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THE HEALTH WORKFORCE EQUITY
EVIDENCE REVIEW SERIES
The Fitzhugh Mullan Institute for Health Workforce Equity defines health equity as a world in
which there is a diverse health workforce that has the competencies, opportunities, and courage to
ensure everyone has a fair opportunity to attain their full health potential.
At least six critically important factors drive health workforce equity, as shown in the figure
below. These domains apply to workers across the health care spectrum, including home
healthcare, support staff, allied health professionals, public health, physicians, nurses, and
many others.
This series reviews existing literature on the nature and magnitude of each problem, the impact
of this problem on health equity, and the policies and programs that affect it.
DOMAIN 6: Healthcare workers provide care under difficult working conditions. This two part
evidence review focuses on the occupational health and safety of workers, as well as poor
compensation for a subset of them.

Part 1: Occupational Health
The Problem

Occupational health and safety issues are longstanding challenges for the health workforce, as
demonstrated during the COVID-19 pandemic. Among the occupational hazards that can result
in harm are biological (e.g., infectious disease), chemical, ergonomic (e.g., heavy lifting), physical
(e.g., excessive noise, heat), and importantly, psychosocial (stress, strain, or interpersonal
problems of the worker).1 The resulting illness, injury, and trauma resulting from these hazards
are significant for health workers, and many also indirectly hurt patient care and even employers’
bottom lines. This white paper focuses on three main categories of hazards facing healthcare
workers: injuries and illness, violence, and burnout.
Injuries and Illness
The healthcare and social assistance sector, which includes ambulatory health care services,
hospitals, and nursing and residential care facilities,2 reports more injury and illness cases than
any other private industry sector. This trend has held steady over the years but escalated
significantly during COVID when the number of reported cases of injuries and illnesses rose from
575,200 to 806,200 among healthcare and social assistance workers between 2019 and 2020, an
increase of 40% (while remaining stable or decreasing in other essential industries).3
Nurses working in any type of healthcare facility and healthcare workers who work in nursing and
residential care facilities have the greatest incidence of injuries and illness resulting in days away
from work. Nursing assistants, specifically, have the highest number of cases of all occupations.3
This was true before COVID, but cases in this profession skyrocketed with the onset of the
pandemic – increasing more than three-fold between 2019 and 2020 from 27,590 to 96,480.3
As of February 2020, the nation’s network of federal and state Occupational Safety and Health
Administration (OSHA) offices has received almost 4,000 healthcare industry COVID-related
complaints.4 Many of these complaints were due to a lack of adequate personal protection
equipment (PPE). A 2020 study that analyzed OSHA complaints across essential industries,
including health care, related to COVID-19 mortality data found that OSHA complaints correlated
with COVID-19 deaths 16 days later.5 In-depth, investigative reporting documented more than
3,600 healthcare worker deaths in the first year of the pandemic alone; many of those who died
had concerns about PPE before their deaths.6
Organizational factors that shape the work environment are frequently cited as predictors of
workplace safety.7,8 Shift work and required overtime, in particular, are predictive of healthcare
worker injuries in the published literature, with evening and night shift employees at greater risk
for sustaining an occupational injury.8,9 There is also evidence that nurses from units with low
staffing and poor organizational climates were twice as likely as nurses on well-staffed and
better-organized units to report risk factors, needle stick injuries, and near misses.10
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Violence
Healthcare workers experience high rates of injuries caused by workplace violence, and these
rates are increasing.11 They are five times as likely to suffer a workplace violence injury than
workers overall and accounted for 73% of all nonfatal workplace injuries and illnesses due to
violence in 2018. Again, nurses are disproportionately burdened by this occupational harm, with
incident rates of violence against nurses three times greater than that for all other occupations.
Workers attribute workplace violence to poor leadership and a lack of policy in this area.12 In one
study, among participants who had experienced workplace violence, 41% believed that
management showed little or no concern for their safety, and 22% reported that they thought
the work environment was unsafe to perform their duties.13
Burnout & Moral Injury
Concerns around healthcare worker burnout, a psychological syndrome involving (1) emotional
exhaustion, (2) depersonalization, and (3) a diminished sense of personal accomplishment,14
were growing before the pandemic; surveys found that close to half of physicians and 35-45% of
nurses experienced it.15 By mid-2020, a survey by Mental Health America reported burnout
among health professionals at 54%.16 Burnout is strongly associated with other psychosocial
disorders among healthcare workers, including depression and suicide ideation.17 In part, due to
the high-profile instances of physician and nurse suicides during COVID, there is now heightened
attention to the risk of suicide in the healthcare and public workforce.18, 19
The causes of burnout are rooted in the workplace environment and organizational-level
factors.15,20 Studies have found these to include excessive work hours, inadequate staffing
levels20–22 and ratios, shift work,23,24 poor organizational climate, and a sense of loss of autonomy
or control.8,21,25 Increasingly, administrative and clerical burdens are also cited as drivers of
burnout, especially among physicians.15 This includes tasks related to electronic health record
documentation and billing. Multiple studies have documented the increasing administrative
demands of physicians and their association with provider and patient dissatisfaction and
burnout.15,26–28
Moral injury is a specific type of contributor to burnout. The literature describes moral injury as
the “psychological, biological, spiritual, behavioral, and social impact of perpetrating, failing to
prevent, or bearing witness to acts that transgress deeply held moral beliefs and expectations".29
Measurement of this problem among healthcare workers is just beginning, and researchers are
comparing and contrasting the concept and measurement of burnout to moral injury.30

