in California (Scharlach, Sirotnik, 
et al. 2003; Barrett et al. 2005; Scharlach 
et al. 2006; Bailey and Paul 2008). Some 
public and private agencies and insti-
tutions provide skilled nursing and 
related care, but given their minimal 
training and orientation requirements 
most IHSS registry caregivers are un-
dertrained. We collaborated in 2008 and 
2009 with the training and outreach co-
ordinator for IHSS in Alameda County 

Change (%)
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to conduct food safety training for care-
givers. The coordinator reported that 
budget cuts had forced many counties 
to stop providing any training beyond 
the minimum 30-minute video. 

Formal/paid caregivers

A survey conducted in 2000-2001 of 
formal/paid caregivers (certified nurse 
assistant [CNA] and IHSS registry care-
givers) provide insight into the training 
levels, working conditions, benefits 
and makeup of in-home caregivers in 
California (Ong et al. 2002).

Noncredentialed. IHSS providers 
surveyed were mostly female (88.3%). 
Over half were relatives of the people 
that they cared for, and one-third had 
been an IHSS provider for five or more 
years. 

Credentialed. About 32% of those 
surveyed were CNAs; 35% were home 
health, home care and personal aides; 
and about 30% of CNAs also had a 
home health aide (HHA) certificate. 

CNAs must complete 50 hours of 
theory training and 100 hours of su-
pervised clinical training; pass a state 
test; know emergency procedures; be 
CPR-certified; and complete 48 hours of 
continuing education every 24 months. 
For HHAs, some states require CNA 
credentials, additional training and pas-
sage of a state exam. HHA tasks include 
giving medications, feeding patients, 
checking vital signs and assisting with 
errands and chores.

Employment. Over 60% of HHAs 
and personal home-care aides, and over 
30% of nurse aides, were part-time or 
temporary workers. 

Working conditions. About 25% of 
CNAs received welfare at some time 
from 1995 to 2000; 10% received welfare 
in 2000; and the proportion of welfare-
eligible IHSS providers was 24%.

Benefits. Job benefits were available 
only to full-time caregivers. 

Job mobility. About 5% to 12% of 
CNAs/HHAs trained to become li-
censed vocational nurses.

Unpaid family caregivers 

Informal/family caregivers are 
unpaid individuals such as family 
members, friends and neighbors who 
provide care without compensation. 
A random telephone survey in 1996 of 

California house-
holds estimated 
that one in six 
(16.7%) with a tele-
phone had at least 
one family care-
giver — about the 
same rate found 
in a 1997 national 
telephone survey 
(17%) (Scharlach, 
Sirotnik, et al. 
2003). Over 4 
million unpaid 
family caregiv-
ers in California 
provide services 
worth about $45 
billion annually, if estimated at $10.37 
per hour. The number of family caregiv-
ers nationwide is over 65 million, and 
one-third are male (Sheehy 2010). More 
than 10 years ago, it was estimated that 
family caregivers provided the equiva-
lent of $196 billion in free care annually 
(Arno et al. 1999).

The majority (61%) of family caregiv-
ers in the 1996 California survey were 
white, and the rest were Latino (25%), 
black (6%) and Asian/Pacific Islander 
(5%). The average age was 51 years; 75% 
were women; and 60% were married. 
Most (86%) were 
U.S. born, and 69% 
graduated from 
high school and 
35% had college 
or some post-
graduate educa-
tion. Of those who 
provided incomes, 
60% made over $30,000 and 36% more 
than $50,000 (Scharlach, Sirotnik, et al. 
2003).

training considerations

A large body of research shows that 
stress associated with caregiver duties 
may have negative impacts on their 
physical and emotional well-being, 
creating new risk factors for disease 
among caregivers themselves. The 
use of untrained workers in roles that 
potentially affect the quality of life of 
frail elders and disabled persons poses 
concerns for the caregivers as well as 
California’s public policymakers, plan-
ners and service administrators.

In 2003, when considerably more 
training funds were available, IHSS in 
Sacramento County contracted with 
UCCE to provide 150 hours of training 
annually for its registry caregivers. In 
the absence of a training curriculum, 
UCCE Sacramento developed lesson 
plans based on assessment data from 
about 1,000 caregivers. Over a 6-year 
period, at least 600 IHSS caregivers 
were trained in basic care skills, in-
cluding bowel and bladder care, skin 
care, diabetes care, infection control, 
dementia/memory loss, fall prevention, 

self-neglect, food safety, cancer, hyper-
tension, heart attacks and job skills. 
New subject areas were added based on 
needs expressed by the caregivers. 

