Summary: Senate Finance Committee Democrats’ Long-Term Care RFI (October 2026)
[bookmark: about-this-summary]About this summary
On October 16, 2026, Senate Finance Committee minority staff released an 81-page Request for Information (RFI), Delivering An Affordable Home Care Guarantee for American Families. It asks the public for feedback on three areas: a universal home care benefit, nursing home quality, and the long-term care (LTC) workforce. Comments are due December 18, 2026.
An RFI is not legislation. It poses questions and lists policy options for comment, and the authors state it does not presuppose outcomes. Where this summary says the RFI “proposes” something, it means the RFI asks for feedback on that option.
The RFI is written by Democratic staff and takes a partisan position, particularly on the 2025 reconciliation law (H.R. 1, Public Law 119-21) and Trump administration policy. This summary reports those positions as the authors’ views and keeps factual descriptions separate.
Source. This summary is based on the full 81-page RFI text. Section and subsection numbering follows the RFI.
[bookmark: X32e1c05f4ff45af046364cee89445a0f32c602b]Overview: cover letter and executive summary
The RFI is the third in a series of Senate Democratic health policy RFIs, following a June 2026 RFI on drug prices and a July 2026 RFI on health coverage. It grows out of a May 20, 2026 Dear Colleague letter led by Ranking Member Ron Wyden.
[bookmark: cover-letter]Cover letter
Senator Wyden’s letter recounts his service on a Reagan-era HHS long-term care task force more than 40 years ago. He writes that the task force found millions of Americans could not afford nursing home costs and lacked reliable home care, and that conditions have worsened since.
The letter attributes much of the current strain to the nearly $1 trillion in Medicaid reductions in H.R. 1. It describes constituents Wyden met in Oregon, including a caregiver facing $33,000 per month in home care costs.
The letter cites a 2023 KFF survey with these findings:
· More than 60% of adults 50 and older were worried about affording long-term care.
· Only 28% of adults ages 50–64, and 45% of those 65 and older, had set money aside for it.
· 45% of older adults wrongly believed Medicare would cover long-term care.
[bookmark: who-is-involved]Who is involved
The May Dear Colleague letter was signed by Wyden and 16 other Democratic senators: Luján, Duckworth, Alsobrooks, Kaine, King, Kim, Blumenthal, Booker, Warren, Hirono, Murphy, Shaheen, Whitehouse, Gillibrand, Blunt Rochester, and Merkley. Senators Klobuchar and Markey joined later, for a total of 19.
Since May, Finance Committee Democratic staff and staff from participating offices held more than 95 listening sessions with about 180 organizations. These included advocates for older adults and people with disabilities, unions, home care and home health agencies, nursing homes, insurers, health plans, states, researchers, and others.
[bookmark: five-guiding-principles]Five guiding principles
The RFI says its proposals are meant to carry out five principles:
1. Universality: LTC should be universal, equitable, and available to all who need it.
1. Simplicity: LTC should be affordable and simple for families to access.
1. Flexibility: People should be able to receive safe, quality LTC in the setting they choose.
1. Workforce investment: Paid and unpaid caregivers should be recognized and supported.
1. Safeguards: A new system should protect people and prevent corporate abuse and corruption from the start.
[bookmark: cost]Cost
The RFI explicitly declines to address what its proposals would cost. The authors argue that cost debates have blocked LTC reform for decades, and they frame the RFI as an exercise in defining what families need. They acknowledge that system-wide cost containment would ultimately be required.
[bookmark: X40e10ffd935efbee52cce04f9110505ed87513b]Section I: Make Home Care Affordable and Accessible — Background
Section I is the largest part of the RFI (pages 8–39). It asks how to build a universal home care benefit that draws on both Medicare and Medicaid.
[bookmark: the-gap-the-rfi-describes]The gap the RFI describes
The United States has no guaranteed home care benefit for older adults or people with disabilities in either Medicare or Medicaid. The RFI cites survey data showing nearly 88% of adults prefer to receive care at home.
Medicare’s home health benefit is narrow:
· It covers skilled care, therapy, and limited help with daily activities only for people who are homebound and need skilled nursing.
· It does not cover services such as meal delivery or help with bathing.
· Coverage runs in 60-day periods, renewable by a doctor.
In 2022, 28% of Medicare beneficiaries needed help with at least one activity of daily living (ADL). Medicaid is therefore the main payer for LTC, but it does not guarantee home care to everyone who needs it.
[bookmark: how-medicaid-home-care-works-today]How Medicaid home care works today
Since 1965, states have been required to cover nursing facility care through Medicaid. Home and community-based services (HCBS) are mostly optional. Key history the RFI recounts:
· 1970s: Congress let states cover facility services for people with intellectual and developmental disabilities, plus personal care services.
· 1981: Section 1915(b) and (c) waivers let states offer HCBS to people at risk of institutionalization.
· 1990s: The Americans with Disabilities Act and the Supreme Court’s Olmstead decision established a right to services in the most integrated appropriate setting.
Section 1915(c) waivers allow states to cap enrollment. The RFI says states use these caps to control spending, producing long waiting lists. Key figures it cites:
· About 650,000 people are on HCBS waiting lists, which the RFI calls likely an undercount.
· About 5.1 million people receive Medicaid HCBS.
· States ran more than 300 separate HCBS programs in 2025, many limited to specific populations.
· Eligibility pathways based on age or disability typically impose asset limits; other Medicaid pathways do not.
HCBS typically include help with ADLs (bathing, dressing, eating) and instrumental activities of daily living, or IADLs (meal preparation, housekeeping, medication management, transportation). They can also include adult day care, respite for family caregivers, home modifications, and assistive devices.
[bookmark: recent-federal-funding-history]Recent federal funding history
The RFI describes the American Rescue Plan Act of 2021 as providing more than $12 billion in dedicated federal HCBS funding, which states turned into more than $37 billion in total reinvestment. It notes that Build Back Better proposals of $150–400 billion for HCBS stalled in the Senate.
The authors then argue that H.R. 1’s Medicaid reductions put HCBS at risk. Their reasoning is that states facing budget pressure tend to cut optional HCBS before mandatory nursing home coverage. They also criticize the Trump administration for scaling back enforcement of community integration requirements under the ADA and Olmstead.
[bookmark: family-stories]Family stories
The section includes two first-person accounts. One describes an Oregon family paying around $33,000 per month (in 2026 dollars) for round-the-clock home care before moving their parents through several facilities. The other describes a Tennessee man with autism and an intellectual disability who waited 11 years for waiver services and was approved only after reaching a crisis.