Problem Statement
The United States’ 22 million health care workers experience the
highest rates of occupational injury, illness, and burnout of any
sector.
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Relationship to Health Equity

The disproportionate burden of injury, illness, and psychological distress faced by healthcare
workers compared to the general population suggests that this is a health equity issue. To take
but one health outcome – suicide - we know that physicians and nurses are more than double as
likely to take their own lives compared to the general population.31 Particularly affected are
frontline clinicians and assistants, but the problem is also prevalent in other settings, including
long-term care, home care, and primary care workplaces.6,32,33
There are also disparities in occupational health outcomes within the workforce, including by
occupation, race/ethnicity, and healthcare setting. As previously mentioned, nursing is an
especially dangerous healthcare occupation, with rates of injury and illness exceeding those in
other healthcare occupations and highest among nursing assistants.3 Registered nurses have also
experienced higher COVID-19 infection and death rates than other healthcare workers.6,34 There
is also evidence of the disproportionate occupational harms experienced by health care workers
representing racial and ethnic minorities. For example, a cross-sectional study of direct care
workers in nursing homes founds that Black, immigrant workers were three times as likely to
report job strain as White workers35. Although Filipino RNs are only 4% of the nurse workforce,
they suffered almost one-third of all nurse COVID deaths.36 Regarding the healthcare setting,
nursing and residential care facilities have the highest rates of injury and COVID deaths and
significantly higher rates of violence than a hospital or ambulatory setting.3,11,37 An investigative
report tracking the deaths of over 3,600 healthcare workers due to COVID found that only 30%
of those workers were hospital employees, and of those, relatively few deaths occurred among
workers employed by well-funded, academic medical centers.6
There is also compelling evidence for a relationship between poor occupational health outcomes
for workers, especially psychosocial ones, and both payers’ costs and patient outcomes. Burnout
among healthcare workers is associated with high absenteeism, low productivity, turnover, and
attrition.15 Studies have also found burnout is independently associated with physicians’ intent
to leave their practice in the short term.38,39 Given that high staff turnover results in reduced
productivity and higher recruitment costs, these data should be of concern to payers. Burnoutattributed costs are estimated at $16,73641 per worker and replacing a nurse costs $37,700$58,400. 40
Burnout and other occupational harms experienced by healthcare workers also have negative
implications for the patients they serve. Poor mental health and burnout among nurses and
physicians are consistently associated with lower quality of care, medical errors, and other risks
to patient safety, including mortality.17,42–44 One study analyzing cost containment data on
hospital infections and secondary survey data from the American Hospital Association and 7,076
registered nurses estimated that in hospitals where burnout is reduced by 30%, urinary tract and
surgical infections could be reduced by over 6,000, for an annual cost saving of up to $68
million.25 An important mechanism for this effect appears to be low nurse staffing levels which
lead to job dissatisfaction,22,45,46 as well as other elements of the nurse work environment,
including nurse participation in hospital affairs; nursing foundations for quality care; nurse
manager leadership, ability, and support; and collegial nurse-physician relationships.47 An
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association between burnout and measures of medical error has been reported in dentistry. One
analysis based on a national sample of survey data found dentists with high burnout risk were
more likely to report concern that they had committed a dental error in the past six months than
dentists with lower burnout risk.48
Burnout also jeopardizes efforts to promote equity in healthcare delivery, with a longitudinal
cohort study of about 3,500 medical students and resident physicians finding symptoms of
burnout to be associated with greater explicit and implicit racial bias.49

