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Voting to Put  
Patients Over Profits
RANDI WEINGARTEN, AFT PRESIDENT

WHERE WE STAND

YOU WOULDN’T GUESS it from the 
constant roar of bad news, but things 
are looking up. Yes, more needs to be 
done—and Kamala Harris is chart-
ing a path to lower costs and help 
more and more folks move into an 
enduring middle class—but wages 
are up, inflation has cooled, and the 
Biden-Harris administration has 
created more jobs than any other in 
history. America’s economy is the 
strongest in the world. Biden and 
Harris have invested in our coun-
try’s future—in our roads, bridges, 
electrical grid, manufacturing sector, 
hospitals, and schools. They cut child 
poverty in half. 

And the labor movement is 
in a renaissance. Labor activism 
is sweeping the nation, and our 
union has never been stronger. The 
AFT now has 1.8 million members 
and is the nation’s fastest-growing 
healthcare union. 

Kamala Harris and Tim Walz 
are fighting for us. Their North Star 
is making life better for working 
people. 

Harris and Walz have pledged to 
invest in great public schools and 
make college affordable for all. They 
want to expand the right to organize 
and have proposed policies that 
increase wages, make housing and 
healthcare more affordable, and 
fight price gouging to lower grocery, 
gas, and prescription drug prices. 
They will strengthen Social Security 
and empower working people to 
organize. They’ve vowed to protect 
our fundamental freedoms, from 
voting to making reproductive deci-
sions. They champion an opportu-
nity economy that ensures everyone 
can not only get by but get ahead. 

In contrast, Donald Trump is 
more dystopian and angrier than 
ever. His policies are embodied in 
Project 2025—an authoritarian, 

anti-American, deeply unpopular 
agenda written by Trump acolytes. 
(The goal, according to its chief 
architect, is “institutionalizing 
Trumpism.”) 

Take healthcare. Project 2025 
eliminates protections for people 
with preexisting conditions. It 
allows the government to monitor 
pregnancies, prosecute people if 
they miscarry, and imprison doc-
tors and nurses who treat patients 
experiencing pregnancy-related 
health crises. It bans Medicare 
from negotiating drug prices and 
cuts Medicaid. 

What would Harris and Walz 
do? Build on the progress made by 
the Biden-Harris administration. As 
you’ll read in this issue (see page 38), 
Medicare can now negotiate lower 
prescription drug prices, and the 
cost of insulin is capped at $35 per 
month. Medicaid and the Affordable 
Care Act (ACA) have been strength-
ened, increasing the number of 
insured people to the highest in his-
tory. This administration has secured 
billions to: Train more nurses. Invest 
in community health workers. 
Prevent and treat cancer. Improve 
geriatric care, including home care. 
Keep rural hospitals open. Expand 
mental health care. Biden and Har-
ris also have taken on the corporate 
“medical-industrial complex,” from 
protecting patients from surprise 
medical bills to proposing federal 
standards for hospital maternal care. 

High-quality healthcare is a 
right. And Harris and Walz are tak-
ing steps in that direction: Expand 
the ACA and extend Medicare’s 
$35 cap on insulin and $2,000 cap 
on medications to all Americans. 
Make permanent the Biden-
Harris tax credits that are lowering 
healthcare premiums for millions 
of Americans. Work with states 

to cancel crushing medical debt. 
Combat maternal mortality. 

That is their plan. What is 
Trump’s? He told us in the Septem-
ber debate that he has “concepts.” 
Instead of concepts, let’s look at the 
reality on the ground and what a 
Trump victory would mean. 

The three articles that open this 
issue, featuring nurses in Connecti-
cut, Oregon, and Montana, show 
that short staffing is causing a surge 
in workplace violence and driving 
workers out of healthcare. Through 
our Code Red campaigns, we’re 
fighting back with legislation and 
collective bargaining. But as the 
next three articles on financializa-
tion in healthcare show, to win the 
care that our patients deserve, we 
must defeat corporate greed. That 
will be much harder under Donald 
Trump. Project 2025 demonstrates 
that he stands with the ultra-rich.

As private equity is buying up 
hospitals, cutting staff, and selling 
off assets, the Steward bankruptcy 
(see page 18) is Exhibit A for how 
greed decimates healthcare. The 
AFT represents nurses at Steward’s 
Hillside Rehabilitation Hospital 
in Warren, Ohio, which faces an 
uncertain future. Despite this, our 
nurses show up for work every day 
and care for their patients. That’s 
why I showed up to the Senate 
hearing on Steward in September, 
even though Steward’s then-CEO 
Ralph de la Torre didn’t. Project 
2025 will reward people like de la 
Torre with tax cuts, while making it 
harder to vote for leaders who actu-
ally care about workers.

We are at a historic juncture. 
In November, let’s get out the vote 
for a country where healthcare is 
a right, hospitals put patients over 
profits, and healthcare workers are 
treated like the heroes you are. +

Harris and Walz’s 
North Star is 
making life better 
for working people.
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The murder of home care nurse Joyce Grayson in Octo-
ber 2023 put a spotlight on the crisis of workplace vio-
lence for health professionals in Connecticut—a grow-
ing problem that union activists have been sounding the 
alarm about for decades. In the wake of this tragedy, 
healthcare workers and legislators came together to pass 
landmark workplace violence protections. To learn more 
about the problem of workplace violence and what this 
new law means for healthcare professionals in Connecti-
cut, we spoke with Sherri Dayton, AFT Connecticut divi-
sional vice president for healthcare and president of the 
Backus Federation of Nurses, AFT Local 5149, and Martha 
Marx, former president of the Visiting Nurse Association 
of Southeastern Connecticut, AFT Local 5119, and state 
senator for Connecticut’s 20th district. 

–EDITORS

EDITORS: What brought you into nursing, 
and how have your work and your activism 
shifted over the years?

SHERRI DAYTON: I was in and out of the hospital 
for the first couple of years of my life, and I had such 
kind healthcare professionals and nurses taking care 
of me. When my preschool teacher asked me what I 
wanted to be when I grew up, I immediately knew the 
answer: I wanted to be a nurse.

I started as a certified nursing assistant; after 
working as a home health aide, I became a patient 
care technician. In 2006, I got my associate degree 
as a nurse. Eventually I got my BSN online, and last 
year I finished a master’s degree so I can work as an 
advanced practice registered nurse. I practice at a 

primary care facility now, but I’ve stayed on with the 
Backus Federation of Nurses as a retiree so I can con-
tinue as president and train the next generation. 

Over my career, I’ve seen terrible changes in 
healthcare, mostly related to the increasing pressure 
healthcare corporations put on health professionals 
to care for more patients with fewer resources. We’re 
chronically understaffed, and we have more patients 
as baby boomers age but fewer places to put them 
because healthcare organizations continue to close 
“unprofitable” departments and facilities. We’re 
already seeing people on their worst days, and longer 
wait times and stressful conditions for both patients 
and healthcare professionals push tensions higher 
and higher—and eventually people crack. That’s how 
we got to where we are today, with jaw-dropping rates 
of workplace violence for healthcare workers.1

MARTHA MARX: I’ve been a nurse for almost 40 
years. My mother died when I was a senior in high 
school, after a long sickness. I did a lot of her caregiv-
ing, and it made me feel good to be able to help. That’s 
why I went into nursing, and if I had to do it all over 
again, I would make the same choice. I just love what 
I do.

After I got my BSN, I started in pediatric oncology, 
and then hospice care. I transitioned to contract-based 
home healthcare in 1998 because my kids were school 
age and I wanted as much flexibility as possible. I 
joined the union, the Visiting Nurse Association of 
Southeastern Connecticut, as soon as I could. A few 
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months later, when there was an opening, I agreed to 
run for president. 

I loved being union president, but working in home 
care is what eventually pushed me into politics. I saw 
how health policies weren’t working for patients or 
workers, and I wanted to fix it. For example, the state 
wants to keep elderly people out of nursing homes 
because it’s cheaper, but we’re doing it on the backs 
of homemakers and companions—mostly women of 
color—who are providing in-home nonmedical care 
for next to nothing. 

I first ran for City Council in 2015, and I won. Since 
then, I’ve lost a lot of elections—including council 
reelection and state Senate twice—but I didn’t let 
those losses stop me. In 2021, I won my council seat 
back, and in 2022, I won my Senate seat. 

EDITORS: Workplace violence is on the rise. 
What have you seen and experienced? 

MARTHA: I’ve been talking about workplace vio-
lence for 20 years as a home care nurse and as a union 
president. The norms of care are so different for us—
we’re working with patients in their homes, and we 
don’t have any control over our environment. We’ve 
requested escorts when we didn’t feel safe, but mostly 
we haven’t been taken seriously.

The dangers we face became headline news in 
October 2023, when nurse Joyce Grayson was mur-
dered while doing a medication admin visit.2 That 
tragedy brought a lot of attention to the crisis and 
promises of better protection, but little actually 
changed at work in the aftermath.

In December 2023, I was sent to visit a man who 
was recovering from surgery. I knew he had a history 
of opioid use disorder and had been on methadone, 
and I saw a crack pipe underneath his nightstand. 
That doesn’t automatically mean he’s dangerous—
but changing his bandage was taking a long time, 
and I could tell that he was escalating, so I finished 
as quickly as I could. At the office, when I opened 
his medical record to get his prescriptions refilled, I 
saw that not even a month before his recent surgery, 
he’d had to be medically restrained in the emergency 
department (ED) because he had bitten the secu-
rity guard and threatened to come back and shoot 
everyone. And there I had been, alone with him in his 
house, sitting on his bed. 

Management was supposed to be doing safety 
assessments. Why didn’t they check his history? They 
apologized profusely, and since then they’ve sent two 
people together to that patient. But a few months later, 
they sent me to another patient who should have been 
flagged but wasn’t. When I asked about it, manage-
ment blamed their faulty internet. I don’t see a lot of 
patients when the Senate is in session, but that’s two 
times in five months that management has made it 
clear that my safety isn’t their priority. 

My colleagues all have similar or worse stories. One 
home health aide, a Dominican woman, had an angry 
patient tell her that he was going to put her in a bar-
rel and ship her down a river back to the country she 
came from. When she reported it, management said, 
“We called him and he says he really likes you, so you 
should keep seeing him.” 

SHERRI: We all have these stories. I’ve been hit, 
kicked, spit at, threatened, pushed, had bodily fluids 
thrown at me. I’ve had my life threatened. I’ve been 
sexually harassed and touched inappropriately. 

As a coworker, and as a union president, I’ve also 
witnessed many horrific things. I’ve seen patients 
come in with guns, knives, or drug paraphernalia that 
can cause injuries, like needles or glass pipes. I’ve seen 
security guards get their hair pulled out and nurses get 
punched in the face. I’ve had members get concus-
sions that cause horrible migraines for months, and 
others who got flipped by patients and had to have 
shoulder surgery. The physical injuries eventually 
heal. But worse is people who acquire posttraumatic 
stress disorder (PTSD) after being assaulted and are 
never able to return to a profession they loved. Prior 
to COVID-19, almost 21 percent of nurses met the 
diagnostic criteria for PTSD.3 I’m sure that number is 
higher now. 

Violence drives people out of the profession in 
multiple ways, and we already have high turnover 
rates. In all my years, I’ve never seen so many nurses 
fresh out of nursing school leave not just a job but the 
profession in the first five years. They put in all the 
hard work to earn an RN but walk away because it’s not 
worth it. They get less stressful jobs waiting tables or 
in retail. I know one nurse who became a truck driver. 

EDITORS: How have you tried to address the 
issue over the years?

SHERRI: The existing workplace violence law in Con-
necticut requires each hospital to have a committee 
that meets regularly. In my hospital, it’s a subcommit-
tee of the safety committee. We were doing sweeps 
where we’d visit different floors and talk to the staff. 
We also reviewed instances of violence to find trends 
and do root-cause analysis. That all stopped when 
COVID-19 hit, and we’ve never gotten back to the 
same place. It took nine months to resume meetings, 
and it took another nine months to have the incidents 
reported out again. Then the hospital tried to revert 
those meetings to general safety committee meetings, 
where they deal with patient falls and needle sticks, 
but we successfully fought that too. 

We have made progress in other areas. We have a 
gunpowder-sniffing dog that rounds occasionally. And 
the ED has a place to unload guns safely and a locked 
safe on the premises, as well as shields to protect 
nurses from being spit on. We’re in negotiations and 

“In all my years, 
I’ve never seen so 

many nurses ...  
leave not just  
a job but the 
profession.”

–SHERRI DAYTON
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trying to get contract language on metal detectors, like 
some other AFT Connecticut locals have, but so far the 
hospital claims they are too expensive. 

As far as federal legislation, US Rep. Joe Courtney 
has been trying to pass a bill that would require the 
Occupational Safety and Health Administration 
(OSHA) to develop a workplace violence standard,4 
and we’ll keep fighting for that. One of the biggest bar-
riers to our efforts is that we aren’t collecting enough 
information. Hospitals have only been required to 
report the OSHA 300 logs (i.e., if someone is hurt 
enough to miss work or require medical care beyond 
first aid). But I can’t tell you how many times nurses 
are hit, punched, bitten, or threatened—and none of 
that has to be reported. We’re missing a huge piece of 
the picture.

MARTHA: We get a lot of pressure to not complain. 
We know we have to protect ourselves and each other 
because management won’t do it. When we have a 
home visit in a situation that feels unsafe, we ask a 
friend to call in 10 minutes and dial 911 if we don’t 
answer. We know if we tell management, they’ll just 
give that case to another nurse without telling them 
the first nurse felt uncomfortable. Or they’ll assign 
it to a male nurse. But why should he be put in an 
unsafe situation? When younger nurses get hit on by 
patients who start stalking them on Facebook, man-
agement tells them to set better boundaries or passes 
the patient on to another nurse. So after we complain, 
we’re both angry at management and afraid for that 
other nurse—it feels like we’ve set them up to be 
assaulted. And management is gaslighting us, mak-
ing us feel like if we can’t deal with it, we’re not good 
home care nurses. We’re stuck: we want to provide 
all our patients with care and also care for each other. 

Compounding the problem, one “fix” collapsed. 
Before my agency was part of Yale New Haven Health, 
we had a meeting with the police department, which 
then assigned us retired police officers as escorts. That 
made us feel a lot safer—but then one of the officers 
was arrested for dealing drugs. That tanked the escort 
system, and we haven’t had one since.

EDITORS: You won significant workplace 
violence legislation this year. How did you 
organize for this victory, and how will this 
legislation help keep healthcare workers 
safe? 

MARTHA: After Joyce was murdered, I called the 
Senate chair of the public health committee and the 
president of the Democratic caucus and told them 
we needed to hold a press conference. This tragedy 
exposed how little protection home care workers get. 
You don’t want to go into someone’s home fearful or 
making assumptions—but nurses’ concerns about 
safety must be respected. That press conference 

brought much-needed scrutiny to the lack of safety 
practices. 

The Senate Democrats made the health and safety 
omnibus bill, SB 1,5 the top priority, and the bill—
now law—starts with the safety of home care work-
ers. That includes nurses like me, as well as in-home 
companions and homemakers. I don’t know whether 
that would have happened 
without a home care nurse 
in the Senate—and as vice 
chair of the public health 
committee—to speak knowl-
edgeably to these issues and 
champion this cause. Sena-
tor Saud Anwar (the public 
health committee chair) 
consulted me throughout, 
and I read the bill often to 
make sure that the home care 
and hospital associations 
weren’t watering it down. 

One major provision I worked on requires intake 
nurses to collect more thorough information about 
patients and conduct a safety assessment. They have 
to check judicial and sex offender records and verify 
whether a patient has any history of violence toward 
healthcare workers, substance abuse, or domestic vio-
lence. They also have to get a list of the patient’s diag-
noses and determine whether those diagnoses (e.g., 
diabetes or a psychiatric diagnosis) have remained 
stable, what services will be provided, where in the 
home we can provide private care, and whether there 
are weapons or other safety concerns in the home. No 
services will be denied because of the answers to these 
questions, but any worker assigned to those clients 
can access the information and decide whether they 
want to request an escort. 

The law also requires that home care agencies 
perform monthly safety assessments with the work-
ers who are providing direct care and develop and 
implement home care health and safety training cur-
riculum in order to receive Medicaid reimbursements. 
The agencies must report verbal threats and abuse to 
the state public health department as well as physical 
or sexual abuse, and they must take steps to protect 
home care workers in response. That reporting is only 
required annually, which isn’t enough, but any man-
dated reporting at all is a huge change for us. 

Finally, the law establishes a working group to 
continue studying and developing additional solu-
tions to the safety issues home care workers face. The 
group must include at least three representatives from 
home care agencies, including a direct care worker, 
and representatives from relevant unions and nurse 
associations.

SHERRI: We paid attention to the promises legisla-
tors made at vigils for Joyce in October, and we held 

“You have to go 
to your state 
legislators and 
tell them what’s 
happening in 
your workplace.”

–MARTHA MARX
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them to those promises. We did a lot of organizing, 
lobbying, letter writing, and calling, and we held 
meetings at the state house. Because of the horrific 
situation, there wasn’t much pushback. Even with 
healthcare organizations, home healthcare compa-
nies, and the hospital association, we got much less 
resistance than usual. They knew we had the public 
on our side. 

The provision relevant to hospitals is short but 
powerful because it requires healthcare organizations 
to comply with Joint Commission (JCO) standards for 
workplace violence6 or be subject to state audit. JCO 
establishes a definition for workplace violence that 
includes threats, intimidation, and bullying along 
with physical injuries. That’s a huge shift in how we 
can push hospitals to think about—and act on—inci-
dents of workplace violence. 

The first JCO standard says hospitals must conduct 
an annual analysis of their workplace violence pre-
vention program and act on the results. In my hospi-
tal, that means we now have a legal means to make 
management resume our pre-COVID-19 practice. The 
standards also broaden what hospitals must monitor, 
report, and investigate to include injuries that occur in 
the hospital, occupational illnesses, property damage, 
safety and security incidents, and more. Healthcare 

workers are often dis-
couraged from calling 
the police or pressing 
charges because we’re 
told there’s no point. 
But the JCO standards 
s u p p o r t  t h a t  t h e s e 
incidents need to be 
reported. At the very 
least, those data will 
help us pass additional 
legislation. In addition, 
the standards require 
hospitals to provide 
regular training, educa-
tion, and resources to 
staff. Right now, only 

ED and psychiatric staff get training, but workplace 
violence happens in every department. 

The bill doesn’t fix the whole problem, but it gives 
us a path forward. It’s terrible that the catalyst was 
someone dying. Joyce’s son is a critical care nurse at 
Backus Hospital, and we’re determined to keep this 
from happening again. 

EDITORS: What advice can you offer other 
AFT affiliates fighting for similar legislation 
in their own states? 

MARTHA: It’s essential to understand the process 
of how a bill becomes a law and how to advocate 
effectively. You have to go to your state legislators 

and tell them what’s happening in your workplace. 
It’s also important to know how your state govern-
ment works so you know where to focus your ener-
gies. We went through the public health committee, 
but in another state the labor committee might 
make more sense. You also need to find the politi-
cians who will be your champions—and then make 
sure you support them when they need it because 
running for office isn’t easy. 

Also, know before you start that you might need to 
take baby steps. You have to run a slow, steady race 
with anything in government. Take our sick leave fight, 
for instance. The hardworking people who provide 
in-home nonmedical care were carved out of Con-
necticut’s 2011 sick leave law because of their federal 
job classification as “maids.” I’m so proud that we 
passed a bill this year expanding paid sick leave so 
now everyone is covered. That only happened because 
advocates were persistent. Your legislators talk to lots 
of people every day, so you need to remind them often 
that you’re paying attention. Believe me, the persistent 
advocates are the people who get what they want. 

SHERRI: Be prepared for a lot of work. One of the 
basic things that we’ve done is get pro-union peo-
ple—like Martha—into the state Senate and General 
Assembly. I’d like to say there was an easier way, but 
it’s grassroots. You have to get people who share your 
values to actually run—and then you have to turn out 
the vote for them.

It’s also important that people tell their stories. I 
can go to the state house as a union leader and talk 
to someone, and they can write it off as the union just 
making noise. But if Joyce’s son talks to the press about 
his mother being murdered, it’s a whole different 
conversation. I know it’s hard to tell those stories and 
relive those terrible experiences. But it’s so important 
to tell them if you can, so the next person doesn’t have 
a story to tell. The more people speak up, the more 
legislators have to acknowledge how widespread the 
problem is.

And, as much as we appreciate this victory, we 
know it’s just one step—not a solution. We need to 
ensure strong implementation, including workplace 
violence committees, evidence-based training, and 
collecting real-time data. 

