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In order to fulfill the Patient Protection and Affordable Care Act's Community Health Needs Assessment requirements, hospital systems sometimes vary in detail between individual hospital sites or locations and performing an assessment for the entire system. This article examines needs assessments and their accompanying implementation plans across a large university hospital system and finds support for conducting assessments at the local site-level but evidence that system-wide approaches may also have significant benefits, especially at the implementation phase. It suggests a hybrid approach to the needs assessment process where systems and their individual hospitals work together to maximize health benefits to the communities served.
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INTRODUCTION

Since the inception of the 2010 Patient Protection and Affordable Care Act's (ACA's) requirement for non-profit hospitals to conduct Community Health Needs Assessments (CHNAs) every 3 years, most hospitals should have completed at least two cycles of identifying health needs in the community, developing implementation plans, and working to improve the health of their local service areas. Large hospital systems, made up of multiple individual hospital locations, have differed in their approach to conducting these CHNAs. Some have completed one CHNA report and its accompanying implementation plan for all hospitals within the system whereas others have completed CHNA and implementation plans for each individual hospital within a system. The 2010 ACA required non-profit hospitals across the United States to complete Community Health Needs Assessments whereby the hospital gathers community input and examines other data sources to identify the most important public health issues facing their service areas. After identification, hospitals must choose health issues to prioritize and create implementation strategies to address those needs. This requirement is tied directly to the tax-exempt status of hospitals and must be completed every 3 years (1). Activities related to the CHNA implementation plan are reported on the Internal Revenue Service Form 990. Prior literature has indicated the wide variation of quality among CHNAs, (2) including a lack fo consistency in method and content (3).

While community benefit has been notoriously hard to capture by non-profit hospitals, it was estimated that spending in 2012 was over 60 billion dollars in the United States (4). This enormous influx of money, part of which should now be directed toward significant public health need in communities served by these hospitals, underscores the importance of further understanding best practices for CHNA processes and the need for clarity and consistency in CHNA reporting (5). There is wide variation in the amount of this spending across hospitals, and while research has shown that prior to the CHNA act much of this spending was patient-care related (6), there is also some variation in how sites have moved this toward higher community benefit spending, tied directly to the level of CHNA implementation planning (7).

In light of these large sums of public health spending, the CHNA process has potential to be an important mechanism for improving public health at the population level and addressing systemic and environmental factors, including social determinants of health, that have proven to be difficult problems for public health practitioners to solve (8). Over the past decade there has been a tremendous growth in both the number of hospital systems (more than one hospital formally affiliated with each other) and the number of independent hospitals who have moved toward affiliation with a system (9). Hospital systems have the potential to reach large populations with both healthcare services and public health interventions through the CHNA process. Systems generally complete separate reports for each site affiliated with the hospital system, although in some cases system reports combine one or more sites into one report (10). The presence of one overarching report summarizing needs and implementation strategies across all sites within systems also varies from system to system.

Research has pointed to the importance of collaboration across hospital systems (11) and between hospitals and community partners, both through input from the public (12–14) and with local stakeholders such as health departments (15). The literature also emphasizes that increasing the scope of collaboration can help increase the resources brought to bear on projects and the benefits of expanded partnerships (11) and regional coordination (16). Potential areas where hospitals and other public partners could share needs assessment data have also been highlighted (3). Using the West Virginia University Medicine hospital system, we identify the variation in responses to the health needs identified by each local hospital siteindependently and determine which health needs were prioritized by each. Further, we attempt to cross-reference implementation strategies across each and discuss the potential for intra-system overlap and collaboration. The findings here, which will lead to a system-wide plan for the specific hospital system, also hold lessons learned for other hospitals who are a part of a larger healthcare system, but potentially also for hospitals who could coordinate or collaborate with other regional hospitals and community partners to extend resource availability for implementation around common public health goals.



MATERIALS AND METHODS

We examined eight hospitals within the West Virginia University Medicine system who went through a nearly-identical process of CHNA within the past 5 years. Table 1 describes each hospital.


