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Growing up, I saw my pediatrician, Dr. Carleton, whenever I was sick. My young parents
trusted him not only because of his medical expertise, but because he knew our family well.
He was a steady shoulder for my parents to lean on as my siblings and I grew up and hit
life’s milestones. And even though he retired when I was young, I still remember my visits to
his office.

My kids have a very different experience. Instead of the familiarity of a Dr. Carleton, they
have many pediatricians on rotation. I book the appointment online and we get the first
physician available. It is an efficient system, but it’s hollow. 

This is how many Americans get their health care now – it’s quick, strictly clinical, with less
continuity and less connection. But why have things changed?

When I did some digging, I discovered that the primary investor in my children’s pediatric
practice is Goldman Sachs, a Wall Street investment bank. The idea that Wall Street would
own a pediatrician’s office would have seemed absurd a generation ago, but increasingly
that’s how health care in the United States works: financiers want to turn a quick profit,
and it doesn’t matter to them whether the businesses they are investing in are flipping
houses or chain restaurants or children’s hospitals. They didn’t study medicine, and they
don’t care about treating sick people. They just want to make money.

Since the 1980s, financial firms including hedge funds, venture capitalists, and private
equity (PE) firms have gotten in on the promising profits in the health care industry [1].
While there are reasons to be concerned about the financialization of health care
generally, private equity control of health care facilities is particularly problematic.
Namely, the group of investors (referred to as limited partners) who purchase a hospital or
health care facility actively manage the business under the premise that they will make it
more efficient and profitable [2]. This differs from venture capitalists who often own a
stake of the business but don’t actively manage it. 

According to the American Medical Association's 2024 Physician Practice Benchmark
Survey, for the first time since the profession’s creation, less than half of physicians work in
a private practice as the health care system shifts to other ownership models [3]. In the
last 10 years alone, private equity firms have put $1 trillion dollars into health care
transactions [4]. 

The difference in our health care is palpable. In 2023, 70% of Americans said that the
health care system is failing them, even though the U.S. spends more money per capita on
health care than any other developed nation [5]. 

Most people don’t know the ownership structure of their hospital or doctor’s office, but they
can feel the difference. Maybe your podiatrist’s office switched from a receptionist who 
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has been there for a decade and remembers your name to a call center overseas;
maybe the staff at your local hospital seems more stressed; maybe supplies, like gloves or
thermometers, suddenly aren’t available; maybe you’re selecting a doctor from an online
roster of unfamiliar faces. All of this begins to happen when decisions are about cutting
corners to increase profit margins rather than delivering quality care. 

Recent research on private equity in health care supports these anecdotes – private
equity owned health facilities incur higher costs and often deliver lower quality health
care [6]. Whether your hometown is San Antonio, Texas or Boston, Massachusetts, you can
feel when decisions about your health are being made by a financier sitting behind a
desk in Los Angeles rather than your local doctor.

For me, this trend is more than a policy interest. It began hitting close to home in 2016,
when three hospitals in Connecticut – Waterbury Hospital, Rockville General, and
Manchester Memorial – were acquired by the private equity-backed health care
company Prospect Medical Holdings. As is often the case with private equity, Prospect
targeted poor and middle-income communities with few other health care options. 

When Prospect came into these hospitals, they cut corners, squeezed staff, eroded
patient care and drove these hospitals into bankruptcy, leaving economic uncertainty for
these communities in its wake. Prospect didn’t invent the private equity playbook, but they
followed it to the letter – buy the hospitals, strip them of their assets, flip them for a quick
profit, and leave the mess for someone else to clean up.

Wanting to learn more and figure out how to effectively combat this trend in Washington,
I put out a call for people in Connecticut to share their stories about their experiences
with these three hospitals under Prospect’s ownership. I received dozens of responses
from patients and hospital employees about insufficient care and unsupported staff. The
stories I heard reflected Prospect’s empty promises and severe cuts to necessary services.
After Prospect stopped paying vendors, the dedicated doctors and nurses compensated
by buying supplies and food for patients with their own money. 

A nurse at Manchester commented that the soul of the hospital is now completely gone
and the community of employees are left to fend for themselves. “Once you sell [the
hospital] to private equity,” she said, “there [is] just no feeling anymore.” 

