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Summary 
CAHRE (Caregiver Affordable Housing for a Resilient Economy) model is an 
innovative approach to building healthy, stable, and resilient communities and 
ageing in place in NYC.  It is about providing deeply affordable housing for low- 
and moderate-income healthcare workers in proximity to the senior and 
disabled people that they serve to enhance health care services provided at the 
local level as part of neighborhood social infrastructure. Based on the number 
of seniors and people with disabilities in a neighborhood, a percentage of 
affordable housing units should be allocated for direct care workers1 whether 
through new construction, adaptive reuse, or distribution in an existing 
residential building. Its basic premises are that 1) low-wage health care workers 
and their homes are an essential neighborhood social infrastructure asset, 2) as 
a critical component of NYC’s social infrastructure, they should be distributed 
throughout the city to be near potential clients, especially at times of 
emergency, 3) this spatial nexus between community healthcare needs and 
deeply affordable housing for caregivers will enable senior and disabled NYC 
residents to live independently and stay in their neighborhoods, 4) and retain 
and attract direct care workers throughout the city.  

THE ISSUE: 

According to projections, NYC’s health care needs will significantly 
increase over time because of its aging population, climate change, and 
unforeseen health and environmental emergencies. According to the NYC 
Department for the Aging, about 1.73 million residents -- or 20.6% of NYC’s 
population -- are over 60 years old. From 2000 to 2017 the number of 
residents 60-64 years and older increased by 53.6% and is projected to reach 
1.86 million by 2040. As individuals age, some lose independence due to 
decreased mobility, declining cognitive functions, and other disabilities. 
Social isolation is also a significant concern for the older population. There 
are many neighborhoods with a growing number and proportion of seniors. As 
people age or develop a disability, the majority prefer to remain in the 
comfort and safety of their own home; and home health and personal aide 
services enable them to do so.  

 
1 According to Department of Labor, direct care workers are workers who provide home care 
services, such as certified nursing assistants, home health aides, personal care aides, caregivers, and 
companions. https://www.dol.gov/agencies/whd/direct-care/workers. PHI describes them as an 
estimated 70 to 80 percent of the paid hands-on long-term care and personal assistance received by 
Americans who are elderly or living with disabilities or other chronic conditions. These workers help 
their clients bathe, dress, and negotiate a host of other daily tasks. They are a lifeline for those they 
serve, as well as for families and friends struggling to provide quality care. Direct-care workers also 
constitute one of the largest and fastest-growing workforces in the country, playing a vital role in 
job creation and economic growth, particularly in low-income communities. Direct-care workers fall 
into three main categories tracked by the U.S. Bureau of Labor Statistics (BLS): Nursing Assistants 
(usually known as Certified Nursing Assistants or CNAs), Home Health Aides, and Personal Care 
Aides. https://www.phinational.org/wp-
content/uploads/legacy/clearinghouse/NCDCW%20Fact%20Sheet-1.pdf 

 
 

https://www.dol.gov/agencies/whd/direct-care/workers
https://www/
http://national.org/wp-content/uploads/legacy/clearinghouse/NCDCW%20Fact%20Sheet-1.pdf
http://national.org/wp-content/uploads/legacy/clearinghouse/NCDCW%20Fact%20Sheet-1.pdf
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The COVID pandemic has led to greater recognition of the importance of 
health care workers as essential workers, and the importance of meeting the 
needs of low-wage direct care workers. In New York according to the NYS 
Department of Labor, individuals providing home health and personal care 
aide services to the community earn on average $28,750/year. If these 
providers spent 30% of their income on rent, their housing options would 
need to be $719/month, which is difficult, if not impossible, to obtain in NYC, 
and especially in more affluent neighborhoods. Many low-income direct care 
workers struggle to afford the cost and time of traveling to clients in 
different parts of the city. Moreover, since they frequently need to travel in 
the evenings to distant neighborhoods, they often face issues of safety. Even 
though this is one of the fastest-growing employment sectors, there are high 
turnover rates as people often leave for better-paying jobs. NYS needs to 
recruit an average of 26,510 new workers each year to keep up with the 
growing demand for care, and an additional 71.680 workers each year to 
replace those who leave. (Source: https://slu.cuny.edu/wp-
content/uploads/2021/03/The-Case-for-Public-Investment-in-Higher-Pay-for-New-
York-State-H.pdf )  
 