Our union hopes to have a training program in 
place at Backus in no more than a year. We’re also 
putting workplace violence language into our bar-
gaining proposals, and we’re willing to stand on the 
line if we need to in order to get that language into 
our contract. We have a lot of work ahead of us, from 
the local level to the state level. We know this is a 
great victory, and we’re going to celebrate it, but then 
we’ll be right back at it. +

For the endnotes, see aft.org/hc/fall2024/
dayton_marx.
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From Complacency  
to Victory

I became a nurse in 2006. It was rock climbing 
and mountaineering that drew me to the pro-
fession. One day my climbing partner split his 
head open, and I had to take him to the emer-
gency department (ED) to get stitched up. And 

then I had this epiphany: “Look at all these people 
living in Jackson Hole with great jobs who work as 
little or as much as they want.” I went straight to 
nursing school, and an internship in emergency 
nursing showed me that’s where I belong. I love 
being there in a person’s scariest moment and 
reversing their trajectory toward death. 

I came to Portland’s Oregon Health & Science 
University Hospital (OHSU) in 2010, and I’ve been 
in OHSU’s ED ever since. I’ve always appreciated the 
Oregon Nurses Association (ONA), but COVID-19 
drove me to become very active in the union. ONA 
was the only entity that cared about frontline work-
ers. While administrators gaslighted us, the union 

By Diana Bijon

Diana Bijon, RN, has been 
an emergency department 
nurse for 18 years and is 
a member of the Oregon 
Nurses Association and the 
Association of University 
Registered Nurses con-
tract bargaining team at 
Oregon’s largest hospital, 
Oregon Health & Science 
University. 

acquired P100 masks from all the welding shops in 
the Portland metro area to keep us protected. 

But the pandemic isn’t the main reason I’m active 
in the union now. It’s my 18 years of stories: every-
thing from being assaulted to coming to the rescue 
of my peers. My first assault happened before I came 
to OHSU. I was a very young and very pregnant nurse 
taking care of a teen needing psychiatric care. As we 
were trying to restrain him to a stretcher, he kicked me 
in my belly. It was one of the most terrifying experi-
ences I’ve ever had. (Fortunately, my baby was fine.) I 
learned very early that we can’t have real safety with-
out safe staffing. 

A couple of years ago, when volunteers were 
needed for the contract bargaining team, I stepped up 
for the first time. Bargaining lasted 10 months—from 
the end of 2022 to September 2023—and it was one of 
the hardest things I have ever done in a professional 
capacity. But I enjoyed it because I learned a lot, and 

Increasing Staffing and 
Safety in a Portland Hospital
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we won significant raises and important staffing and 
safety provisions. Before I share details of what we 
won, I want to paint a clearer picture of the challenges 
we faced.

Guns, Assaults—and Short Staffing
When I started at OHSU, it was awful. There was 
the thinnest staffing that I’d ever experienced, and 
there were no safety protocols for patients whatso-
ever. No screening procedure, no metal detector. 
All entrances to the hospital were open to anyone, 
anytime. Patients came in with guns. They didn’t nec-
essarily have ill intent; motorcycle and car crashes 
brought people in with guns strapped to their waist-
bands or in their purses. 

of a 24-hour period. For example, I was the lone triage 
nurse for one shift, and I needed to go to the waiting 
room to get a patient who had come in with stroke 
symptoms. Because there’s no way to see into the 
waiting room from behind the door, I inadvertently 
stepped right between two men—both also patients—
who were fighting. One had crutches, which he had 
raised like a weapon. Using my loudest “mom” voice 
to stop the fight, I took the crutches. Then, I was able 
to leave and go push my panic button, which was back 
inside the locked waiting room door, around a corner, 
and under a counter. I should never have been alone 
in that situation. That fight would not have happened 
if there had been an additional triage nurse tending 
to the waiting room. 

Unfortunately, that story is not unique. During yet 
another shift in which the ED did not have enough 
staff, one nurse was assigned to four separate trauma 
bays, where we treat our most critically ill patients. I 
was the charge nurse that day and I was in triage, far 
from the main ED, covering a break for the only triage 
nurse. A patient arrived as a trauma activation after a 
car crash. He was stable and seemed fine. But when 
he returned to the trauma bay after a CT scan, he got 
out of bed, rummaged through the room, and found a 
scalpel. My nurse walked in to check on him and found 
him waving the scalpel around, screaming. Alone with 
no code button, the nurse stood in the doorway, found 
one of our portable phones, and called me. This nurse 
is a close friend, so I immediately heard the urgency in 
his voice. I dropped everything and ran. By the time I 
got there, the patient was sitting in a corner stabbing 
his own eye with the scalpel. Our public safety officer 
arrived and stopped the patient by tasing him. 

I’ll share one more incident—one that only avoided 
tragedy because the nurse involved was young and fit. 
He was covering a break for our psychiatric assignment, 
and we were terribly overcrowded: there were three 
filled patient rooms in front of him, a fourth patient on 
a stretcher behind him, and a fifth patient on a stretcher 
just outside one of the rooms. A patient exited one of 
the rooms and attacked the nurse, dragged him to the 
floor, and hit him. Two consulting physicians (from 
an outside practice) passed through and just stepped 
over this struggle—it’s on the hospital’s security video—
because they were so desensitized to hospital violence. 

I learned very 
early in my 

career that we 
can’t have real 
safety without 

safe staffing. 

The ED entrance now has a metal detector, but 
there are other ways to enter the hospital. Not long 
ago, a patient came into the ED waiting room through 
a back stairway and entrance that were unguarded 
and unlocked. He got all the way into the triage treat-
ment area where there were five other patients and 
announced, “I’m suicidal, and I plan on shooting 
myself. Here’s my gun.” Our nurse had to immediately 
intervene to take the weapon. The metal detector has 
helped a lot—security has confiscated many guns 
and knives. But unexpected things get through. One 
patient brought big bottles of accelerant and lit a wait-
ing room bathroom on fire.

To those who haven’t worked in a crowded ED, 
such things might be unimaginable. To me, they are 
the expected consequence of failed infrastructure—
meaning not having adequate resources, including 
people and their different specialties, physical space, 
and supplies to meet the demands of this job. 

At OHSU, we have a 31-bed ED for a 650-bed hospi-
tal, which is about half the size the ED should be. The 
hospital is always beyond its capacity, so we also have 
an ED boarding crisis in which hospitalized patients 
stay in the ED in hallways or the waiting room—some 
even beg to sleep in their cars. The consequences are 
often severe, particularly given the hospital’s prior 
practice of staffing just one triage nurse for 10 hours 
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Thank goodness, our nurse was able to get control of the 
patient. By the time public safety arrived, the patient 
was back in the room with the door locked. The crisis 
was over, but the trauma remained—for the nurse and 
for the other patients.

The Power of Collective Bargaining
Despite these and many more traumatic incidents, 
our union had to fight through hundreds of hours of 
negotiations. Ultimately, we won our strongest con-
tract ever, with wage increases of 15 percent in the first 
year and 6 percent each of the following two years, 
plus several new staffing and safety provisions.* By the 
end of bargaining, the administration understood how 
unsafe our workplace really is. Tragically, one reason 
they grasped what we were saying is that while we 
were bargaining, an unarmed security officer was shot 
and killed, and two additional staff injured, at another 
Oregon hospital.

One huge step forward in our contract is an ED 
staffing grid that lays out how many nurses we must 
have in every four-hour block of a 24-hour period. 
When I started at OHSU in 2010, the ED was run with 
12 nurses. With this new contract, we range from 24 
to 30, allowing a nurse for each trauma bay. In addi-
tion, a 1:3 ratio is written in for acute care, along with 
a guarantee to follow professional standards in other 
areas and enhancements to staffing plan enforcement.

We also argued for a dedicated, 24/7 public safety 
presence in the ED instead of shared presence with the 
rest of the campus because the ED is the epicenter of 
so much hospital violence. Our administration fought 
that tooth and nail. They wanted to continue with cov-
erage “as best as possible.” But we didn’t back down, so 
now we have 24/7 security presence and metal detec-
tor screenings in the ED. 

Since my first assault on the job, I’ve taken self-
defense training, including courses taught by female 
police officers and courses on how to safely handle 
a gun. I did this to try to stay safe at work—but I had 
never had such training offered through work until 
now. We added de-escalation training, including 
physical training, to this contract for the first time. It 
is necessary. If you’re going to be a part of a team of 
nurses and public safety staff who have to physically 
control a patient, you need to be very practiced and 
coordinated to keep that patient and everybody else 
safe. This physical hands-on training will help all of 
us work together. It has not rolled out yet, but it is in 
the works. Importantly, this complements another 
provision for expanding our Code Green Teams—they 
respond to immediate safety threats in the hospital.

Another crucial victory is that the administration 
agreed to a campus-wide safety assessment by a third 

party. That assessment has happened, but we’re wait-
ing to hear the recommendations. The hospital set 
aside $10 million for implementation, and the com-
mittee that decides how to allocate the funds will be 
at least 50 percent employees and up to 25 percent 
nurses chosen by ONA.  

Our union 
fought through 
hundreds 
of hours of 
negotiations 
and won our 
strongest 
contract ever. 

*For a short summary of what we won, see go.aft.org/4xe. To 
review our contract, visit go.aft.org/pv8. 

†To learn more about this staffing law, see “Empowering Nurses in 
Oregon” in the Spring 2024 issue of AFT Health Care: aft.org/hc/
spring2024/cline.

Our focus now is implementation—
implementation of our new contract 
and of the staffing law that Oregon just 
passed (thanks to fierce advocacy by 
ONA and other unions).† The law 

includes accountability mechanisms like fines, but 
members need to learn what constitutes a missed 
break, what constitutes a staffing violation, and how 
to file reports. At ONA’s convention in May, there were 
sessions on the staffing law so that we could learn 
more about its intention and enforcement. For exam-
ple, if a friend covers for you so you can take a break, 
that’s not a break violation (you got a break), but it 
could be a staffing plan violation if there were not 
enough staff members for safe patient care. No one is 
supposed to be doubling up on patients, even to cover 
a short break.

To fully reap the benefits of our new contract, 
we’re doing an internal empowerment campaign 
to show that workplace violence is not OK and to 
encourage staff to file reports. Especially in the ED, 
we encounter violence so often that we become com-
placent. Through our 10 months of negotiations, we 
finally got the administration’s attention, so now we 
must document all incidents—and all staffing viola-
tions. We’ve demonstrated our power at the bargain-
ing table; now we have to support each other to file 
our reports, enforce every detail of the contract, and 
make OHSU the safe, well-staffed hospital that our 
patients deserve. +

http://go.aft.org/4xe
http://go.aft.org/pv8
http://www.aft.org/hc/spring2024/cline
http://www.aft.org/hc/spring2024/cline
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Nursing on  
the Frontier
Creating a Better Life for  
Patients in Rural Montana

I’ve been a registered nurse for 35 years. I have 
raised my family and worked my entire career in 
Montana. I started out as a staff nurse in pediatric 
oncology and was very active in my union, serv-
ing as a union rep, as the local union president, 

and then as a member of the state board of the Mon-
tana Nurses Association (MNA), the professional 
association for registered nurses and advanced prac-
tice registered nurses in Montana. I became the CEO 
of MNA nearly 10 years ago to better advocate for our 
nurses so they can better advocate for our patients.

Montana is one of the nation’s most rural states, 
with over 45 percent of our total population estimated 
to live in census areas of fewer than 5,000 people.* 
There are significant health challenges associated 
with rural living, such as higher incidence of disease 
and injury, decreased access to healthcare, and higher 
rates of preventable hospitalizations.1 Most of our 

By Vicky Byrd

Vicky Byrd, MSN, RN, is the 
chief executive officer of 
the Montana Nurses Asso-
ciation (MNA). She began 
her career in 1989 as a cer-
tified pediatric oncology 
nurse, then transitioned to 
nurse leadership in MNA. 
Her priorities are advocacy 
for professional nurses in 
Montana and issues af-
fecting professional nurse 
practice and the health of 
Montana residents.

counties (52 of 56) have been designated as “medi-
cally underserved.”2 For the nearly 500,000 people 
living in these rural areas, there are fewer than 200 
healthcare facilities.3 Ten counties have no physician.4 

That’s why our nurses, and MNA, are so impor-
tant. MNA represents 3,300 nurses and 90 percent 
of the nurses belonging to 29 unions of varying sizes 
across the state—from a union of about 700 nurses in 
a facility in Missoula to a union of just two nurses in 
Forsyth (which has a population of 1,600). We have 
public and private acute care nurses and clinic and 
staff nurses. Our most recent local unit is exclusively 
advanced practice registered nurses (APRNs). Many 
of our nurses work in rural areas and areas typically 
called “frontier,” which are even more remote, sparsely 
populated, and isolated from public services—and 
sometimes do not have a hospital.5 I’ve spent the past 
decade listening to them and bringing their issues 
forward across the state. 

Rural nursing is much different than nursing in 
urban and suburban areas. In Montana, all RNs and 
APRNs function under their own licenses. APRNs are 

*To learn more about the criteria government agencies use to 
determine rural status, see ruralhealthinfo.org/topics/what-is-rural.
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not supervised by physicians; rather, they are primary 
and specialty care providers with full practice authority 
and prescriptive authority. Because many Montanans 
live in areas where there is no physician and limited 
healthcare services for dozens of miles, APRNs’ full 
practice authority is essential for access to care. 

Among the reasons our nurses choose to work in 
rural areas is that they want to care for patient popula-
tions that are radically underserved. Our nurses love the 
autonomy of their work and their breadth and scope of 
practice. They are highly qualified and provide excel-
lent patient care, with many APRNs running their own 
clinical practices. Yet, there are significant challenges. 

Challenges of Rural Nursing
Perhaps the most significant challenge is that rural 
healthcare facilities have limited staff. Patients who 
need healthcare in these areas typically don’t see spe-
cialty providers; many times, there’s just one physician 
or other clinician on call. It is common for emergency 
rooms and critical access areas throughout the state to 
be staffed by RNs and APRNs with minimal additional 
staff. Patients who need additional medical care must 
be transported to the nearest larger facility, often up to 
two hours away, via rural transport teams, paramedics 
(if they exist), or volunteer ambulances. 

A nurse may be the only clinician on shift when 
suddenly they get a patient who has sustained a 
trauma, a patient in labor, a patient who has over-
dosed, or a patient who is having a heart attack. No 
matter the crisis, the nurse must be a “jack of all 
trades” with expertise to care for each of these patients. 
Nurses triage as best they can, and they have systems 
and processes to help them—but it’s challenging for 
even the most experienced nurse to stay competent 
to care for patient needs that vary so widely and may 
sometimes be beyond their training. 

Rural hospitals are also limited in critical care 
services. As an example, my son was living in the 
very rural town of Cut Bank when he needed care for 
appendicitis. He was seen by an APRN but needed 
surgery, which was not available in that facility. The 
APRN quickly referred him to a facility in Great Falls, 
90 minutes away, and he drove there for his surgery. 
Of course, a patient having a heart attack can’t drive 90 
minutes away for care. Some facilities have fixed-wing 
aircraft or helicopters to address this challenge—and 
there are resources like telehealth that clinicians use 
to consult with other clinicians—but it’s critical that 
nurses know which resources are available and where 
to send patients for the care they need.

The challenges of under-resourcing of staff and 
services are compounded by the state’s continual 
attempts to encroach on and chip away at our nurses’ 
scope of practice. Research shows that the primary 
and specialty care that APRNs provide is comparable 
to or better than that delivered by physicians6—and 
APRNs have practiced independently of physician 

supervision for 45 years in this state. Still, legislators 
and administrators, some without backgrounds in 
healthcare or nursing, place physicians on a hierarchy 
above nurses in efforts to dictate how nurses practice. 

APRNs fought hard to get full scope of practice 
and practice authority passed into Montana law. But 
in the 2023 legislative session, a Republican legislator 
introduced a bill requiring physician supervision of 
APRNs.7 Fortunately, the bill died in committee; this 
would have had particularly devastating impacts in 
our rural and frontier communities.

Staffing shortages are also contributing to work-
place violence, which continually threatens patient 
care and our nurses’ well-being. We know that patient 
outcomes improve with higher registered nurse staff-
ing levels.8 Yet hospitals continue to understaff, raking 
in profits while nurses sacrifice (in one instance, our 
nurses voluntarily froze their wages to keep one of 
our facilities open). We also know that the workplace 
should be a safe environment, but violence against 
nurses and other healthcare workers is severely 
underreported. There are few legal mechanisms in 
place to hold employers accountable, including by 
reporting incidents and supporting those who expe-
rience or witness violence. Some of our lawmakers 
don’t think workplace violence really happens; worse, 
some believe dealing with violence should just be an 
expected part of a nurse’s job.

These and other issues are why many of our nurses 
are exhausted, overwhelmed, and burned out—and 
why more nurses are joining MNA. We routinely receive 
calls from nurses across the state who need support or 
want to advocate for change in their workplaces and 
for their patients. Many call because they see the good 
work we’ve done for their colleagues at other facilities. 
That’s what led to a unit of 15 APRNs voting to join a 
union for the first time in Montana history. 

At our Montana State Hospital, APRNs have seen 
for years how MNA helps nurses advocate for them-
selves and their patients and win better compensation, 
improved staffing practices, and Weingarten rights, 
among other victories. Understaffed, overworked, and 
underpaid, many APRNs were ready to leave. They 
needed a voice through which they could advocate 
for appropriate patient care and a fair arbitration pro-
cess. Now, they have that voice. And together we are 
fighting for the conditions they need to best serve our 
rural communities.

What We’re Fighting For 
Nurses want what patients need, so we need to invest 
in our nurses. That’s the purpose of Retain Me, MNA’s 
Code Red campaign† that focuses on recruiting and 
retaining nurses. Our aim is to increase awareness 

Our nurses 
choose to work  
in rural areas to 
care for patient 
populations that 
are radically 
underserved.

†To read about other AFT affiliates’ Code Red campaigns, see AFT 
Health Care’s archive: aft.org/hc/subject-index#code-red.

http://www.aft.org/hc/subject-index#code-red
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about the challenges nurses are facing and create the 
changes needed to address them so that more nurses 
want to join—and stay on—our care teams. 

Our campaign priorities are staffing and workplace 
violence. Healthcare facilities and state legislators 
remain reluctant to embrace staffing ratios and other 
mechanisms to keep nurses from burnout associated 
with understaffing. So we’re actively pursuing both 
bargaining and legislative solutions. We have bar-
gained safe staffing measures into our contracts—all 
contracts now include professional conference com-
mittees where nurses can take up staffing issues. And 
we introduced a staffing bill in 2023; it did not pass, 
but we will continue fighting for legislation that gives 
our nurses the resources they need, whether they’re 
the only clinician in a facility or not. 

While it’s unrealistic to expect a 1:4 ratio in rural 
areas like Forsyth, we need a staffing process that 
supports nurses when multiple patient crises sud-
denly arise. Larger facilities have more resources, so 
there we are fighting for a 1:4 ratio on medical floors 
and a 1:2 ratio in staffed intensive care units. But we 
know that it’s not enough to fight for set ratios; we 
must also consider patient, facility, and nurse acuity, 
which vary significantly. 

In the 2023 legislative session, we won mandatory 
reporting for workplace violence so that any Mon-
tana healthcare worker who is assaulted at work has 
a process for reporting it. Our goal is to ensure that 
all victims and witnesses of violence have an avenue 
for pursuing justice, but the first step is making sure 
that employers are collecting and retaining that data. 
We’ll use the data to push for additional legislation 

We continue to fight attempts to narrow nurses’ 
scope of practice and to communicate throughout our 
state and beyond the message that these attempts do 
not best serve our patients. In 2019, Montana passed 
legislation giving APRNs signature authority for 
patient documents that previously required a physi-
cian signature. Despite this law, some healthcare facil-
ities and insurance companies refused to recognize 
APRNs’ authority to sign forms with signature lines 
designated “Physician signature only.” We advocated 
for and won updated language so that those lines now 
say “Primary care provider.” 

We are also fighting anti-union bills targeting our 
nurses. In the last two legislative sessions, we’ve faced 
down a Republican lawmaker (who is a nurse!) who 
has introduced so called right-to-work bills.9 She was 
so intimidated when MNA showed up to testify in 
opposition that she couldn’t even present her own 
bill. Although we have beaten back her efforts thus 
far, we’re expecting her to make another attempt. And 
we have a state workforce advocacy team of RNs and 
APRNs ready to be mobilized when needed to call and 
write to legislators or engage in immediate action on 
this and other issues. 

A fter 35 years in nursing—including a 
decade leading MNA—I’ve only 
become more convinced that nurses 
cannot do this work alone. That’s why 
we need unions. Together, we can solve 

the challenges nurses face, freeing them to focus on our 
patients. Through our autonomy and our advocacy, 
MNA is helping nurses keep patients at the forefront. And 

the numbers of nurses who continue to 
join us and the AFT family in this work give 
me hope that as we work to make life better 
for our nurses and our patients, we ulti-
mately make life better for all of us. 

