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Nonprofit hospitals have been required to complete and make publicly available their community benefit reports for more than a decade, a sign of changing expectations for private health care organizations to explicitly collaborate with public health departments to improve community health. Despite these important changes to practice and policy, no governmental agency provides statistics regarding compliance with this process. To better understand the nature and usefulness of the data provided through these processes, we led a research team that collected and coded Community Health Needs Assessment (CHNA) and Implementation Strategy (IS) Reports for a nationally representative sample of hospitals between 2018 and 2022. We utilized descriptive statistics to understand the frequency of noncompliance; t-tests and chi-square tests were employed to identify characteristics associated with incomplete documents. Approximately 95% of hospitals provided a public CHNA, and approximately 86% made their IS available. The extent of compliance with the CHNA/IS mandate indicates that these documents, paired with existing public health and policy data, offer considerable potential for understanding the investments nonprofit hospitals make to improve health outcomes and health equity in the communities they serve.
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Introduction

The Affordable Care Act (ACA) brought renewed attention and regulation to nonprofit hospitals' community benefit investments, which are required by the Internal Revenue Service (IRS) in exchange for 501(c)(3) status as charitable organizations (1). Although hospitals traditionally have met these requirements by providing free or reduced cost medical care (2) the vast expansion in health insurance coverage required new hospital activities, including investments to identify pressing community health needs, and the development of programs to improve community health. Specifically, hospitals must conduct assessments of their communities on a triennial basis, with input from with public health departments and other local health stakeholders. Hospitals must then document that they take into account the most critical community health needs when making local investments by producing public documentation in the form of community health needs assessments (CHNAs) and developing implementation strategies (ISs) to respond to community needs, which must be adopted by an authorized body of the hospital facility (3). These public CHNA reports and resulting ISs provide an opportunity for transparency by hospitals and a collaborative effort between public and private health entities within a community; they also allow for systematic analyses by public health researchers and policymakers considering whether hospitals' community-oriented investments are in response to local need, evidence-based, and of appropriate value (4, 5). A recent study found that 40% of hospitals have neglected to make these documents publicly available, and the finding raises questions about the best way to analyze these filings (6).

The aim of this report is to assess the extent of missing community benefit documents (e.g., CHNAs and ISs not made publicly available online or by request) in a nationally representative sample of hospitals, as well as to discuss strategies for using these public documents successfully in public health research. This study is significant because these reports provide considerable insight into how hospitals are making investments into their surrounding communities and very little national research exists on the availability or completeness of these reports. Hospitals are likely familiar with and attuned to the communities they are assessing, creating the potential for valuable insights both for individual communities to hold these organizations accountable and for understanding larger regional and national trends on hospital population health investments. Our study is the first to use a nationally representative dataset to assess the strengths and weaknesses of using community benefit reports, including what gaps exist in the public availability of these reports and whether they are systematic in nature.



Methods

To better understand the role that hospitals play in improving community and population health, we established a nationally representative sample of nonprofit hospitals, and collected their CHNA and IS reports to serve as a foundation for ongoing research. Specifically, we constructed a dataset using a 20% random sample of hospitals from the national hospital population. The sample was drawn from the American Hospitals Association Annual Survey and stratified by state, to ensure that 20% of each state's hospitals were included in the sample. The characteristics of the hospitals in this sample were then compared to those in the national population and found to be representative (7).

Our next step to create the dataset was to gather CHNA and IS documents from the sampled hospitals, either by visiting hospital websites or by making direct requests to the hospitals. Because nonprofit hospitals are required to complete the CHNA process only once every 3 years, beginning in either 2012 or 2013, we used 3-year cycles (2015–2018, 2018–2021) to track each round of reports filed on a triennial basis. After downloading or receiving the publicly available PDFs, we coded these reports using a systematic protocol (8) to assess the top identified needs, whether hospitals adopted corresponding strategies to address those needs, and many additional variables related to the community benefit planning process and partnerships. If reports were not available online or were not made available by request, we coded two dichotomous variables for whether the CHNA or IS were missing. The vast majority of documents accessed for this study were posted online; hospitals without documents posted online were contacted via email with a request for their documents. Only three hospitals provided documents in response to this request.

