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INTRODUCTION

There are 83.1 million millennials living in the United States today and, according to one study conducted by the 
American Psychological Association, individuals born between 1982 and 2000 may belong to the most stressed 
generation in history.1 While millennials are more heavily focused on healthy living than previous generations, 
staggered wages, debilitating student loan debt, and longer work hours impede many from seeking and obtaining 
access to high-quality healthcare services. Unlike their predecessors, an overwhelming majority of millennials do 
not schedule preventative healthcare visits with their insurance-provided primary care physicians.2 Tech-savvy 
millennials want access to healthcare information without sacrificing time and resources in a traditional healthcare 
setting.

In addition, millennials are the most diverse generation in history.3 Nearly half of millennials identify as minorities, 
increasing the need for a healthcare workforce that reflects changing demographics and can competently ad-
dress distinctions in cultural practices and healthcare disparities. 

Though the implementation of the Affordable Care Act (ACA) reduced the number of uninsured Americans from all 
generations, low-income millennials still face a myriad of challenges in attaining healthcare services.

There is a critical need to empower healthcare consumers to make informed decisions, to leverage innovative 
technological resources, to protect low-income and vulnerable populations from stigma, and to ensure that medi-
cation is affordable and accessible.

The Millennial Policy Initiative Commission on Healthcare (Commission) convened for four months to assess and 
identify four key policy solutions to address the needs of healthcare consumers and providers:

1. Utilize data to combat healthcare disparities.

2. Implement comprehensive programs to support Medicaid recipients in obtaining employment and oth-
er critical services.

3. Ban state gauge clauses.

4. Offer training-based scholarships and integrate cultural competency into continued medical education 
training.

PROMOTING HEALTH EQUITY THROUGH DATA

One of the major priorities across all sectors of healthcare must be that of achieving health equity, the “attainment 
of the highest level of health for all people.”4 While there are many existing health disparities which can be com-
bated through specifically-targeted and isolated interventions – severe differences in rates of maternal mortality 
between Black and White women, for example – many strategies can be implemented at a structural level and 
across all healthcare industries to reduce disparities between and across populations. The Commission rec-
ommends several approaches that leverage the utilization of data and processes for collecting data to increase 



health equity for multi-sectoral implementation across public health departments, community-based organiza-
tions, employers, payers, and hospitals and clinical settings.

First, data must be framed appropriately to accurately describe and understand existing health disparities. While 
data itself is objective, the context in which it is framed can shift how it is interpreted and put into use. Acknowl-
edging that an individual’s worldview shapes how he or she views and interprets data, the Colorado Department 
of Public Health and Environment (CDPHE) constructed a model of framing population health data to empha-
size the importance of structural inequities and social determinants of health (SDOH) and highlight factors that 
surround specific data outcomes.5 For example, CDPHE added language around social factors and structural 
reasons that men of color are more likely to be involved in homicide to accompanying data on homicide rates 
in Colorado showing that males of color were most likely to be involved. Deliberately framing the data in a way 
that highlights root causes of existing disparities not only limits the impact of a viewer’s biases and assumptions, 
but facilitates a more accurate understanding of the context and the most appropriate actions to reduce health 
disparities.

Second, social determinants of health (SDOH) – conditions of the social and physical environments as well as 
structural and societal factors that affect health outcomes and are responsible for most health inequities6 – must 
be standardized, streamlined, and incorporated in all data collection. Examples of SDOH include public safety, 
social support, residential segregation, access to health care services, and exposure to crime and violence. In 
moving towards a more integrated and equitable view of health, “big data” that includes SDOH can be a critical 
tool in combating disparities. For example, if clinicians and nonprofit employees alike are able to access unified 
records that show both the healthcare and social services a patient is accessing, the standard of care previously 
discussed could become more robust and attentive to root causes of health or sickness, such as lack of ade-
quate housing or nutritious food. Creating national standards for representing SDOH in electronic health records 
can help physicians to understand the environmental challenges experienced by their patients, work to accom-
modate them to improve health outcomes, and incentivize payers to reimburse for interventions related to defi-
ciencies in SDOH.7

Third, as we move towards creating a more robust data and technology infrastructure, we must also prioritize 
patient privacy and confidentiality. As we collect data and design reports, databases, and workflows, we must 
prioritize the rights of individuals to control access to and use of their data. Data systems can actually deepen 
inequality by reinforcing existing stereotypes, particularly for low-income patients.8 The Commission recommends 
that states require patients provide permission prior to access and use of their data.