When we take our members’ issues to 
employers, I tell them, “Of all people that 
you want to walk through your doors, 
you want it to be MNA. We have your 
best interests at heart. We want you to 
succeed in caring for our patients and 
communities. We just need you to take 
care of the nurses who care for those 
patients.” I tell lawmakers and those who 
aren’t healthcare workers that if they 
removed everyone but nurses from our 
facilities, nurses would manage to keep 

the doors open. But the reverse is not true: a facility 
without nurses would have to close its doors. Nurses 
are the most valuable asset of any facility—and MNA 
is their biggest advocate in Montana. Whatever our 
nurses need, we’re going to help. And our collective 
voice is very, very powerful.  +

For the endnotes, see aft.org/hc/fall2024/byrd.

As we work to 
make life better 

for our nurses 
and patients,  

we ultimately 
make life better  

for all of us.

that keeps all of our healthcare workers safe. This is an 
ongoing fight, but we have the support of hospitals, the 
medical association, and physicians, and we’re confi-
dent we’ll win as we keep pressing forward. 

Those are just a few of our campaign’s offensive 
strategies; we are also employing defensive strategies 
to protect our nurses’ ability to practice to the full 
extent of their licensure and to organize. 

http://www.aft.org/hc/fall2024/byrd
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Med
Consolidation’s Devastating  
Impact on Patients and Workers

S
urgeon, writer, and public health researcher 
Atul Gawande wrote an article in 2012 titled 
“Big Med.”1 The article was about how medi-
cine was finally starting to fall to the big 
corporate chains, just like restaurants, 

hotels, and soft drinks had. After years of physicians 
being predominantly self-employed—working alone 
or in small private practices—physicians started sign-
ing up to be employees of large health systems. 

But in many ways, 2012 was still a simple time in 
terms of healthcare bigness. From 2012 to 2022, the 
share of physicians working in private practices fell from 
60 percent to 47 percent.2 Back in 2012, private equity 
had little interest in healthcare; across 10 physician 
specialties, there were only seven metro areas in the 
United States where a private equity firm had greater 
than 30 percent market share. By 2021, that number was 
108—or nearly a third of all US metro areas.3 

In 2012, Amazon had no healthcare presence and 
UnitedHealth was just a health insurance company. 
Today, Amazon is a significant player in primary care 
and pharmacy markets via its acquisitions of One 
Medical and PillPack; by the end of 2023, UnitedHealth 
had nearly 90,000 employed or affiliated physicians 
through its Optum subsidiary.4 

The purpose of this article is to detail how much 
bigger US healthcare corporations have gotten and 
to explain the impact this has had on patients and 
workers. Healthcare consolidation—and hospital con-
solidation in particular—has negatively impacted not 
only the wages of nurses but also the wages of all work-
ers, even those who are not health professionals. But 
we’ll get to that later. First, let’s take a stroll through 

By Dan Arnold

Dan Arnold, PhD, is a 
health economist at the 
University of California, 
Berkeley, School of Public 
Health, where he also 
serves as the research 
director for the Nicholas 
C. Petris Center on 
Health Care Markets and 
Consumer Welfare.

what health economist Uwe Reinhardt referred to as 
America’s healthcare wonderland.5

The Paycheck Gobbler
It seems everything is more expensive these days. 
Inflation was stable at around 2 percent a year from 
2014 to 2020, but then rose rapidly to 9 percent in June 
2022.6 Inflation eats away at the purchasing power of 
consumers. Ideally, wages and investment income 
outpace inflation. If they don’t, then consumers’ pur-
chasing power falls. 

But not everything gets more expensive over time. 
Notably, high tech products consistently get cheaper. 
TV and computer software prices have dropped 60 
to 90 percent since 2000. What price has increased 
the most since 2000 among the typical products and 
services households consume? Hospital services: they 
are up over 200 percent. The price of medical care ser-
vices (e.g., doctor visits) increased 120 percent over 
the same time period. Compare these to wages and 
inflation over this period, which increased 87 percent 
and 60 percent, respectively.7

There always seems to be a concern about Ameri-
cans getting priced out of housing. But compared to 
healthcare, housing’s 70 percent price increase over 
the period looks paltry.8 There’s no doubt about it: 
healthcare is gobbling up our paychecks.

To make the healthcare dent in take-home pay 
abundantly clear, take a look at the first chart on page 
14, which shows workers’ earnings, inflation, family 
health insurance premiums, and workers’ contribu-
tions to family premiums from 1999 to 2022. Work-
ers’ earnings have outpaced inflation since 1999 (an 
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increase of 103 percent versus 73 percent)—that’s the 
good part. But over the same period, family premiums 
increased nearly 300 percent and worker contribu-
tions to family premiums increased in lockstep, also up 
nearly 300 percent. As healthcare gets more expensive, 
health insurance premiums increase to cover the extra 
costs, and you and your employer bear the burden. 

A shocking study from 2019 estimated that 67 
percent of all personal bankruptcies in the United 

States from 2013 to 2016 were tied to medical issues—
because of high costs for care or time out of work.9 
And a 2024 analysis found that among US adults, 8 
percent have medical debt and 1 percent have more 
than $10,000 in medical debt. The situation is worse 
for those who are in poor health, have a disability, 
or have an income below 200 percent of the federal 
poverty line: 20, 13, and 11 percent, respectively, have 
medical debt.10 

REPRODUCED UNDER CREATIVE COMMONS LICENSE: “2022 KFF EMPLOYER HEALTH BENEFITS SURVEY,” KFF, ACCESSED JUNE 5, 2024, KFF.ORG/SLIDESHOW/2022-EMPLOYER-HEALTH-BENEFITS-CHART-PACK.

REPRODUCED UNDER CREATIVE COMMONS LICENSE: J. HARGRAVES, “INTERNATIONAL COMPARISONS OF HEALTH CARE PRICES FROM THE 2019 IFHP STUDY” (HEALTH CARE COST INSTITUTE, JULY 20, 2022), © HEALTH 
CARE COST INSTITUTE, HEALTHCOSTINSTITUTE.ORG/HCCI-ORIGINALS-DROPDOWN/ALL-HCCI-REPORTS/INTERNATIONAL-COMPARISONS-OF-HEALTH-CARE-PRICES-2019.

International Hospital Admission Prices as a Percent of US Prices, 2019

Cumulative Increases in Family Premiums, Worker Contributions to 
Family Premiums, Inflation, and Workers’ Earnings, 1999–2022
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Our Unique Price Problem
So, healthcare costs are eating up a greater share of 
people’s paychecks and are burdening a number of 
them with medical debt. But is this a uniquely Ameri-
can problem? Healthcare prices generally increase 
relative to TVs and computer software worldwide, so 
that part is not uniquely American. But US healthcare 
is still unique. 

It is widely known that the United States spends 
more on healthcare than other countries—a lot more. 
The question has always been why? As countries 
become wealthier, they generally spend more on 
healthcare. Once you’ve covered the basic necessities 
of life, spending extra income on trying to extend the 
length and quality of your life makes sense. But we 
spend twice as much per capita as other large, wealthy 
countries. What gives? 

A group of health policy researchers gave what 
they believed to be the answer in the title of their 2003 
paper, “It’s the Prices, Stupid: Why the United States Is 
So Different from Other Countries.”11 A lot of research 
since 2003 supports the authors’ conclusion: we have 
a healthcare price problem. The second figure on page 
14 shows the prices of nine common hospital admis-
sions for the United States and 10 other countries. For 
all nine admissions, our price is well above the prices 
in other countries—often two to five times above. 

Why the High Prices? 

Healthcare in America relies on competition to func-
tion. Ideally, more competition means lower prices, 
higher quality, more product variety, and greater 
innovation. But the healthcare industry is trending 
toward more consolidation and less competition. 

We could examine a lot of different healthcare 
prices, but let’s focus on hospital prices for the 
moment. Often when high US hospital prices are 
being discussed, it is implicitly commercial hospital 
prices that are being referred to. Commercial prices 
(as opposed to Medicare or Medicaid prices) are 
those paid to hospitals by employer-sponsored health 
plans. The prices in the second figure on page 14 are 
commercial hospital prices. Medicare and Medicaid 
prices paid to hospitals are administratively set by the 
government. Commercial prices, on the other hand, 
are agreed upon through bilateral bargaining between 
insurers and hospitals. During bargaining, each side 
tries to use whatever leverage it has to negotiate favor-
able rates. Insurers want low hospital reimbursement 
rates; hospitals want high rates. What happens in a 
market where there are five insurers and one hospital? 
The hospital has a lot of leverage because it has five 
insurers it can contract with. But the insurers must 
either contract with the one hospital or not partici-
pate in the market. What if the reverse were true? One 
insurer and five hospitals. Then the leverage flips. The 
one insurer now has the leverage to force the five hos-
pitals to compete over inclusion in its network. 

This bargaining is why mergers matter in the con-
text of hospitals (and healthcare generally). Suppose 
market A has two insurers and two hospitals to begin 
with. Then the two hospitals decide to merge. In the 
original situation, the insurers at least had two options 
and could try to play the hospitals against each other 
for network inclusion. Once the hospitals merge, 
there is no longer any other option for the insurers 
and the merged hospital has the leverage to negotiate 
higher reimbursement rates. This dynamic is at least 
partially responsible for the rise in hospital prices in 
recent years.* 

Hospital mergers are driving prices up, failing to  
increase quality, and driving wages down.

Between 1998 and 2021, 1,887 hospital mergers were 
announced, reducing the number of US hospitals from 
around 8,000 to a little over 6,000.12 Hospital mergers 
have been studied more by health economists than 
any other type of healthcare consolidation, so we have 
a pretty good idea of what they lead to.13 It is clear that 
they increase hospital prices and spending. Their 
impact on quality is mixed, and they tend to decrease 
healthcare wages, particularly nurses’ wages. 

Estimated hospital price increases “of 20 or 30 
percent are common, with some increases as high 
as 65 percent.”14 Three retrospective merger analyses 
conducted by the Federal Trade Commission—the 
Evanston Northwestern and Highland Park merger 
in the Chicago area, the Sutter and Summit merger 
in the San Francisco Bay Area, and the merger of the 
Cape Fear and New Hanover hospitals in Wilmington, 
North Carolina—found price increases of 65 percent, 
44 percent, and 65 percent, respectively.15

Merging hospitals typically claim that the merger 
will increase efficiency and improve quality. There is 
a care coordination reason to suspect quality could 
improve after hospital mergers. But so far, document-
ing quality increases has eluded researchers. The 
study of the impact of hospital mergers on quality 
with the strongest methodology (in my opinion) was 
published in 2020. Using data from 2007 to 2016 that 
included 246 acquired hospitals, the study found that 
hospital acquisition was associated with modestly 
worse patient experiences and no significant changes 
in readmission or mortality rates.16

The impact of hospital consolidation on wages is 
most easily seen through its impact on nurses’ wages. If 
a market is served by one seller, the seller is said to have 
a monopoly. It is less common to hear the term mon-
opsony, which is the term used when a market has one 
buyer. A monopoly hospital is the only provider (seller) 
of hospital services in a region. A monopsony hospital 
is the only buyer of nurses’ labor. The same hospital can 

Three analyses of 
hospital mergers 
found price 
increases of 44 to 
65 percent.

*Hospital prices are influenced by multiple factors. This is a simpli-
fied discussion to demonstrate that consolidation gives hospitals a 
lot of pricing power by taking away insurers’ other alternatives.
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be both a monopoly in terms of the services it sells and 
a monopsony in terms of the labor it buys. This would 
be the case if there were no good treatment alternatives 
to the hospital and nurses had no good employment 
options aside from the hospital. Among economists, the 
former has generally been thought to be true (it’s hard 
to imagine going somewhere other than your local hos-
pital to get a hip replacement). The latter has been more 
of a debate. Nurses could go work for doctors’ offices or 
find a job outside the field of healthcare entirely, but if 
they want to utilize their specialized training, it is gener-
ally hospitals that most demand the types of specialized 
services that nurses can provide. 

Several papers have discussed how monopsony 
power of hospitals can hold down the wages of nurses, 
but I’ll focus on one from 2021 that’s among the most 
recent and has the strongest methodology. Examin-
ing US hospital mergers between 1998 and 2012, the 
authors found that in markets with large increases in 
hospital concentration, wages were 7 percent lower 
for nursing and pharmacy workers compared to the 
wages of nursing and pharmacy workers in markets 
that were not exposed to hospital mergers. In terms 
of wage growth, this implied that post-merger annual 
wage growth was 1.7 percentage points slower for 
nursing and pharmacy workers than would be 
expected absent the merger. The authors also found 
that wage growth slowdowns were attenuated in mar-
kets with strong labor unions.17 

Equally important, all this consolidation indirectly 
impacts everyone, even those who rarely use medical 
services and aren’t health professionals. Everyone 
with employer-sponsored health insurance is exposed 
to cost increases created by healthcare mergers. 
Hospitals merge, the costs of hospital services go up, 
health insurance premiums go up to cover the costs, 
and workers and employers are on the hook for those 
higher premiums. Employers then have a choice: bear 
the additional costs by themselves or lower work-
ers’ wages (or reduce their wage growth). There are 
health insurance benefit decisions they can make as 
well, such as offering health plans that have higher 
deductibles, but those are just additional ways of mak-
ing workers bear the added costs. 

A recent study I conducted with Chris Whaley, a 
health economist at Brown University, analyzed the 
impact of hospital mergers on the wages of nonhealth-
care workers. Their wages should only be affected by hos-
pital mergers through the impact the mergers have on 
their health insurance premiums, deductibles, and other 
out-of-pocket costs. We found that hospital mergers lead 
to a $638 reduction in wages, a $521 increase in hospital 
prices, and a $579 increase in hospital spending among 
the privately insured population (indicating employers 
were shifting funds from wages to insurance costs).18

Making matters worse, private equity is now accel-
erating the hospital consolidation trend. The Private 
Equity Stakeholder Project tracks private equity–

owned hospitals in the United States and shows 460 
such hospitals as of January 2024. This represents 22 
percent of the United States’ proprietary for-profit hos-
pitals. Texas has the most with 97, and New Mexico has 
the highest proportion, with private equity owning 38 
percent of private hospitals in the state. Nearly a quar-
ter of private equity–owned hospitals are psychiatric 
hospitals. Almost all of this private equity hospital 
acquisition activity occurred in the last decade.19 A 
recent study comparing almost 700,000 hospitaliza-
tions across 51 private equity–acquired hospitals 
with four million hospitalizations across 259 matched 
control hospitals found that private equity acquisition 
was associated with a 25 percent increase in hospital-
acquired conditions.20 Another study found private 
equity hospital acquisitions to be associated with 
large increases in net income, charges, and charge-
to-cost ratios.21 (For more on private equity’s tactics 
and impact, see the sidebar on page 17 and the article 
on page 18.)

These trends are clearly in the wrong direction. 
We should be moving toward more accessible and 
affordable care, along with improved conditions for 
healthcare workers. Individually, there’s little we can 
do to change the direction of the healthcare industry. 
But together, as union members and voters, we can 
rewrite the rules.

What Can Be Done? 
Reversing these trends will not be quick or easy—but 
it can be done. The first two ideas that pop into many 
people’s minds are to (1) set prices administratively 
like in Medicare and Medicaid or (2) move the whole 
US healthcare system to a single-payer system like 
that of the National Health Service in the United King-
dom. Both ideas, while appealing in some ways, are 
problematic22 and are politically unlikely to happen 
(at least in the foreseeable future). Still, there’s much 
that we can do without achieving a complete overhaul 
of our healthcare system.

Let’s start with promoting competition. The US 
Department of Justice (DOJ) and the Federal Trade 
Commission (FTC) have been more aggressive of late 
in challenging mergers. In September 2023, the FTC 
sued US Anesthesia Partners (the principal provider 
of anesthesia services in Texas) and private equity 
firm Welsh, Carson, Anderson, and Stowe, alleging the 
two executed a multiyear, anticompetitive scheme to 
consolidate anesthesiology practices in Texas, drive 
up the price of anesthesia services provided to Texas 
patients, and boost their own profits.23 In May 2024, a 
judge dismissed the FTC’s case against Welsh, Carson, 
Anderson, and Stowe but allowed the case to continue 
against its portfolio company, US Anesthesia.24 While 
the first cases brought against private equity firms will 
face hurdles like this, I’m optimistic that today’s DOJ 
and FTC will be more willing to bring these types of 
cases than they were in the past. 

Hospital mergers 
reduce wage 

growth for  
nurses—but less 
so in places with 

strong unions.
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Healthcare 
workers can alert 
patients, families, 
and communities 
to the risks of 
consolidation.

In March 2024, the DOJ and FTC, along with 
the US Department of Health and Human Services 
(HHS), requested public comment on the impact of 
corporate greed in healthcare. In the press release, 
FTC Chair Lina Khan said, “When private equity 
firms buy out healthcare facilities only to slash staff-
ing and cut quality, patients lose out. Through this 
inquiry the FTC will continue scrutinizing private 
equity roll-ups, strip-and-flip tactics, and other 
financial plays that can enrich executives but leave 
the American public worse off.”25 HHS Secretary 
Xavier Becerra emphasized that increased competi-
tion in healthcare markets would improve the cost 
and quality of care and also boost worker wages and 
conditions. This shows there is an appetite at the 
federal level under the Biden-Harris administration 
for curbing healthcare consolidation. 

States are also showing an appetite. California 
established the Office of Health Care Affordability in 
2022. One of its primary tasks is to assess market con-
solidation in the state by collecting material change 
notices and conducting cost and market impact 
reviews when transactions “are likely to significantly 
impact market competition, the state’s ability to meet 
targets, or affordability for consumers and produc-
ers.”26 This effort follows similar efforts in other states, 
most notably Massachusetts and Oregon.27 

There are also things employers and unions can 
do. Employers should be more involved in deciding 

which providers are in the networks of the health plans 
that they offer employees. By wanting every provider 
in network, employers make it difficult for insurers 
to use the threat of network exclusion on hospitals, 
which takes away much of the leverage insurers could 
have in price negotiations. 

One crucial role of unions—and workers—is 
emerging from research on the impact of hospital 
mergers on nurses’ wages. Hospital mergers reduce 
nurse wage growth, but this effect is mitigated in 
markets with strong unions.28 Unions are an impor-
tant counterforce to the wage stagnation generated 
by healthcare mergers—and the more people join, the 
greater union power will be. 

Another role of unions is organizing and mobiliz-
ing to advocate for legislative and regulatory changes. 
Nurses, doctors, and others who work in healthcare 
are often trusted in their communities, and they can 
build on that trust by ensuring their patients, fami-
lies, and community members know about the risks 
of consolidation. Electing leaders who are supportive 
of what the DOJ and FTC are doing under the Biden-
Harris administration’s direction and what states such 
as California, Massachusetts, and Oregon are doing 
will help curb healthcare consolidation and, in turn, 
benefit patients and workers. The road is long, but 
there are signs of progress. +

For the endnotes, see aft.org/hc/fall2024/arnold.

Over the past decade, private equity 
firms* have invested in, acquired, and 
consolidated healthcare facilities at an 
astonishing rate. From 2018 to 2022 alone, 
global healthcare buyouts by private equity 
firms were about $450 billion.1 Over the 
last five years, healthcare deals (beyond 
just hospitals) have accounted for 15 to 21 
percent of total private equity deals.2 

Private equity firms typically use capital 
from institutional investors and high net 
worth individuals, along with large amounts 
of debt, to acquire companies. They usually 
seek to sell their holdings within three to 
five years for significant returns.3

Hospitals, physician practices, fertility 
clinics, nursing homes, and hospice facilities 
have all been targeted by private equity.4 
The number of deals across 10 physician 
specialties increased from 75 in 2012 to 

Private Equity 
484 in 2021—a six-fold increase within a 
decade.5 For fertility clinics, a 2020 study 
found that private equity’s involvement in 
women’s healthcare accelerated starting 
in 2017,6 and a 2021 study estimated that 
15 percent of fertility clinics had a private 
equity affiliation.7 A 2021 study looking at 
nursing homes identified 79 private equity 
deals covering 302 nursing homes across 
37 states.8 And a 2023 study found that the 
portion of Medicare hospice patients in pri-
vate equity–owned facilities increased from 
5 percent in 2013 to 14 percent in 2021.9

A recent systematic review of the impact 
of private equity ownership on healthcare 
operators was not positive.10 The review 
included 55 studies across eight countries, 
with the majority (47) of the studies 
focused on the United States. From nursing 
homes and dermatology to gastroenterol-
ogy and orthopedics, the review concluded 
that private equity ownership was most 
consistently associated with increases in 
costs to patients or payers. It also found 
mixed to harmful impacts on quality with 

reduced nursing staff levels or a shift 
toward lower nursing skill mix. The review 
did not identify any consistently beneficial 
impacts of private equity ownership. 

It’s worth spending an extra moment 
on one of the private equity nursing home 
studies included in the review. This study 
found that private equity ownership 
increased mortality by 11 percent.11 That’s 
about as bad as it gets in terms of a quality 
outcome. The increase in costs to patients or 
payers isn’t good, but it’s perhaps unsurpris-
ing. The increase in mortality—arguably the 
most important of all quality measures—is 
shocking. The authors state that “declines in 
measures of patient well-being, nurse staff-
ing, and compliance with care standards 
help to explain the mortality effect.” This is 
just one study, but the possibility of these 
types of results should have all of us nervous 
about private equity’s move into healthcare.