Occupational Health and Safety is a Health Equity Issue
• Poor occupational health and safety is preventable & affects
health care workers more than any industry.
• The effects of unsafe and unfair work conditions affect different
occupations within the health workforce, settings, women, and
people of color differently.
• These disparities also exacerbate patient-level inequities.

Policies & Programs That Impact Health Care Worker Safety & Wellbeing

While some hazards are inherent to caretaking, such as proximity to infectious diseases, others
may be mitigated by changing environmental factors, such as the supply of appropriate PPE and
training in its proper use, adequate staffing levels, and policies regarding violence. Many of these
factors could be implemented at the organizational level, but when they are not, government,
and sometimes accreditors, may step in and impose standards or regulations.
With regard specifically to burnout, in 2018, the National Academies of Medicine published a
conceptual model of factors affecting clinician wellbeing and resilience. They point out that a
focus on individual-level factors, such as resilience, has been ineffective.50 For example, a new
randomized study on mindfulness to reduce burnout among pediatricians showed no evidence
of effectiveness.51 In this review, we focus on organizational and governmental level policies that
may be of particular interest.
Organizational level factors are consistently cited as prominent drivers of poor occupational
health and safety among healthcare workers.7,8,17,52–54 Conversely, organizational strategies
have shown to be effective in mitigating organizational hazards and improving provider and
patient safety and wellbeing. These include optimizing workflow and reducing clinician demands
by increasing nurse staffing levels, implementing team-based models of care, and incorporating
medical scribes;55,56 implementing leadership models that create a culture of inclusion, control,
and empowerment among employees;17,57,58 and ensuring adequate access to crisis supports for
workers. Organizations can also show a commitment to a safety culture through policies and
4