Finally, patient input is essential for ensuring that data usage and technology systems meet patients’ true needs. 
For example, when designing a screening tool to understand a patient’s housing situation or risk for interpersonal 
violence, that patient’s perspective is crucial. As communities and healthcare stakeholders pursue the work of 
designing patient-centered data collection and utilization models, the Commission recommends moving beyond 
one-time focus groups or occasional surveys to instead integrating patients into the decision-making process via 
advisory boards, participatory budgeting, and other engagement methods. Patients are subject-matter experts in 
their own lives and communities. By soliciting direct user feedback, designers and practitioners can help limit the 
unintended negative consequences of new technology, as well as ensure its usability and efficiency.

MEDICAID: REFRAMING THE WORKFORCE REQUIREMENT NARRATIVE

The future of Medicaid has become a major focal point in discussions on the future of healthcare. As a joint 
Federal and state program, Medicaid assists with medical costs for disabled and low-income populations and 
offers benefits traditionally uncovered by Medicare, like nursing home care and personal care services.9 Medicaid 
currently provides vital health insurance coverage to more than 73 million Americans. The program was expanded 
in 33 states in 2009 following the passage of the Affordable Care Act (ACA), significantly increasing the number 
of Medicaid beneficiaries from approximately 50 million Americans. Each state has different rules about eligibility 
and applying for Medicaid, further adding to the complexity of the program and any changes that may be imple-
mented in the future.10 
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Under the Trump Administration, the proposal to impose work requirements for Medicaid recipients has become 
a highly controversial topic. On January 11, 2018, the Centers for Medicare and Medicaid Services (CMS) issued 
a State Medicaid Director Letter providing new guidance for Section 1115 waiver proposals that would impose 
work requirements in Medicaid as a condition of eligibility for the program.11 Interestingly enough, the proposal, 
entitled the 1115 Community Engagement Initiative, refers to these requirements as both work and community 
engagement.12 Work requirement proposals generally require beneficiaries to verify their participation in approved 
activities, such as employment, job search, or job training programs, for a certain number of hours per week in 
order to receive health coverage through Medicaid.13 Critics of the proposal argue that state Medicaid work re-
quirements will cause anywhere from 1.4 million to 4 million14 low-income adults to lose health coverage, includ-
ing people who are working or are unable to work due to mental illness, opioid or other substance use, disorders, 
or serious chronic physical conditions. These individuals will face various bureaucratic hurdles to document that 
they either meet work requirements or qualify for an exemption from them.15 Furthermore, critics argue the pro-
posal perpetuates stigmas about the poor, particularly unsubstantiated claims that poor people opt of work to 
take advantage of the system. In fact, the data shows that, among nonelderly adults with Medicaid coverage – 
the group of enrollees most likely to be in the workforce – nearly eight in ten live in working families, and a majori-
ty are working themselves.16

Poverty, among other social determinants of health, is widespread among the Medicaid population. For instance, 
although most nonelderly adults are working, many Medicaid enrollees that work part–time face impediments to 
finding full-time work. Many Medicaid participants cite economic factors, such as inability to find full-time work 
(ten percent) or slack business conditions (11 percent), as the reason that they maintain part-time as opposed to 
full-time positions. Other major reasons are school enrollment (14 percent) or other family obligations (14 per-
cent).17 Given Medicaid’s role in serving people with complex clinical, behavioral health, and social needs, state 
Medicaid agencies are uniquely positioned to identify and help address these diverse social challenges.18 The 
best alternative to imposing burdensome work requirements is to introduce legislation and allocate resources to 
ensure that Medicaid agencies are equipped with the necessary tools to holistically address the social needs of 
recipients. 