[bookmark: what-the-rfi-says-it-wants]What the RFI says it wants
The authors want a system that sets coverage by need rather than age, income, wealth, or location. It should preserve existing benefits, be simple to navigate, and pay care workers fairly.
The RFI notes broad agreement in its listening sessions that a new system should draw on both Medicare and Medicaid. Its central question is how to combine Medicare’s simpler federal structure with Medicaid’s existing services and community supports.
[bookmark: X92883370e9f5393a670c80214690ecdaeca8498]Section I.i–iii: Benefit design, eligibility, and covered services
[bookmark: i.i-establishing-a-universal-benefit]I.i Establishing a universal benefit
The RFI lays out four broad approaches and asks for feedback on each. It does not choose among them.
1. A new Medicare home care benefit. Medicare generally covers people 65 and older with at least 10 years of payroll-tax work history. The RFI asks how a home care benefit could serve both current beneficiaries who meet functional criteria and other people who need home care, regardless of work history. It cites past exceptions to Medicare’s usual eligibility rules as precedent:
· People with end-stage renal disease, regardless of age or work history (1972).
· People with ALS, who skip the 24-month waiting period (2001).
· People exposed to asbestos in Libby, Montana (2010).
· Disabled adult children and spouses who qualify through a parent’s or spouse’s earnings record.
The RFI asks where in traditional Medicare such a benefit would sit and what role Medicare Advantage would play. It also asks how Medicaid’s role would change, and whether any Medicaid savings should be reinvested in low-income coverage.
2. Mandatory Medicaid HCBS. The RFI calls Senator Luján’s HCBS Access Act (S. 5321) the central Medicaid proposal under consideration. The bill would:
· Make HCBS a mandatory Medicaid benefit in all 50 states.
· Prohibit enrollment caps and waiting lists.
· Create a single cross-disability program.
· Set federal baseline standards for direct care worker pay and training.
The RFI asks how federal funding could help states shift from capped waivers to a mandatory benefit without disrupting current enrollees or overwhelming providers. It also asks about expanding Medicaid buy-in programs and revising income and asset limits so families need not spend down into poverty.
3. Long-term care within a single-payer system. The RFI describes Senator Sanders’ Medicare for All Act (S. 1506), introduced in 2025. That bill uses Medicaid’s HCBS framework to define home care benefits, preserves Medicaid funding for nursing facility care, and phases in over four years. The RFI notes proponents’ argument that this approach would make home care the default. It invites comment on LTC within single-payer, and on how phasing would compare to a Medicare-Medicaid approach.
4. International models. The RFI points to Germany, Japan, Denmark, and Sweden. These countries generally fund LTC through social insurance or tax-funded health systems and base eligibility on functional and cognitive need, not income or assets. Benefits typically include a set number of personal care hours, adult day services, respite care, home modifications, and equipment. The RFI asks what the United States could borrow from them.
[bookmark: i.ii-determining-eligibility]I.ii Determining eligibility
The RFI reports that advocates and researchers favor eligibility based on a functional assessment of need, rather than diagnosis, age, or disability category. They also favor counting both ADLs and IADLs, because IADLs better capture cognitive impairment.
The HCBS Access Act would set eligibility at any one of the following:
· Two or more ADLs.
· Two or more IADLs.
· At least one ADL plus at least one IADL.
The RFI asks whether to adopt that threshold or another, and how to weigh cognitive impairment.
How assessments work now. Most Medicaid HCBS waivers require an “institutional level of care” finding. That means the person would otherwise need a nursing home, intermediate care facility, or hospital. Section 1915(i) lets states use lower thresholds. Assessment tools, and who performs them, vary widely by state. Results drive a person-centered service plan, with reassessment at least annually or after a significant change.
The RFI notes that some states have used opaque algorithms that reduced services, citing a 2026 Nebraska lawsuit. It asks for feedback on:
· Best practices for a standard functional assessment.
· When reassessment should be triggered, and when annual reviews may be unnecessary.
· How to make assessments transparent.
· How to strengthen conflict-of-interest rules for assessors.
· Whether the federal government should contract directly with nurses and social workers for independent assessments, and which agency would run this.
· Which assessment tools best capture cognitive impairment, since IADLs can miss judgment and safety risks and caregivers may mask needs.
[bookmark: i.iii-covered-benefits]I.iii Covered benefits
The RFI presents three ways to define what the benefit covers.
Option 1: Medicare baseline plus Medicaid. Medicare would cover a core set of HCBS, and Medicaid would cover additional services. The RFI asks which services belong in the baseline, whether to phase in, and whether people could buy additional services.
Option 2: A broad service list scaled to need. The benefit would cover the full list in the HCBS Access Act, with each person receiving services according to need. That list includes:
· Community inclusion services and non-medical transportation.
· Respite and caregiver support.
· Case management and support for self-direction.
· Support during hospital stays.
· Behavioral health crisis services and peer support.
· Housing and tenancy supports.
· Home modifications and assistive technology.
· Transition services out of institutions.
· Nutrition and assisted living services.
The RFI asks whether Medicaid should align with this list, about state experience covering assisted living as HCBS, and about HUD’s Section 202 and 811 supportive housing programs. It also asks whether benefits should be tiered by functional need or cognitive status.
Option 3: A set number of hours. The RFI cites Senator Kim’s Medicare at Home Act (S. 5270), which would provide up to 20 hours per week of help with ADLs and IADLs. It notes support for that bill from advocates, unions, and some nursing homes. It asks whether to guarantee a number of hours and whether that number should vary by need.
[bookmark: X25b0034f2563aa5521089a89a2774c98c2947e6]Section I.iv–vi: Affordability, rights and protections, and self-direction
[bookmark: i.iv-making-home-care-affordable]I.iv Making home care affordable
Current Medicaid rules. Federal law limits Medicaid HCBS cost-sharing to nominal amounts. However, income and asset limits are very low, so many people qualify only after “spending down” their savings. The RFI cites estimates that out-of-pocket LTC spending before spend-down can exceed $100,000.
Estate recovery. A home is excluded from Medicaid’s asset test. But states must seek repayment from the estates of enrollees 55 and older for LTC and related costs, which often means the home. The RFI argues that estate recovery deepens generational poverty and the racial wealth gap while recovering little money. It reports that attorneys for beneficiaries said the policy deters people from applying, and suggested ending it or making it optional. The RFI asks for feedback on raising asset limits and ending or amending estate recovery.