THE CAHRE MODEL  
CAHRE (Caregiver Affordable Housing for a Resilient Economy) model is an 
innovative approach to building healthy, stable, and resilient communities 
and ageing in place in NYC.  It is based on a nexus between community 
healthcare needs and the provision of deeply affordable housing for low- 
and moderate-income home care workers who provide essential services. 
Based on the number of seniors and people with disabilities in a 
neighborhood, a percentage of affordable housing units will need to be 
allocated for direct care workers whether through new construction, adaptive 
reuse, or distribution in an existing residential building as part of 
neighborhood social infrastructure2 to enhance existing neighborhood health 
care services. Its basic premises are that 1) low-wage health care workers 
and their homes are an essential neighborhood social infrastructure asset, 2) 
as a critical component of NYC’s social infrastructure, they should be 
distributed throughout the city to be near potential clients, especially at 
times of emergency, 3) this spatial nexus between community healthcare 
needs and deeply affordable housing for caregivers will enable senior and 
disabled NYC residents to live independently and stay in their neighborhoods.     

 
2 Social infrastructure refers to the facilities, spaces, services, and networks that support the quality 
of life, health and wellbeing of communities, and economic activities. Even though there is a 
complex and reinforcing relationship between different elements of social infrastructure in 
neighborhoods, they are often planned independent of each other. Planning for healthy, stable, 
and resilient communities requires an integrated approach to the four different types of social 
infrastructure, that is, not only health facilities (clinics, pharmacies, etc.) but also preventive health 
resources (healthy and affordable food, parks, recreation facilities, etc.), health provider services 
(CAHRE housing for care workers, workforce skills and training, etc.) and social support 
infrastructure (community centers, cafes, diners, libraries, etc.).  (See APPENDIX 1) 
 

https://slu.cuny.edu/wp-content/uploads/2021/03/The-Case-for-Public-Investment-in-Higher-Pay-for-New-York-State-H.pdf
https://slu.cuny.edu/wp-content/uploads/2021/03/The-Case-for-Public-Investment-in-Higher-Pay-for-New-York-State-H.pdf
https://slu.cuny.edu/wp-content/uploads/2021/03/The-Case-for-Public-Investment-in-Higher-Pay-for-New-York-State-H.pdf
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WHY CAHRE? THE BENEFITS OF THE MODEL   

The impact of the CAHRE model would be twofold. It would meet the 
housing needs for essential direct care workers, and the health care needs 
of their clients -- seniors and individuals with disabilities.  

As a model of affordable housing for low-income health care providers, the 
CAHRE Infrastructure Concept is critical in promoting community stability by 
allowing seniors and individuals with disabilities to remain in their homes with 
personal care services rather than having to move to congregate facilities. 
Stable and reliable health care has a huge impact on the health of older 
people and individuals with disabilities. This model additionally promotes 
racial and social justice by providing affordable housing opportunities for low 
to moderate income health care workers and their families, most of whom are 
currently Black, Indigenous and People of Color (BIPOC) women and 
immigrants.   

CAHRE would promote economic, racial, and intergenerational diversity, 
while increasing the wealth of low-wage workers and community wealth.  
Affordable housing, lower commuting costs, and the potential to serve more 
clients per day would all allow health care workers to increase and retain 
more of their earned income, thus growing their individual/family wealth.  
Those choosing cooperative ownership, limited equity, or mutual housing 
association options, would be less vulnerable to market-based rent increases. 
Joining a Community Land Trust (CLT) and/or Limited Equity co-ops (LEC) 
would allow them to use their apartments as equity and in the case of resale 
recoup the initial payment along with a modest profit. At the community 
level, it would serve to improve health incomes, reduce hospitalizations for 
those served, and allow wealth to remain in the community.   

Offering health care workers affordable housing near their clients makes it 
easier for them to provide services. This can also reduce the commute time 
and financial costs of getting to and between health care clients and increase 
the number of shifts they can perform, thus increasing their income. Access 
to affordable housing would thus be an incentive to current workers to stay 
and a way to attract new workers to this sector.  The specific locations of the 
affordable housing would be based on community and health care worker 
needs and could optimally become an integral part of every NYC community's 
basic infrastructure.   

Timely access to health services not only prevents unnecessary and 
expensive hospitalizations for citizens year-round is also essential for crisis 
prevention and recovery. That is another advantage of distributed clusters of 
health care workers throughout the city. The crisis can be due to pandemics, 
hurricanes, flooding, heatwaves and more. In the future, some of the savings 
from the health system (i.e., emergency visits) could be reinvested in a 
CAHRE project.  
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There are other broader benefits of investing in the care or social 
infrastructure. First, care sector jobs do not require much investment in 
training and preparation. Care jobs have an immediate impact on the 
economy by ensuring financial stability for families as more people can 
participate in the labor force. Moreover, moving people from senior homes to 
home or community care improves quality of care, and can reduce healthcare 
costs for individuals/families, and the pressures on the overall healthcare 
system.  