protocols that help protect all workers, such as adopting Safety & Health Management Systems
and zero-tolerance policies for abuse and violence. These are actions that OSHA and the Joint
Commission advocate all organizations adopt.59,60
Federal and state policies play a critical role in incentivizing and mandating specific actions by
employers to protect health care workers. An important area in this regard is protecting the
right to organize. Collective bargaining agreements often go beyond salaries and benefits to
include worker safety issues such as: barring mandatory overtime, rest periods, health and safety
provisions, grievance processes, protest of assignment when deemed unsafe, requirements to
report injuries and hazards, non-discrimination, and practices relating to scheduling changes and
shift length.61 Research shows that unionization is associated with a safer work environment and
lower turnover. In addition, studies show that union workers are less likely than nonunionized
workers to face retaliation for speaking out against inadequate safety procedures, as observed
during the COVID-19 pandemic.62 Unionization of health care workers has remained relatively
low throughout the 2000s, at about 7%.63 The process for forming a labor union at a worksite is
notoriously difficult, which has led to numerous attempts to modify the laws regulating
unionization. Currently, the proposed Protecting the Right to Organize Act of 2021 (PRO Act)
attempts to make unionization easier.64 The legislation passed the U.S. House of Representatives
but, as of 2021, does not have sufficient votes in the Senate.
A second major area of federal policy is the mandates and enforcement regulations that protect
worker safety.65 COVID-19 spotlighted the need for federal occupational standards for
healthcare workers. This was evident by the widespread shortages of PPE early in the pandemic,66
nearly 4,000 healthcare industry complaints filed with OSHA at the time of writing,67 and over
3,600 recorded U.S. healthcare worker deaths in the first year of the pandemic alone.6 In
response, federal agencies issued emergency regulations, including a Centers for Medicare and
Medicaid Services (CMS) rule mandating that most healthcare workers are vaccinated against
COVID-19 and an OSHA-adopted Healthcare Emergency Temporary Standard requiring
healthcare facilities to conduct hazard assessments, have a virus mitigation plan, and ensure the
provision of PPE to workers, among other actions.68 However, compliance with federal standards
remains a challenge,69 and pushback from states and employers healthcare institutions
persists.70,71 Further, temporary emergency standards are time-limited, and there are reports
that federal agencies have ignored or overlooked regulatory non-compliance.4,5,36,72 Advocates
have called on OSHA to make the Healthcare Emergency Temporary Standard permanent.73
There have also been widespread calls for OSHA to develop airborne pathogen standards, similar
to the agency’s 1991 bloodborne pathogen standard,74 which has prevented numerous
healthcare worker injuries and illnesses.75,76 California’s airborne pathogen standard, adopted in
2009, may serve as a model for a federal standard.77
Over the last twenty years, advocates have called on states and the federal government to
mandate safe staffing levels for nurses. Multiple research reviews have found a significant
relationship between low nurse staffing levels and poor nurse, employer, and patient outcomes,
including burnout, workplace injuries, turnover, medical errors, adverse patient events, quality
of care, and mortality.22,25 California is the only state thus far to have mandated staffing levels.
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Research on the outcomes of this law shows that it increased both RN and nurse assistant staffing
levels. However, the research on whether those increases improved patient outcomes is mixed,
possibly because of the phased rollout of the law.78 Legislation is pending at the federal level that
would impose staffing mandates,79 and several states are considering strengthening laws that
require nurse staffing committees and/or public reporting of nurse staffing levels to consider
mandates.
Many professional regulatory policies may have a detrimental effect on the mental health of
licensed health personnel, and there have been calls for change. A 2018 analysis found that
medical licensure boards in 32 states still asked questions about a history of mental illness that
may violate the Americans with Disabilities Act.82 These questions may deter applicants from
seeking licenses, stigmatize mental illness, and prevent help-seeking behavior. Consequently,
both the American Psychiatric Association and the American Medical Association have
recommended that state licensing boards not ask about mental illness.83–85
Another instance of an adverse effect of professional regulation concerns state scope of practice
laws for advanced practice clinicians. A 2019 review of empirical literature found that nurse
practitioners and physician assistants have higher job satisfaction and lower burnout when they
perceive greater control and independence, a finding that is consistent with the general research
on worker upskilling and expanded roles.86 Thus, easing state scope of practice laws regulating
most health professionals to be consistent with their education and training would also help
reduce burnout among this particular group of health care workers.
Federal and state programs that facilitate reporting and enforcement regarding worker
compensation, health, and safety are key areas that could be strengthened. At the federal level,
these include the Department of Justice, the Civil Rights Reporting Portal, and five Department
of Labor agencies charged with enforcing whistleblower protections (OSHA being the most
relevant for health worker safety and wellbeing). OSHA administers more than 20 whistleblower
protection laws that prevent retaliation against employees for reporting unsafe or unfair working
conditions.87 In addition, many states have whistleblower protections for healthcare workers,88
and the Joint Commission accreditation provides an online platform for reporting a patient safety
concern or complaint about a health care organization.89 A review of the literature on
whistleblowing in healthcare revealed positive consequences, including improved patient safety,
successful employment claims, and retraction of published articles with fraudulent data.
However, the whistleblower's negative occupational, legal, financial, and socioemotional
consequences were also cited.90 Experts have called for strengthening the occupational
complaint reporting systems and whistleblower laws given current concerns of worker
intimidation, underreporting, lack of compliance and enforcement, and barriers to reporting for
vulnerable workers, including immigrants.90–93 92
Lastly, it is worth considering the role of voluntary accreditation initiatives that aim to improve
workplace conditions. Two examples exist in nursing: the ANCC Magnet® for large hospitals
and AANC Pathways to Excellence, which is similar, but for smaller hospitals. While critics are
suspicious of a “pay to play” mentality, whereby poor performance may be overlooked to
6