Evaluations conducted on knowledge 
gained, ability and willingness to use 
information, program effectiveness and 
caregiver satisfaction with the training 
were uniformly positive. The results 
were presented at local, state and na-
tional professional meetings, posted 
on UC Delivers (a Web site of stories 
demonstrating how UC delivers to the 
citizens of California) and published 
in peer-reviewed journals (Barrett and 
Song 2003; Barrett et al. 2005). Funding 
for the project was discontinued in 2009, 

Stress associated with caregiver duties may have 
negative impacts on their physical and emotional 
well-being, creating new risk factors for disease 
among caregivers themselves.

More than 4 million unpaid caregivers provide an estimated $45 billion 
in services annually. Many take care of family members at home with 
little support or training.
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by Patti C. Wooten Swanson and Karen P. Varcoe

“Long-term care” refers to a variety 
of services and supportive mea-

sures to meet health or personal care 
needs over an extended period of time. 
Most long-term care is nonskilled per-
sonal care assistance, such as help with 
the everyday activities of living.

Long-term care can be very expen-
sive. A private room in a California 
nursing home (the most expensive type) 
averages $239.30 per day or $87,345 per 
year, and the care recipient must pay 
for doctor bills, hospitalizations and 
prescription drugs (Kaiser Commission 
2006; Genworth Financial 2010).

While not all Californians will 
need expensive long-term care, 70% of 
those over age 65 will need some dur-
ing their lifetimes. Without advance 
planning, paying for long-term care 
could result in sacrificing a lifetime of 
savings or even losing one’s financial 
independence (California Healthcare 
Foundation 2010).

Age, gender, marital status and 
lifestyle choices influence whether or 
not a person will need long-term care. 
The older a person gets, the more likely 
that it will be needed. Regardless of 
health status, the very old (over age 85) 
may need assistance with activities of 
daily living, such as household chores 
or transportation (Family Caregiver 
Alliance 2005). Women are more likely 
than men to need long-term care, and 
typically for a longer period of time (av-
erage 3.7 years) than men (average 2.2 
years) (US DHHS 2002).

Women 65 or older today have a 44% 
chance of entering a nursing home at 
some point, compared with 27% of men 

(Genworth Financial 2006). A single or 
widowed elder is more likely to need 
long-term care than one who has a 
spouse or partner at home. Lifestyle 
choices such as smoking, sedentary 
living and poor nutrition increase the 
risk of needing long-term care and may 
result in the need for more extensive 
services at the end of life.

Several factors affect what an indi-
vidual actually pays for care. Often, the 
intensity and duration of care increase 
over time and may coincide with a pro-
gression of care settings from home and 
community, to assisted living, and in 
some cases to a nursing home. For ex-
ample, an elder might need occasional 
assistance (once or twice per year for 
certain activities such as traveling), 
then periodic assistance (monthly or 
weekly, for activities such as cleaning 
and shopping), then daily assistance 
(with tasks such as preparing meals, 
bathing and dressing), and finally as-
sistance and supervision 24 hours per 
day. Increasing levels of care are usually 
more expensive. Homemaker services 
(shopping, meal preparation, cleaning, 
etc.) are generally less expensive than 
home health care, which usually costs 
less than assisted living. Skilled nursing 
care is the most expensive. 

A person’s age when care begins in-
fluences how long care will be needed, 
and thus the lifetime costs. Someone 
who receives long-term care at age 65 
will probably require care for more 
years than one who begins at age 85. 
Those who are cognitively impaired, 
as with Alzheimer’s disease, may need 
care for longer because the disease af-
fects the ability to live independently 
but doesn’t necessarily shorten life. 

Costs also depend on where a care re-
cipient lives. California has some of the 
highest costs in the country, and aver-
ages about 15% higher in urban than in 
rural areas (Genworth Financial 2007). 

The Web site www.medicare.gov has 
a calculator for estimating one’s poten-
tial lifetime care costs. The Long-term 
Care Planning Tool uses a confidential 
survey and national usage data to create 
a customized estimate, suggest types 
of long-term care services that might be 
needed and identify possible financing 
options, including insurance.

Another approach is to project the 
types of care a person may need over 
a lifetime and how many years for 
each, then calculate estimated lifetime 
costs using local cost data. The default 
planning scenario used by the Federal 
Long-Term Care Insurance Program (for 
federal employees) is 5 years: 2 for home 
health, 1 of assisted living and 2 of 
nursing home care (table 1). Since most 
Californians will likely need some type 
of long-term care as they age, although 
the type and duration of care will vary, 
it is important for families to address 
the issue of long-term care as part of a 
comprehensive personal financial plan.