Table 1. Descriptive statistics of eight hospitals affiliated with the WVU medicine system.
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For each hospital we indexed all needs prioritized (prioritized needs were not given in order of importance in the reports) and each implementation strategy chosen by the hospital. We adopted the Healthy People 2020 (17) list of social and physical determinants of health and coded each hospital implementation strategy into one of the following categories as subcategories of each identified need (obesity strategies, substance abuse strategies, etc.): Social Determinants included:

• Availability of resources to meet daily needs (e.g., safe housing and local food markets)

• Access to educational, economic, and job opportunities

• Access to health care services

• Quality of education and job training

• Availability of community-based resources in support of community living and opportunities for recreational and leisure-time activities

• Transportation options

• Public safety

• Social support

• Social norms and attitudes (e.g., discrimination, racism, and distrust of government)

• Exposure to crime, violence, and social disorder (e.g., presence of trash and lack of cooperation in a community)

• Socioeconomic conditions (e.g., concentrated poverty and the stressful conditions that accompany it)

• Residential segregation

• Language/Literacy

• Access to mass media and emerging technologies (e.g., cell phones, the Internet, and social media)

• Culture.

Physical determinants included:

• Natural environment, such as green space (e.g., trees and grass) or weather (e.g., climate change)

• Built environment, such as buildings, sidewalks, bike lanes, and roads

• Worksites, schools, and recreational settings

• Housing and community design

• Exposure to toxic substances and other physical hazards

• Physical barriers, especially for people with disabilities

• Aesthetic elements (e.g., good lighting, trees, and benches).



RESULTS

Results are presented as % of hospitals who identified and prioritized each need (Table 2) and the number of strategies addressing each need across the system stratified by physical and social determinants of health (Table 3). Since hospitals chose differing numbers of health needs to prioritize and differing numbers of strategies to address each need, the implementation planning numbers in Table 3 can represent more than one strategy within a hospital.


Table 2. Health needs prioritized by hospitals in the WVU medicine system.
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Table 3. Implementation strategies chosen by hospitals for each prioritized need.
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DISCUSSION

Our scan of CHNAs in the West Virginia University Medicine system indicates substantial overlap in the needs chosen by each hospital in the system. Only six total issues were identified and prioritized across all eight hospitals, with each hospital generally choosing 2–4 strategies each. More than half of the hospitals chose obesity and related disease, cancer, and substance abuse issues indicating these are significant issues across large portions of the system. Three issues (smoking and related disease, access to care, and mental health), however, were chosen by only a few hospitals. These results indicate that there are both substantial overlaps within communities but also strengthen the idea that needs assessment should be done at the local level and not just across the system to identify needs that might exist within smaller pockets of a system's service area and might be best served by an individual hospital site rather than leveraging system resources. A combination of local level data collection [especially considering the need to link local population health data and rankings to the needs selected by individual hospitals (18)] and CHNA reports and a system-wide reporting and implementation planning mechanism would be a strong combination for healthcare systems looking to have an impact on large-scale population health. These findings reiterate findings in the literature speaking to the importance of regional planning for community benefit (16).

Turning to implementation planning, strategies to address needs varied considerably from site to site. This may be a result of the large differences found within the population size of service areas, the geographic reach of the service areas, and the size of hospital (illustrated in Table 1 by the number of beds) which may also indicate the level of resources available at the local level. As implementation efforts continue, it is important to conduct evaluation of the impact of these efforts to determine which have a substantial impact on the needs identified within the communities. The overall hospital system is in a key position to communicate successful and unsuccessful efforts across the system and leverage additional resources toward successful interventions in order to have a stronger impact on the public health of hospital service areas. This may be especially true if resource-intensive strategies to address health concerns are evaluated and seen to have a larger impact. Small (and largely rural) sites may not have the ability to replicate successes of large hospitals due to lack of resources (19).

Across the system, the vast majority (96.6%) of implementation strategies addressed social determinants of health. Only two strategies addressed physical determinants of health. We hypothesize this may be a result of individual sites thinking about minimal resources they may have to leverage toward significant health issues. Coordinating a response across the system may increase the ability to address physical determinants of health, especially with the issue of obesity and related chronic diseases. At the same time, there may be other factors that keep hospitals from pursuing strategies related to physical determinants of health (20), so this issue may require more in-depth study.

These findings also point to a need to replicate a study such as the one conducted by Pennel, et al. (2) to revisit quality of CHNAs across individual hospitals. Further study could also scope out the varied ways systems are reporting individual site needs, implementation strategies, and how many are combining these into an overall system report.