The story of these three Connecticut hospitals is playing out in health care systems all
over the country. Private equity comes in, squeezes the life out of hospitals and doctor’s
offices, and then leaves patients and communities in the lurch. As the situation has gotten
more dire, some elected officials have tried to pass legislation that would limit private
equity’s role in health care, but the deep pockets of private equity executives continue to
move the levers of government more than the oaths that we all take to protect the
people we serve. This report will bring to light the greed of industry executives and the
shortcomings of government with one goal in mind – change the trend of private equity
ownership in health care before it’s too late. 
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A Dangerous Prospect

In 2010, private equity firm Leonard Green & Partners bought hospital system Prospect
Medical Holdings [7]. At the time of the purchase, Prospect was a non-profit safety net
hospital system serving high-need communities where many patients rely on Medicaid or
don’t have insurance at all. In purchasing Prospect, Leonard Green knew exactly what
they were doing – seeking out distressed hospitals desperate for a lifeline. But to make
large-scale profits, the PE company had to expand its portfolio beyond Prospect’s five
community hospitals in Southern California [8].
 
Waterbury Hospital fit the bill. A 357-bed facility, Waterbury Hospital serves an area of
350,000 in one of Connecticut’s poorest cities. Darlene Stromstad, who became CEO in
2011, described Waterbury as a “capital stressed” hospital that couldn’t afford to invest in
facilities upgrades and had been losing money for years. In 2015, she was understandably
looking for a buyer so the hospital wouldn’t go bankrupt. She said she preferred non-
profit hospital systems, which are more patient-centered, but after another buyer pulled
out, Prospect seemed like a promising alternative.

I had the opportunity to meet with Darlene at the time and express my concerns about
for-profit health care, but she was still hopeful that Prospect would make good on their
promises to invest millions to improve the hospital. To have access to additional capital,
Prospect bought two other local hospitals – Rockville General and Manchester Memorial
– at the same time.

From the very beginning, the community was concerned, citing unsanitary conditions at
other hospitals owned by Prospect and rumors that Prospect would strip Rockville
General of important services, such as intensive care and surgical units. Despite these
complaints, the state approved Prospect’s acquisition of all three hospitals. Waterbury
Hospital was purchased for $31.8 million, while the other two hospitals were purchased for
$105 million [9]. From there, Leonard Green employed the classic PE framework. It eroded
services, cut back on supplies, sold the land the hospitals sat on, all while taking a
generous cut for themselves. 

Anne-Marie, a nurse who has worked at Manchester Memorial for 34 years, likened
Prospect’s initial oversight period to a courtship; “They brought flowers and cookies…and
then, you know, once the honeymoon was over, it was terrible.” She said Prospect made
some superficial improvements at Manchester, but they stopped investing soon after:

“I know that there was…a monetary commitment that they were
supposed to put in for capital improvement. It seemed like they were
doing things in the beginning, painting, flooring, equipment, things of
that nature…I know they couldn't change any services for that three-
year period…but it seemed when that oversight of the three-year phase
was done…their bad behavior just exploded.”
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Dayna, who has worked in the Waterbury Hospital emergency room for 25 years, had a
similar experience, noting that Prospect’s promises seemed empty:

While they appeared to make some improvements to the surgery rooms for procedures
that were more lucrative, she said Prospect seemed more interested in collecting bills
from patients in a predatory fashion than making good on their promises to improve
facilities: 

Even more egregious, Prospect skimped on supplies and let infrastructure crumble.
Ramona, an Operating Room Assistant at Waterbury Hospital, said staff never ran out of
needed supplies before Prospect took over. After Prospect acquired the hospital, supplies
were so scarce patients were sometimes left on the operating table while staff
scrambled. One patient was on the operating table for 45 minutes while staff was
waiting for the mesh needed to close the patient up after supply ordering protocols had
become very restricted. Staff called this dangerous, stating that before Prospect all
supplies were laid at the bedside before the patient was even given anesthesia.