P.C.W. Swanson is Nutrition, Family and Con-
sumer Science Advisor, UC Cooperative Extension 
(UCCE), San Diego County; and K.P. Varcoe is 
Consumer Economics Specialist, UC Riverside. 
Assistance was provided by Nancilynne Schindler 
and Thom Tran, Staff Research Associates, UCCE 
San Diego. 
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tABLE 1. Estimate of lifetime total for long-term care received over 5 years in California, 2010

Years type of care Annual cost total cost
. . . . . . . . . . . . $ . . . . . . . . . . . .

2 Home health care: Medicare-certified & licensed 
home health aide (50 hours per week)

46,904 93,808

1 Assisted living (private one-bedroom unit) 42,000 42,000

2 Nursing home (private room) 87,345 174,690

total 310,498

Source: Genworth Financial 2010; California – State Median: Annual Care Costs in 2010.
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but long-range goals to develop, refine 
and standardize basic nutrition and 
wellness curricula for in-home caregiv-
ers statewide remain a priority among 
UCCE’s human resources professionals. 
UCCE can play an integral role in fram-
ing educational solutions to increase the 
competencies of undertrained IHSS and 
family caregivers.

More research is needed to pilot and 
refine specific tools and methodologies 
for instruction, appropriate educational 
materials, and evaluation tools and 
methods. UCCE Sacramento County be-
gan important work on a basic  
caregiver-training curriculum, and at 
least five counties have trained care-
givers on safe food-handling practices 
(Barrett and Song 2003; Barrett et al. 
2005; Barrett and Blackburn 2009; 
Blackburn et al. 2009). 

Human resources priorities

UC can make further contributions 
to the body of research on appropri-
ate curricula, evaluate outcomes and 
impacts, and determine effective edu-
cational approaches and practices to 
train a diverse group of undertrained 
caregivers. The education and train-
ing needs of in-home caregivers were 
identified as a priority area during the 
2008 ANR Human Resources Nutrition 
Update. Members of several ANR work-
groups (Aging, Food Safety and Health 
Promotion) have conducted trainings 
with IHSS caregivers, developed and 
are pilot-testing curricula appropriate 
for caregivers, and are exploring pos-
sible funding sources for this work. 

The University can work with policy-
makers, public administrators, service 

providers and caregivers to promote the 
need for a statewide strategy to upgrade 
the basic skills of undertrained caregiv-
ers. The expected impact is to increase 
the competencies of diverse groups of 
undertrained caregivers, enhance the 
quality and safety of care delivered to 
elderly and other disabled persons in 
California, and protect the well-being of 
caregivers themselves.

G.J. Barrett is County Director and Community 
Development/Public Policy Advisor, UC Coopera-
tive Extension (UCCE), Sacramento County; and 
M.L. Blackburn is Nutrition, Family and Consumer 
Sciences Advisor, UCCE Alameda County. We ac-
knowledge Charles Brown, Professional Engineer 
and Data Analyst, UCCE Alameda County, and 
members of the Aging Californians in Rural and 
Urban Settings Workgroup.

References
Arno PS, Levine C, Memmott MM. 1999. The eco-
nomic value of informal caregiving. Health Affair 
18:182–8.

Bailey S, Paul L. 2008. Meeting the needs of rural 
caregivers: The development and evaluation of an Al-
zheimer’s caregiving series. J Ext 46(1):2. www.joe.org/
joe2008february/a1.shtml.

Barnes C, Sutherland S, Logsdon V. 2005. Assessment 
of Training Needs Among IHSS Consumers and Pro-
viders. California State University, Institute for Social 
Research. Sacramento, CA.

Barrett GJ, Blackburn ML. 2009. Cooperative Exten-
sion responds to local county caregiver training needs. 
J NEAFCS 4:14 –9. 

Barrett G, Song A. 2003. Caregiver Training Program. 
UC Cooperative Extension Sacramento County. http://
cesacramento.ucdavis.edu/CustomProgram/Caregiver_
Training_Program_Report2003.htm.

Barrett GJ, Swanson PW, Song A. 2005. Evaluation of 
a training program for caregivers to aging adults. J Ext 
43(3). http://www.joe.org/joe/205june/rb6.shtm.

Berg P. 2004. Preparing for the “Aging Baby Boom-
ers.” California Strategic Plan on Aging, Advisory 
Committee. May. www.nbrc.net-links-pictures-Aging-
BabyBoomers.pdf.

Berg P. 2006. Building an Aging Agenda for the 21st 
Century. Assembly Committee on Aging and Long-
Term Care, September 2006. www.seniors.org-pdf-
BuildingAgingAgendaforthe21stCentury.pdf.

Blackburn ML, Bruhn CM, Barrett GJ. 2009. Food 
safety and nutrition education needs of individuals 
who serve food to elders at risk. J NEAFCS 4:50 –4.