In 2016, Medicaid insurer CareSource launched a program called Life Services to help members find work and 
educational opportunities.19 In partnership with other companies and schools and universities, CareSource pro-
vides Medicaid recipients with essential life skills: (1) interview preparation, (2) budgeting and personal finance, (3) 
stress management, (4) transportation assistance, and (5) GED completion.20 The pilot program currently operates 
in just three states – Georgia, Indiana and Ohio – but could provide critical assistance to Medicaid recipients who 
want to become gainfully employed but lack the appropriate resources and training to obtain full-time work. Im-
posing burdensome work requirements unfairly and unreasonably criminalizes and stigmatizes poverty. The Com-
mission recommends increasing federal funding for programs like Life Services, which will provide more citizens 
with the opportunity to enjoy healthy and prosperous lives.

PRESCRIPTION DRUG PRICE TRANSPARENCY

The price consumers pay for prescription drugs in the United States has been rising at an alarming rate. Be-
tween 1984 and 2016, spending on prescription drugs in the U.S. increased by 728 percent, growing from $39.7 
billion to $328.6 billion after adjusting for inflation21. In 2014 alone, spending increased by 12.2 percent over the 
previous year, the largest spending increase since 200222. This has led to patients skipping medicines they are 
unable to afford. Six percent of young adults with private insurance avoid prescriptions in order to save money. In 
addition, ten percent of Medicaid recipients and 14 percent of those uninsured opt out of taking recommended 
medication.23 With nearly 60 percent of Americans taking prescription drugs to treat a variety of conditions from 
cancer and HIV to diabetes and high blood pressure, the cost of prescription drugs poses a serious challenge to 
the health and wellness of the nation24. 

Increasing transparency of consumer-facing prescription drug prices is one strategy to empower consumers and 
ensure that they pay the lowest price possible for prescription drugs. The final out-of-pocket price a consumer 
pays for their prescription is affected by several factors including the manufacturer’s list price, the reimbursement 
agreed to by the consumer’s insurance, and the price negotiated by intermediaries known as pharmacy benefit 
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managers (PBM).25 Further complicating the issue and limiting transparency for consumers, PBMs often include 
a “gag-clause” in agreements with pharmacies, whereby pharmacists are restricted from informing patients that 
they could pay less for a drug by paying the cash price instead of the copayment under their insurance plans.26&27 
In fact, researchers found patients’ copayments under their insurance plan were higher than the out-of-pocket 
price for one in four drugs purchased in 2013.28 Furthermore, on 12 of the 20 most commonly prescribed drugs, 
patients overpaid by more than 33 percent. Federal and state regulation of these “gag-clauses” would allow phar-
macists to inform patients when paying the out-of-pocket price could save them money at the pharmacy, increas-
ing transparency in the drug pricing system. 

As of July 23, 2018, 25 states have enacted laws prohibiting gag-clauses in contracts that restrict pharmacists.29 
Furthermore, bipartisan legislation has been filed in the U.S. Senate that would create this protection for patients 
on private insurance and Medicare.30 The Department of Health and Human Services (HHS) has indicated it is 
considering rulemaking that would prohibit gag-clauses in Medicare Part D plans.31 While state efforts are too 
recent to comprehensively study the effect of ending gag-clauses, ensuring greater transparency around drug 
prices can help consumers to achieve more affordable prices for their needed prescriptions.

WORKFORCE RECRUITMENT AND RETENTION

Healthy People 2020, the nation’s ten-year set of goals and objectives for health promotion and disease preven-
tion, aims to identify nationwide health improvement priorities and promote action that will make a healthier life 
achievable for all. Unfortunately, the ability to attain and balance this ideal system of health promotion, disease 
prevention, early detection, and universal access can and has been interrupted by insufficient resources,32 most 
notably an overextended workforce. The United States healthcare workforce is currently met with several chal-
lenges including the expanding medical needs of an aging and retiring population, current and projected worker 
shortages, and a lack of diversity in a workforce that does not reflect the nation’s demographic makeup. The 
need to recruit and retain a well-trained, culturally and linguistically competent healthcare workforce is greater 
now than ever before.

The overall approach to workforce recruitment and retention should embrace innovative learning approaches and 
environments, advancements in technology, team-based care coordination, and valued inclusion. It is also imper-
ative that workforce recruitment, retention and education efforts address the entire healthcare system, including 
clinical providers, allied health professionals, and health policy and management specialists, all of which play 
critical roles in creating an efficient and effective system.