Cost-sharing in a new benefit. The RFI reports that health economists recommended cost-sharing to control spending. Their suggested model is the ACA marketplace: services fully covered up to an income level, then a rising share for higher incomes, up to an out-of-pocket cap. The RFI asks:
· How affordability should account for both income and assets, since many seniors have low income but significant assets.
· Whether home equity should count at all, and how to protect generational wealth without encouraging people to shift savings into housing.
· What income tiers and out-of-pocket cap would keep middle-income families from depleting savings.
· Whether models like the Medicare Savings Programs or the Part D Low-Income Subsidy apply.
· How a cap would interact with other caps, such as the Medicare Cost Cap Act (S. 4886) from Senators Blunt Rochester and Wyden.
Buy-in. Most state Medicaid programs let working people with disabilities buy in above normal income limits. About half set the limit at 250% of the federal poverty level, and some, including Connecticut and Idaho, go to 500% or higher. The RFI asks whether people who don’t meet eligibility criteria should be able to buy into the universal benefit, and how to keep that affordable with enough providers.
[bookmark: i.v-defining-rights-and-protections]I.v Defining rights and protections
The RFI treats Medicaid’s protections as a starting point. These include constitutional due process (notice and a hearing when benefits are denied or reduced), “aid paid pending” (services continue during an appeal), and rules ensuring HCBS settings are truly community-based.
The HCBS Access Act would add:
· Nationwide quality measures, with enhanced federal funding for states that report quality data including beneficiary demographics.
· An independent HCBS ombudsman program in every state.
The RFI asks whether that bill should be the roadmap. It also asks what appeal rights should apply under a new Medicare benefit and whether Medicaid’s fair-hearing framework should carry over. It specifically asks how to design enforceable rights in light of two Supreme Court decisions limiting private enforcement of federal benefit statutes: Health and Hospital Corporation of Marion County v. Talevski (2023) and Medina v. Planned Parenthood (2026).
Program integrity. The authors argue that Republicans and the Trump administration wrongly portray HCBS spending growth as evidence of fraud. In their view, the growth reflects the intended shift from institutional to community care. The RFI lists existing safeguards: provider credentialing and background checks, financial management services, billing data analysis, and electronic visit verification with location tracking. It asks what further measures would protect beneficiaries without limiting access.
Private equity. The RFI warns that expanding home care could draw more private equity investment. It cites studies showing private equity purchases of home care agencies rose from 2017 to 2022. It also cites a 2026 Cornell study finding private equity firms had consolidated more than half of New York’s home care agencies by the end of 2025, along with wage theft and safety violations at some of them. The RFI asks for system-level safeguards to keep public funds from being diverted.
[bookmark: Xb4067da794cba9d28c2a99f07eb15a0901a339b]I.vi Participant-direction (self-directed care)
In self-directed care, the beneficiary manages their own services instead of an agency. This can include “employer authority” to hire, train, and supervise workers, and “budget authority” over how funds are spent. Key facts the RFI cites:
· All states allow some older adults and people with physical disabilities to self-direct; 90% allow it for people with intellectual and developmental disabilities.
· Most states let beneficiaries hire family and friends, and more than half of self-directing beneficiaries do.
· Financial Management Services handle payroll, taxes, and budget monitoring; support brokers and case managers help with planning.
The RFI says self-direction supports autonomy and also expands workforce capacity. It asks whether a universal benefit should include self-direction, who should certify and pay workers, and whether to reuse Medicaid’s existing entities. It also asks about minimum national training standards, who should set them, and how to fairly pay family caregivers while maintaining quality.
[bookmark: Xdf91ab4c7b042f8e8457d24225fe03f90bbb0fa]Section I.vii–ix: Administration, supports, and scope
[bookmark: i.vii-administering-the-benefit]I.vii Administering the benefit
Managed care. All but 11 states use managed long-term services and supports (MLTSS) for at least some HCBS. Under MLTSS, states pay plans a fixed amount per enrollee and the plans provide all services. For people eligible for both Medicare and Medicaid, the RFI describes three integration models:
· Fully Integrated Dual Eligible Special Needs Plans (FIDE SNPs): one plan holds both the Medicare Advantage and Medicaid contracts, so the person has one card and one care team.
· PACE (Programs of All-Inclusive Care for the Elderly): a capitated model in which an interdisciplinary team manages all medical and social needs for frail adults 55 and older, built around adult day health centers.
· Medicare-Medicaid Plans: demonstrations that ran from 2013 to 2025 and unified enrollment, customer service, and appeals.
The RFI says a new system should feel seamless to families even if financing is complex behind the scenes. It asks which entities should manage benefits, how to reduce complexity, and whether to contract with states for tasks such as provider screening.
The RFI reports positive feedback about PACE from providers, plans, and trade groups. It asks how to scale PACE by lowering startup capital barriers, streamlining approvals, expanding into rural areas, and extending eligibility to younger people with disabilities. It notes that PACE rules have not always been updated when Congress changes Medicare.
Provider networks and payment. A universal benefit may need a new provider network alongside Medicaid’s. The RFI stresses pay parity for direct care workers across programs, so a new benefit adds capacity rather than pulling workers from existing programs. It asks:
· Whether rates should be set by program or by agency.
· Whether to use a payment benchmark.
· Whether rates should vary by geography.
· How rates should reflect workers’ skills, training, and experience.
· How a single network would work across multiple programs and managed care plans.
[bookmark: i.viii-other-supports-and-simplification]I.viii Other supports and simplification
Administrative simplification. The RFI describes the current system as a maze of separate applications, repeated assessments, conflicting waiver rules, and opaque renewals. It asks about:
· Merging population-specific waivers into unified authorities without cutting specialized services.
· Cross-agency data sharing, presumptive eligibility, and multi-year authorizations for stable conditions.
· Making benefits portable when families move between states.
· The role of navigators and case managers.
· Digital portals that show eligibility and care plan status in real time, and their accessibility.
· Streamlining coverage for people dually eligible for Medicare and Medicaid, and for SSI recipients.
Community-based supports. The RFI wants to build on existing networks:
· Older Americans Act programs, including Area Agencies on Aging, which serve more than 14 million people with meals, respite, and case management. The RFI describes this network as chronically underfunded.
· Aging and Disability Resource Centers, which offer a single entry point for LTC information.
· Centers for Independent Living, which help people transition out of institutions and learn to self-direct.
· Family-to-Family Health Information Centers, which offer peer support to families navigating HCBS.
· University Centers for Excellence in Developmental Disabilities.
The RFI asks how to integrate these with a universal benefit.
State supports. Making HCBS mandatory would require significant state resources, and states could no longer use waiting lists to manage budgets. The RFI notes that past Medicaid expansions came with enhanced federal funding. It says H.R. 1’s cuts have changed state finances and that several states are already reducing HCBS. It asks what federal support, phase-in timelines, and maintenance-of-effort protections would help states meet demand.
Care transitions. The RFI says no one should end up worse off under a new benefit. It asks how to move people smoothly between home and institutional care, and how to rebalance incentives that currently favor Medicaid-funded nursing homes. Specific questions include:
· Which program should manage and pay for a move between settings.
· Whether the universal benefit’s assessment should also serve as the state’s institutional level-of-care determination.
· Whether to fund up-front transition costs, as the Money Follows the Person program does.
· How aging and disability networks should support transitions.
[bookmark: i.ix-concepts-out-of-scope]I.ix Concepts out of scope
The RFI sets two categories aside for separate review later:
· Post-acute and home health ideas: expanding hospital-at-home, creating a skilled-nursing-at-home program, improving hospital-to-post-acute transitions, and changing Medicare home health payment rates.
· A standalone public LTC insurance program. The RFI says these proposals do not align with its approach of building on Medicare and Medicaid.
[bookmark: Xc2214c674489611afc91a32cbdf52f0f8803c3f]Section II: Improving the Quality of Care in Nursing Homes
Section II (pages 40–63) asks how to make sure public money reaches direct care, how to strengthen staffing, and how to modernize the Nursing Home Reform Act’s oversight and quality framework.
[bookmark: background]Background
More than 1.2 million people live in nearly 15,000 U.S. nursing homes. Over a year, about six in ten residents are short-stay (typically under a month, often after surgery or a fall). About four in ten are long-stay residents.
The RFI says nursing homes remain essential, and for some people the preferred or only option. The Nursing Home Reform Act of 1987 created the Resident Bill of Rights and core standards: physician supervision, 24-hour nursing, individual care plans, state licensure, and nursing assistant training. The RFI notes that the statute has not been comprehensively updated in nearly 40 years, though regulations have changed.
The RFI argues the standards are outdated for two reasons. First, residents now arrive with more complex conditions requiring IV therapy, complex wound care, and more staff time. Second, ownership has shifted toward private equity and complex corporate structures that, in the authors’ view, can shield bad actors and divert public funds into profits.
The section includes an anonymous family account, drawn from a 2023 public comment, describing neglect, an undetected infection, and inaccurate care-planning reports at facilities where the commenter’s parents stayed.
[bookmark: X667a2d3a627dadfbfb70756b15f45ad763d6a9d]II.i Protecting taxpayer dollars for direct care
Who pays and who owns. Medicare and Medicaid cover 77% of nursing home residents and 59% of nursing home spending. Medicaid covers 63% of residents and Medicare 14%. Nearly three-quarters of nursing homes are for-profit, and most of those belong to chains. Few are publicly owned.
Private equity and REITs. The RFI says ownership data is too limited for effective oversight. It cites these estimates:
· The GAO estimated about 5% of Medicare-enrolled nursing homes had private equity ownership in 2022; MedPAC found it could be as high as 11%.
· Real estate investment trusts (REITs) have investments in about one in six nursing homes, typically as landlords collecting rent from operators funded largely by Medicare and Medicaid.
Ownership and quality. The RFI cites research associating private equity ownership with higher deficiency scores, lower inspection and staffing ratings, and an 11% higher mortality rate compared with other nursing homes. It notes that nonprofit and government-owned facilities are more likely to meet federal staffing thresholds, and that higher staffing is linked to better outcomes.
Direct care spending. The Biden administration required states to report what share of Medicaid nursing home payments goes to direct care and support staff compensation. The RFI says Senator Wyden defended this requirement when Republicans sought to repeal it in H.R. 1. The RFI asks about:
· Extending the reporting requirement to Medicare.
· Requiring nursing homes to spend a set percentage of Medicare and Medicaid payments on direct care. Massachusetts, New York, and New Jersey already have such rules, and the RFI asks which percentage thresholds are linked to better outcomes.
Ownership transparency. The RFI asks for feedback on four policies:
· Reinstating CMS ownership and management disclosure requirements that the Trump administration indefinitely postponed.
· Restricting private equity and corporate control over nursing home operations, modeled on the Stop Corporate Takeovers of Physicians Act (S. 5419) from Senators Warren and Wyden. It also asks how to define private equity and corporate owners.
· Reinstating Corporate Transparency Act beneficial-ownership reporting. The RFI notes Treasury recently exempted more than 99% of companies, and asks how to align that reporting with CMS requirements to limit burden.
· Requiring CMS to review an operator’s track record before approving a change of ownership or operator, with interest in Ohio’s and Virginia’s approaches.
Cost reports. Nursing homes file annual cost reports with CMS through the Healthcare Cost Report Information System (HCRIS). Regulators use these to judge financial health, set rates, and assess whether facilities can afford to meet standards. The RFI asks whether HCRIS is sufficient and what else nursing homes should disclose in consolidated cost reports. It points to consolidated reporting rules in California and Illinois as models to pair with ownership reporting.
Related-party transactions. Federal rules require that costs paid to related parties be “reasonable,” but the RFI cites HHS-OIG findings that neither CMS nor its contractors enforce this. The RFI asks for feedback on:
· Setting market-rate benchmarks for common related-party charges (management fees, pharmacy services, leases, home office costs), and letting CMS recover unjustified charges.
· Requiring nursing homes to show how related-party rent and management fees would improve residents’ long-term health outcomes, as a condition of Medicare and Medicaid payment.
· Updating the regulatory definition of “related party” with explicit examples of significant ownership or control.