IMPLEMENTATION: DEVELOPMENT SCENARIOS  

CAHRE is an innovative housing and care infrastructure model that can work 
under a variety of financing and development scenarios. There are no case 
studies that illustrate precisely how it might work in New York City or 
elsewhere. Its development will be determined by project partners and 
stakeholders, as well as the unique mix of investments, loans, grants, tax 
credits, or subsidies that are available, and depending on the conditions and 
needs of each neighborhood.  
 
However, it is necessary to have commitments to modify existing programs to 
prioritize affordable housing for direct care workers, and to provide additional 
funding if required. These include but are not limited the programs listed 
below. 
 
• A priority in the leasing of a certain number of affordable housing units 

through NYC Housing Connect. 
• An adaptive re-use of an existing building in a neighborhood that needs 

CAHRE apartments - either with a Community Land Trust (CLT) or a more 
conventional development and management structure. 

• For-profit market-rate housing development with an MIH component (25-
30%) that could include a percentage of designated CAHRE housing. 

• A Community Land Trust with a non-profit Mutual Housing Association or 
HDFC with limited equity coops and/or rentals and commercial retail.  

• To encourage equity-building for low-income tenants - some rental units 
could be structured as a “rent-to-own” model, and homeownership could 
be structured like the UK’s “part buy/part rent” or Shared Ownership 
model.  

 
Those choosing cooperative ownership, limited equity, or mutual housing 
association options, would be less vulnerable to market-based rent increases. 
Joining a Community Land Trust (CLT) and/or Limited Equity co-ops (LEC) 
would allow them to use their apartments as equity and in the case of resale 
recoup the initial payment along with a modest profit. 
 
In terms of residency eligibility, priority for caregiver affordable housing 
would be given to low- and moderate-income health care workers earning 
30% to 80% AMI, with a potential sliding scale reflecting increased income 
like Limited Equity housing. Existing NYC examples of housing with similar 
income restrictions include MIH, CLTs, and LEC housing. Moreover, it is like 
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workforce housing programs where there is a nexus between municipal 
workers' proximity to the city in which they work and their need for 
affordable housing.    
 
In addition to affordable housing, an educational and technical assistance 
component would increase the earning power and career potential of this 
essential workforce.  A potential partnership with the 1199SEIU Education 
and Technical Assistance Fund could therefore be a component of the 
CAHRE concept. 1199SEIU’s programs give home care workers the education 
and specialized skills training they need to provide the highest quality 
services.  In addition, partnerships could be explored to provide workshops, 
training, and professional development opportunities to residents and 
members of the community. The educational/technical assistance component 
may not need to be provided in every neighborhood but could be limited to 1-2 
per borough.  Partnerships with existing training centers for initial 
certification and later in-service courses and workshops is another feasible 
option.  
 
 
The other elements of CAHRE infrastructure would include shared amenities 
for the residents, their clients, and if needed, the local community. These 
amenities would be tailored to local needs and could include childcare, 
libraries, a gym, a community room with kitchen, laundry, workshops, a pool, 
gardens, etc. These spaces and services could be in the same building as the 
affordable housing or in other nearby neighborhood locations. Potentially, the 
ground floor(s) of affordable housing could have market-rate commercial 
space which would subsidize the cost of the building and the affordability of 
units. Commercial tenants could include but not be limited to medical and 
dental offices, clinics, physical/speech/occupational therapy centers, a 
pharmacy and supermarket, etc.  

Potential partners for the CAHRE model could include mission-driven 
property owners, financial institutions, and investors, as well as care-related 
providers, unions, and professional and grassroots advocacy groups, each 
with a range of partnership roles, as described in detail in APPENDIX   

The implementation of the CAHRE model would require the creation of a 
citywide taskforce of public, private and nonprofit stakeholders. CCCE has 
already reached out and had preliminary discussions with 1199 SEIU, Citizens 
Housing and Planning Council, Bricks and Mortals, Penn South, and 
Manhattan Community Board 6, as well as non-profit housing developers, and 
many others, all of whom have expressed interest in working with us to 
further this concept. After conducting a studio project at Pratt in spring 2022 
with 1199 SEIU and the Highbridge Community Development Corporation, 
CCCE started working with them to establish a consortium to implement this 
caring community model in the Bronx, starting with the issue of food security. 
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APPENDIX 1: Elements of neighborhood social or care infrastructure for 
resilient communities can be considered in four groups: 