–D. A.

For the endnotes, see aft.org/hc/
fall2024/arnold_sb.

*For a deeper exploration of private equity’s preda-
tory tactics in healthcare and the devastating effects, 
see “How Private Equity Has Looted Our Hospitals” 
on page 18.

http://www.aft.org/hc/fall2024/arnold
http://www.aft.org/hc/fall2024/arnold
http://www.aft.org/hc/fall2024/arnold
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How Private 
Equity Has Looted 
Our Hospitals
And What We Can Do to Stop It

I
n January 2024, the Boston Globe reported the 
tragic story of a new mother who died in October 
2023 after the embolization coil needed to treat her 
post-birth bleeding was unavailable at the Mas-
sachusetts hospital where she gave birth. The coil 

had been repossessed weeks before by the medical 
device company that owned it because the hospital 
had not paid its bill. The hospital in question was Stew-
ard Health Care’s St. Elizabeth’s Medical Center.1

The year before, another Steward hospital—Rock-
ledge Regional Medical Center in Florida—had 
experienced an infestation of thousands of bats.2 The 
fifth-floor intensive care unit (ICU) reportedly reeked 
of bat guano,3 and an ICU nurse found a bat clinging 
to one of the curtains.4 One ICU patient complained 
of being attacked by a “giant grasshopper,” which 
turned out to be a bat.5 Steward hired an extermina-
tion company to address the issue, and within months 
that company sued the hospital over an alleged $1.6 
million in unpaid bills and related costs.6 

Stories of Steward Health Care’s deteriorating 
finances and hospitals began to pile up in local media 
coverage. By early 2024, Steward, a for-profit health-
care system that was owned by private equity firm 

Cerberus Capital Management from 2010 to 2020,7 
was drawing significant national attention.

In April 2024, Massachusetts Senators Edward 
Markey and Elizabeth Warren held a field hearing in 
Boston, where they and the various witnesses called to 
testify criticized the private equity investors who had 
looted Steward Health Care and left its hospitals on the 
brink of ruin.8 In that moment, criticism and the prom-
ise to introduce legislation preventing another situ-
ation like this were the only weapons the legislators 
could wield. Much of what the private equity investors 
and their accomplices got away with involved legally 
permitted business practices.

Steward filed for Chapter 11 bankruptcy in May 
2024.9 The system reported over $9 billion in liabilities in 
its bankruptcy filing, which included almost $1 billion 
owed to vendors and medical suppliers and $6.6 billion 
in long-term lease obligations to its hospital landlord, 
Medical Properties Trust.10 Steward’s bankruptcy is one 
of the largest hospital bankruptcies in decades.11

+ + +
Private equity has increasingly shown up in media 
coverage about struggling hospitals in the United IL
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States, leading to heightened scrutiny from state and 
federal legislators and regulatory agencies.12 But what 
exactly is private equity? And how is it different from 
other types of corporate healthcare that have attracted 
ire for putting profits before patients?

Private equity is a type of alternative investment 
that uses money from pension funds, foundations, and 
other large investors. These investments are typically 
not publicly traded (hence “private” equity), so there is 
relatively little transparency around them. The opacity 
makes it easier for private equity to make investment 
decisions that can enrich a few at the expense of many.

Private equity investment usually works like this: 
a private equity firm opens a fund and raises money 
for this fund from institutional investors, like pension 
funds and foundations. The firm uses the fund, along-
side debt, to purchase multiple companies—then tries 
to cut costs and increase cash flow at these companies 
so as to sell them at a profit roughly three to seven 
years down the road.13 The private equity firm gener-
ally has control of the investments, even though most 
of the money it invests belongs to others. The firm also 
takes home a disproportionate share of any profits 
(about 20 percent) from the fund, despite investing 
little of its own money (around 2 percent or less).14 

Private equity has become an increasingly pow-
erful force in the global economy. As of June 2023, 
private equity firms controlled $13.1 trillion in assets, 
a number that has been rising nearly 20 percent 
annually since 2018.15 In the US healthcare sector 
alone, private equity has invested over $1 trillion in 
the last decade.16

Private Equity and Healthcare
The healthcare sector of the US economy has long 
been favored by private equity firms because there 
is growing demand for healthcare services thanks 
to a population that not only is aging but also has 
a high disease burden. There are also many sub-
sectors within healthcare—such as outpatient 
specialty care, home health and hospice care, and 
clinical research—where firms see opportunities for 
consolidation.17 Consolidation, or gaining greater 
market share by acquiring multiple companies and 
rolling them up into one big company, can gener-
ate profits for private equity investors hoping to sell 
the company down the road. This does not translate 
to cheaper or better care for patients; the available 
evidence shows that consolidation among health-
care providers drives up the cost of care with little 
or no improvement—indeed, some studies show 
declines—in the quality of care.18

Putting profits before patients is not unique to 
private equity–owned healthcare companies. But 
because there’s less transparency around private 
equity deals and the companies they own, and 
because private equity firms tend to use more debt 
than other types of investors to fund their business 

strategies, the private equity business model can 
amplify the profit-seeking behaviors that put patients 
and healthcare workers at risk.

At least 8 percent of all private hospitals—and 20 
percent of all for-profit hospitals—in the United States 
are now owned or operated by private equity firms.19

The Private Equity  
Hospital Business Model
Debt is a fundamental part of the private equity busi-
ness model and one of the main reasons private equity 
acquisitions of hospitals can be so harmful to work-
ers and patients. Private equity firms often use lever-
aged buyouts to acquire companies, which involves 
financing a substantial portion of the acquisition by 
taking out debt secured by the company it is buying. 
This means that the debt doesn’t belong to the private 
equity firm and its investors—it’s instead saddled onto 
the company being acquired, such as a health system 
or hospital. In a leveraged buyout, 60 to 90 percent of 
the transaction will typically be funded by debt,20 and 
the health system, not the investors, will ultimately be 
on the hook for this debt. This may sound confusing or 
seem like the kind of thing that shouldn’t be allowed. 
But it’s perfectly legal.

Steward Health Care came into existence via a 
leveraged buyout in 2010, when private equity firm 
Cerberus Capital Management purchased Caritas 
Christi Health Care, a Catholic nonprofit health sys-
tem based in Massachusetts. Cerberus rebranded the 
health system as Steward Health Care and converted 
its status from nonprofit to for-profit.21

Because of the health system’s conversion to for-
profit status, the deal required approval from the state 
attorney general’s office, 
which imposed a five-year 
monitoring period and 
multiple conditions on the 
transaction. These condi-
tions included a require-
ment for the new owners 
to invest $400 million into 
the system’s infrastruc-
ture.22 Despite Cerberus 
Capital’s deep pockets, 
these “investments” came 
from debt loaded onto 
Steward as well as from 
selling off the real estate of 
some of its medical office 
buildings.23 Although the 
initial purchase price was 
just $420 million, these 
conditions pushed the 
total purchase price to $895 million—but Cerberus 
only put up $246 million in equity for the transaction.24

In addition to the initial leveraged buyout, private 
equity firms often use debt to fund expansion. Inves-

Private equity 
has invested over 
$1 trillion in the 
US healthcare 
sector over the 
last decade.
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Private equity 
firms borrow 

money to buy up 
hospitals, but the 

burden of that 
debt falls on the 

health systems—
not the investors.

tors will direct the health system to take on more debt 
so it can acquire more hospitals, physician practices, 
and other ancillary businesses. This is what happened 
with Steward Health Care. After its monitoring period 
in Massachusetts was over, Steward embarked on a 
rapid debt-funded expansion strategy by buying up 
other hospitals and rolling them into the same corpo-
rate chain. Steward eventually grew to be the largest 
private hospital system in the United States, even as 
many of its hospitals were struggling.25

Cutting Costs and Increasing Revenues

A health system that’s loaded down with debt has to 
pay its debt service obligations—principal and inter-

est—each month on top of 
all the usual costs of run-
ning a hospital. When the 
debt burden is high, the 
health system has added 
pressure to increase rev-
enues and cut costs. There 
aren’t many ways to cut 
costs in healthcare with-
out impacting patients 
and workers.

Common cost-cutting 
practices used by private 
equity investors in hospi-
tals include understaffing, 
relying on cheaper staff 
with fewer qualifications, 
skimping on healthcare 
s u p p l i e s,  a n d  d e l a y -
ing important  capital 
improvements, like equip-

ment and building maintenance. Some systems have 
even delayed payments to vendors or failed to pay 
staff on time. And most tragically, some systems have 
cut critical services or closed entire hospitals, leading 
to layoffs of workers and reduced access to care for 
entire communities.26 

Researchers have been empirically examining the 
impacts of private equity investments in healthcare. A 
recent peer-reviewed study demonstrated that private 
equity acquisition of hospitals was associated with a 
25.4 percent increase in hospital-acquired conditions, 
including falls and bloodstream infections.27 A 2023 
systematic review of the research on private equity 
ownership and its impacts on health outcomes, costs, 
and quality found that private equity ownership was 
associated with reduced nurse staffing levels.28

Under Cerberus Capital’s ownership, Steward’s 
Massachusetts hospitals faced numerous unsafe staff-
ing complaints from the local nurses’ union29 and saw 
higher than average patient hospital-acquired infec-
tions, falls, and readmissions.30

In 2014, Steward moved to close Quincy Medical 
Center in Massachusetts despite commitments it had 

made to regulators to keep it open.31 In response, the 
state attorney general’s office required it to keep the 
emergency room open, while all other services were 
cut. After selling the hospital to a real estate developer, 
Steward eventually closed Quincy Medical Center for 
good in late 2020, leaving the city of Quincy with no 
emergency room.32 In Youngstown, Ohio, Steward 
closed a hospital in 2018 just a year after acquiring it, 
laying off 388 workers33 and leaving the city without a 
labor and delivery unit.34

Alongside cutting costs, private equity inves-
tors seek to increase revenues. While increasing 
revenues sounds like a helpful thing for a business, 
if left unchecked it can lead to putting profits before 
patients and staff. Hospitals may raise prices or go 
after unpaid patient bills more aggressively. In fact, 
the aforementioned 2023 study found an association 
between private equity ownership and higher costs to 
patients and payers (i.e., health insurers).35 Clinicians 
may be incentivized or required to see more patients 
per hour and order more expensive tests. Sometimes 
the pressure to increase revenues can even cross the 
line into Medicare and Medicaid fraud.36 

In 2018, Steward was sued for an alleged Medicare 
and Medicaid kickback scheme. The system ultimately 
reached a $4.7 million settlement with the US Depart-
ment of Justice in 2022.37 In December 2023, the US 
Attorney’s Office filed another lawsuit against Steward 
regarding allegations of a kickback scheme spanning 
from 2013 to 2022.38 

Even a hospital that achieves healthy revenues 
each year may end up aggressively cutting costs to 
make its debt payments. For a hospital that operates 
on much thinner margins, a high debt load can be 
a death sentence—especially when interest rates 
go up. What once might have been an affordable 
monthly payment can skyrocket in a high interest 
rate environment. 

In 2021, interest rates in the United States started to 
creep up, and by the end of 2022, many debt-burdened 
private equity–owned healthcare companies were 
feeling the pain. According to credit rating agency 
Moody’s Investors Service, 93 percent of the most 
distressed healthcare companies as of November 
2023 were owned by private equity firms.39 One-fifth 
of healthcare companies that declared bankruptcy in 
2023 were owned by private equity firms.40

If debt is so risky, why do private equity firms like 
Cerberus Capital use it to buy and expand hospital 
systems? Debt means their investors aren’t on the 
hook. Ultimately, the risk that comes with debt is 
borne by the hospitals themselves because the private 
equity firms use the hospitals to guarantee the debt. 
And so private equity firms can treat the debt taken out 
against their hospitals as free money. They use it to buy 
the health system, to expand it, and sometimes to even 
pay themselves dividends (more on this in a bit). But 
private equity firms have limited liability: they cannot 
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Like parasites 
that thrive as 
their hosts die, 
private equity 
firms can profit 
as their hospitals 
go bankrupt. 

lose more than the capital they’ve put in. Therefore, 
just like parasites that can thrive while their hosts die, 
they can still make a profit even if the hospital system 
they own goes bankrupt. 

But a savvy private equity firm will exit an invest-
ment before bankruptcy transpires. In the case of 
Steward Health Care, its private equity owners plun-
dered it and sold what was left to a new set of owners. 
After Cerberus exited, the health system’s financial 
situation continued to deteriorate as the legacy of vari-
ous financial decisions made by its former owners put 
it on the path to bankruptcy.41

Looting Tactics 
There are three particularly parasitic strategies that 
private equity firms have used with hospitals: divi-
dend recapitalizations, management fees, and sale-
leasebacks of hospital real estate. These strategies often 
increase the debt load on the hospital and burden it 
with extractive payments that cut into operations. 

Dividend Recapitalizations

A dividend recapitalization is, in essence, a misnomer. 
It sounds like it will make more capital available to the 
hospital, but it does the opposite. The private equity 
firm makes the hospital take on new debt in order 
to provide cash payouts to its private equity inves-
tors. Just as in a leveraged buyout, the health system 
is on the hook for the debt—not the private equity 
firm. Dividend recapitalizations are a fundamentally 
extractive strategy in which the health system gets 
treated like a piggy bank so investors can pay them-
selves handsomely. 

Management Fees

Private equity firms often charge management or 
advisory fees to the companies they own, which can 
amount to millions of dollars per year. Fees are typi-
cally stipulated in a management services agreement 
between the private equity firm and the company it 
controls. In some cases, companies must pay fees to 
the private equity firm even for services never ren-
dered (called “accelerated monitoring fees”). These 
fees can further drain a company’s cash away from 
hospital operations and into investors’ pockets.

Prospect Medical Holdings is a hospital system that 
was majority owned by private equity firm Leonard 
Green & Partners from 2010 to 2021. At its largest, 
Prospect owned hospitals across California, Con-
necticut, New Jersey, Pennsylvania, Rhode Island, 
and Texas. Most of Prospect’s hospitals are safety-net 
hospitals, which are designated to serve low-income, 
uninsured, and vulnerable populations.42 

Over the course of its 10-year ownership, Leonard 
Green & Partners, and Prospect’s minority owners, 
took approximately $9 million in management fees 
and $649 million in dividends, in part by saddling 
this safety-net hospital chain with debt and using 

the proceeds of the loans to pay themselves.43 They 
siphoned this money out of Prospect even as many 
of its hospitals suffered deteriorating financial condi-
tions and serious patient care quality concerns.44

Sale-Leasebacks and Hospital Landlords

You can’t tell the story of how private equity has looted 
many US hospitals without mentioning their accom-
plices: hospital landlords, otherwise known as real 
estate investment trusts (REITs). In a sale-leaseback 
transaction, a hospital system splits its real estate from 
its operations and sells the real estate to a REIT. Sell-
ing the real estate generates cash, but much of that 
goes straight to private equity investors who pocket 
it for themselves. After the sale, the health system has 
to pay monthly lease payments to the new landlord 
on real estate it used to own. Sale-leasebacks replace 
mortgage payments (or no payments for a property 
that was paid off ) with lease payments and strip the 
health system of its most valuable asset. 

One REIT in particular has played a starring role in 
recent hospital looting scandals: Medical Properties 
Trust (MPT). Founded in 2003 and headquartered 
in Birmingham, Alabama, MPT has worked closely 
with various private equity–owned hospital systems, 
including Steward and Prospect, to sell off hospital 
real estate to enrich investors, often at the expense of 
the health systems.45

After its five-year monitoring period with the Mas-
sachusetts attorney general expired,46 Steward Health 
Care executed a $1.2 billion sale-leaseback transaction 
in 2016 with MPT. MPT made an additional $50 mil-
lion equity investment in Steward, becoming a minor-
ity owner of the company.47 Many Steward hospitals 
were now on the hook for hefty rent payments, in 
addition to losing their highest-value asset. This sale-
leaseback deal was used to pay nearly $500 million in 
dividends to Cerberus and help fund Steward’s expan-
sion to other states.48

Four years later, Steward was financially struggling, 
but Cerberus wanted to exit its investment. With the 
hospitals’ poor financial position and the pandemic 
just beginning, selling the company would be difficult. 
At Cerberus’s behest, MPT provided a $400 million 
cash infusion into the system and a $335 million loan 
to a group of Steward physicians who would become 
its new owners, allowing Cerberus to exit.49

Despite the cash infusion from MPT and $675 mil-
lion that Steward received in pandemic relief loans 
and grants in 2020,50 the system was still struggling by 
the time Cerberus fully exited in January 2021, hav-
ing made at least $800 million in profit in the decade 
it owned Steward.51 That month, its new physician 
owners took out another $111 million in dividends. 
Chief Executive Officer Ralph de la Torre bought a $40 
million yacht later that year.52 

The role of MPT in the pillaging of Steward cannot 
be overstated. Without a willing REIT like MPT to abet 
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Steward’s asset-stripping and to help its private equity 
investors exit, Steward would not have been so easily 
able to generate the millions paid to Cerberus. The 
rent payments for those hospitals would ultimately 
burden the system’s finances at the expense of opera-
tional costs. 

In September 2023, state and federal officials 
declared that patients were in immediate jeopardy at 
Steward’s Good Samaritan Medical Center in Brock-
ton, Massachusetts—where the local nurses’ union 
had been warning officials since 2021 about critical 
understaffing and major safety issues in the emer-
gency department.53

By early 2024, Steward’s hospitals were facing a dire 
financial situation. In January 2024, MPT announced 
that Steward Health Care was $50 million behind 
in rent payments.54 Vendors were suing for unpaid 
bills55 and staffing and patient quality of care issues 
were mounting.56 Between May 2023 and February 

2024, Steward had already 
closed struggling hospi-
tals or units in Texas57 and 
Florida,58 and in April 2024 
it closed New England 
Sinai Acute Long-Term 
Care and Rehabilitation 
Hospital in Massachu-
setts.59 Legislators and 
politicians scrambled to 
address the system’s finan-
cial implosion.60

MPT also had a hand 
in the pillaging of Pros-
pect Medical Holdings. 
As mentioned, Prospect’s 
owners, Leonard Green & 
Partners, saddled the hos-
pital system with millions 
in debt to fund investor 
payouts. To pay off this 

debt, Prospect sold the bulk of its real estate to MPT 
in a sale-leaseback transaction.61 The transaction 
simply replaced the debt with lease liabilities and left 
Prospect with fewer assets.62

In 2021, Leonard Green & Partners exited its stake 
in Prospect, with the system left in $3.1 billion of 
debt.63 And Prospect’s hospitals are in serious financial 
trouble. One of its four hospitals in Pennsylvania had 
to close in late 2022 due to inadequate staffing, and 
others have laid off workers or cut critical services.64

At Prospect’s three hospitals in Connecticut, the 
financial situation became especially grim in 2023. 
The hospitals reportedly owed millions to vendors 
and contract physicians65 as well as $67 million in back 
taxes and interest to the state.66 

Parallel to Steward’s situation, lease payments with 
MPT have contributed to financial distress at Prospect 
hospitals. As of May 2023, Prospect owed at least $68 

million to MPT,67 and some of its hospitals reportedly 
missed rent payments to MPT through much of 2023.68

It appears that both Cerberus Capital and Leon-
ard Green & Partners have gotten off scot-free. They 
siphoned hundreds of millions from the Steward and 
Prospect healthcare systems, adding substantial debt 
that put hospitals in dire financial condition, then 
made their exit—leaving patients, workers, and their 
communities holding the bag.69 

What We Can Do 
The abuses wrought by private equity firms at many 
of our nation’s hospitals are infuriating at best, tragic 
at worst. What can we do to ensure that private equity 
pillaging in healthcare comes to a stop—and that Wall 
Street is held accountable? There are two main ways 
we can accomplish this: by organizing and by fighting 
for robust and effective policies.

Organize!

Healthcare workers should always be organizing, 
whether their hospital is currently private equity–
owned or not. A merger or buyout can always be 
around the corner, and workers should pay attention 
to how their workplace fits into the broader ecosys-
tem of for-profit healthcare.

When workers come together to educate each 
other and fight for each other and their patients, they 
begin to shift the power away from greedy executives 
and investors. At both Steward and Prospect hospi-
tals, healthcare workers have been playing impor-
tant roles in exposing harms such as unsafe staffing 
practices inside their hospitals and in advocating for 
their patients.70 Healthcare worker organizing efforts 
have also extended to their communities. Activities 
like informational pickets have helped educate com-
munity members about the dangers to patients and 
workers,71 and building coalitions with community 
organizations has helped to bring the voices of 
patients, workers, and community members—those 
most affected by corporate greed—to the forefront as 
major decisions are being made.72 

If you work at a unionized hospital, get involved 
with your union.* Go to union meetings. Learn and 
talk with your union siblings about what’s going on at 
your hospital. Support bargaining efforts by joining 
your union’s bargaining committee, participating in 
bargaining surveys, and attending union-led actions. 
If you’re not yet a member, now is the time to join. 