Owner liability. The RFI says transparency alone cannot close the distance between residents and the people ultimately responsible for their care. It asks for other ways to keep private equity firms, REITs, and complex corporate owners from being shielded from liability. Options it names include a private right of action to enforce the Nursing Home Reform Act, and defining owners and fiduciaries as legally responsible for resident care.
[bookmark: ii.ii-strengthening-staffing-standards]II.ii Strengthening staffing standards
The RFI cites research linking higher RN and total staffing to fewer hospitalizations, lower mortality, and better working conditions. Low staffing is tied to safety violations, more antipsychotic use, and worker burnout. Two survey figures it cites:
· Over one-third of residents said there are not enough staff to meet their needs in a reasonable time (National Consumer Voice, 2025).
· 94% of voters 50 and older support minimum nursing home staffing standards (AARP).
The current floor. For nearly 40 years the federal standard has required the equivalent of about 18 minutes of direct care per resident per day. The Biden administration’s April 2024 rule would have raised this to 3.48 hours per resident per day with an RN on site 24/7; the RFI cites a projection that this would save 13,000 lives a year. H.R. 1 delayed the rule by nine years, and the Trump administration rescinded it in December 2025.
What listening sessions found. Resident advocates, researchers, and unions pressed for higher staffing. Trade associations and nursing homes said new standards would be hard to meet without major workforce investment and predicted closures, especially in rural areas. Oversight experts stressed enforcement. The RFI notes that Massachusetts raised its standard in 2021, yet only half its nursing homes complied by the end of 2025. It also cites a 2026 Health Affairs study finding that state mandates from 2010 to 2023 raised staffing without hurting finances or increasing closures, because higher revenue offset labor costs.
The Nurses Belong in Nursing Homes Act (S. 3886). Introduced in 2026 by Wyden with Senators Kim, Booker, Warren, Luján, Murphy, and Blumenthal, the bill would:
· Require an RN on site 24/7.
· Set an initial minimum of 3.5 hours of nursing care per resident per day.
· Require regular, evidence-based updates to staffing standards.
· Provide permanent funding for inspections, surveys, and enforcement.
· Reinvest civil monetary penalties in recruiting and retaining nursing home workers.
· Hold nursing homes accountable for spending public funds on frontline staff rather than profits.
Questions on updating standards. The RFI asks how often and on what evidence CMS should update staffing standards, including for people with dementia. It asks how resident acuity should factor in, which outcomes should measure success, and what evidence shows remote monitoring and telehealth can improve care alongside adequate staffing. It also invites evidence on alternatives that could achieve similar results without a federal standard.
Pairing standards with workforce investment. CMS’s nursing home staffing campaign began under the Biden administration at $75 million; the Trump administration added $5 million, for $80 million total, and issued a funding notice to recruit RNs and LPNs. The RFI asks about the amount, allowable uses, and how many workers it could train. It points to Illinois, whose Medicaid incentive payments for meeting a higher staffing ratio produced an 11% staffing increase since 2022, four times the national rate. The RFI asks how similar incentives could work federally.
[bookmark: ii.iii-improving-quality-of-care]II.iii Improving quality of care
The Nursing Home Reform Act of 1987 followed a 1986 Institute of Medicine report documenting abuse and neglect. It set care-planning requirements, resident protections, unannounced inspections, and sanctions such as civil monetary penalties and payment denials. The RFI argues that corporate ownership and more complex medical needs have exposed gaps the 1987 framework did not anticipate, and invites proposals to comprehensively update the law.
Accurate reporting. Nursing homes report resident assessments through the Minimum Data Set (MDS) and finances through annual cost reports. CMS’s Value-Based Purchasing program pays facilities based on eight quality measures drawn from MDS data. Drawing partly on Wyden’s 2021 Nursing Home Improvement and Accountability Act (S. 2694), the RFI asks about:
· Reducing payments by a set percentage for submitting inaccurate MDS or quality data.
· Requiring HHS to audit a representative sample of cost reports regularly.
· Requiring HHS-OIG to study links between cost report accounts and quality.
· Better support for whistleblowers.
Surety bonds. These bonds protect residents’ funds deposited with a facility against embezzlement or commingling. The RFI asks about a $500,000 minimum bond, also from S. 2694, to deter owners who would buy, exploit, and abandon nursing homes.
Pre-dispute arbitration. Some facilities ask residents to sign binding arbitration agreements before any dispute arises, waiving access to court. The Obama administration banned these in 2016; the first Trump administration reversed the ban in 2019 but kept the prohibition on requiring them as a condition of admission. The RFI asks about banning them in nursing homes and HCBS, as S. 2694 and Senator Blumenthal’s Fair Arbitration Injustice Repeal Act (S. 2799) would, and about other unfair admission conditions.
State data tools. The RFI highlights work by states in a National Academy for State Health Policy learning collaborative. Minnesota is building a dashboard to flag at-risk facilities, Ohio offers a public quality comparison tool, and New Jersey provides risk-based support to its lowest-rated homes. The RFI asks what has worked, how to scale it, and how to better collect feedback from residents, families, and staff.
Resident rights. The RFI reports concerns from advocates that LGBTQ+ older adults fear discrimination in LTC. It cites an AARP survey in which over 60% of LGBTQ+ respondents worried about abuse, neglect, or harassment, and reports of denied admissions and abrupt discharges, as well as HIV stigma. It asks for comment on an LGBTQ+ LTC Bill of Rights that could bar denying admission based on sexual orientation, gender identity, or HIV status. It also asks about making cultural and language competency a core quality measure, a proposal raised by an organization representing Asian American, Native Hawaiian, and Pacific Islander older adults.
Surveys and certification. State agencies inspect nursing homes every 9 to 15 months under contract with CMS. The RFI raises several issues:
· Predictability. Research finds facilities, especially for-profits, raise staffing when they expect an inspection, and residents are more likely to die when inspections are unlikely. The RFI cites a finding that more unpredictable timing would save 10% more lives even at the same frequency, and asks how to achieve it and what resources it would take.
· Thoroughness. It asks about having HHS review plans to make surveys and enforcement more effective, from S. 2694.
· “Deemed status.” Trade associations proposed letting accrediting organizations such as the Joint Commission inspect nursing homes instead of state agencies. The RFI asks whether these should replace or supplement state surveys, what the effects of privatizing oversight would be, and whether it would ease the survey backlog without new funding.