The major limitation of this study was the ability to look at needs identified and priorities selected only among one hospital system. Further, the community health needs assessments and implementation plans were not all conducted by the same individuals or reported in the same format so there was some variation across plans that were compared.

The results presented above demonstrate both the need for individual sites to conduct their own community health needs assessments to identify unique local health issues, but also suggest there may bestrength in a system-wide approach to addressing common regional health needs. Moving forward, hospitals should consider a system-wide report that breaks down individual sites and looks at where the system could have the most impact on significant needs across its population served. Systems could leverage their larger regional resources to help shape the CHNA process developed by the ACA into a powerful public health tool.



DATA AVAILABILITY STATEMENT

The datasets generated for this study are available on request to the corresponding author.



AUTHOR CONTRIBUTIONS

TB took the lead authorship on this manuscript including the conceptual idea for the manuscript, initial drafting, and majority of writing content. ES developed the data for the tables, conducted the data collection, and assisted with overall writing. CA assisted with conceptualizing the tables, wrote portions of the discussion section, and further developed the determinants of health methodology.



FUNDING

Funding for the publication fees was paid by the West Virginia University Health Research Center.



REFERENCES

 1. Elkis M, Plumb M. Community benefit and the new IRS mandate. Popul Health Matters. (2012) 25:3.

 2. Pennel CL, McLeroy KR, Burdine JN, Matarrita-Cascante D. Nonprofit hospitals' approach to community health needs assessment. Am J Public Health. (2015) 105:e103–13. doi: 10.2105/AJPH.2014.302286

 3. Stoto MA, Smith CR. Community health needs assessments? Aligning the interests of public health and the health care delivery system to improve population health. NAM Perspectives. Discussion Paper, Washington, DC: National Academy of Medicine (2015). doi: 10.31478/201504h

 4. Leider JP, Tung GJ, Lindrooth RC, Johnson EK, Hardy R, Castrucci BC. Establishing a baseline: community benefit spending by not-for-profit hospitals prior to implementation of the affordable care act. J Public Health Manag Pract. (2017) 23:e1–9. doi: 10.1097/PHH.0000000000000493

 5. Gruber JB, Wang W, Quittner A, Salyakina D, McCafferty-Fernandez J. Utilizing community health needs assessments (CHNAs) in nonprofit hospitals to guide population-centered outcomes research for pediatric patients: new recommendations for CHNA reporting. Popul Health Manag. (2019) 22:25–31. doi: 10.1089/pop.2018.0049

 6. Singh SR, Young GJ, Daniel Lee SY, Song PH, Alexander JA. Analysis of hospital community benefit expenditures' alignment with community health needs: evidence from a national investigation of tax-exempt hospitals. Am J Public Health. (2015) 105:914–21. doi: 10.2105/AJPH.2014.302436

 7. Cramer GR, Singh SR, Flaherty S, Young GJ. The progress of US hospitals in addressing community health needs. Am J Public Health. (2017) 107:255–61. doi: 10.2105/AJPH.2016.303570

 8. Crossley M. Tax-exempt hospitals, community health needs and addressing disparities. Howard Law J. (2012) 55:687–704.

 9. Walker DM, Mora AM, Hogan TH, Diana ML, McAlearney AS. Assessing trends in hospital system structures from 2008 to 2015. Med Care. (2018) 56:831–9. doi: 10.1097/MLR.0000000000000980

 10. Baker Tilly. Allied Services Integrated Health System 2018–2021 Community Health Needs Assessment Report. Clarks Summit, PA (2018).

 11. Ainsworth D, Diaz H, Schmidtlein MC. Getting more for your money: designing community needs assessments to build collaboration and capacity in hospital system community benefit work. Health Promot Pract. (2013) 14:868–75. doi: 10.1177/1524839912470445

 12. Jordan J, Dowswell T, Harrison S, Lilford RJ, Mort M. Health needs assessment: whose priorities? Listening to users and the public. BMJ. (1998) 316:1668–70. doi: 10.1136/bmj.316.7145.1668

 13. Pennel CL, McLeroy KR, Burdine JN, Matarrita-Cascante D, Wang J. A Mixed-Methods Approach to understanding community participation in community health needs assessments. J Public Health Manag Pract. (2015). doi: 10.1089/pop.2015.0075