Pension funds are some of private equity’s most 
important investors. This unfortunately means that 
workers’ retirement money can end up funding 
investments that hurt patients and workers.73 You can 
work with your union to ensure current and retired 

When workers 
fight for each 

other and their 
patients, they 
begin to shift 
power away  
from greedy 

executives and 
investors.

*If you want to learn more about organizing a union at your 
workplace, please reach out to the AFT at formaftunion@aft.org.
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union members’ pensions aren’t being used to fund 
destructive businesses in healthcare or the larger 
economy. You can also advocate for your pension 
fund to take on the larger fight of changing private 
equity’s practices. As AFT President Randi Wein-
garten and North America’s Building Trades Unions 
President Sean McGarvey wrote, “Our members’ 
retirement funds have over $4 trillion invested.… 
We agree with the [Biden-Harris] administration that 
private equity needs greater transparency, fairer fees, 
and a business model that grows strong businesses 
and creates good jobs—not one that exploits work-
ers, loads companies with debt, and sells them off 
for parts.”74 

You can also learn about proposed legislation at 
the state and federal levels that will impact you and 
your patients. Your union can be a resource here and 
may be already lobbying for you and your cowork-
ers. Learn how you can help with these policy efforts, 
such as by submitting testimony, showing up to ral-
lies, or meeting with politicians. 

Fight for Robust and Effective Policy

One of the reasons it has been so challenging for reg-
ulators and workers to hold private equity account-
able for looting hospitals is that most of the tactics 
fall under the realm of legal business practices. If 
we want to stop the pillaging in the first place, we 
need to win legislation that removes incentives to 
loot hospitals or goes even further by making looting 
tactics illegal.

Much of the regulation of hospital sales and merg-
ers happens at the state level. The good news is that 
many states have been beefing up their regulations in 
this area, often in response to how private equity has 
impacted healthcare in their regions. Since 2023, Illi-
nois,75 Minnesota,76 New York,77 Oregon,78 and Wash-
ington79 have passed legislation that increases state 
oversight of healthcare transactions; other states, like 
California,80 are attempting to update their regula-
tions. While these new state laws vary considerably,81 
they indicate an appetite among state legislators to 
better monitor healthcare transactions, especially 
those involving private equity.

Many of these laws primarily focus on increasing 
transparency and addressing anticompetitive effects 
of healthcare transactions, but they can and should 
go further to address the long-term financial viability 
of health systems, access to care, and quality of care. 
Rhode Island’s Hospital Conversion Act addresses all 
of these issues and is perhaps the most robust piece 
of state legislation for overseeing healthcare changes 
of ownership.82 It can serve as a starting place for 
other states considering new or updated legislation. 
In 2021, Rhode Island used this law to require Leon-
ard Green & Partners to pay $80 million to an escrow 
account to help ensure its Prospect hospitals would 
stay open after Leonard Green’s exit.83 

State laws, and federal laws where applicable, 
should also address private equity’s pillaging tactics 
by restricting or banning health systems from paying 
out debt-funded dividends to investors and barring 
investors from charging arbitrary fees to healthcare 
companies, such as management fees for services 
that haven’t been provided. 

One of the biggest loopholes in state laws regulat-
ing hospitals is that the laws typically pertain only to 
hospital operations, not to real estate. As we’ve seen 
with Steward Health Care, Prospect Medical Holdings, 
and other systems whose real estate has been stripped 
away in sale-leaseback transactions, monthly lease 
payments can burden hospital finances, cutting into 
operations in ways that impact patients and workers. 
Hospital real estate sales need to be regulated. Ideally, 
such transactions would be banned. At a minimum, 
health systems should be required to notify state and/
or federal regulators of real estate splits and to provide 
essential information to and receive approval from 
regulators for sale-leasebacks. If sale-leasebacks are 
approved, there should be limits on using proceeds 
to line investors’ pockets. 

At the federal level, lawmakers should create joint 
liability for private equity firms and their portfolio 
companies. This would mean that private equity 
firms would also be responsible for the debt they load 
onto their portfolio companies, as well as be liable for 
any harms and illegal business practices, including 
Medicare and Medicaid fraud, that occur under their 
ownership. And importantly, lawmakers should close 
what is known as the carried interest loophole. This 
loophole has made it so that some portions of private 
equity firms’ profits are taxed at a substantially lower 
rate than the average worker’s income is taxed.84

Most importantly, we need strong enforcement 
of regulations at both the federal and state levels. In 
the absence of enforcement, laws and regulations 
are useless no matter how well designed they are. 
We need to fight for legislators and budgets that ade-
quately fund the relevant state and federal agencies 
tasked with enforcing the laws that regulate for-profit 
healthcare.

Summing It All Up
The cracks within our broken for-profit health sys-
tem offer greedy investors plenty of opportunities 
for plunder. Private equity’s pillaging of hospitals is 
just one of the latest iterations of profiteering at the 
expense of patients, workers, and our collective well-
being. But despite their immense wealth and power, 
private equity firms and the hospital landlords with 
whom they partner are not invincible. By organizing 
and winning effective policies, workers can use their 
collective power to hold these pillagers accountable 
and put a stop to the looting. +

For the endnotes, see aft.org/hc/fall2024/bugbee.

If we want to 
stop private 
equity pillaging, 
we need to  
win legislation 
that removes 
incentives to  
loot hospitals.
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access to healthcare. She 
was formerly the director 
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of the Hospital Equity and 
Accountability Project at 
Community Catalyst. She 
teaches in the graduate 
health advocacy program 
at Sarah Lawrence College. 

Coalition Power
How Healthcare Workers and Communities  
Are Fighting Hospital Downsizing

A
shley Saupp and her husband, Sean 
Collins, were shocked when they 
learned in June 2023 of the planned 
closure of the nearby Burdett Birth 
Center where their three-month-old 

son, Ben, had been born. Burdett, located within 
Samaritan Hospital in Troy, New York, was targeted 
for closure by its parent health system, St. Peter’s 
Health Partners (SPHP), because of reported financial 
losses and staffing issues. System executives said 
pregnant people could travel to the system’s hub hos-
pital in a neighboring county, or to other hospitals in 
the Capital District (which includes Troy and Albany).

“I was just outraged and astounded that a place 
where I had experienced such a joyful birth would be 
closed,” recalled Saupp, who works for the Albany Social 
Justice Center. In an interview, she explained that “It 
would leave all of Rensselaer County without any mater-
nity service at all and pose a real hardship for so many 
pregnant people who depend on having this center here 
and can’t easily travel elsewhere. It would also eliminate 
the only midwife-led maternity service in our area, one 
that has the lowest C-section rate of any area hospital.”1

More than half the patients Burdett serves rely on 
Medicaid, in a city with a poverty rate that is double the 
surrounding county and national levels (23.3 percent for 
Troy, compared to 11.2 percent for Rensselaer County 

and 11.5 percent for the nation). Troy also has higher 
percentages of residents who are Black and/or Latinx, 
speak languages other than English at home, or have dis-
abilities—all groups that already tend to face barriers to 
accessing care; in addition, 22 percent of Troy residents 
don’t own private vehicles, leaving them to rely on bus 
service. While Burdett is a short bus ride from downtown 
Troy, the nearest alternative maternity service in Albany 
requires two bus rides and an hour’s travel, and the 
buses don’t run overnight. Burdett also serves residents 
of far-flung rural areas of Rensselaer County, as well as 
adjacent and largely rural Columbia and Washington 
Counties, neither of which has a maternity service. Pub-
lic transportation from those areas to Albany is nonexis-
tent, and most are not served by ride-sharing services.2

Word spread quickly in the community; local fami-
lies, midwives, and doulas, as well as community orga-
nizations such as the local YWCA, joined with Saupp 
and Collins to start the Save Burdett Birth Center Coali-
tion (SBBCC). They began to turn out hundreds of con-
cerned neighbors and healthcare workers at rallies and 
community meetings, posted Save Burdett lawn signs 
throughout the county, and took over billboards along 
local roads.3 Collins, who is the president of the Troy 
Area Labor Council and a union organizer, mobilized 
support from unionized workers at other area hospital 
maternity wards to testify that their hospitals could IL
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not absorb the 800-plus births a year that would be 
displaced from Burdett. (Burdett and Samaritan work-
ers are not unionized and were afraid to speak out.) 
The president of the Troy Firefighters Union testified 
that the city’s emergency medical service was already 
stretched thin and could not take on transporting 
people with pregnancy emergencies to other counties.4 
A first-in-the-nation health equity impact assessment 
required under a new state law and a community-led 
version of the assessment both revealed serious conse-
quences for medically underserved people that could 
not be easily mitigated.5 

Eleven months later, SBBCC won its campaign. 
In April of 2024, SPHP executives withdrew their 
closure plan and accepted a $5 million state grant to 
help secure the future of the maternity service for at 
least five years.6 The coalition’s victory is one model 
of how healthcare workers and community residents 
are banding together with public officials to fight a 
tsunami of hospital downsizing and closures across 
the nation, and sometimes succeeding.  

This article will examine the causes and conse-
quences of recent hospital closings, downsizings, and 
sales across the nation and describe some of the com-
munity, union, and government actions being taken to 
protect patients and hospital staff. It will draw on the 
work of the SBBCC and efforts in other communities 
in highlighting important steps that can be taken to 
fight closures.

Where and Why Is This Happening? 
The current wave of hospital downsizing and closing 
comes after more than two decades of consolidation in 
the health industry. Events of the last four years—dis-
ruptions caused by the COVID-19 pandemic, worsen-
ing staffing challenges, and serious deficits that some 
hospitals reported in 2022 and 2023—are prompting 
drastic actions. For example:

• In Lower Manhattan, residents who had depended 
on Beth Israel Medical Center for decades were hor-
rified when its parent Mount Sinai Health System 
announced in late 2023 that Beth Israel would close 
after more than 100 years because of financial losses.7 

• In central Brooklyn, the announcement in January of 
2024 of the planned closure of financially troubled 
SUNY Downstate Medical Center* provoked outrage 
among the medically underserved residents who 
utilize the hospital and among the workers who care 
for them.8

• In eight states, patients and staff of 30 hospitals 
acquired by the for-profit health system Steward 
Health Care† watched nervously in the spring of 2024 
as the system filed for bankruptcy. It already had shut 
hospitals in Massachusetts and Texas.9 In June, a 
bankruptcy court judge allowed Steward to keep run-
ning the hospitals while seeking buyers for them, after 
Steward received an emergency loan.10

• In California, residents across large swaths of the state 
have limited access to obstetrics services, as 29 hos-
pitals stopped delivering babies over the last three 
years and another four maternity wards were slated 
for closure in early 2024.11

Particularly affected are rural hospitals—nearly 
200 have been closed or converted to other uses 
since 200512—and urban hospitals serving primarily 
low-income neighborhoods. Patients are scrambling 
to navigate changed and unfamiliar health delivery 
systems, while hospital staff are forced to accept new 
positions at facilities farther away from home, with less 
seniority and less desirable hours. 

Meanwhile, systems that acquired many hospitals 
over the last two decades are offloading some to buyers, 
including private equity firms. And the promises that 
health system executives made as they acquired hun-
dreds of community hospitals are now being broken. 
In short, we are witnessing the other shoe dropping.

Promises, Promises: Two Decades of 
Hospital Consolidation
Over the last 20-plus years, there have been more than 
1,800 hospital mergers and acquisitions through which 
hundreds of community hospitals joined health systems 
that have been growing bigger and bigger.13 American 
Hospital Association data show that more than two-
thirds of all hospitals in the nation are now part of a 
health system.14 That wave of consolidation also reduced 
the number of hospitals from 8,000 to just over 6,000.15 
Overall, these trends have meant that the era of the inde-
pendent community hospital is fast coming to an end.

Of the nation’s 10 largest health systems, the cur-
rent leaders are the for-profit HCA Healthcare, which 
operates 184 hospitals, and the Veterans Health 
Administration, with 172 hospitals. Another four of the 
top 10 are for-profit systems: Lifepoint Health, with 
124 hospitals; ScionHealth, with 94 hospitals; Com-
munity Health Systems, with 71 hospitals; and Tenet 
Healthcare, with 61 hospitals. Three systems are oper-
ated by Catholic-affiliated organizations: Common-
Spirit Health and Ascension, each with 140 hospitals; 
and Trinity Health, with 101 hospitals. The remaining 
top-10 system, Advocate Health, has 61 hospitals and 
is a nonprofit combination of two smaller systems.16

In my more than 25 years of working with commu-
nity coalitions across the nation and grappling with 
more than 135 proposed hospital mergers, I have 
observed executives of these systems make promises 

Consolidation-
related closures 
frequently 
impose barriers 
to care for 
vulnerable 
patients.

*To learn more about the role AFT affiliates played in the successful 
fight to save SUNY Downstate, see “Fighting for Healthcare Access 
in Central Brooklyn” in the Spring 2024 issue of AFT Health Care: 
aft.org/hc/spring2024/kowal_kube.
†For a detailed review of Steward Health Care’s troubles, and the 
broader impact of private equity on healthcare, see “How Private 
Equity Has Looted Our Hospitals” on page 18.
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both to the hospitals they were acquiring and to the 
communities that depended on these local hospitals. 
Among the most frequent was the promise that the 
merger or acquisition would provide financial stability 
to ensure the hospital’s future. Joining a big system, 
local hospital boards were told, would help with 
acquisition of electronic medical systems and negotia-
tions on complicated value-based contracts. System 
executives also pledged better access to needed capi-
tal to renovate aging facilities. 

For example, when New York’s Mount Sinai Health 
System sought and received state approval in early 
2020 to replace the aging Beth Israel Medical Center 
it had acquired in 2013 with a smaller but up-to-date 
facility nearby, executives proclaimed, “The new 
MSBI facility will be a full-service hospital consisting 
of inpatient beds, an adult and pediatric ED, radiol-
ogy functions, operating rooms (OR) and IR suites, 
including neuro-IR and cardiac catheterization. The 
new hospital building will serve as a neighborhood 
hub of critical care, treating patients in need for life-
saving treatment when suffering strokes, heart attacks, 
aneurysms and trauma.”17 That facility was never built. 
Instead, Mount Sinai announced its planned closure 
of Beth Israel three years later, citing financial losses.18 

What “Quality Improvements” Mean for Patients 
and the Community

Quality improvements have been another big selling 
point, with systems claiming their centers of excel-
lence could improve quality at facilities throughout the 
system. But those better health outcomes often have 
failed to materialize, according to a recent summary 
of relevant research.19 Instead, consolidation-related 
closures and rerouting of care frequently impose addi-
tional barriers to access for already vulnerable patients. 
And reorganization of health system service delivery 
patterns have often meant that patients must travel far-
ther from home to unfamiliar hospitals and physicians. 

Many of Beth Israel’s patients are elderly and/or 
disabled and have low incomes. The largest proportion 
of patients come from two zip codes in the Lower East 
Side and East Village; in one, a quarter of the residents 
have incomes below the poverty level. More than half 
speak a language other than English at home, and 48 
percent have only a high school education or less.20

As the Mount Sinai Health System moved to rap-
idly close services at Beth Israel in late 2023 and early 
2024, even without closure approval from the New 
York State Department of Health, patients with seri-
ous conditions were rerouted away from the hospital’s 
emergency department and sent to other hospitals in 
the system, located far uptown. One patient with a 
ruptured appendix who was experiencing sepsis had 
to wait an hour for an ambulance to another hospital.21  
Another Lower Manhattan resident who sought care 
after suffering broken ribs and a collapsed lung in a 
fall at home was initially treated at the emergency 

department, but then was transferred to a Mount Sinai 
hospital nearly 100 blocks uptown because of inad-
equate staffing at Beth Israel, according to an affidavit 
filed in a lawsuit over the proposed hospital closing. 
At that transfer hospital, he received little treatment 
and was sent home with no follow-up nursing care 
ordered. He ended up at Bellevue Hospital, where 
staff found that blood had accumulated in his lungs 
and abdomen, and he eventually died, according to 
the affidavit filed by his wife. “It is my belief that my 
husband’s two weeks of suffering and his death would 
not have happened had Beth Israel Hospital been in 
full service,” she said.22

Who Benefits from Greater Efficiency?

When advocating for mergers and consolidations, 
executives often make promises of improved efficiency 
and subtle suggestions that shared administrative 
costs and other measures would lead to lower prices. 
Mergers can decrease costs at the acquired hospital by 
4 to 7 percent, one study has found.23 Consolidation 
of certain services at a system’s “hub” hospital (often 
an academic medical center) can reduce duplication 
of services across member hospitals and can help 
bring down the system’s operating costs. But those 
efficiencies do not necessarily lead to lower prices 
for patients or for payers (and the hubs almost always 
mean patients having to travel farther).24

In fact, numerous studies have documented price 
increases associated with hospital consolidation, 
especially in places where a single hospital system 
gained control of more than half of the healthcare pro-
vider market, thereby reducing competition.25 In addi-
tion to acquiring hospitals, these large systems have 
been increasing their market share and bargaining 
power by practicing vertical integration—acquiring or 
opening local urgent care centers and physician prac-
tices that are affiliated with (and sources of referrals or 
transfers to) system hospitals, as well as ambulatory 
surgery centers where many procedures once done in 
hospitals have migrated.26 Three-quarters of hospitals 
and more than half of physicians are now affiliated 
with one of 635 health systems.27

The main beneficiaries of all these mergers and 
acquisitions turned out to be the systems themselves 
and their top executives. By growing larger, the sys-
tems gained greater market share and increased their 
bargaining power with health insurance companies, 
which have also been consolidating.28 And as the sys-
tems have grown, so has their top executives’ com-
pensation, especially as the systems rebound from 
pandemic woes. For example, Sam Hazen, CEO of 
HCA Healthcare, the nation’s largest system, saw his 
overall compensation grow to $21.3 million in 2023.29 

Broken Promises, Shuttered Services
Over the last few years, the same systems that had rap-
idly acquired community hospitals began to downsize, 
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shut, or sell them. When systems are looking to improve 
the bottom line, maternity care is often the first service 
to be closed because, as healthcare analytics firm 
Kaufman Hall reports, “obstetrics and delivery ser-
vices are one of the leading money losers of all hospital 
offerings.”30 One cause of these losses is low Medicaid 
reimbursement rates for labor and delivery.31

Two of the largest Catholic health systems, Ascen-
sion and Trinity, have been under fire this year for 
proposed or completed closures of maternity services 
at hospitals they acquired. Ascension has closed more 
than a quarter of the maternity units it had in 2012, 
shutting them at a faster rate than the national aver-
age. Many of the closings were in areas where people 
of color and people with low incomes depend on the 
local hospital.32 And two recent cases involving Trin-
ity illustrate how the system’s promises to community 
residents have been broken. 

Johnson Memorial Hospital in Stafford, Con-
necticut, was in serious financial difficulty when it 
joined the Trinity Health system in 2016. Executives 
promised the move would help bolster the hospital, 
which had twice filed for bankruptcy. Hospital Presi-
dent and CEO Stuart E. Rosenberg said, “This alliance 
preserves a critical community asset, allowing us to 
continue providing healthcare to the community, as 
well as serving as a significant contributor to the local 
economy. As part of Trinity Health–New England, our 
employees and patients can be assured of continued 
access to the hospital’s 103-year legacy of providing 
uninterrupted health care services.”33

However, labor and delivery services were closed 
during the first year of the pandemic, with temporary 
state permission; when that permission expired, Trin-
ity Health–New England refused to reopen it.34 AFT 
Connecticut Vice President John Brady spoke out in 
opposition to the closure: “While we recognize that 
continuing labor and delivery at Johnson Memorial 
Hospital may not be profitable, it must be balanced 
against the needs of the residents of the area, and 
Johnson Memorial Hospital should understand that 
it has a responsibility to provide basic healthcare ser-
vices in the area.” Trinity was fined $394,000 by the 
state of Connecticut for refusing to reopen the labor 
and delivery service and is appealing that fine.35

The Fight for Burdett
Trinity is also the national parent system of the health 
system that tried to close the Burdett Birth Center at 
Samaritan Hospital in Troy—St. Peter’s Health Part-
ners. SPHP gained control of Samaritan Hospital and 
nearby St. Mary’s Hospital through a 2011 merger. It 
then merged the two hospitals’ maternity services into 
a separately incorporated facility (Burdett), created on 
the second floor of Samaritan Hospital to avoid hav-
ing maternity care come under the Catholic religious 
restrictions imposed throughout the rest of the pre-
viously secular Samaritan Hospital. Hospital execu-

tives promised that this maneuver would protect the 
continued provision of postpartum tubal ligations and 
contraceptive counseling, which are not permitted in 
Catholic hospitals.36

That promise was broken in 2020, when SPHP said 
financial challenges and loss of obstetricians necessi-
tated the closing of the separately incorporated center 
and reabsorption of its maternity services into Samari-
tan Hospital.37 Although advocates were dismayed at 
the loss of services not allowed under Catholic restric-
tions, they were reassured by the system’s promise that 
the move would preserve the provision of maternity 
care in Rensselaer County.