· Funding and backlog. After COVID-19, the average interval between surveys grew from 16 to more than 20 months. A 2023 Senate Aging Committee investigation found nearly a third of nursing homes behind on inspections and 32 state agencies with vacancy rates of 20% or more. The RFI asks about mandatory funding, as proposed in S. 3886, and how much is needed.
· Risk-based surveys. CMS recently expanded a “streamlined” survey process for about 12% of higher-performing homes. The RFI notes there is no matching increase in scrutiny for poor performers and asks whether the approach should continue.
Ombudsmen and Protection and Advocacy systems. LTC ombudsman programs serve over 3 million residents across all states, D.C., Puerto Rico, and Guam. The federal share of their funding fell from 58.8% in 2000 to 46.9% in 2019. Protection and Advocacy systems have federal authority to investigate abuse of residents with intellectual and developmental disabilities, but face flat funding. The RFI asks about mandatory funding for both, as in Wyden’s Elder Justice Reauthorization and Modernization Act (S. 1198) and S. 3886, and how they should coordinate with state survey agencies.
Special Focus Facility program. This CMS program puts the worst-performing homes under extra inspection and enforcement. Key figures the RFI cites from a 2025 HHS-OIG report:
· Only 88 slots nationwide, under 0.6% of nursing homes; 88% of participants were for-profit.
· Most graduates did not sustain improvements, and almost two-thirds had a serious deficiency within three years.
· Ownership is not considered in selection, even when owners show poor performance across multiple homes.
The RFI asks about allocating slots by each state’s nursing home population rather than its number of facilities, and about requiring at least 5% of nursing homes to participate (from S. 2694). It also asks about non-financial enforcement tools, a compliance assistance program with on-site consultation, and considering ownership in selection.
Five-Star Quality Rating System. CMS’s overall star rating combines health inspections (the dominant domain), staffing, and quality measures. The RFI reports researcher concerns:
· Quality measures rely on self-reported data; one survey found many homes with one star for inspections rated themselves four or five stars for clinical quality.
· Homes can raise scores by changing coding or avoiding sicker residents, without improving care.
· Staffing carries little weight despite its link to quality. Experts recommend weighting it more heavily and adding a measure of day-to-day staffing instability.
The RFI also asks whether to add measures of resident experience, such as social environment, meals, and activities, and invites other reforms to the ratings and the Care Compare website.
[bookmark: X66425d38f17c6f01367d4d0964d6df0ae7d53e6]Section III: Strengthening the Long-Term Care Workforce
Section III (pages 64–81) argues that expanding LTC is impossible without a stronger workforce, and that the country faces both a shortage of workers and a shortage of good LTC jobs.
[bookmark: background-1]Background
Key figures the RFI cites:
· Demand for LTC workers is projected to grow 40%, from 2.35 million to 3.29 million, by 2038.
· By 2034, adults over 65 will outnumber people under 18, and 52% of older Americans will need LTC.
· More than half of the 5.1 million Medicaid HCBS users are people with disabilities under 65.
· Turnover runs 40–60% in home and community settings and 53% in nursing homes, driven by low pay, limited advancement, and hard working conditions.
The RFI notes the workforce depends heavily on immigrants despite very limited immigration pathways, and cites evidence that more immigrant direct care workers lowers mortality among older adults. It describes the range of workers involved: RNs, LPNs, and CNAs in nursing homes under a physician medical director, and CNAs, home health aides, and personal care aides in home care, increasingly as independent contractors. It also counts paid and unpaid family caregivers as part of the workforce.
The section includes an account from an Oregon personal support worker of 28 years and SEIU member, describing how H.R. 1 cuts could cost clients services and workers income.
[bookmark: Xe2a05c5acb70c38466edcffc0b3d81e14d94b43]III.i Wages, benefits, training, and career pathways
Pay and turnover. The RFI says roughly half of nursing assistants and home health aides live in or near poverty. The median home health aide wage is $16.78 an hour (BLS). CNA turnover in nursing homes was 42% for 2025–2026, and overall direct care turnover was nearly 75% in 2024.
The 80/20 rule. The Biden administration’s 2024 Medicaid Access Rule requires at least 80% of Medicaid payments for homemaker, home health aide, and personal care services to go to direct care worker compensation. The RFI notes support from aging and disability advocates and unions, and concerns from some provider associations and state agencies about the standard, timelines, and data. It asks for feedback on this and related approaches, and on using reimbursement rates to raise wages.
Rate transparency. The same rule requires states to publish average hourly HCBS rates, form a rate advisory group, track waiting lists and service delays, and justify rate cuts. The RFI asks how to build on these to make state Medicaid rates structurally adequate. It repeats Section I’s questions on rate-setting and asks about payment incentives to grow the home care workforce for a universal benefit.
Labor protections. The RFI says the Trump administration’s Department of Labor in 2025 restored exemptions that let third-party agencies exclude home health aides and companions from federal minimum wage and overtime rules. It also proposed a rule making it easier to classify direct care workers as independent contractors. The RFI notes about one in six direct care workers in nursing homes and home health is uninsured, and asks about reversing both rules.
State models. The RFI cites state approaches to raising pay:
· ARPA funds: a 10% FMAP increase for HCBS. Iowa paid one-time bonuses; Colorado set a permanent $15 minimum wage for about 35,000 home care workers, which the RFI contrasts with Florida’s slower agency-application approach.
· Illinois CNA Pay Scale Subsidy: adds up to $6.50 an hour for CNAs with six or more years of experience. Since early 2022, hours worked by employed CNAs rose more than 26% while agency-contracted hours fell.
The RFI asks whether these can be expanded and supported nationally, and how to phase in a universal benefit so worker supply keeps up with demand, building on the $150–400 billion HCBS investment once considered.
Home care registries. Registries match consumers with workers and may offer background checks, training, and case management. The RFI asks whether registry services should be a covered benefit, who should run them, and whether to have a national registry or state registries.
[bookmark: iii.ii-training-incentives]III.ii Training incentives
The RFI says retention matters as much as recruitment. Workers seeking to advance face entrance exams, tuition, attending school while working full time, and little credit for prior learning.
State programs. The RFI highlights four:
· Massachusetts Career Ladder: stipends, exam fees, and coaching for CNAs training to become LPNs, in exchange for two more years with their employer.
· Virginia Earn to Learn: paid clinical apprenticeships so RN and LPN students earn wages while training.