increase the number of organizations seeking accreditation status (and revenues to accreditor),
studies of Magnet hospitals show working conditions and worker outcomes are better than
equivalent hospitals without Magnet status.94

Policies and Programs that Impact Occupational
Health & Safety
Organizational factors often drive poor occupational health outcomes in the health
care sector. Conversely, organizational strategies like increasing nurse staffing
levels, implementing team-based models of care, and incorporating medical scribes
have been shown to be effective in improving healthcare worker safety and wellbeing. Federal and state policies also play a critical role in protecting healthcare
workers. Specifically, evidence supports policies protecting workers’ right to
unionize, expanding scope of practice for advanced practice clinicians, and setting
and enforcing occupational health standards as effective strategies for promoting
worker safety and well-being.
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Part 2: Healthcare Worker Compensation
The Problem

The nation’s 7 million healthcare support workers provide critical patient care and support,
especially for vulnerable populations like the elderly and Medicaid recipients. Demand for these
occupations, which include direct care workers (DCWs), clinical and allied health aides, and health
care service workers, is growing.95 The critical role these professionals play stands in sharp
contrast with their compensation levels regarding wages and benefits.96
As of 2019, nearly half of healthcare support workers earned less than $15 per hour,97 with a
median wage of $13.48, or about $28,000/year. Direct care workers (DCW), like home health and
personal care aides and nursing assistants, earned a median wage of $12.80 per hour before
COVID-19.32 In every state and DC, the median wage for DCWs is lower than other occupations
with similar entry-level requirements, such as retail workers and janitors.32 Further, until COVID19, when hazard pay was introduced in many states,98 wages for healthcare support workers
were virtually stagnant for years and had not kept pace with inflation. Median wages for DCWs
rose only $0.10 between 2009 and 2010.32
Many healthcare support workers also lack access to employer benefits like health insurance and
paid leave. Studies show that benefits improve worker retention,99–101. Yet, only about half of
home health and personal care aides have employer-based health insurance (13% have no
insurance), while just 30% of the lowest wage workers have paid leave (in contrast to over 90%
of the highest-paid workers).102 There are also gaps in federally mandated leave benefits that
disproportionately affect healthcare support workers. For example, about one-fifth of healthcare
workers excluded from emergency paid sick leave during COVID earned less than
$22,000/year,103 and criteria for even receiving unpaid Family and Medical Leave Act (FMLA)
(minimum hours, job tenure, employer size) disproportionately exclude women and people of
color104– demographics heavily concentrated in the healthcare support workforce.

Problem Statement
Approximately seven million healthcare support workers in the United
States are severely under-compensated, earning less than $15 dollars an
hour and often lacking basic benefits like sick leave and health insurance.