Using the FIPS code in each hospital county, we then paired our sample of hospitals with community data from the 2018 County Health Rankings and Roadmaps Initiative and the Area Health Resource File, to assess overlap with health needs identified in secondary data, and to identify key predictors of hospitals not completing the required documentation (7, 9, 10). At the organizational level, we included hospital characteristics such as whether they were a part of a larger system (as compared to being an independent facility), the mean number of beds, whether the hospital is defined as a major teaching hospital by the American Association of Medical Colleges, and the average number of annual patient discharges. At the county level, we included measures of median income, the percent of residents who are unemployed, the percent of residents who are classified as rural, the percent of residents reporting poor/fair health (as compared to good/excellent health), the percent of residents who do not have health insurance, and the percent of residents who fall under the federal poverty line.

We calculated descriptive statistics to assess the percentage of hospitals that did not make their community benefit reports publicly available. Additionally, we used t-tests and chi-square tests to compare hospitals with missing reports to those that provided the reports to determine if there were systematic reasons for non-compliance. We used Stata 17 to conduct all statistical analyses.



Results

In the most recent wave of data, spanning 2018–2021, we find that 503 of the 582 hospitals in our sample (86%) made both the CHNA and IS publicly available (Table 1). Of the 79 hospitals with missing reports, 29 had made neither the CHNA or IS available. We identified a 95% completion rate for CHNAs and an 86% completion rate for ISs (Figure 1). These numbers were consistent with our analysis of the previous wave of data, which showed a 94% CHNA and an 85% IS completion rate; although some hospitals that completed in the first wave did not complete in the second, and vice versa.
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FIGURE 1
Hospital CHNA and IS completion.



TABLE 1 Descriptive statistics for hospital community benefit document compliance, 2018–2021.
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Overall, hospital and community characteristics appear to have little relationship to a hospital's likelihood of completing and making these reports publicly available. Only system membership and community unemployment are significant predictors of report completion. System members were significantly more likely to complete documents (p = .047); and hospitals in communities with higher unemployment were significantly less likely (p = .017).



Discussion

Understanding the extent and pattern of missing data helps to establish these documents as reliable data for public health research and helps to identify the rate of noncompliance, which comes with consequences ranging from fines to loss of 501(c)(3) status altogether. The goal of this analysis was to understand what gaps exist in the public availability of CHNAs and ISs, and to what extent these gaps are systematic or random. By building a nationally representative dataset of nonprofit hospitals, our findings suggest that non-compliance is not as high as one recent study suggested (11). Importantly, our approach utilized the 3-year spacing required by the IRS when studying hospitals' community benefit investments, and assessing the extent of missing data which may account for this difference. Because hospitals had flexibility regarding whether to start their triennial cycle in 2012 or 2013, assessing hospital documents in any given year may overestimate the rate of noncompliance. Another factor between studies may be whether specialty hospitals such as cancer or rehabilitation centers were included in the analytic sample. Because these organizations may not have the same community health infrastructure as general community hospitals, we chose to exclude them from our sample, but inclusion of them could convey a different level of compliance across the broader hospital population.

Compliance is generally high, which strengthens the potential for these documents to be used fruitfully in research. However, looking closely at hospitals with missing data, we found that small and less capitalized institutions were less likely to complete this process, as were institutions that serve more vulnerable communities. This is potentially indicative of the role organizational resources play, as we see that hospitals able to draw on the resources of a system have higher rates of compliance. On the other hand, hospitals serving communities with economic stressors are less likely to comply, potentially due to the circumstances of their own resources. Given that less-resourced communities are ones that are likely to be most in need of close assessment and intervention, it is worth considering whether collaborative efforts across public and private sectors could provide greater support to these organizations. Direct support such as grant funding or technical assistance from local, state, or federal government sources have the potential to address gaps in resources. Organizations with fewer resources could implement such support to facilitate partnerships with public health or academic research entities or to incorporate consultants or collaboratives into the assessment process. Professional organizations, such as the Healthcare Financial Management Association, do encourage their member organizations to abide by CHNA policies; while revocation of non-profit status for noncompliance is rare, it does occur and can be financially impactful (12–14).