· New York Direct Caregiver Flexibility Training: free training and job referrals for personal care aides, home health aides, and CNAs.
· Iowa Health Careers Registered Apprenticeship: high school apprenticeships where students can earn CNA certification before graduating.
It also cites facility-level models, such as New York’s SkillSpring program (three-month CNA training with a guaranteed job) and Job Corps scholarships tied to five years of nursing home work. The RFI asks for data on effectiveness, how to scale these nationally, and how to train workers in dementia care.
Federal training requirements. Building on Senator Casey’s Long Term Care Workforce Support Act (S. 4120, 2024), the RFI asks about:
· Updating the 75-hour CNA training standard (16 clinical hours) and who may train CNAs, and the Trump administration’s recent CNA training flexibilities.
· Changing the two-year CNA training “lockout,” which bars certain penalized nursing homes from training CNAs, through Senator Warner’s Ensuring Seniors’ Access to Quality Care Act (S. 4467). Trade associations named this a priority.
· Supporting nursing faculty, a training bottleneck, through Senator Durbin’s Nurse Faculty Shortage Reduction Act (S. 3707).
· Ensuring home care workers are covered by federal labor protections and the Workforce Innovation and Opportunity Act, and protections in Senator Gillibrand’s Domestic Workers Bill of Rights Act (S. 3396).
· Creating a portable care worker credential covering direct support professionals, personal care aides, and CNAs, with a competency-based training framework.
· Requiring HHS to update training and certification requirements every two to four years, accounting for rising acuity and dementia.
· Having OMB create standard occupational classifications for home care workers, as in Senator Hassan’s bipartisan Recognizing the Role of Direct Support Professionals Act (S. 3211).
[bookmark: iii.iii-the-immigrant-workforce]III.iii The immigrant workforce
The RFI says an aging population means fewer working-age people to fill LTC jobs, and that legally protecting, retaining, and attracting immigrants is part of the solution. Figures it cites:
· Immigrants make up 30% of the direct care workforce; 60% in New York and 53% in Florida and New Jersey.
· From 2012 to 2022, foreign-born direct care workers in HCBS grew 43.9%, versus 16.8% for native-born workers, accounting for about half the increase.
· The top countries of origin are Mexico (14%), the Dominican Republic, the Philippines (7% each), Jamaica, China, and Haiti (6% each).
Visa barriers. No visa category provides a workable path into home care. Most home care workers fall under the EB-3 “unskilled” category, capped at 10,000 visas a year. Employers also rely on refugees, asylees, and Temporary Protected Status (TPS) holders, and on H-2B visas for support roles, where demand consistently exceeds the cap.
Recent policy. The RFI says Trump administration policies are worsening shortages. It notes that at least one in five immigrant direct care workers comes from a country covered by the January 2026 immigrant visa pause. It says ending TPS for 13 countries, including Haiti, has cost thousands of Haitian CNAs and home care workers their work authorization, creating staffing crunches in Florida, New York, and Massachusetts. It also cites expanded deportations, suspended refugee resettlement, and ended parole programs.
The RFI reports that trade associations, nursing homes, unions, advocates, and researchers all raised immigration reform. It asks about protecting immigrants already here and lawfully recruiting new workers, including modified or new visa pathways, eligibility and credentialing, annual caps, paths to permanent residence, treatment of dependents, and employer wage requirements.
[bookmark: X14fac3fd51f6626e853622633559f0f5b1d09c6]III.iv Supporting working family caregivers
Roughly 63 million Americans, about one in four adults, care for an aging parent, spouse, or other loved one. They average 245 hours a year, two-thirds are women, and their unpaid care is valued at $600 billion to $1 trillion a year. The RFI notes this often costs caregivers paid work and lifetime earnings. All states allow some family caregivers to be paid through HCBS, but most remain unpaid.
Tax credits. The RFI points to the Child Tax Credit as precedent for supporting caregivers through the tax code. It cites the bipartisan Credit for Caring Act (S. 925) from Senators Capito and Bennet, a $5,000 nonrefundable credit for caregivers of dependent seniors, and Oklahoma’s Caring for Caregivers credit of up to $2,000. It asks about these and other approaches, including lowering or removing the earned income minimum and expanding who qualifies.
Family leave. Federal law guarantees some workers 12 weeks of unpaid leave to care for a family member, but not paid leave. Fourteen states and D.C. have paid family leave programs, mostly used for childbirth. The RFI asks about:
· A universal federal paid leave benefit, building on Senator Gillibrand’s FAMILY Act (S. 2823).
· Extending FMLA job, health insurance, and retirement protections to more workers.
· Supporting longer-term caregiving, including flexible work arrangements.
[bookmark: X1c2050e65ecd017d9161fd27856a2bd82b030c6]III.v Integrating caregivers into the care team
The RFI notes 22% of adults 65 and older are themselves caregivers, close to the 20% rate among younger adults. Caregiving often lasts years without training or respite, and caregivers face high rates of stress, depression, and health problems.
Data. Federal surveys collect little on family caregivers. The RFI asks about better data, including Senator Kim’s Multigenerational Caregiving Data Act (S. 4513).
Coordination with professionals. The RFI asks for feedback on:
· Including family caregivers in discharge planning.
· Simplifying how caregivers help loved ones with Medicare, Medicaid, and Social Security, as in Senator Markey’s Alleviating Barriers for Caregivers Act (S. 1227), and giving them access to health records when needed.
· Formally recognizing family caregivers in integrated care models.
· Directing CMS’s Innovation Center to test self-direction models that train and pay family caregivers.
State supports. Maryland’s program, funded through the Older Americans Act’s National Family Caregiver Support Program, offers counseling, training, case management, respite, and a $300–600 annual stipend. The RFI asks how the federal program helps states, how to strengthen it, which state models work, and whether supports like transportation or child care would help caregivers.
Training and self-direction. The RFI asks who should qualify to be paid as a caregiver under self-direction, how and by whom they should be trained, whether standards should vary by state, and how training costs should factor into rates.
Community models. Finally, it asks for data on volunteer-based “Village” networks that help older adults age at home, and how Congress could support them.
[bookmark: how-to-comment-and-bills-referenced]How to comment, and bills referenced
[bookmark: submitting-comments]Submitting comments
Written comments go to homecare@finance.senate.gov by December 18, 2026. The RFI asks respondents to say which section or sections they are addressing. It invites detailed comments, data, and specific policy proposals, and says responses will inform future policymaking and legislative drafting.
[bookmark: bills-and-laws-referenced]Bills and laws referenced
	Bill or law
	Sponsor
	What the RFI uses it for