 14. Lightfoot AF, De Marco MM, Dendas RC, Jackson MR, Meehan EF. Engaging underserved populations in affordable care act-required needs assessments. J Health Care Poor Underserved. (2014) 25:11–8. doi: 10.1353/hpu.2014.0060

 15. Beatty KE, Wilson KD, Ciecior A, Stringer L. Collaboration among missouri nonprofit hospitals and local health departments: content analysis of community health needs assessments. Am J Public Health. (2015) 105:S337–44. doi: 10.2105/AJPH.2014.302488

 16. Baehr A, Doty AM, Karp DN, Rising KL, Carr BG, Powell RE. Developing data to support effective coordination of nonprofit hospital community benefit investments. J Healthc Manag. (2018) 63:271–80. doi: 10.1097/JHM-D-16-00031

 17. US Department of Health and Human Services. Healthy People 2020: Social Determinants of Health. Washington, DC (2015).

 18. 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). doi: 10.1097/PHH.0000000000001034. [Epub ahead of print].

 19. Skinner D, Franz B, Kelleher K. What challenges do nonprofit hospitals face in taking on community health needs assessments? A qualitative study from Appalachian Ohio. J Rural Health. (2018) 34:182–92. doi: 10.1111/jrh.12246

 20. Powell RE, Doty AM, Rising KL, Karp DN, Baehr A, Carr BG, et al. A content analysis of nonprofit hospital community health needs assessments and community benefit implementation strategies in Philadelphia. J Public Health Manag Pract. (2018) 24:326–34. doi: 10.1097/PHH.0000000000000621

Conflict of Interest: All authors are employees of West Virginia University. The authors have been contracted through the West Virginia University Hospital System to conduct Community Health Needs Assessments in the past and present.

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

Copyright © 2020 Bias, Abildso and Sarkees. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fpubh-08-00020-t003.jpg
Determinants of health addressed by topic Number of strategies

P indicates physical addressing across all
S indicated social hospitals

Drug Addiction

Access to healthcare services (S) 11

Social support (S) 5

Social norms and attitudes (S) 5

Exposure to toxic substances and other hazards (P) 1

Mental health

Access to healthcare services (5) 2

Social support (8)
Smoking and related disease

Healthcare services () 2
Social support (S)

Obesity and related chronic disease

Availabiity of community-based resources in 6
support for recreational and leisure time activities (S)

Availabilty of resources to meet daily needs (S)
Social support (S)
Social norms and attitudes (S)

Bt environment (P)

OO

Access to healthcare services (S)
Access to healthcare

Access to healthcare services () 3
Transportation options (S) 1
Cancer

Access to healthcare services () 5
Social norms and attitudes (S) 3





OPS/xhtml/Nav.xhtml




Contents





		Cover



		The Importance of Individual-Site and System-Wide Community Health Needs Assessments



		Introduction



		Materials and Methods



		Results



		Discussion



		Data Availability Statement



		Author Contributions



		Funding



		References

















OPS/images/cover.jpg
, frontiers
in Public Health

The Importance of Individual-Site
and System-Wide Community
Health Needs Assessments





OPS/images/fpubh-08-00020-t001.jpg
Hospital (year of last  Number of counties in Total population Number
completed CHNA)  self-defined service area of countiesin  of beds

service area
Bamesville Hospital 5 152,597 25
(2016)
Camden Clark Medical 10 262,318 302
Center (2017)
Jeffersor/Berkeley 2 168,383 220
Medical Centers (2018)
Potomac Valley 3 128,070 25
Hospital (2018)
Ruby Memorial 1 105,030 684
Hospital (2018)
St. Joseph's Hospital 1 24,415 51
(2019)
Summersville Regional 1 25,043 90

Medical Center (2018)
United Hospital Center 2 76,892 292





OPS/images/fpubh-08-00020-t002.jpg
Health need prioritized in plan

Obesity and related chronic disease (diabetes, heart
disease, etc)

Substance use

Cancer

Smoking and related disease (COPD, asthma, etc.)
Access to care

Mental health

prioritizing this need
100

875
625
375
25.0
250









OPS/images/crossmark.jpg
©

2

i

|





OPS/images/logo.jpg
’ frontiers
in Public Health