But in June of 2023, SPHP executives broke that 
promise, too, and announced that Burdett would have 
to close. This was the last remaining maternity service 
in Rensselaer County, also serving pregnant patients 
from adjoining largely rural counties. SPHP said the 
birth center was losing $2.7 million a year.38 

Burdett is a great example of the ways that patients 
and healthcare workers have been fighting back 
against plans to close or downsize local hospitals, 
and sometimes succeeding—at least in the short term. 
They have taken their concerns to local, state, and 
federal officials, looking for new policy approaches 
and funding to protect access to care in communities 
threatened by hospital closures. 

In New York state, I and other healthcare advocates 
cheered the arrival of a new health equity impact assess-
ment requirement we had fought 
for, which went into effect in June 
of 2023—just in time to help save 
Burdett.39 It requires a hospital to 
commission an independent assess-
ment of how medically underserved 
people—a category that includes 
people with disabilities, women, 
LGBTQIA+ people, immigrants, 
people who have public insurance 
or are uninsured, older adults, and 
rural residents—would be affected by 
proposed hospital changes, especially 
reductions or eliminations of services. 
It also requires a mitigation plan to 
address identified negative effects. 
The law amended the state’s existing 
Certificate of Need process.

Burdett was the subject of the first such assess-
ment, and the first potential test of the new law.40 
SPHP initially tried to evade the assessment require-
ment by filing the Certificate of Need application to 
close the center two days before the law took effect. 
But SPHP then agreed to the assessment voluntarily 
after intense public criticism. Concerned that this 
first-ever assessment commissioned by the system 
might be inadequate, SBBCC accepted my offer to 
help them conduct their own community-led assess-
ment, which it sent to the state Department of Health 
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and posted on the coalition’s website.41 The coalition’s 
assessment included conducting a community survey, 
interviewing people who had given birth at Burdett, 
studying the demographics of the affected commu-
nity, examining the lack of affordable 24/7 options for 
transportation to other area hospitals, and hosting a 
community forum attended by more than 200 people. 
The written assessment concluded,

Closure of the Burdett Birth Center would worsen 
health inequities, causing much harm to medically 
underserved people in Rensselaer County and 
adjacent communities. The closure would com-
pound an existing maternal health equity crisis by 
eliminating a birthing site where pregnant women 
of color, LGBTQIA+ birthing people, and low-
income people say they feel safe, listened to, 
respected, and not coerced into unneeded medical 
interventions.42

Also included were quotes from people inter-
viewed about their birthing experiences at Burdett. 
For example, Jordyn Smith of Troy said,

As an African American woman, I have been failed 
countless times by the healthcare system. I have 
anxiety and fear when it comes to hospitals. My 
number one goal was to be heard and to bring my 
baby safely into the world. I had an amazing natu-
ral water birth at the Burdett Center in 2020. This 
community needs this center and its healthcare 
workers. Birthing safely shouldn’t be a middle- or 
rich-class privilege. It should be for all.43

The assessment commissioned by the health sys-
tem, while much less comprehensive than the com-
munity coalition’s, also found significant negative 
effects and prompted delay of the center’s closing by 
at least six months while the hospital and its parent 
system attempt to address those impacts.44

State Health Commissioner James McDonald 
issued a cease-and-desist order directing the health 
system to stop trying to shut down Burdett without 
his written approval of its closure plan.45 State Attor-
ney General Letitia James also stepped in, holding a 
public hearing in Troy46 and ordering her Charities 
Bureau to investigate whether the nonprofit system 
was appropriately stewarding its charitable assets. 
The local newspaper, the Times Union, editorialized 
against the closure,47 and the local Catholic bishop 
denounced it.48 A bipartisan group of local and state 
public officials jointly testified against the closure at 
a community forum SPHP executives were forced to 
hold in February 2024 under state closure guidelines.49  

The local state Assemblymember John T. McDon-
ald III (brother of the state health commissioner) led 
efforts by public officials to save the birth center. He 
secured a five-year, $5 million grant for the Burdett 

Birth Center in the state budget that was approved in 
April of 2024. Faced with intense community oppo-
sition, the escalating attorney general investigation, 
and no action on their closure plan by the state health 
commissioner, SPHP officials opted to accept the 
grant and withdraw their closure plan.50

Although the state attorney general’s office 
dropped its investigation into the proposed Burdett 
closing, it continues to investigate the financial 
relationships between Samaritan Hospital and 
both SPHP and its national parent, Trinity Health, 
including why Samaritan sent $98 million in unex-
plained “equity payments” to the Trinity Health 
system and its affiliates between June 30, 2019, and 
June 30, 2022. An affidavit filed in late July questions 
whether SPHP and Trinity are exercising undue 
control over Samaritan Hospital that is inconsistent 
with Samaritan’s charitable mission, which includes 
providing hospital care to indigent people in Rens-
selaer County. SPHP and Trinity have filed a lawsuit 
seeking to quash the investigation.51 

Fighting to Save Hospitals and 
Services—Together
New York’s new state budget also contained funds to 
stave off the proposed closure of SUNY Downstate in 
Brooklyn. Members of United University Professions 
(UUP), an affiliate of the AFT representing state work-
ers, worked with state legislators to fight an effort by the 
governor and the state university system to close SUNY 
Downstate. The budget appropriated $300 million in 
capital funds and $100 million for operating expenses 
to keep the facility running while an advisory board 
develops plans to evaluate the hospital’s future.52 But 
the budget did not directly provide any funds to save 
Beth Israel Medical Center, although there is a pot of 
money available for health facility “transformations.”

Neither the proposed closing of SUNY Downstate 
nor the plan to shut Beth Israel Medical Center required 
a health equity impact assessment. Closures of entire 
hospitals, as opposed to elimination of maternity wards 
or other services, are carried out through submission of 
a formal notice and a closure plan to the state depart-
ment of health, not a Certificate of Need application 
subject to a health equity assessment. Advocates and 
healthcare worker unions are supporting a new piece 
of legislation (S8843A/A1633B53) to remove that exemp-
tion and strengthen community engagement and state 
review of proposed hospital closures. An amended 
version of the bill passed both houses of the state legis-
lature in June; as of early September (when this article 
was finalized for publication), it had not yet been sent 
to Governor Kathy Hochul for her consideration.54

Following the model of the SBBCC, the Com-
munity Coalition to Save Beth Israel conducted its 
own health equity impact assessment. The coalition 
circulated a community survey to which nearly 1,000 
Lower Manhattan residents responded, conducted 
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in-depth interviews with some of those respondents, 
reviewed demographics for key Lower Manhattan 
zip codes served by Beth Israel, and assessed capac-
ity at the nearest alternative hospitals. The coalition’s 
assessment, Lower Manhattan Lifeline: What Beth 
Israel Medical Center Means to Local Residents, was 
sent to the state health commissioner and released 
to the public at a January 2024 press conference with 
state legislators representing the affected areas.55 Key 
findings of the community’s study included:

Hundreds of low-income people, frail elderly, and 
people with disabilities—many of whom have relied 
on Beth Israel for their entire lives—report they are 
worried about losing the closest hospital they can 
turn to for care, especially in emergencies. They are 
unsure where else they could go, how to get there, 
or whether their insurance would be accepted. 
Those who have visited two of the potential alterna-
tive hospitals—Bellevue and NYU Langone—report 
long waits in the emergency department, even 
without the closure of Beth Israel. 

While lower Manhattan has its share of well-off 
people, the top two zip codes from which Beth 
Israel patients originate (10002 and 10009) have 
some of the city’s poorest residents and high per-
centages of people of color. In zip code 10002, the 
median household income is only $46,000, and a 
quarter of the residents live in poverty.56

The state Department of Health (DOH) issued a 
cease-and-desist order to the Mount Sinai Health 
System over its continuing efforts to close Beth Israel 
Medical Center without written approval of its clo-
sure plan.57 The department cited the hospital for 
repeatedly violating that order and then sent back its 
closure plan as “incomplete.”58 Meanwhile, volunteer 
lawyers from the Community Coalition to Save Beth 
Israel sued Mount Sinai and won a temporary restrain-
ing order against continued closure efforts that also 
required the system’s “best efforts” to restore services 
it had already closed.59

In late May, Mount Sinai submitted an updated 
closure plan for Beth Israel to the state DOH. It 
included promises to create an urgent care center 
on the campus of neighboring New York Eye and 
Ear Infirmary that would be open seven days a week 
and to provide an unspecified amount of support to 
expand Bellevue Hospital’s emergency department 
to accommodate some of the patients who would be 
displaced if Beth Israel closed.60 In late July, the DOH 
granted conditional approval to the closure plan, 
although the temporary restraining order against 
the closure remained in effect because of ongoing 
lawsuits.61 This action came days after Mount Sinai 
claimed staffing shortages were making it unsafe to 
continue to operate the facility,62 and the same week 
that a news outlet revealed Mount Sinai had spent 

$72,000 on lobbyists in a final push to get approval 
for closing the hospital.63

In neighboring Connecticut, the State Office of 
Health Strategy has been aggressive in its review and, 
in some cases, rejection of proposed hospital down-
sizing, including planned closures of maternity units. 
Last year, it rejected Nuvance Health’s plan to close the 
maternity unit of Sharon Hospital, located in a rural 
corner of the state—a decision Nuvance is appealing.64

Other states that have strengthened review of 
health provider consolidation include Oregon, where 
a new law gives the Oregon Health Authority (OHA) 
jurisdiction over proposed health industry mergers, 
acquisitions, and affiliations. OHA can reject such 
transactions if they would not increase access to ser-
vices in medically underserved areas, improve health 
outcomes, or reduce patient costs. And in Minnesota, 
a new statute allows the state attorney general to seek 
court action barring or unwinding a transaction if it 
will “reduce delivery of health care to disadvantaged, 
uninsured, underinsured, and underserved popula-
tions and to populations enrolled in public health 
care programs.”65

Efforts to address hospital closures and downsiz-
ing at the national level have also focused on the 
need for higher Medicaid payment rates, increased 
reimbursements for specific undervalued services 
such as labor and delivery, and special funding to 
preserve rural hospitals and urban safety net facili-
ties. A 2021 congressional action created a new “Rural 
Emergency Hospital” designation that offered finan-
cial incentives to keep rural hospitals open, but also 
allowed them to cut most inpatient services.66 Advo-
cates, union representatives, and hospital officials 
have all been trying to persuade 
recalcitrant states to expand their 
Medicaid programs, with funding 
provided under the Affordable Care 
Act, to help support financially ail-
ing rural hospitals. They cite the 
experience of Montana, which 
expanded Medicaid and has not 
seen its rural hospitals closing.67

Some hospital finances are 
improving in 2024 as patients begin 
to seek care they delayed during the 
pandemic.68 But hospital downsiz-
ings and closings have continued 
as hospitals struggle with inflation, 
increased labor and pharmaceuti-
cal costs, frequent coverage denials 
from Medicare Advantage plans, 
and other problems. Communities, healthcare work-
ers, and sympathetic local, state, and federal officials 
will need to work together to preserve essential access 
to hospital care across the nation.  +

For the endnotes, see aft.org/hc/fall2024/uttley.
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   From “Do No Harm”  
to “Do More Good”
How Diversifying the Healthcare Workforce Benefits All of Us

M
y medical school experience was 
long and hard. It wasn’t just the aca-
demic rigor or the fierce competition 
among my peers that is typical of 
medical school. I expected those 

challenges, and I was prepared to meet them. What 
made those years especially hard was constantly hav-
ing to justify my presence in spaces where very few 
others—my peers, instructors, or other healthcare 
professionals—looked like me. 

In the early days of my three-month surgical rota-
tion, my chief resident (witnessed by other surgeons 
and scrub nurses) told me I wasn’t intelligent enough 
to be there—that I was the product of affirmative 
action. “You’re only here because you’re Black,” my 
chief resident said. “Black people really shouldn’t be 
in medical school.”

Later in the rotation, we rounded on a patient, 
an older Black man who was being treated for dia-
betic ketoacidosis. My chief resident and two other 
residents discussed what to do about the patient’s 
diabetic wounds. The wounds looked serious, but the 
patient was stable after receiving a full course of anti-
biotics. The residents proposed a leg amputation—not 
because it was medically necessary, but because they 
wanted the practice. 

The patient had no family or advocate, and he was 
not coherent enough to make decisions about his own 
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care. Nonetheless, some of the residents were ready 
to manipulate him into signing off on a life-altering 
and very painful procedure just so they could meet 
their surgery quota. Although I was well aware of our 
nation’s history of medical exploitation of people of 
color1 and the persistence of racism-based beliefs 
about Black patients (such as “Black people have a 
higher pain tolerance”),2 I couldn’t believe what I was 
hearing—or that no one else was objecting. 

As the only Black person on the team, I went to 
the chief of surgery with my concerns. The patient’s 
leg was spared. But any hope of establishing trust 
between me and my colleagues evaporated. I spent 
the rest of that rotation studying nonstop on very 
little sleep so that my chief resident was unable to fail 
me (which he’d threatened to do) or write a negative 
evaluation that could doom my career before it had 
even begun. It was exhausting. To be clear, incidents 
like this were not limited to my surgical rotation—they 
occurred throughout my didactic and practical medi-
cal training. 

By the time I was finally a practicing pediatrician, 
I had witnessed dozens more patient encounters 
marked by racial, ethnic, or cultural insensitivity—in 
some cases, my own insensitivity. These encounters 
were a symptom of a larger problem: the persistent 
inequities in the United States that have resulted 
in few patients from historically underrepresented IL
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groups sharing an identity with their clinicians and 
fewer people from these groups pursuing critical roles 
in the health professions.3

This has to change. 

+ + +
The United States is facing a growing shortage 

of healthcare professionals.4 As we seek to grow the 
workforce caring for our increasingly multiracial and 
multicultural society, it’s crucial that we focus on 
diversification. Recruiting and retaining a healthcare 
workforce that reflects the racial and ethnic diversity 
of the communities they serve and holding the entire 
workforce to the goal of providing culturally and lin-
guistically effective care is the only path to equitable 
outcomes for all. 

The need for a more diverse healthcare workforce is 
well documented. Although Latinx, Black, and Indig-
enous peoples comprise 18.5, 13, and 2.5 percent of 
the US population, respectively, they are significantly 
underrepresented among physicians in the health-
care workforce (5.8, 5, and 0.4 percent, respectively).5 
According to the 2022 National Nursing Workforce 
Survey, most registered nurses are white (80 percent) 
despite white people being 58.4 percent of the popula-
tion. Just 6.9 percent of registered nurses identified 
as Hispanic or Latinx, 6.3 percent as Black, and 0.4 
percent as American Indian or Alaskan Native. The 
only racial group represented adequately was Asian 
American or Pacific Islander, at 7.5 percent (though 
our history of drawing on Filipino nurses makes this 
a pyrrhic victory*).6

National statistics often understate regional gaps 
in representation, but tools such as the Mullen Insti-
tute Health Workforce Diversity Tracker give a good 
picture of national and state-level data on workforce 
diversity.7 As one would expect, representation varies 
by geography, but overall, people of color face under-
representation in a range of healthcare professions. 
One exception is in health service occupations. A 2017 
report showed that of 30 health occupations, people 
of color were only well represented, if not overrepre-
sented, in health support, personal care, and other 
service roles—positions that do not require a col-
lege degree and typically pay less and provide fewer 
benefits than other healthcare roles, which is equally 
concerning.8

Concerted efforts on the part of some medical, 
nursing, and midwifery school institutions led to 
a slight enrollment increase for some historically 
underrepresented populations (American Indian or 
Alaska Natives and Hispanic or Latinx) in the 2023 
matriculation year.9 However, the Supreme Court’s 

2023 ruling on affirmative action policies for college 
admission—which deemed consideration of race or 
ethnicity unconstitutional—is likely to reverse this 
positive, albeit slow, development. There is precedent 
for this concern: several states that ended affirmative 
action programs in previous decades have seen higher 
education enrollment decline among historically 
underrepresented populations, and evidence suggests 
these declines are persistent.10 In light of this, organi-
zations such as the Association of American Medical 
Colleges are working to understand the consequences 
of the ruling and to maintain diversity efforts in medi-
cal schools and healthcare training programs.11 

Given our nation’s increasing diversity and the 
growing resistance to diversity, equity, and inclusion 
efforts,12 it is more important than ever that we support 
and sustain diversity across all health professions. This 
article seeks to help readers understand why diversity 
is important for all healthcare teams and how unions 
can push healthcare systems to be part of the solution.

The Case for Representative  
Care Teams 
A common condition that brings children and their 
families to seek healthcare is ringworm of the scalp. 
While there are multiple possible treatments, many 
clinicians typically prescribe an antifungal shampoo 
that must be applied to the scalp and rinsed out at 
least three times a week. The treatment sounds easy 
enough; for Black children and families, it’s often 
anything but. 

Some clinicians do not know that many Black peo-
ple do not wash their hair this frequently. Black hair 
types have different needs than other hair types; addi-
tionally, some Black people straighten their 
hair or wear protective styles that do not hold 
up well with frequent washing. So while Black 
families may accept the shampoo prescrip-
tion, many will only use it on their normal 
washing schedule—which is not often enough 
to be effective. At the follow-up visit, the 
child’s scalp may be little improved or show 
worsening hair loss. In my experience, many clinicians 
in this situation have become frustrated, commented 
that such families are uncaring or lack parenting abili-
ties, or made threats about noncompliance. 

I have had to explain that Black children’s hair dries 
out easily with too many washings, and that it is time 
consuming to wash and then comb out thick hair mul-
tiple times per week. My hope is that next time these 
clinicians will respond with cultural understanding 
and respect—and offer an oral antifungal that can 
clear up the infection much more quickly, perhaps in 
conjunction with the shampoo just once per week. The 
children would return with an improved scalp, and 
the clinician-patient relationship would be furthered. 
But I also have a broader hope: that these clinicians 
will approach the next family with an open mind. Even 
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*To learn about the outsized role nurses trained in the Philippines 
play in the US healthcare workforce, see “Investing in Our Future” 
in the Fall 2021 issue of AFT Health Care: aft.org/hc/fall2021/
bailey_moon.
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with deeper awareness, we can’t predict everything 
that will impede compliance—but we can create 
spaces in which families feel welcome to share their 
questions and concerns, and in which we take the time 
to engage with and learn from them.

Examples like this illustrate why we need a more 
diverse healthcare workforce—and also a more rep-
resentative one. Diverse healthcare teams include 
professionals from many different backgrounds and 
identities, including race, ethnicity, language, religion, 
socioeconomic status/class, ability, sexual orientation, 

and gender identity.* Representative teams 
go a step further, cultivating as much con-
cordance as possible between the team and 
the community being cared for. To optimize 
patient outcomes and staff well-being, it’s 
imperative to focus diversity efforts on groups 
with predictably worse outcomes and with less 
access to joining health professions. 

It’s also crucial to note that diverse and rep-
resentational healthcare teams can improve 
outcomes for all patients and well-being for all 

staff. This broader argument, often left out, is needed to 
sway those who may be leery of the effort involved in 
recruiting and supporting diverse staff. Diversification 
is not a zero-sum game: it is a process that supports us 
all. More specifically, a diverse healthcare workforce:

1. Improves cultural understanding. Increasing diver-
sity among students entering health professional 
training programs creates space for more inclusive 
conversations that can lead to greater understand-
ing of medical conditions and treatments.13 And 
increasing the number of diverse health profes-
sionals in the workplace creates opportunities for 
clinicians to increase their cultural awareness by 
learning to recognize that patients have different 
life experiences.14 They can then listen and ask 
meaningful questions when seeking to engage 
patients, collaborate with colleagues, and improve 
individual outcomes.15 

2. Enhances clinician-patient trust and patient out-
comes. Increasing representational diversity within 
health professions can improve patient satisfaction 
and outcomes—especially for patients of color.16 
Research has shown that racial concordance (i.e., 
when a patient and clinician share a racial identity) 
can lead to more trusting relationships, increased 
patient satisfaction, and often improved outcomes.17 
In two studies, for example, Black and Latinx men 

seen by physicians who shared their racial and/or 
cultural background† were more likely to adhere to 
treatment plans, engage in preventive services, and 
agree to care recommendations.19

Other research suggests that language concor-
dance (i.e., when a patient and clinician speak the 
same language) is associated with higher patient 
perceptions of healthcare quality and higher 
patient experience ratings.20 Language concor-
dance has also been shown to improve patients’ 
health and safety outcomes.21 For this reason, iden-
tifying, recruiting, and supporting bilingual health 
professionals is a necessary goal for all healthcare 
institutions. While there is a federal requirement 
to provide language services for those with limited 
English proficiency,22 this does not always occur.  