Going beyond compliance, and based on our experience using these data, we contend that a key issue is the broad latitude that the law grants hospitals in report quality (3, 15, 16). Greater specificity in how reports should be structured would be advantageous from a data analysis perspective. Additionally, factors such as the ability for hospital systems report at a system level rather than individual facility level dilutes the usefulness of some data; a revision to this policy would substantially enrich community-level information. Hospitals also have great latitude in deciding which community health needs to address. For example, findings from our previous studies suggest that hospitals are less willing to invest in upstream social determinants of health, as well as behavioral health needs; and face no repercussions for not responding to priority health needs identified in and by their community (8, 17, 18). For this reason, systematic analyses of the needs that hospitals identify, and those that they choose to address, are necessary. Additionally, considering whether a standardized means of collecting essential information, such as a required form in addition to a hospital's broader report, would be advantageous to public and population health efforts.

A wide range of other factors, from collaboration with public health departments and community-based institutions, to the use of consultants to produce reports, are also useful in understanding how hospitals undertake this process. Community benefit datasets have the potential to answer important questions about the scope of hospitals' population health investments, and whether current policies are sufficient to drive population health improvement. For example, explorations of broad trends in hospitals' community benefit programs have looked specifically at the program's hospitals adopt to address critical health needs such as opioid misuse and social determinants of health, while considering whether community factors (including demographic and economic) shape where hospitals make community benefit investments (11, 17, 18). Another factor worth considering is state policy regarding community benefit and, specifically, CHNA and IS documents. Hospitals that are not complying with federal policy may not be more likely to adhere to state mandates, unless such mandates come with greater enforcement. However, a more established expectation of public documents within a state may mean a hospital is already in the habit of complying with such expectations (19).



Conclusion

As we continue to analyze the newer round of data, we intend to continue discussions on the role that nonprofit hospitals can play in improving population health and promoting health equity. Although CHNA and IS documents were not created with researchers in mind, they hold considerable potential for understanding hospital decision-making, and for holding nonprofit health care institutions accountable for community health improvement, beyond the clinical services they provide. They also offer insight into new strategies that might better drive community health improvement in collaboration with nonprofit hospitals.

For public health departments across the country that undertake their own CHNA efforts, hospital documents provide additional context and starting points for developing partnerships with health care organizations in their communities. Data gathered from these documents provide opportunities for greater collective efforts in improving population health outcomes. For this precise reason, it is worth exploring how to support those organizations that face challenges in complying with the mandated expectations in order to ensure that the needs of their communities are factored into this collective data. Greater collaboration in these efforts will continue to promote accountability and trust across public and private stakeholders within the health care sector. State health departments have the ability to play a role in incentivizing such collaborations, through the dispersal of resources.

Finally, government bodies establishing these expectations of public and private health facilities should consider the range of mandates under their purview and explore how best to align and standardize timelines and data expectations across those sectors. Private hospitals and public health departments may be more inclined to collaborate on assessment efforts and share resources and information if they have similar goals in common.



Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

This study was exempt from IRB review because it employs organization-level, publicly available secondary data.



Author contributions

BF led the construction of the dataset and CC led data analysis. All authors contributed to the article and approved the submitted version.



Conflict of interest

The author CC declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.

The remaining author declares that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. IRS. General requirements for tax-exemption under section 501(c)(3) | Internal Revenue Service. IRS Charities and Nonprofits - Charitable Hospitals. Available at: https://www.irs.gov/charities-non-profits/charitable-hospitals-general-requirements-for-tax-exemption-under-section-501c3 (Accessed September 7, 2021).

2. Kindig DA, Bakken E. Is hospital “community benefit” charity care? WMJ. (2012) 111(5):215–9.23189454

3. IRS. Community health needs assessment for charitable hospital organizations - section 501(r)(3) (2019) Available at: https://www.irs.gov/charities-non-profits/community-health-needs-assessment-for-charitable-hospital-organizations-section-501r3 (Accessed March 8, 2020).

4. Rosenbaum S. Hospital community benefit spending: leaning in on the social determinants of health. Milbank Q. (2016) 94(2):251–4. doi: 10.1111/1468-0009.12191

5. Rosenbaum S, Kindig DA, Bao J, Byrnes MK, O’Laughlin C. The value of the nonprofit hospital tax exemption was $24.6 billion in 2011. Health Aff. (2017) 34(7):1225–33. doi: 10.1377/hlthaff20141424

6. Lopez L, Dhodapkar M, Gross CP. US Nonprofit Hospitals’ community health needs assessments and implementation strategies in the era of the patient protection and affordable care act. JAMA Netw Open. (2021) 4:e2122237. doi: 10.1001/jamanetworkopen.2021.22237

7. AHA. Annual survey database. American Hospital Association (2005).

8. Franz B, Cronin CE, Singh S. Are nonprofit hospitals addressing the most critical community health needs that they identify in their community health needs assessments? J Public Health Manag Pract. (2019) 1:80–7. doi: 10.1097/PHH.0000000000001034

9. US Department of Health and Human Services - Health Resources and Services Administration. Area health resource database. Rockville, MD.