	HCBS Access Act (S. 5321)
	Sen. Luján
	Mandatory Medicaid HCBS, eligibility threshold, service list, HCBS protections

	Medicare at Home Act (S. 5270)
	Sen. Kim
	Medicare benefit of up to 20 hours per week of home care

	Medicare for All Act (S. 1506)
	Sen. Sanders
	LTC within a single-payer system

	Medicare Cost Cap Act (S. 4886)
	Sens. Blunt Rochester and Wyden
	Out-of-pocket cap interaction

	Stop Corporate Takeovers of Physicians Act (S. 5419)
	Sens. Warren and Wyden
	Limiting private equity control of nursing homes

	Nurses Belong in Nursing Homes Act (S. 3886)
	Sen. Wyden and 6 cosponsors
	Staffing minimums, survey funding, penalty reinvestment

	Nursing Home Improvement and Accountability Act (S. 2694, 2021)
	Sen. Wyden
	Data accuracy, surety bonds, arbitration ban, Special Focus Facility expansion

	Fair Arbitration Injustice Repeal Act (S. 2799)
	Sen. Blumenthal
	Ending forced arbitration

	Elder Justice Reauthorization and Modernization Act (S. 1198, 2023)
	Sen. Wyden
	Mandatory ombudsman and survey funding

	Long Term Care Workforce Support Act (S. 4120, 2024)
	Sen. Casey
	Basis for training proposals

	Ensuring Seniors’ Access to Quality Care Act (S. 4467)
	Sen. Warner
	CNA training lockout

	Nurse Faculty Shortage Reduction Act (S. 3707)
	Sen. Durbin
	Nursing faculty bottleneck

	Domestic Workers Bill of Rights Act (S. 3396)
	Sen. Gillibrand
	Protections for direct care workers

	Recognizing the Role of Direct Support Professionals Act (S. 3211)
	Sen. Hassan
	Occupational classification for home care workers

	Credit for Caring Act (S. 925)
	Sens. Capito and Bennet
	$5,000 caregiver tax credit

	FAMILY Act (S. 2823)
	Sen. Gillibrand
	Federal paid family leave

	Multigenerational Caregiving Data Act (S. 4513)
	Sen. Kim
	Family caregiver data

	Alleviating Barriers for Caregivers Act (S. 1227)
	Sen. Markey
	Simplifying caregiver navigation of benefits

	H.R. 1 (Public Law 119-21)
	2025 reconciliation law
	Medicaid reductions the RFI cites as straining LTC

	Nursing Home Reform Act of 1987
	—
	Current statutory basis for nursing home standards
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