Relationship to Health Equity

The demographics of the healthcare support workforce – and DCWs in particular – make their
poor compensation an inherent issue of equity. The workforce is disproportionately composed
of women, people of color, and immigrants.32,96 We know that among DCWs, non-white women
earn less than all other demographic groups, while White men earn the most.32 One study
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showed that wages for Black women in the healthcare support workforce were declining over
time.105
Research suggests that low compensation impacts other areas of healthcare workers’ lives. Direct
care workers, for example, experience high rates of financial instability and reliance on public
assistance, as well as food insecurity.32,106 Nearly half of DCWs receive one or more public
benefits like food stamps or Medicaid, while 45% live below 200% of the federal poverty line.
Studies further indicate a negative relationship between wages and health outcomes for
healthcare support workers. For example, a 2021 analysis of Behavioral Risk Factor Surveillance
System (BRFSS) data found that about one-quarter of home health workers report fair or poor
general health due to the inability to see a doctor because of cost.107 There is also ample research
highlighting a relationship between worker wages and health outcomes, although these studies
are not specific to health care workers. For example, low wages or income have been associated
with obesity,108,109 hypertension,110 high rates of smoking continuation and low quit rates,111 and
shorter life expectancy111 compared to higher-income earners.
Since most healthcare support workers are drawn from racial and ethnic minority groups, the
adverse health effects of low wages further compound racial health disparities. Among DCWs,
one study showed that Black and Hispanic individuals are 2–3 times more likely to live in poverty
than their White direct care worker counterparts. Additionally, workers belonging to these racial
groups spent more time working and commuting and less time on other activities and leisure,
which study authors posit contributes to the lower quality of life reported by Black direct care
workers.112
To date, no research establishes a causal relationship between poor compensation of health care
support workers and patient care or patient health outcomes. However, there is evidence that
low compensation is associated with worker turnover and shortages,113–115 which is likely to
affect patient access and quality of care negatively. Moreover, these negative outcomes are likely
to disproportionately affect groups already at risk for poor health, such as elderly, poor, or
disabled home-bound and long-term care patients. For example, a 2020 study found the highest
turnover rates among nursing assistants at long-term care facilities occurred in those that
predominantly serve Medicaid patients, were located in low-income communities, and low-rated
facilities. The author posited that these high turnover rates contributed to the devastating COVID
mortality rate in nursing homes, especially those most under-resourced.116
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Health Care Support Worker Compensation is a Health
Equity Issue
Poor compensation disproportionately affects women, people of color, and
immigrants, thereby exacerbating the financial and social disadvantages
these communities already face. Studies show that low compensation is
associated with a high turnover of these workers and that this, in turn, has
negative effects on the health of patients, particularly for Medicaid
beneficiaries in long-term care facilities.