10. Kingery KL. County health rankings & roadmaps. J Youth Dev. (2018) 13(3):259–63. doi: 10.5195/jyd.2018.649

11. Singh S, Kiessling K, Rhodes J. Nonprofit Hospitals’ response to the opioid epidemic in urban communities: a content analysis of Hospitals’ community health needs assessments and implementation strategies. J Public Health Manag Pract. (2020) 26(3):243–51. doi: 10.1097/PHH.0000000000001101

12. Hospital’s tax-exempt status revoked for lack of community health needs assessment (2017). Available at: https://www.hfma.org/legal-and-regulatory-compliance/56422/ (Accessed March 3, 2023).

13. Crossley M. Health and taxes: hospitals, community health and the IRS health and taxes: hospitals, community health and the IRS health and taxes: hospitals, community health and the IRS. Yale J Health Policy Law Ethics. (2016) 16:51.27363258

14. IRS revokes hospital’s tax-exempt status for failure to comply with ACA rule. Becker’s Hospital Review (2017) Available at: https://www.beckershospitalreview.com/finance/irs-revokes-hospital-s-tax-exempt-status-for-failure-to-comply-with-aca-rule.html?cmdf=IRS+enforcement+of+CHNA+policy+in+ACA (Accessed May 3, 2023).

15. Alfano-Sobsey E, Ledford SL, Decosimo K, Horney JA. Community health needs assessment in wake county, North Carolina: partnership of public health, hospitals, academia, and other stakeholders. N C Med J. (2014) 75(6):376–83. doi: 10.17615/rfqj-1j88

16. Rubin DB, Singh SR, Young GJ. Tax-Exempt hospitals and community benefit: new directions in policy and practice. Annu Rev Public Health. (2015) 36:545–57. doi: 10.1146/annurev-publhealth-031914-122357

17. Franz B, Cronin CE, Pagan JA. What strategies are hospitals adopting to address the opioid epidemic? Evidence from a national sample of nonprofit hospitals. Public Health Rep. (2021) 136(2):228–38. doi: 10.1177/0033354920968805

18. Chang JE, Franz B, Cronin CE, Lindenfeld Z, Lai AY, Pagán JA. Racial/ethnic disparities in the availability of hospital based opioid use disorder treatment. J Subst Abuse Treat. (2022) 138:108719. doi: 10.1016/j.jsat.2022.108719

19. Hospital community benefit | The Hilltop Institute. Available at: https://www.hilltopinstitute.org/our-work/hospital-community-benefit/ (Accessed March 29, 2023).



OPS/images/frhs-03-1165928-t001.jpg
Frequency

Complete:
publicly available
CHNA and IS

Incomplete:
missing CHNA
and/or IS

Percent

Hospital

Hospital bed size (mean)

Hospitals in health
system

Hospitals major
teaching

Hospital annual
discharges (mean)

Ce

Persons reporting poor/
fair health (mean
percentage)

Uninsured (mean
percentage)

Persons in poverty
(mean percentage)

13%

County rural residents
(mean percentage)

33%

Unemployment (mean
percentage)

3.93%

Median household
income (mean)

$57,515






OPS/xhtml/Nav.xhtml




Contents





		Cover



		The public availability of hospital CHNA reports: limitations and potential to study hospital investments in the next phase of public health

		Introduction



		Methods



		Results



		Discussion



		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Conflict of interest



		Publisher's note



		References



















OPS/images/cover.jpg
& frontiers | Frontiers Health Services

The public availability of hospital CHNA
reports: limitations and potential to study
hospital investments in the next phase
of public health









OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
& frontiers | Frontiers in Health Services





OPS/images/frhs-03-1165928-g001.jpg
m Complete Set  ®WMissing One  m Missing Both