Other patients stayed in the hospital additional nights, incurring higher costs, while they
negotiated directly with medical supply companies for materials like back braces to
leave the hospital safely, since Prospect wasn’t paying their bills to acquire sufficient
supplies. Additionally, hospital staff went without the pens, pencils, paper, and notepads
needed to complete their work – including legally required paperwork. As a result, staff
reported buying these supplies themselves. Nurses and techs even reported buying
patients food with their own money after Prospect had stopped paying vendors, just so
patients wouldn’t go hungry.  

“We were told they're getting a whole new ER. There were even
blueprints, so somebody paid an architect. There were blueprints in our
break room for a year. It never happened. I knew it wasn't going to. It
was always like, ‘oh, just wait, just wait.’”

“[Prospect] hired a lot of people in registration. We used to run a shift
with three experienced registrars. There [are] times now I see five or six
people because they want to get the insurance info so they can bill
these patients for subpar care.  They were [telling] people… ‘if you can
pay your bill today, I'll give you a twenty percent discount’ because they
wanted the money up front. I'd have little old people nervous and
worried or just [wanting] to pay it to get it over with. That started right
from the beginning when Prospect came in.”
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Sadly, part of the reason private equity’s model works as a mechanism for enriching
stakeholders is that it preys on the altruistic tendencies of hospital staff. While nurses and
nursing assistants with limited salaries were willing to take money from their own
paychecks to buy patients food, Prospect, under the leadership of Leonard Green, wasn’t
paying their bills. Anne-Marie spoke of how the community at the hospital kept things
running even in dire circumstances:

State Senator Saud Anwar, Co-Chair of the Public Health Committee, who worked as a
doctor at Manchester Memorial and represents the area in the Connecticut General
Assembly, explains how PE financially exploits hospital workers: 

Even as hospital employees went to extreme lengths to ensure patients were cared for,
Prospect let hospital facilities deteriorate to dangerous levels. Carmen, a Unit Secretary
at Waterbury Hospital for 19 years, describes how the ceiling was literally crumbling: 

Ruth, who worked in the department responsible for transporting patients at Waterbury

“You know, I'm very fortunate where I work that we still care and
patients can't believe what a good job we do despite all of the obstacles
and hurdles we've been given…we still show up every day and we're
committed to our communities, thankfully.“

“The heroes were the healthcare workers at all levels…as more and
more challenges were coming their way, they were trying to bend over
backwards, emotionally, physically torture themselves to be able to
make sure every patient was safe.”
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“We were lucky enough that the patient had already been discharged
and where it fell, it would have missed the stretcher and the patient. The
other time it fell in the trauma room, it was only on top of the
computers…so we called maintenance, and they came and fixed it,
[which means] putting a little hose where the water is and putting
buckets to catch the water…it's happened a lot.”



Hospital, also encountered dangerous circumstances. She described malfunctioning
stretchers in the following way:

At Manchester, conditions fell below previous standards under Prospect’s ownership.
Prospect cut staff so there was no longer a doctor available on overnight shifts. Staff
explained that not having a doctor available could lead to dangerous outcomes for
patient health, such as someone with a heart arrhythmia or a collapsed lung dying
because they are not treated properly. Elevators were also consistently broken, a danger
to patients with limited mobility who need to be transported quickly. One doctor said he
went from being proud to work at Manchester to not recommending his own family
receive treatment there.

The increased risk of injury or death was not just theoretical for these hospitals after
years of Prospect’s ownership. By 2019, Waterbury Hospital recorded the highest rates of
patient readmission in the state, a measure of medical complications.  And at
Manchester, a woman died giving birth to a stillborn because an emergency C-section
was done too late [10].

As hospital staff paid for supplies with their own money and patients haggled for
necessary equipment over the phone, Leonard Green began to cash out on their
investment. They sold the land the hospitals sit on for $1.4 billion to a real estate
investment trust, Medical Properties Trust, who leased it back to the hospitals at a high
rate. In 2018, Leonard Green forced Prospect to borrow $457 million to pay themselves a
dividend while Prospect recorded a $244 million net loss [11]. Finally, in 2021, Leonard
Green sold their majority stake in Prospect, leaving nothing but debt and destruction in
their wake.