3. Boosts health professionals’ well-being. The health-
care staffing crisis has critical implications for 
health professionals’ well-being. Heavier work-
loads (including higher patient-to-clinician 
ratios) lead to increased exhaustion, burnout, and 
risk of moral injury‡ and decreased job satisfac-
tion and mental well-being.23 These outcomes 
may be attenuated and even prevented if an insti-
tution is willing to expand the candidate pool 
when recruiting employees in order to address the 
staffing shortage.24

Racism and discrimination in the workplace 
cause additional harm to healthcare professionals 
who are already experiencing work-related stress, 
contributing to burnout and turnover. A 2021 
national survey of more than 5,600 nurses revealed 
that 63 percent of all nurses—and 92 percent of 
Black nurses—had experienced a racist act in the 
workplace, and 75 percent had witnessed one.25 A 
2023 survey of 3,000 healthcare workers reported 
that most (and particularly those working in 
facilities serving majority-Black or majority-Latinx 
patients) had experienced stress related to dis-
crimination.26 Increasing diversity of the healthcare 
team can reduce the level of implicit biases and 
stereotyping, and it may lead to improved interac-
tions27 between colleagues as well as between clini-
cians and the patients and families they care for.

In 2021, 63 percent  
of nurses—including  

92 percent of Black 
nurses—reported 

experiencing a racist 
act in the workplace.

*While we often discuss identity categories separately, especially 
in research, people who hold those identities cannot separate out 
how they experience them. To learn more about how intersecting 
identities affect LGBTQ people of color in healthcare spaces, see 
“Improving Care of LGBTQ People of Color” in the Fall 2021 issue 
of AFT Health Care: go.aft.org/by0. 

†I am not arguing for, nor do I believe in, racial concordance to the 
point of resegregation, where patients are only treated by clinicians 
with whom they share a racial identity. Not only is this unfeasible, as 
we are dispersed across the nation, but it is not equitable and denies 
the diverse and intersectional identities within patient populations. 
Consider, for example, that neither racial nor language concordance 
ensures culturally effective care (i.e., healthcare that respects a 
patient’s cultural identity and heritage as well as the cultural factors 
that can affect health).18 Even as health professions diversify, all 
clinicians will still have a responsibility to get to know their patients 
so as to offer the best possible care.
‡AFT Health Care has published several articles on moral injury 
documenting the challenges healthcare workers face and how to 
address them; see go.aft.org/78a.

http://go.aft.org/by0
http://go.aft.org/78a
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4. Increases patient access to care. The US Health 
Resources and Services Administration has desig-
nated specific geographies, populations, and facilities 
as Healthcare Professional Shortage Areas due to 
their inability to recruit or retain primary care, dental, 
or mental health care clinicians.28 Recruiting a diverse 
array of clinicians is likely to directly impact these 
shortage designations, improving clinician supply 
and increasing patients’ access to care.§ Research 
suggests that clinicians from historically underrepre-
sented groups in a variety of specialties are more likely 
to work in shortage areas, accept Medicaid (which has 
a lower reimbursement rate than other insurers), see 
more patients from historically underrepresented 
groups, and spend more time with patients.29

5. Strengthens recruiting and retention. Expanding the 
pool of people from which an organization hires 
increases the number of applicants—and most 
applicants highly value organizational diversity. One 
employee study found that for more than 75 percent 
of job seekers, diversity is an important factor in 
evaluating potential employers.30 Applicants who 
perceive an organization does not prioritize diver-
sification efforts may be unwilling to join, leaving the 
remaining staff to face the negative patient and 
personal consequences of staffing shortages. 

Supporting diversification has also been cited 
as a way to improve retention of all staff. Results 
of an employee survey suggest healthcare systems 
that do not prioritize diversity lose twice as many 
employees as their more diverse counterparts31—
leading to not only significant institutional costs to 
hire and train new staff but also worsening patient 
outcomes along with increased burden and risk of 
burnout, higher dissatisfaction and turnover, and 
decreased well-being for staff who remain.32 

6. Enriches team and organizational performance. 
Healthcare team diversity has been shown to 
improve team communication and the accuracy of 
clinical decision making, in addition to improving 
patient outcomes.33 Although research on produc-
tivity and performance related to healthcare work-
force diversity is more recent and still fairly limited, 
studies focusing on organizations with parallels to 
healthcare show that diverse work environments 
foster greater productivity and performance for the 
entire team—and demonstrate financial benefits 

for the organization.34 These studies also show that 
diversifying teams across an organization, includ-
ing on the governing board, can lead to greater 
innovation, challenges to past thinking, and new 
ideas that can help improve performance (e.g., risk 
assessments, problem solving new workflows, and 
solutions to improve care or efficiencies). 

While these benefits demonstrate that health 
professional diversity is sorely needed, it should not 
supplant student choice. Federal, state, and local 
policies often seek to “diversify” professions in ways 
that only serve their interests—such as diversifying 
lower-paying jobs without offering career pathways 
to higher-paying, more specialized positions. But 
students must have the freedom to choose the course 
of their profession particularly because diversity is 
needed (and lacking) across all types of health pro-
fessions, including primary care, specialty care, nurse 
practitioners, phlebotomists, radiology technicians, 
community health clinicians, and more. We need, for 
example, diverse dermatologists who can diagnose 
melanoma across various skin colors and provide 
culturally and linguistically effective care just as much 
as we need diverse primary care physicians. 

Additionally, the benefits of workforce 
diversity noted above require diverse repre-
sentation within all levels of the workforce and 
an environment in which teams share power 
so that all voices are heard and all team mem-
bers can share ideas and wisdom. Medicine is 
a hierarchical system; if only leadership voices 
count, and those voices are not representa-
tive of the larger community, having diverse 
members among the rest of the team will not 
have the same positive effects. Returning to the 
ringworm example, a Black certified nursing assistant 
could have explained the issue with the shampoo—but 
only if the higher-level clinicians created an environ-
ment in which speaking up was valued.

A Call for Cultural Humility
While diverse healthcare representation is crucial, 
diversification alone will not ensure more equitable 
outcomes. It is but one important piece of the solu-
tion. Another essential piece is ensuring that all health 
professionals learn how to provide and are accountable 
for providing culturally and linguistically effective care. 
This is impossible without developing what pediatri-
cian and community activist Melanie Tervalon termed 
cultural humility (which entails learning to listen to and 
respect patients’ expertise about the cultural contexts 
of their lives and health needs).35 Cultural humility is 
often developed through experience—including from 
mistakes like one I made early in my career.

In my third year of pediatric residency, I worked in 
a hospital on a Native American reservation. On my 
third day, I saw a two-week-old patient with a high 

Diverse, 
representational 
healthcare teams  
can improve outcomes 
for all patients and 
well-being for all staff.

§Of course, it is not possible to recruit clinicians who do not exist. 
The representational entry of students into healthcare training pro-
grams is also necessary to increase access to care in these shortage 
areas. While equalizing opportunities to learn from birth through 
higher education is outside the scope of this article, everyone 
concerned with equitable patient care should be advocating and 
voting for fully funding public schools and for family supports 
(like early childhood education) to give underrepresented youth 
opportunities to become health professionals.
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We need diverse 
dermatologists  

who can diagnose 
melanoma across  
skin colors just as 
much as we need 

diverse primary  
care physicians.

fever. I didn’t even have to think; my years 
of training kicked in. The baby needed an 
immediate workup to rule out sepsis (which 
is a fairly invasive procedure) and antibiotics. 

The parents told me to wait; they first 
needed to speak to their medicine person 
and agree on a treatment plan. I pressured 
them; I even used scare tactics. I told them 
that there was no time to waste because sep-
sis in infants can lead to damage to the brain 
and other organs or even death. They needed 
to act immediately. 

In distress about the infant’s health and 
truly agitated that these parents did not seem to 
understand the urgency of the situation, I sought out 
my preceptor, an older white family practitioner who 
was the hospital’s medical director. He listened to my 
problem and then asked a question: Had I tried to 
understand what this family wanted and why? 

I hadn’t. 
My preceptor returned with me to the exam room 

to talk with the family. A short time later, they’d con-
sulted with their medicine person, who was just 10 
minutes away, and returned for the sepsis workup and 
antibiotics. (And the baby improved.)

I’ll never forget what my preceptor told me after-
ward: “Yes, pediatrics is your expertise, and you were 
doing what you thought was best. But this is not about 
you. It’s about patient-centered care. You have to stop 
talking and listen.”

This experience taught me to put aside my agenda 
and prioritize cultivating rapport with patients and 
families based on deep respect for their culture, 
knowledge, and experiences. I also learned the value 
of colleague-to-colleague trust, support, and model-
ing of strategies that lead to greater cultural awareness 
and humility. Healthcare professionals aren’t perfect 
and can’t know everything. But in listening to patients 
and being accountable to each other to deliver cultur-
ally or linguistically effective care, we more completely 
fulfill our obligation to patients—not to “first, do no 
harm,” but instead to “do more good.” 

The Way Forward: Diversifying the 
Health Professions 
Despite the many challenges to improving representa-
tional diversity in the health professions, there are rea-
sons to be optimistic. Several programs and practices 
designed to increase access to the health professions 
and decrease turnover have been successful, and we 
can learn from their work. 

Building Health Professions Pathways 

Pathway programs that support entry of young people 
from historically excluded populations into the health 
professions have been shown to help diversify the 
healthcare workforce. These historically excluded 
populations often face several barriers to entering 

health professions, including being redirected or 
discouraged from pursuing health careers due to 
discrimination, lack of knowledge of how to gain 
entry, lack of K–12 academic supports, and lack of 
money. Pathway programs offer the supports needed 
to reverse these and other barriers. A recent study36 
identified key components of these programs: aca-
demic enrichment, financial support, and social and 
institutional supports.

Academic enrichment. Many underrepresented 
populations attend schools that do not offer rigor-
ous, advanced classes due to historical and ongoing 
segregation and inequitable distribution of resources. 
These students may require enrichment supports to 
help them gain entry to and succeed in health profes-
sional schools. Through components like make-up 
courses in the summer before college, internships, 
and academic advising and career supports, academic 
enrichment programs can help level the playing field 
as young people enter and seek to graduate from 
health professional training programs. 

Financial support. Students from historically 
excluded groups who want to become doctors need 
an array of financial supports (including for living 
expenses) that are not conditional on choosing pri-
mary care or service in underserved communities so 
they are able to choose medicine over other shorter 
training programs. Postsecondary and postgraduate 
education are expensive, and many cannot afford the 
delayed financial gratification; additionally, many 
must focus on meeting current individual or family 
financial needs. 

Social supports. Study participants repeatedly 
mentioned mentoring—beginning as early as middle 
school and continuing through professional degree 
attainment and into clinical practice—as essential 
to helping them navigate educational demands and 
professional development opportunities and deal 
with microaggressions and implicit bias. Noting the 
importance of exposure to various clinical disciplines, 
many participants expressed the need for mentors 
who could help them explore or enter other specialties 
if desired. In addition, study participants noted a need 
for mentoring in college and postgraduate education 
to support retention. Because of the lack of diversity 
within health professional leadership and teaching 
positions, historically excluded students often had 
difficulty finding a racially or ethnically concordant 
mentor who could guide them through discrimina-
tion, career discouragement, and other social barriers 
they faced. 

Institutional supports. Institutional supports are 
those that not only facilitate entrance into pathway 
programs but also sustain the welcoming, inclusive 
environment necessary for successful graduation 
and equity in educational and work settings—such 
as institution-wide championing of diversity, 
equity, and inclusion practices and commitment 
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to continual development or refining of pathway 
interventions. 

Supportive institutions hold individuals and sys-
tems accountable when students face racial discrimi-
nation or hostility. As noted earlier, a large percentage 
of nurses have witnessed or experienced racism on 
the job.37 Unless institutions hold the perpetrators 
accountable, the hostile work environment will lead 
to decreased entry and retention of underrepresented 
students, increasing the workload of those who remain. 

It is important to note that many pathway programs 
have and continue to face significant challenges that 
must be addressed to ensure their efforts are success-
ful and sustainable. These include but are not limited 
to anti-affirmative action policies that limit pathway 
access, lack of access to sustainable funding, lack of 
institutional support, and lack of institutional recogni-
tion of the importance of retention efforts.

Increasing Retention Through Workforce 
Investments 

Systems that strive to increase the entry of diverse 
workers into the health professions must consider 
how they will retain these workers. The strategies 
below focus on cultivating welcoming workplaces with 
supportive policies to ensure that both new hires and 
existing care team members feel valued and desire to 
remain in practice. 

Develop effective policies to ensure a safe, hos-
tility-free workplace. Workplace violence is an ongo-
ing crisis affecting worker well-being and retention. 
Studies among nurses have shown that workplace 
violence increases burnout, stress, job dissatisfac-
tion, and staff turnover38—and workplace violence 
increases with understaffing and when staff have high 
levels of stress.39 Workers must know that their safety 
is important and will be protected. Organizations 
must develop, implement, and adhere to equitable 
policies to prevent workplace violence, and establish 
consequences when it occurs, including violence per-
petrated by patients.40 These policies must also ensure 
protections for staff who report safety issues, including 
those related to racism or discrimination. Healthcare 
professionals who have come forward have reported 
being dismissed, sidelined or forced out, and seen as 
not being a “good fit,”41 which only contributes to an 
even more unsafe, hostile work environment.

Implement equitable workload, professional 
development, and financial supports. Healthcare 
professionals of color often receive less pay, are not 
compensated for higher workloads they carry because 
of participation in equity endeavors, and have a 
harder time receiving promotions and mentorship. 
To increase equity in this area, consider the following 
strategies: 

1. Compensate those who lead or support diversity and 
equity work. Leaders and workers of color (particu-

larly women of color) are often expected to inform 
or lead organizational efforts to increase diversity 
and equity in addition to their other commit-
ments.42 Compensating these individuals through 
funding, time, promotions, or other benefits and 
increasing the expectation that all staff engage in 
and lead diversity work can improve this dynamic. 

2. Provide qualified language services. To provide 
linguistically effective care to patients with limited 
English proficiency, bilingual clinicians often 
have to carry their workload and support their 
nonbilingual colleagues without additional 
resources. They also may not have the necessary 
vocabulary to provide medically accurate inter-
pretation.43 Ensuring access to qualified interpret-
ers can help alleviate the burden on these 
clinicians. However, it is important to have bilin-
gual clinicians and recommend that others on the 
healthcare team learn a new language, even if at 
just a basic level to help build rapport with patients 
and their loved ones.44

3. Provide equitable salaries and benefits. Healthcare 
professionals’ financial concerns also affect reten-
tion. Workers of color across the healthcare pro-
fessions experience wage disparities45 and are 
overrepresented in lower-paying fields and 
careers,46 which limits their ability to repay edu-
cational loans, meet family needs, and accumu-
late wealth. Addressing this barrier requires 
equalizing pay across racial groups, 
increasing salaries and benefits in some 
historically lower-paying fields, and 
building career pathways that provide 
upskilling and increased access to all 
health professions.47

4. Champion loan repayment and scholar-
ship programs. Educational loan repay-
ment programs can help improve 
workforce representation along race, 
ethnicity, socioeconomic status, and other 
parameters; yet, it is a huge ask to expect 
students from historically excluded groups 
to take on large debt with only a possibility of loan 
repayment upon training completion. For this rea-
son, scholarships may be more effective. It’s worth 
noting again that such programs would be more 
beneficial if they did not have narrow parameters 
such as requiring primary care and/or working in 
underserved areas.48

5. Increase transparency around promotion oppor-
tunities. Healthcare professionals of color are 
significantly less likely to advance to senior lead-
ership positions than their white counterparts. 
Thus, the American College of Healthcare Execu-
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tives developed comprehensive recommenda-
tions for increasing and sustaining racial diversity 
that include greater transparency about promo-
tion qualifications.49 I would add that organiza-
tions should also expand their promotion criteria 
so that time spent on equity and community ini-
tiatives and other often ignored but critical 
endeavors count toward tenure alongside more 
traditional criteria like publication. If young 
people don’t see a clear path for their entry, suc-
cess, and retention in the health professions, they 
may be less willing to engage. 

6. Provide job shadowing and exploration experi-
ences. In a 2022 study, many nurses of color noted 
they only knew the pathway to nursing because a 
family member had been a nurse. They empha-
sized the need to highlight the existence of varied 
health professional careers and to explain entry 
requirements.50 Through job shadowing and 
career exploration opportunities, young people 
from historically excluded groups can not only 
discover health professional careers that are avail-
able to them but also better understand the paths 
to entering and remaining in these professions.*

What Unions Can Do
Making meaningful progress in diversifying the 
healthcare workforce despite longstanding, pur-
poseful, systemic barriers requires an all-hands-on-

deck approach. It requires determination, 
understanding of historical efforts (both 
successful and less so), and expanded part-
nerships. Unions, with their varied healthcare 
members and community partners, can be a 
powerful and welcome voice for change. 

Unions are an important part of the advo-
cacy structure that can persuade policymak-
ers, educational institutions, and employers 
to prioritize representational diversity in their 
communities and beyond. They can also use 
collective bargaining to support entry and 

retention of historically excluded groups in healthcare 
organizations. Below is a list of tools, policies, and pro-
cesses that might be included in bargaining:

• Annual collection of employment data and sur-
veys (conducted anonymously to prevent target-
ing) to understand the scope and experiences of 
diversity within the organization (e.g., Who is in 
the organization? How long have they worked 
here? How do they feel about diversity in the 
workplace? Have they experienced or witnessed 

biased remarks or actions? Are wages and benefits 
equitable across race, ethnicity, gender, and other 
variables that should not affect compensation?).

• Quarterly collection of data on workplace vio-
lence to understand when incidents occurred and 
how they were resolved, and to consider how they 
could have been prevented. Additionally, collec-
tion of workplace safety protections that are 
enforced. 

• Implementation of the Institute for Healthcare 
Improvement’s Joy in Work framework for decreas-
ing staff burnout, moral injury, and turnover while 
increasing engagement and well-being.51

• Staff compensation (financial or time) for com-
munity-based mentoring activities intended to 
increase diverse youth knowledge of and entry 
into health professions. 

• A fair appeals process and whistleblower protec-
tions for those who speak out against racism and 
discrimination within the organization, along 
with a yearly public report on complaints and how 
they were resolved.

• Ongoing supports and programs to help health-
care professionals pay for continuing education, 
upskill training, language courses, and other 
activities that can increase both workforce diver-
sity and culturally and linguistically effective care. 
Importantly, programming for “all participants” 
must recognize that participants have differing 
barriers and levels of opportunity that may lead 
to inequitable treatment and outcomes in terms 
of hiring, promotion, retention, and physical and 
mental well-being. 

• Adoption of transparent hiring, promotion, and 
retention practices that reward efforts to ensure a 
diverse and welcoming work environment for all 
employees. 

E
quitable patient outcomes should be a goal 
of all healthcare systems, practitioners, 
and policymakers. We cannot hope to do 
more good for our patients, families, and 
communities without diversifying the 

health professional workforce and providing the 
support and respect that students and practitioners 
need to enter and remain in their chosen profes-
sions. The fact that barriers created to sustain ineq-
uitable healthcare access and outcomes still 
challenge this work does not mean we should turn 
away from the goal; it simply means we should be 
honest about what is needed to achieve success. 
Though improved patient outcomes is a North Star 
driving healthcare diversification efforts, organiza-
tional leaders and staff of all identities accrue 
meaningful benefits that should encourage us to 
work together for lasting change.  +

For the endnotes, see aft.org/hc/fall2024/taylor.

*To read about a high school in a hospital that introduces youth 
to the full range of healthcare careers, see “Creating a Healthy 
Community” in the Spring 2024 issue of AFT Health Care: aft.org/
hc/spring2024/hummer.

http://www.aft.org/hc/fall2024/taylor
http://www.aft.org/hc/spring2024/hummer
http://www.aft.org/hc/spring2024/hummer
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Many healthcare stakeholders, in-
cluding clinicians, medical and nurs-
ing education faculty, policymakers, 
advocates, and organizers, have long 
sought to increase the diversity of the 
health professions. Key advocates in 
these efforts have been individuals 
from systematically and structurally 
excluded groups—including Black, In-
digenous, and other people of color; 
women; individuals who are trans-
gender or nonbinary or who have dis-
abilities; and individuals who live in 
poverty—who have been disenfran-
chised through our nation’s history 
and faced barriers that have contrib-
uted to past and present inequities. 
Yet, despite decades of efforts, the 
US healthcare workforce still lacks 
representational diversity. Why?

Many conversations about our 
lack of diversity try to shift blame 
onto those who have been historical-
ly and systematically excluded in or-
der to relieve organizations of the 
obligation to invest in hiring and 
building career pathways for diverse 
populations. But history demon-
strates the purposeful exclusion of 
these populations as well as the de-
velopment of systemic barriers that 
perpetuate lack of diversity. Slavery, 
the annihilation and forced assimila-
tion of Indigenous peoples, and sys-
temic and institutionalized racism 
have laid the groundwork for today’s 
disproportionately homogeneous 
healthcare system that was built to 
exclude, harm, and create inequities. 