According to census data, racial and ethnic minority groups will account for nearly one-half of the United States 
population before 2050.33 Diversity among healthcare professionals is positively correlated with improved access 
to care, greater patient choice and satisfaction, and improved patient–provider communication for minority pa-
tients.34 To increase interest and offer exposure to skills needed for success in healthcare careers across ethnical-
ly diverse populations, health organizations and institutions must invest in early recruitment, initial contact, and 
academic preparation. More specifically, health focused organizations and their partners should invest funding 
and strategic personnel placement throughout communities with large populations of racial and ethnic minorities, 
and consider recruiting students from nontraditional and technical settings, such as culinary schools and dis-
charging military personnel. These organizations should also emphasize their commitment to providing technical 
skills-building demonstrations throughout student academic careers and collaborating with primary and second-
ary educational leadership to design targeted curricula. 

In addition to making investments in educational and community settings, universities and training schools must 
consider administrative changes to ensure admissions practices are reflective of emerging, equitable assess-
ments rather than traditional, exclusionary and biased testing norms. Prospective students should be given the 
opportunity to experience educational environments and engage with faculty prior to the application process. 
These selection and screening visits should allow prospective students to voice their interests, concerns, and 
give institutions the opportunity to make environmental changes that respond to the needs of a diverse applicant 
pool. Lastly, financial structures must be adjusted to encourage greater acceptance and retention of racial and 
ethnic minority students, families, and communities.35 The Commission strongly recommends that states provide 
training-based scholarships and internships that allow high school students to practice focused skills in commu-
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nity-based organizations while earning funding for their future studies. 

Training and retention are also imperative to the sustainability of the current and future healthcare workforce. The 
Commission recognizes the value in leveraging the expertise of immigrant and foreign-born healthcare profes-
sionals for training programs, a strategy that can be utilized to improve and enhance cultural sensitivity. Immi-
grant and foreign-born healthcare professionals should be considered partners in creating a more equitable and 
effective healthcare system. According to the Georgia Budget and Policy Institute, offering tuition equity allows 
young immigrant residents to pay in-state tuition and promote inclusive learning environments while supporting 
the United States’ need for a diverse healthcare workforce.36

The Commission further recommends student and continued medical education training that includes a cultur-
al-competency component. Exposing the future and current healthcare workforce to the scarce resources and 
pressing challenges faced by vulnerable populations will encourage individuals within the workforce to adapt their 
treatment methods and invest in systemic changes that are inclusive of varied cultural, community, and individu-
al needs. In addition to recruiting and retaining students from these areas, investing in culturally-diverse training 
environments allows professionals to cultivate positive relationships throughout their career with communities his-
torically known to be distrustful of medical providers. 

Advocacy organizations and coalitions, such as the North Carolina Alliance for Health Professions Diversity and 
Health Professionals for Diversity, work to increase awareness about the importance of diversity in the healthcare 
workforce. These organizations must be valued partners in evaluating current healthcare organization curriculum, 
practices, and training opportunities. Partnering with local nonprofit organizations creates mutual benefits, draw-
ing on the talent within the community and reinvesting the expertise of these professionals to effectively address 
community health needs.

Lastly, the Commission recommends that young, minority healthcare professionals be actively engaged in or-
ganizational changes and succession planning. True inclusion demands that these professionals influence deci-
sion-making and be groomed for future leadership roles in the same way as their white counterparts. An organiza-
tion’s demonstrated commitment to investing in a professional’s voice and the appreciation of their contributions 
increases morale and grows the pool of committed future healthcare leaders.

CONCLUSION

The needs and demographics of healthcare consumers are changing rapidly. This Commission recognizes the 
critical role that access to healthcare plays in an individual’s quality of life, the necessity of making healthcare 
more affordable, and the urgency of recruiting, training and retaining a skilled workforce that reflects a diverse 
nation. The Commission supports the empowerment of healthcare consumers to make informed decisions and 
the expansion of high-quality healthcare services for all Americans, regardless of their race or ethnicity, socioeco-
nomic status, gender, or disability status.
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