After Leonard Green’s exit, Rockville Hospital was losing so much money, they cut all but
emergency and outpatient mental health services without the required state
authorization, leaving many patients with no full-service hospital nearby.

State Representative Kevin Brown, whose district includes Vernon, where the hospital

“Sometimes you hear them…squeaking. A lot of them [are] rusting.
Sometimes the brakes are broken…we feel that's a danger to the patient
as well. And sometimes the IV cord has fallen on patients because it
was loose. And then one instance, a member came to me and she had
the stretcher, and she said, ‘thank God the patient was a twenty-year-
old that was able to get off the stretcher’ because she could not bring
the patient down…that is detrimental to the patients when we don't
have the proper equipment [to transport them].”
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resides, explained how these cuts were distressing:

Even with these cuts, the hospitals continued to struggle financially, leading Prospect to
file bankruptcy for all three in January of this year. The fate of all three hospitals is now in
the hands of a bankruptcy judge in Texas. While the partners of Leonard Green enjoy
their wealth free from responsibility for the hospitals’ unpaid bills and pension liabilities,
patients and employees in Connecticut are left in the lurch.

Sam Lee, the CEO of Prospect since 2007, left the company in 2023 soon after Leonard
Green divested. He made out like a bandit. He ran the company – including
Connecticut’s three hospitals – into the ground while maintaining not one, but two, luxury
homes in Los Angeles. They are worth more than $15 million combined. Each of them has
its own pool; one even has its own private basketball court.  And the kicker is the
mansions are just an 11-minute drive away from one another. Sam Lee pillaged three
Medicaid hospitals in Connecticut so he could have two mansions 11 minutes apart [12]. 

“It's right in downtown Rockville. And it's a hospital that serves a
population that doesn't necessarily have access to other health care and
certainly can't commute to [other hospitals]…

Manchester Hospital, which is also owned by Prospect, is the next
closest, and it's about 15 to 20 minutes away, depending on where you
live in town. And so, we kind of really stand to lose if both of them [close].”
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The Private Equity Playbook

Unfortunately, Prospect’s hospital takeover in Connecticut is not an outlier. It’s part of a
growing trend where private equity firms acquire and destroy hospitals while getting
filthy rich. But how and why?

Private equity began focusing on the health care sector in the mid-2000s [13], almost
tripled health care acquisitions between 2010 and 2020 [14], and continues acquiring
health care facilities today. The increase in health care acquisitions was likely the
combined result of broad economic changes that favored pay-outs to shareholders,
federal policies that deregulated the financial services industry, and growth in the health
care sector [15]. 

In 2024 alone, private equity made 1,049 health care deals [16] and, as of April, owned
488 hospitals (8.5% of all privately owned hospitals in the U.S.) [17]. The proliferation of
private equity in healthcare has been so rapid and damaging that a watchdog group,
the Private Equity Stakeholder Project, has a dedicated real-time tracker to count each
time a hospital is bought out by private equity.

But it isn’t just hospitals. A wide variety of medical specialty practices are also attractive
acquisitions for private equity. Private equity groups often target profitable specialties
with wealthy clientele, such as dermatology, and procedure-based specialties, including
gastroenterology and cardiology, where ordering a few more expensive tests or
operations a week can drive up revenues and enrich stakeholders [18]. With this financial
model in mind, it’s no surprise 1 in 11 dermatology practices [19] and 1 in 10
gastroenterology practices are now owned by private equity [20].

Even your regular physician offices are not immune. A 2021 study by the University of
California Berkley found the acquisition of physician practices increased by more than 7
times in the decade prior [21].

And perhaps nothing is more egregious than private equity’s takeover of America’s nursing
homes. Skilled nursing facilities are an attractive asset for private equity because of
market dynamics. As the U.S. population ages, the market demand for nursing homes
increases; people often go to nursing homes close to family, so they are a reliable
clientele; and nursing homes get 75% of their revenue from public funds through Medicare
and Medicaid [22]. In the early 2000s, private equity acquired over 1,000 nursing homes
and, in 2021, business school professors from Wharton, New York University, the University
of Chicago and the University of North Carolina did a groundbreaking study to evaluate
the effects. The study found nursing homes owned by private equity had a 11% higher
mortality rate than those not owned by private equity [23]. That’s right – people in nursing
homes owned by private equity are 11% more likely to die. That study, raised again and
again in congressional hearings and academic research papers, shows just how high the
stakes of this discussion have become. When we talk about PE ownership in health care,

The Proliferation of Private Equity in Health Care
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we aren’t just analyzing whether it’s the best or most efficient system but whether it’s even
safe. The stakes are truly life and death. But how do PE firms make money off
deteriorating a hospital?