Setting aside broader social barri-
ers (such as historical and modern 
redlining1 preventing Black families 
from building wealth and making 
higher education prohibitively ex-
pensive for many) and just focusing 
on healthcare-related barriers, there 
are a multitude of examples. Here 
are just a few:

• The history of trauma and expo-
sure of Indigenous peoples to 
infectious and chronic diseases 
that contributed to persistent 
health disparities, unfulfilled 
commitments related to the pro-
vision of healthcare, and the lack 
of access to care or healthcare 
infrastructure beyond the criti-
cally underfunded and under-
staffed Indian Health Service.2

• The postslavery decimation of 
Black community healthcare 
models, including the closure of 
historically Black medical schools 
and displacement of Black mid-
wives through the 1910 Flexner 
Report3 on medical education 
and the Sheppard-Towner Act of 
1921,4 resulting in limited career 
opportunities for Black clinicians.5

• The racial segregation of many 
US hospitals that persists today6 
and the racial exclusivity laws and 
practices that prevented clinicians 
of color from attaining profes-
sional credentialing and certifica-
tions or working in segregated 
hospitals7 while also excluding 
them from histori-
cally all-white trade 
and professional 
associations like the 
American Medical 
Association.8 

The fact that many 
systemic barriers remain 
in place today to pre-
vent entry of historical-
ly excluded groups into 
the health professions 
makes knowing our his-
tory more important. 
Only by knowing about 
these barriers can we 
remove them. Barrier 
work must occur across 
K–12 and higher educa-
tion and also focus on hiring and re-
tention efforts that help individuals 
from systematically and structurally 
excluded groups secure positions in 
the healthcare workforce upon 
school graduation. The various le-
verage points allow anyone inter-
ested in the end goal to find a place 
to start. 

Resources for Further Learning
Deep dive into the history of health 
inequities in the United States

• “How History Has Shaped Racial 
and Ethnic Health Disparities” 
(go.aft.org/weh) 

• “Healing Histories Project: Dis-
rupting the Medical Industrial 
Complex” (go.aft.org/yyq)

• Urban Institute Symposium, 
“Unequal Treatment at 20: Accel-

erating Progress Toward Health 
Care Equity” (go.aft.org/9ip)

History of healthcare inequities for 
Indigenous peoples

• “A Historical Perspective of 
Healthcare Disparity and Infec-
tious Disease in the Native 
American Population” (go.aft.
org/ux3) 

• “Discrimination Against Indig-
enous Peoples Through the Eyes 
of Health Care Professionals”  
(go.aft.org/xat)

• “Inadequate Healthcare for 
American Indians in the United 
States” (go.aft.org/fqy)

More on the impact of the 
Flexner Report and Sheppard-
Towner Act 

• “Racial Bias in Flexner 
Report Permeates Medical 
Education Today” (go.aft.
org/9n5)

• “Constructing the Mod-
ern American Midwife: 
White Supremacy and 
White Feminism Collide”  
(go.aft.org/vlv)

• “The Midwife Problem: The 
Effect of the 1921 Sheppard-
Towner Act on Black Midwives 
in Leon County” (go.aft.org/vhe)

–K. J. T.

For the endnotes, see aft.org/hc/
fall2024/taylor_sb.

Why Are We Not Already More Diverse?

Many systemic 
barriers still prevent 
entry of historically 
excluded groups 
into the health 
professions. 

http://go.aft.org/weh
http://go.aft.org/yyq
http://go.aft.org/9ip
http://go.aft.org/ux3
http://go.aft.org/ux3
http://go.aft.org/xat
http://go.aft.org/fqy
http://go.aft.org/9n5
http://go.aft.org/9n5
http://go.aft.org/vlv
http://go.aft.org/vhe
http://www.aft.org/hc/fall2024/taylor
http://www.aft.org/hc/fall2024/taylor
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How Healthcare 
Has Improved 

Under the  
Biden-Harris 

Administration 

In every election since 2018, voters have gone to 
the polls prioritizing better healthcare and lower 
healthcare costs.1 Healthcare is a kitchen table 
issue, and policies to lower costs receive strong 
support from a majority of voters, whether they 

live in red or blue states or in rural, suburban, or urban 
zip codes.2 This year, healthcare continues to dominate 
the national political conversation, as both presidential 
candidates have radically different visions for the future. 

The state of US healthcare has improved substan-
tially over the last four years. President Joe Biden, Vice 
President Kamala Harris, and Democrats in Congress 
have protected and strengthened the Affordable Care 
Act (ACA) and Medicaid, helping millions of families 
gain affordable coverage. Congress passed the Infla-
tion Reduction Act,3 a landmark law that is lowering 

prescription drug and premium costs for millions of 
seniors and families. The Biden-Harris administra-
tion has also worked to improve children’s coverage, 
strengthen maternity care, and reduce racial, rural, and 
other disparities in health.

This year, a record 21.3 million Americans signed 
up for health insurance through ACA marketplaces—
over nine million more than when President Biden 
took office.4 Seniors are saving on their prescriptions, 
paying no more than $35 a month for insulin, and 
gaining access to free vaccines.5 Starting in 2025, no 
one on Medicare will pay more than $2,000 for all 
their medications, a game-changer for people with 
serious conditions like cancer, arthritis, and heart 
disease.6 And for the first time in history, Medicare 
is negotiating with drug companies for lower prices 
on some of the most expensive drugs on the market.7 
Together, these changes have increased financial 
security for families while making lifesaving health-
care more affordable. 

From Crisis to Care
Four years ago, the US healthcare system was in crisis. 
The nation was in the throes of the COVID-19 pan-
demic, with healthcare workers fighting to save lives 
and economic uncertainty threatening families’ well-
being. Former President Donald Trump’s response 
to the crisis undermined the health and safety of the 
American people and strained a healthcare system 
that his administration had already systematically 
compromised. During his time in office, Trump 
enacted policies that weakened protections for 135 
million people with preexisting conditions,8 made 
it harder to enroll in affordable coverage, and raised 
healthcare costs for millions of people.9

One of Trump’s top goals while in office was to 
repeal the ACA, which roughly 27 million Americans 
relied on for healthcare coverage, and which more 
than 45 million Americans rely upon today.10 When 
his attempts to get Congress to repeal the law failed, 
Trump initiated a sabotage campaign targeting afford-
able healthcare. His administration made it easier to 
sell junk insurance: short-term and association health 
plans that can deny coverage for people with preex-
isting conditions.11 As a result, ACA enrollment fell, 
and people were lured into subpar plans that didn’t 
cover essential care like hospital visits or prescription 
drugs. Trump also pushed work reporting require-
ments and other red tape to enroll in Medicaid,12 
which jeopardized healthcare coverage for millions 
of people. Millions more people became uninsured 
or underinsured, leaving families with staggering bills 
for uncovered care.13

Meanwhile, prescription drug prices skyrocketed, 
and Republicans in Congress continued to block 
reform.14 Rural hospital closures accelerated as a 
handful of states still refused to expand Medicaid 
under the ACA.15 And racial disparities in healthcare 
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worsened with the growing Black maternal health cri-
sis16 and policies that discouraged immigrants from 
enrolling in coverage.17

In early 2021, Biden took immediate action to lower 
costs and expand care. The Biden-Harris administra-
tion reopened HealthCare.gov for a special enrollment 
period to help Americans gain coverage as they contin-
ued to suffer from the health and economic impacts 
of the pandemic. Biden also issued executive orders to 
strengthen access to quality healthcare and to direct 
federal agencies to revise Trump-era policies that 
undermine affordable care.18

Crucially, the Biden-Harris administration also 
moved quickly to pass the American Rescue Plan. 
In addition to providing robust support to combat 
the pandemic, it lowered healthcare costs for mil-
lions of Americans by ensuring people purchasing 
coverage on the ACA marketplaces pay no more 
than 8.5 percent of their income for coverage,19 by 
eliminating premiums for those making 150 percent 
of the federal poverty level (about $46,000 for a fam-
ily of four),20 and by providing states with greater 
financial incentives to expand Medicaid. As a result 
of the American Rescue Plan, more than 40 million 
Americans had ACA coverage as of 2023,21 many at 
little or no cost, and a record number of children and 
families were able to gain access to Medicaid. The 
nation’s uninsured rate reached and has remained at 
a record low of 7.7 percent since early 2023,22 proving 
that policies to make coverage affordable and acces-
sible help more people enroll.

In 2022, Biden signed the Inflation Reduction Act,23 
a landmark law that has lowered healthcare costs for 
millions of seniors and families24 by extending the 
ACA premium savings under the American Rescue 
Plan through 2025. Under the Inflation Reduction Act, 
80 percent of enrollees are able to find a health plan 
through the marketplaces for $10 or less per month.25 
For a family of four with an income of $120,000, the law 
saves $6,604 on their yearly premiums; for a married 
couple in their early 60s with an income of $75,000, the 
law saves $16,000 annually.26

Access to health coverage is imperative to reducing 
coverage disparities. Historically, people of color and 
rural Americans have been disproportionately likely 
to be uninsured, which contributes to higher rates of 
chronic disease and poor health outcomes.27 Lack of 
health insurance also increases financial instability, with 
an unexpected medical expense keeping people from 
paying rent or buying groceries. 

The Inflation Reduction Act has led to cover-
age gains for these groups. Enrollment data show 
that 1.7 million Black people and 3.4 million Latinx 
people enrolled in marketplace coverage for 2024, an 
enrollment increase of 95 percent and 103 percent, 
respectively, since 2020—and the number of Asian 
American, Native American, and Pacific Islander 
(AANAPI) and rural enrollees increased as well.28

By passing the Inflation Reduction Act, Biden, Har-
ris, and Democrats in Congress won a decades-long 
battle against big drug companies. For too long, Ameri-
cans have paid two to four times more than people in 
other countries for many drugs,29 and older adults 
with complex health needs have paid up to 7.5 times 
as much.30 The Inflation Reduction Act was a significant 
step toward ending the broken system that has allowed 
big drug companies to charge whatever they want for 
lifesaving medications while seniors cut pills and skip 
doses because of high costs. Now, seniors are saving 
money because the Inflation Reduction Act:

• Gave Medicare the power to negotiate 
lower drug prices. The Biden-Harris administra-
tion is implementing the Medicare Drug Price Nego-
tiation Program, which will lower prices for some of 
the most popular and expensive prescription drugs 
while saving taxpayers and seniors billions of dol-
lars. In August 2023, Medicare began negotiating 
lower prices for Eliquis, Jardiance, Xarelto, Januvia, 
Farxiga, Entresto, Enbrel, Imbruvica, Stelara, and 
Fiasp/NovoLog, which treat conditions like cancer, 
diabetes, and blood clots.31 These drugs are taken by 
nearly nine million people on Medicare who spent 
$3.4 billion in out-of-pocket costs in 2022 alone.32 
The negotiated prices for the first 10 drugs will take 
effect in 2026, and by 2030, 80 of the most expensive 
prescription drugs will have lower prices because of 
these negotiations.33

• Lowered insulin costs. In 2020, 
more than 3.2 million people on 
Medicare used insulin;34 those who 
did not receive financial assistance 
paid an average of $54 per month 
for this lifesaving medication. But 
many paid much more, with the top 
10 percent of insulin users spend-
ing more than $111 per month.35 
Under the Inflation Reduction Act, 
monthly insulin copays for people 
on Medicare are capped at $35 per 
prescription.36 Since the cap took 
effect, there has already been a 
substantial increase in the num-
ber of filled insulin prescriptions 
among Medicare beneficiaries.37

• Capped out-of-pocket costs. Thanks to the 
new $2,000 per year cap on out-of-pocket costs, 
which begins in 2025,38 over 38 million Americans 
enrolled in Medicare Part D will save an average of 
$462 per year. 

• Ended outrageous price increases. The 
Inflation Reduction Act penalizes drug companies 
for raising drug prices faster than the rate of infla-

This election  
is pivotal for  
the future of 
healthcare.
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tion.39 Over the past 20 years, price increases for 
brand-name drugs in Medicare Part D have risen 
at more than twice the rate of inflation.40 This provi-
sion will not only save the government billions of 
dollars but also drastically reduce out-of-pocket 
costs for Medicare beneficiaries. 

• Provided free vaccinations. 50.5 million 
seniors are eligible for no-cost vaccinations, including 
RSV, DtaP, seasonal flu, and the usually costly shingles 
vaccine. With a single dose of Shingrix (just half of the 
recommended vaccine) costing more than $180 in 
some cases, seniors on Medicare Part D saved over 
$400 on average on vaccinations in 2023.41

The Inflation Reduction Act has also served as a 
catalyst for additional action to lower prescription 
drug costs for more patients. After its passage, the three 
largest insulin manufacturers announced $35 monthly 
out-of-pocket cost caps, lowering the cost of about 90 
percent of the insulin on the market.42 And following 
pressure from Biden, Harris, and Democrats in Con-
gress, two drugmakers have capped out-of-pocket costs 
for some top-selling inhalers at $35 per month.43

Centering Access and Equity
In addition to making ACA coverage more affordable, 
the Biden-Harris administration boosted funding for 
marketing and education efforts to help people enroll 
in coverage, with a particular focus on outreach to 
historically marginalized racial and ethnic groups, 
people in rural areas, LGBTQIA+ people, and other 
underserved communities.44 In a stark reversal from 
the previous administration, Biden also worked to 
limit short-term junk plans in order to protect people 
with preexisting conditions and prevent outrageous 
medical bills for uncovered care.45

The Biden-Harris administration also fixed the “fam-
ily glitch,” which previously blocked millions of families 
from accessing affordable coverage through the ACA. 
The family glitch occurred when workers added depen-
dents onto their coverage, causing premiums to rise far 
beyond what the law intended.46

Importantly, the Biden-Harris administration has 
pledged to protect the ACA from ongoing legislative 
and legal attacks. Republicans, including Trump, have 
reignited calls to “terminate” the ACA, which would 
jeopardize healthcare coverage for more than 40 mil-
lion Americans and raise costs for millions more.47 
Extremists have also worked to undermine the ACA in 
the courts. One lawsuit (Braidwood Management Inc. 
v. Becerra) threatened to eliminate the ACA’s guaran-
teed access to free preventive care—including cancer 
screenings, prenatal care, and contraception—for 150 
million Americans.48 A recent decision by the Fifth Cir-
cuit Court of Appeals leaves free preventive services at 
risk as the case proceeds through the legal system and 
opens the door to further litigation.49

Strengthening Medicaid has been one of the Biden-
Harris administration’s most significant accomplish-
ments. About one in four Americans are covered 
through Medicaid or the Children’s Health Insurance 
Program (CHIP), which serve various overlapping 
groups, including children, mothers, people of color, 
people with disabilities, working families, rural Ameri-
cans, and seniors.50  

For years, Republican lawmakers in some states 
have blocked Medicaid expansion under the ACA 
despite research showing that Medicaid expansion 
improves health, increases financial security, supports 
rural hospitals, boosts local economies, and saves 
lives.51 Through the American Rescue Plan, Congress 
created multibillion-dollar incentives for Medicaid 
expansion. Under the Biden-Harris administration, 
North Carolina, Missouri, and South Dakota have 
finally expanded Medicaid, leaving just 10 states that 
continue to reject expansion.52

Thanks to their focus on improving Medicaid, 
Biden, Harris, and Democrats in Congress have: 

• Standardized enrollment and renewal pro-
cesses nationwide. The Centers for Medicare 
and Medicaid Services made it easier for millions 
of eligible people to enroll in and retain their Med-
icaid coverage.53

• Protected coverage for children. Biden 
signed legislation to guarantee kids can stay on 
Medicaid and CHIP for at least a full year before 
their parents must apply to renew their coverage.54

• Extended coverage to new mothers. Under 
the Biden-Harris administration, 47 states have 
expanded Medicaid coverage to new moms for a 
full year postpartum.55

• Blocked work reporting requirements. 
Biden stopped Republican efforts to rip Medicaid 
away from 21 million Americans with burdensome 
paperwork requirements designed to kick people 
off of coverage.56

• Improved coverage and quality of care. 
Through executive action, the Biden-Harris admin-
istration banned lifetime limits and waiting periods 
for Medicaid and CHIP coverage and enacted a 
regulation to shorten wait times for primary care, 
behavioral health and substance use disorder ser-
vices, and OB-GYN care.57

• Strengthened the caregiving workforce. 
Biden enacted regulations to improve access to 
at-home care and staffing standards in nursing 
homes to promote safety, support the caregiving 
workforce, and deliver higher-quality care for 
seniors and people with disabilities.58

Trump’s 
policies made 

enrolling  
in healthcare 

coverage 
harder and 

raised costs for 
millions.
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• Provided maximum flexibility to protect 
enrollment. Congress passed legislation in 2020 
ensuring no one could be disenrolled from Med-
icaid during the COVID-19 pandemic, but this 
provision expired on April 1, 2023. As of August 
23, 2024, states had removed more than 25 million 
people59 from Medicaid coverage, including more 
than four million children60 who had been removed 
by December 2023.* The Biden-Harris administra-
tion has given states maximum flexibility to keep 
eligible people enrolled and stepped in to restore 
coverage for children and hold states accountable 
for disenrolling eligible people.61

In addition to the actions highlighted above, the 
Biden-Harris administration has worked to address 
health disparities and improve healthcare for people 
from all backgrounds, including people of color, 
LGBTQIA+ Americans, people with disabilities, and 
rural Americans. These groups have faced greater levels 
of poverty and worse health outcomes due to racism, 
discrimination, and other systemic barriers.62

On his first day in office, Biden signed an executive 
order calling for the federal government to advance an 
ambitious, whole-of-government equity agenda.63 As 
a result, agencies including the Department of Health 
and Human Services and the Centers for Medicare 
and Medicaid Services issued individual equity plans. 
These plans prioritize improving data collection and 
assessment of the root causes of disparities, reducing 
barriers to healthcare access, and expanding culturally 
competent care.64

The Biden-Harris administration has worked to 
strengthen mental health care and treatment for sub-
stance use disorder, creating the first-ever Department 
of Health and Human Services Overdose Prevention 
Strategy.65 In a reversal from Trump-era policies, the 
Biden-Harris administration expanded healthcare to 
Deferred Action for Childhood Arrivals program recipi-
ents and restored civil rights protections through Sec-
tion 1557 of the ACA, which prohibits discrimination 
on the basis of race, color, national origin, sex, age, and 
disability in certain health programs and activities.66

Protecting Reproductive Care 
Reproductive care is under attack across the coun-
try. Between a growing maternal health crisis and 
a wave of laws restricting or banning abortion care 
following the US Supreme Court ruling in Dobbs v. 
Jackson Women’s Health Organization (2022), which 
overturned Roe v. Wade, protecting the care of women 
and pregnant people is critical. 

After the Dobbs decision, Biden signed an executive 
order building on previous actions to protect access 
to reproductive healthcare services.67 In addition, the 
Biden-Harris administration has protected women’s 
healthcare through the following actions: 

• Combating the maternal health crisis. 
As the nation faces an unacceptably high and 
worsening rate of pregnancy-related death, the 
Biden-Harris administration released a Blueprint 
for Addressing the Maternal Health Crisis, a whole-
of-government approach to combating maternal 
mortality and morbidity.68 

• Defending care and pri-
vacy. The Biden-Harris admin-
istration rolled back Trump’s gag 
rule that barred family planning 
providers from mentioning abor-
tion to patients.69 Trump’s rule 
forced more than 1,000 clinics 
to lose essential federal funding 
and dramatically cut provider 
capacity.70 The Biden-Harris rule 
restores funding for these pro-
viders, like Planned Parenthood, 
which offer essential healthcare, 
including sexually transmitted infection screenings 
and contraception. The administration also strength-
ened privacy laws around reproductive care.71 

• Strengthening access to contraception. 
Biden issued an executive order on strengthening 
access to affordable contraception and family plan-
ning services.72 The Biden-Harris administration also 
approved the first over-the-counter birth control, 
which is available for purchase nationwide.73

• Investing in women’s health research. The 
president signed an executive order directing fed-
eral agencies to prioritize women’s health research, 
including studying conditions like menopause, 
arthritis, and heart disease.74

It is important to recognize and reflect on how far our 
country has come in the last four years in terms of 
lowering healthcare costs, boosting coverage, and 
improving the quality of care. This election will be 
pivotal for the future of healthcare. The last admin-

istration left millions of Americans without coverage and 
unsure whether they could afford care. In contrast, Harris 
wants to build on Biden’s legacy by extending the Infla-
tion Reduction Act’s drug savings to more people, closing 
the Medicaid coverage gap, and defending recent gains 
for everyone in the United States. +
For the endnotes, see aft.org/hc/fall2024/
chaney_harris_shoup_twomey.

The Biden-
Harris 
administration 
has increased 
financial 
stability for 
families while 
making 
lifesaving care 
more affordable.

*Republican-led states have exploited this process to clear the Med-
icaid rolls; by December 2023, more than one million of the children 
who had lost coverage were in Texas, and in several states the 
number of enrolled children was lower than before the pandemic.
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