 
1. Health Facilities 

Clinics – Public and Private, Urgent Care, Physical and occupational 
Therapy, Mental Health clinics and support facilities, Pharmacies, 
Access to hospitals and doctors’ offices, Groups focused on the 
quality and sufficiency of health facility/operations provision  

2.  Preventive Health Resources/infrastructure 
Healthy affordable Food (stores, farmers markets, mobile food vans, 
food pantries, kitchens, meals on wheels, nutrition education), 
Accessible Parks and Open Space,  
Recreation and Fitness facilities – public and private, Accessible 
Transportation and Supportive Transportation, Groups monitoring 
street safety, air quality, noise pollution etc., Deeply affordable and 
Quality Housing for current and future residents.  Libraries 

3.  Health Provider Services 
CAHRE neighborhood affordable housing for home healthcare 
workers, Workforce and Skills Training and Social Support access 
for professional and family home healthcare workers, Technology 
and Services Access Assistance and Training, Availability of 
culturally and linguistically appropriate assistance in accessing and 
filing necessary documents and getting services, etc.  

4.  Social Support Infrastructure and Services 
All types of Community Centers (Seniors, Youth, Parents, etc.), Group 
and Cultural Activities (Dance, Art, Music, Sports, etc.) affordable 
public or private activities, Cafes, Diners, Malls, Barbershops, Beauty 
Parlors and other accessible social gathering places (both formal 
and informal), Accessible Libraries, Educational facilities including 
but not limited to schools 
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APPENDIX 2:  Potential partners for the CAHRE model 

I. Care industry partners for Land, Development, Health Care, Training, Support 
Services, Advocacy, and/or Sponsorship: 1) Labor Unions3 (1199 SEIU, the 
National Domestic Workers Alliance, New York State Nurses Association, DC 
37, Related Pension Funds). 2) Cooperative Home Care Associates (CHCA) 3) 
Hospitals & Nursing Homes 4) Health-Tech, and Health Services, 5) Home 
healthcare agencies, 6) Healthcare insurance companies.  
 
II. Mission-driven property owners/developers who want to create 
neighborhood-centered social infrastructure for Land, Funding, Training, 
Support Services, Advocacy, Sponsors and/or Management:  
1) Faith-Based Institutions, 2) Non-Profit Community Development 
Corporations (CDC’s). 3)Non-profit, for-profit, mixed-use, and affordable 
housing developers. 
 
III.  Mission-driven financial institutions that want to invest in community health 
and equitable community wealth-building for Financing, CRA Investment, 
Mortgages:  
1) Banks and Financial Institutions, 2) Faith-based Institution Loan Funds (with 
Faith-based partners), 3) Foundations. 
 
IV. Public agencies and elected officials who want to support community health, 
resilience, and stability:    Federal, State, and Municipal agencies, including 
but not limited to:  

. Federal: HUD and the proposed $1.8 trillion American Families Plan 
for Land, Policy, Funding, LIHTC Tax Credits, Bonds 
. New York State: NYS Homes and Community Renewal for Land, 
Policy, Funding, Management, Training, and Support Services, Site 
Identification, and NYS Department of Health  for Medicaid 
Reinvestment.  
. New York City: NYC HPD, the NYC Department for the Aging, NYC 
Department of Health, and Mayor’s Office for People with 
Disabilities, NYC Department of Veterans Affairs, NYC EDC, etc for 
Land, Policy, Financing, Management, Training, and Support 
Services, Site Identification  
. Publicly managed Pension Funds for Funding for Land Development  

 
V. Professional and grassroots organizations who advocate on behalf of 
community health, housing, and resilience for Policy, Identification of 
Community Needs, Potential Sites, Community Outreach:  
1) Professional Organizations (Citizens Housing and Planning Council, AIA, 
APA, NYC Community Land Initiative, etc.) 2) Community Boards and 
Community Organizations, 3) Advocates for Seniors and Individuals with 
Disabilities 

 
3 In NYC, unions, such as the Amalgamated Clothing and Textile Workers Union 
(ACTWU), had a long history of developing affordable housing. The CAHRE concept 
seeks to reestablish the role of unions in the development of needed affordable 
housing for home health and personal aid caregivers.   
 
For more information, please contact: info@collectiveforcce.com 