Policies & Programs That Improve HealthCare Support Worker Compensation

It is important to acknowledge that there are deeply rooted social and historical determinants of
this problem in many areas of health workforce equity. As such, there is a need for changes in
the larger context of societal values and the distribution of power for real progress. 32,117 At the
same time, there are numerous ways the state and federal government policy can affect health
workers’ wages and benefits. This section reviews the research on several major areas,
recognizing that a combination of policies is likely to have the most impact.32,118,119
One policy lever for addressing low healthcare worker compensation is the state, local, and
federal minimum wage laws. The federal government sets the wage floor, but states – and to
some extent, cities and counties – have jurisdiction to set minimum wages higher. The federal
minimum wage is stagnated at $7.25/hour since 2009, and, as a result, 30 states and DC have set
higher rates.120 However, only DC and a handful of local governments have raised wages to
$15/hour,121 which is often cited as the minimum to qualify as a ‘living wage’ and far higher than
median wages of direct care and other healthcare support workers nationally.97,122 Rigorous
simulations demonstrate that raising the minimum wage would lift hundreds of thousands of
healthcare support workers and their children out of poverty, significantly reduce their reliance
on public assistance, and increase retirement savings and home ownership rates among this
workforce; these effects would be most substantial for women of color.123,124 Further, there is
ample evidence that increases in minimum wages improve the physical and mental health of lowwage workers125 and population health outcomes, including reduced prevalence of smoking and
low birth weight babies.126 A minimum wage increase could help alleviate staffing shortages
among direct care workers and decrease turnover while increasing productivity.124,127 A 2020
simulation published by researchers at the Washington Center for Economic Growth found that
a 10% increase in wages for the direct care workforce could prevent at least 15,000 patient
deaths.128 Studies show the societal return-on-investment of increased minimum wage can be
measured in increased productivity, reduced turnover, higher tax revenue, and increased
spending by workers.124,127
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The second area of policy that is central to addressing this problem is the right to unionize. Union
membership has been shown to result in better compensation and benefits for workers.129,130 On
average, unionized workers earn 11% more in wages than nonunionized workers in the same
jobs,131 and unionized direct care workers earn over $1/hour more than their nonunionized
counterparts.132 The pay boost from unionization is especially pronounced among Black and
Hispanic workers, who make 14% and 20% more, respectively.131 Unions also reduce gender
wage gaps; unionized women earn 6% more than comparable nonunionized women.131
Compared to nonunionized workers, unionized workers in the civilian, private industry, and
government sectors have greater access to paid leave, retirement, medical care, life insurance
benefits, and pay a low share of their employer-based medical care plans.129 There is also some
evidence unions can benefit healthcare employers and patients, with studies finding unionization
to be associated with lower turnover rates, a safer work environment, and reduced patient
mortality.61,100,133,134 As described in Part I of this brief, because employers have had considerable
success in intimidating workers and making it difficult to form a union, policymakers are
considering strengthening the protection of workers’ right to organize at the federal level
through the proposed PROAct .64
A third policy area is the provision of health insurance. Employer-sponsored health insurance is
associated with lower intent to leave the job among home health workers99 and reduced odds of
turnover among nursing assistants.100 In addition, workers who receive paid sick time are more
likely to seek medical care for themselves and family members and stay home when sick.135
Evidence for the impact of paid sick leave policies can be gleaned from the temporary federal
paid sick leave mandate enacted in response to COVID-19, which showed an increase in staying
at home behavior based on cellular data.136 However, 18 million healthcare workers were not
guaranteed access to this emergency measure due to employer exemptions, 75% of whom were
women, 40% of whom were people of color, and 18% of whom were low-wage workers making
less than $22,000 annually.103 A recent CMS proposed rule attempts to address this by enabling
states to make payments to third parties on behalf of direct care workers,137 which would
presumably increase the opportunities for health workers to obtain health and other benefits.
Mandates are important, but it is also critical that the revenue to fund enhanced compensation
be part of the policy equation. Many healthcare support workers like DCWs are employed in the
long-term services and supports (LTSS) sector, of which Medicaid is the primary payor.138
Compensation of healthcare support workers employed in this sector is thus likely partially
constrained by Medicaid reimbursement rates. Increasing rates, however, must be accompanied
by wage pass-through laws to ensure that the funds reach workers. Twenty-two states currently
have pass-through laws for DCWs.139 DCWs in states with wage pass-through laws earn up to 12%
more than those in states without them.140 Beyond the financial implications of these laws, they
have also been associated with increased staffing levels in nursing homes,141 which has been
shown to improve patient safety and care quality.142
Lastly, some have suggested another promising policy area is the shift to value-based payment.
The speculation has been that these new payment models should incentivize employers to invest
in upskilling of health care support workers to expand their scopes and provide career ladders
Domain 6: Under What Working Conditions?

with better wages. 143 While a few studies suggest upskilling direct care workers results in a better
quality of care,144 studies suggest this has not increased compensation.32,143 States such as
Tennessee and Kansas serve as examples of value-based payment models for long-term care that
provide financial incentivizes to service providers based on performance measures, including
staff training and retention.145 Future research on compensation levels in those states will be
important to track.

Policies and Programs that Impact HealthCare Support Worker
Compensation
Key policies to address this problem include increasing the minimum wage, protecting
workers’ rights to unionize, and requiring sick leave and health care benefits. Increased
Medicaid reimbursement rates could also help improve compensation if coupled with
wage pass-through mandates. Value-based payment models have the potential to
incentivize employers to invest in health care support staff, but whether these models
result in higher worker compensation is unknown.
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