The Ruthless Tactics

The private equity firm uses a leveraged buyout, which means they put up a small amount
of their own money and borrow all the rest, immediately saddling whatever business
they’ve newly purchased with huge amounts of debt [25].

Next, they strip the hospital. They comb through the balance sheets to find as many cost-
cutting opportunities as possible. They lay off workers. They stop paying vendors.
Hospitals are seen as a cash cow in this scheme partly because they are sitting on a
lucrative slice of land, sometimes dozens of acres. The private equity firm often conducts
a sale-leaseback [26], which is when the firm sells the land to a real estate investment
trust (REIT). This gives the PE company immediate cash. The REIT makes money by leasing
the land back to the hospital, which is financially vulnerable without ownership of its
assets – exactly what happened to the Connecticut hospitals. 

While PE firms are stripping the hospital of its assets and depriving staff, private equity
executives often pay themselves and their investors in the form of a dividend. While it’s
not unusual to take a dividend when things are going well, private equity firms often
demand their companies borrow money to pay shareholders even when they are
struggling, known as a dividend recapitalization [27]. This allows private equity firms to
cash out without accountability. It’s the reason Leonard Green was able to take a $457
million cut as the Connecticut hospitals were struggling.

Finally, private equity firms sell the company once they have extracted everything they
can from it. But because the businesses are often not doing well after PE ownership, the
firms find ways to abdicate responsibility. To do so, they sometimes push the company
into bankruptcy. These “strategic bankruptcies” enable the fund to avoid paying debts
such as unpaid bills and pension liabilities [28]. A bankruptcy judge is now determining
the fate of the hospitals in Connecticut, and the Pension Benefit Guarantee Corporation
has taken over employee pension liabilities from Prospect. These tactics explain why a
private equity CEO can buy another yacht, while the hospitals are on life support. 

The Deadly Cost

Research on private equity ownership of health care offers a bleak picture – higher costs,
worse patient care, and lower staff morale. The trend emerges across medical
specialties and geographic regions. A 2022 Johns Hopkins study found PE-owned
physician practices in dermatology, gastroenterology, and ophthalmology charged an
average of 20% more per claim than those that were not PE-owned [29]. Research also
suggests PE-owned hospitals have longer inpatient stays [30], more than just a
coincidence for a billing system in which time is money, and some PE-owned emergency
rooms have raised out-of-network costs by a whopping 80% [31]. Since PE in health care 
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is a new phenomenon, so is the research, but it’s a growing interest across public health
institutions.

In the spirit of pulling together all the disparate new findings, the Columbia University
Mailman School of Public Health launched an ambitious study to find out: does PE make
health care more expensive overall or is the impact limited to some specialties and some
circumstances? The researchers did an exhaustive global review of PE-owned facilities,
examining 55 previous academic studies, considering the cost to payors (like insurance
companies or Medicare), the cost to patients, and the health outcomes. They found PE
ownership was linked to higher costs for both patients and payors by up to 32% [32].

But they also found people were paying a premium price but not receiving premium care.
For all the promises that private equity might benefit patients once efficiencies were in
place, the research concluded the opposite; private equity takeovers did not lead to
improvements for patients and sometimes led to harm. The findings were so
disheartening, the authors accompanied their research results with an editorial entitled
“Private Equity Takeovers are Harming Patients.” [32] 

In addition to the Columbia study and the nursing home study, several others have
outlined the dimensions of patient harm. Research has found patients at PE-owned
hospitals are more likely to get an infection, experience a fall, and have an adverse
event following a procedure [33]. If this is news to anyone, it is certainly not news to
hospital staff. In an academic study that surveyed doctors about their views on PE
ownership of hospitals, most viewed it negatively [34] and PE-owned hospitals cite a
higher turnover of clinical staff [35] who experience in real time the effects of staffing
shortages, limited time with patients, and constrained supplies.