[CDA] California Department of Aging. 2008. Demo-
graphics  – Facts About California’s Elderly. www.aging.
ca.gov/stats/map_narrative_2.asp.

[CDC] Centers for Disease Control and Prevention. 
2008. National Center for Health Statistics Supplement 
on Aging Study. www.cdc.gov/nccdphp/aag/aag_ 
aging.htm (accessed 12/12/08).

[CDSS] California Department of Social Services. 2009. 
California Monthly In-Home Supportive Services casel-
oad and cost data. www.cdss.ca.gov/research/PG347.
htm (accessed 3/19/09).

Dyck DG, Short R, Vitaliano PP. 1999. Predictors of 
burden and infectious illness in schizophrenia caregiv-
ers. Psychosomat Med 61:411–9.

Family Caregiver Alliance. 2008. Caregiving in Califor-
nia: Issues Paper #1. www.caregiver.org/caregiver/jsp/
content_node.jsp?nodeid=1962 (accessed 12/16/08).

Halper E. 2009. Fraud infects state in-home care pro-
gram. LA Times, April 13.

Kiecolt-Glaser JK, Glaser R, Shuttleworth EC, et al. 
1987. Chronic stress and immunity in family caregiv-
ers of Alzheimer’s disease victims. Psychosomat Med 
49(5):523  –35.

Krisberg K. 2005. Public health workforce not pre-
pared for aging population. Nation Health (May):1, 
20–1.

[LAO] Legislative Analyst Office. 2010. Considering the 
state costs and benefits: In-home Supportive Services 
program. www.lao.ca.gov/reports/2010/ssrv/ihss/
ihss_012110.aspx (accessed 8/30/10).

Lee H, McConville S. 2007. Death in the Golden State. 
Why Do Some People Live Longer? California Public 
Policy Institute. San Francisco, CA. California Counts 
9(1):6.

Lee R, Miller T, Edwards RD. 2003. The Growth and 
Aging of California’s Population: Demographic and 
Fiscal Projections, Characteristics and Service Needs. 
Center on the Economics and Demography of Aging. 
UC Berkeley, Berkeley, CA.

Miller FM, Dworkin J, Ward M, Barone D. 1990. A 
preliminary study of unresolved grief in families of 
seriously mentally ill patients. Hospital Community 
Psychiatry 41:1321–5.

Noh S, Turner RJ. 1987. Living with psychiatric patients 
implications for mental health of family members. Soc 
Sci Med 25:263–71.

Oakley D. 2010. Disabled, caregivers fear proposed 
cuts. Bay Area News Group. August 14. PA3-C1.

Ong P, Rickles J, Benjamin AE. 2002. California Care-
givers: Final Labor Market Analysis. UCLA School of 
Public Policy. Los Angeles, CA.

Prentice B, Flores G. 2007. Local health departments 
and the challenge of chronic disease: Lessons from 
California. Prev Chronic Dis (Jan). www.cdc.gov/pcd/
issues/2007/jan/06_0081.htm.

Scharlach A, Dal Santo T, Greenlee J, et al. 2001. 
Family Caregivers in California: Needs, Interventions 
and Model Programs. UC Berkeley Center for the Ad-
vanced Study of Aging Services. Berkeley, CA. 121 p.

Scharlach A, Dal Santo T, Lehning A, et al. 2006. Care-
giving in California: Final Report of the University of 
California Family Caregiver Support Project. UC Berke-
ley Center for the Advanced Study of Aging Services. 
Berkeley, CA.

Scharlach A, Giunta N, Dal Santo T, et al. 2003. Cali-
fornia’s Family Caregiver Support System: Findings and 
Recommendations. UC Berkeley Center for the Ad-
vanced Study of Aging Services. Berkeley, CA.

Scharlach A, Sirotnik B, Bockman S, et al. 2003. A 
Profile of Family Caregivers: Results of the California 
Survey of Caregivers. UC Berkeley Center for the Ad-
vanced Study of Aging Services. Berkeley, CA.

Sheehy G. 2010. The secret caregivers. AARP Bulletin 
(May/June):38–41.

Vitaliano PP, Persson R, Kiyak A, et al. 2005. Caregiv-
ing and gingival symptoms reports: Psycho-physiologic 
mediators. Psychosomat Med 67:930–8.

Vitaliano PP, Scanlan JM, Krenz C, et al. 1996. Psycho-
logical distress, caregiving and metabolic variables. 
J Gerontol: Psychol Sci 51B:290 –7.

Zarit S. 2010. Family caregiving stress filled and isolat-
ing. ScienceDaily. Apr 22.