So, if hospital employees know PE ownership is bad for patients and the research
confirms it, why are they continuing to grow in the health care sector? 

The Lavish Lifestyles of Private Equity Executives

While patient care deteriorates, private equity executives are getting very, very rich on
these deals. Private equity CEOs enjoy a level of wealth that is incomprehensible to most
of us. Take, for example, Steward Health CEO, Ralph De La Torre. Last year, Bernie
Sanders, who was then the Chair of the Senate Health, Education, Labor, and Pensions
Committee invited De La Torre to answer questions before the Committee about why he
defrauded several hospitals in Massachusetts. When he refused to show up, defying
congressional subpoena, we heard instead from nurses that worked in the hospitals he
had destroyed. The testimonies echoed what I have been hearing from the Prospect-
owned hospitals in Connecticut. While nurses were putting dead babies in cardboard
boxes because De La Torre wouldn’t pay for the kind of temporary coffin that would
normally be used for a dead child and buying other basic hospital supplies on their own
dime, De La Torre bought a $40 million yacht, a $15 million custom fishing boat, a $62
million private jet, and a $33 million back-up jet just in case his other jet broke down [36].
He was just another Sam Lee. And, across the country, there are many more PE executives 
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living large on this get rich quick scheme.

Private equity CEOs make money on a scale that is almost unmatched. Brendan Ballou, in
his groundbreaking takedown of private equity, Plunder, describes the scale of wealth
private equity CEOs amass as “more than the gross domestic product of some countries…
[their wealth is] an order of magnitude greater than that of the merely absurdly rich.” For
reference, he points out that the CEO of Blackstone, one of the largest private equity
companies in the world and one that invests in health care companies, made $1 billion
dollars in a year, more than 10 times the salary of JP Morgan’s CEO [37]. 

But the most insidious part of private equity is who they are stealing from. “A recurring
theme,” Ballou writes, “is that surprisingly, private equity firms buy business that target the
very poor, rather than the very rich, because, in a sense, these customers have no recourse
when quality falls and prices rise.” [38] The nurses at Waterbury are being robbed of
necessary supplies and low-income patients in Vernon are being deprived of the services
they used to get at Rockville General, but they don’t have the financial means to fight
back or receive care elsewhere.

It’s a wealth transfer from some of the poorest hospitals in America to some of the richest
people on the planet, plain and simple. These hospitals are pillars of their community,
treating Medicaid patients and often serving as the only place to go in high-need areas
with limited transportation. And the details of how private equity dupes these vulnerable
hospitals, mistreats staff, and compromises patients are horrifying.
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Corporate Greed Derails Reforms

If the disaster with Prospect has one silver lining, it’s that the community and their elected
leaders in Connecticut took notice. Everyone began to agree – when it comes to private
equity in health care, we can’t let this happen again. 

But once financial interests are entrenched, it’s difficult to cut the industry out.
Connecticut State Representative Liz Linehan compares private equity in health care to
a cancerous tumor, “We’ve waited so long that now this tumor can’t just be excised out.” It
has infected the whole system. Public Health Committee Co-Chair State Representative
Cristin McCarthy Vahey quipped, “private equity makes big tobacco look small.”

That’s why, even though we’re trying to fix this problem in Connecticut, we haven’t been
able to pass meaningful reforms. This year, two promising proposals emerged in the state
legislature. One bill sought to strengthen the state’s authority to review health care
transactions to prevent another private equity firm from acquiring Connecticut hospitals
and running them into the ground. The other bill sought to ban private equity ownership of
hospitals altogether.

Though the ban on private equity passed the joint Public Health Committee unanimously,
it never made it to the floor of either chamber. Rep. McCarthy Vahey said lobbyists
“showed up the second to last day or the last day of session…ten of them, or twelve of
them, objecting to the current version of the bill.” She saw it not as a change of heart, but
as a calculated move by some to kill the bill, “as is often a strategy, just wait until the end
to raise their objections.” While she wanted to see the private equity ban signed into law,
she also acknowledged the need for a two-pronged approach. She said the financial
services industry is so good at finding loopholes that a review process on top of a ban
would offer a much-needed safety net to make sure the law is effectively enforced. 

No one I talked to in the state legislature seemed to think the issue with the bill was the
text itself. Instead, they pointed to the failings of state government in the face of lobbying
pressures. Rep. Linehan said in her role as Deputy Speaker she has seen how popular,
bipartisan reforms fall victim to industry influence: 

It is no secret Connecticut is home to plenty of wealthy financiers who work in New York,
including private equity executives. While I’m proud people of all professions choose to  

“As far as the Senate bill, which was the outright ban of private equity, I
believe it passed out of committee unanimous[ly] and then afterwards
things fell apart… I'm going to be [really] honest with you, it’s the dive
bombing of good bills by lobbyists. “
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make Connecticut their home, no one should have outsized influence to kill bills that
protect the common good. At the end of the day, proposing effective bipartisan reforms
is only half the battle. Our legislature must have the fortitude to stand up to corporate
interests until the very end. Otherwise, corporate greed will continue to hijack our health 
care system.

Because reforms to private equity in health care have not made it through the finish line
this session in Connecticut, we are left to wonder what will happen to these three
hospitals. Before the initial sale, then-Waterbury Hospital CEO Darlene Stromstad said
she knew Prospect’s ownership would be temporary, but she hoped it would be a positive
step forward: 

The sale to avoid bankruptcy actually ended up driving these hospitals into bankruptcy.
Now, in a worse position than ever, what will become of the hospitals? The answer lies in
the hands of a bankruptcy judge in Texas, who will determine which buyer to sell to. It
may be a patient-centered non-profit, but it may be another private equity firm,
perpetuating yet another cycle of buy-strip-flip, until there is nothing but a shell left. 

“I think we always believed that this wouldn't be a long term
relationship. This wasn't a forever marriage….but [we hoped] it would
get us to a place where…by the time they were ready to get rid of [these
hospitals] that we would be in a better position and might be attractive
to one of the other nonprofits in Connecticut.”
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Health care in Connecticut has been shaken since our hospitals were upended by private
equity, but unfortunately, we are not alone. My colleagues, Senators Ed Markey and
Elizabeth Warren, also saw the destruction of their hospitals in Massachusetts at the hands
of Steward Health. We are beginning to deal with the wreckage together and think about
how we might prevent this from happening to more hospitals in other states.

But a conversation about where we are and where we are going on health care in this
country is incomplete without acknowledging the current political climate. On July 1, 2025,
I saw one of the most devasting bills of my lifetime pass the Senate. It will take away
health care from an estimated 16 million people to give tax breaks to millionaires and
billionaires. Though all Democrats and a couple of Republicans voted against the bill and
though I did everything in my power to stop it, President Trump signed it into law on the 4
of July – a testament to a bleak reality in this country where billionaires are celebrating
while others are about to lose their lives. That’s not an exaggeration. Researchers at Yale
and the University of Pennsylvania predict hundreds of thousands of people will die
because of this law, but the tax breaks are enough for Jeff Bezos, Ralph De La Torre, and
Sam Lee to buy another luxury yacht [39].

th

Trump’s so-called “One Big Beautiful Bill Act” is relevant to the discussion of private equity
in health care both because it exacerbates wealth inequality, further enriching private
equity CEOs at the expense of everyone else, and because it includes important policy
changes that compromise our health care infrastructure. The bill includes major cuts to
Medicaid in the form of work requirements, changes to the ways states can collect money
to pay for their share, and limits on who has access to Medicaid funds. This means
hospitals will inevitability become more distressed, especially hospitals already struggling
in disadvantaged and rural communities. And when hospitals are hanging by a thread,
where do they turn? They have no choice but to turn to the private sector for an influx of
capital. Private equity is likely to be the first to step in as they target distressed companies
with little recourse. 

As we learn from what happened in Connecticut and we begin seeking out solutions on the
federal level, we cannot deny what we are up against. Private equity is entrenched,
socioeconomic inequality is worsening, and the wealthy have just been given an even
bigger leg up at the cost of America’s health care. 

Conclusion
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