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The Affordable Care Act expanded community benefit requirements for nonprofit hospitals, which now must demonstrate that they take into account the needs of their surrounding community in deciding where to make community benefit investments. No study to date has assessed the Community Health Needs Assessments (CHNAs) of a large sample of nonprofit hospitals to understand how hospitals determine the priority health needs that they include for their community or how prioritized health needs differ between general and children's hospitals. We analyzed the CHNAs of a 20% random sample of general hospitals in the United States as well as all children's hospitals. After identifying the five most common needs across all hospitals—mental health, substance misuse, social needs, chronic illness, and access to care—we used descriptive statistics and multivariate logistic regression to determine which hospitals were most likely to prioritize each of these five needs in their CHNA and the organizational, county, and regional factors associated with prioritizing a need. We found that children's hospitals were more likely than general hospitals to prioritize each of these five needs in their CHNA and that related county-level health indicators were significantly associated with hospitals prioritizing social needs and substance misuse as top needs in their CHNAs. County-level demographic variation, such as the percentage of white residents, and regional location were significantly related to whether hospitals prioritized a need in their CHNA. Our results suggest that children's hospitals are more likely to include a similar list of health issues on their CHNAs and that factors beyond county-level health indicators (e.g., organizational mission, regional health indicators, etc.) are operative in hospital decisions to include needs on their CHNAs.
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INTRODUCTION

Health services researchers have increasingly focused on the role that health care institutions play in not only providing health care services but also engaging entire communities to improve population health and reduce disparities. One mechanism by which scholars have studied this involvement is in the community benefit activities that nonprofit hospitals, which comprise almost two-thirds of hospitals in the United States, carry out in exchange for tax exemption. Subsequent to the Affordable Care Act (ACA), nonprofit hospitals have been subject to expanded reporting guidelines for their community benefit efforts. As such, there is an opportunity to better understand how general and children's hospitals are assessing needs in their surrounding communities, which likely impacts the development of new population health activities. Hospitals may tailor their community benefit activities to specific populations based on their organizational mission or other local factors. We explore the extent to which children's hospitals are unique in the community health needs they identify as compared with hospitals serving primarily adults. We therefore have an opportunity to assess the content of newly required community benefit reports and how the process of identifying and prioritizing health needs varies across between general and children's hospitals.

Although nonprofit hospitals have been subject to community benefit regulation since the mid-twentieth century, the ACA introduced new reporting requirements to encourage hospitals to focus their community benefit activities on local health needs in the broader community (1). Because more individuals were to be insured with the introduction of the individual mandate and new insurance exchanges and with Medicaid expansion, it was theorized that hospitals might shift some of the benefits they were providing uninsured patients to broader population health activities, which should be documented through the new reporting requirements. As of 2012, all hospitals that are registered as 501(c) (2) organizations must complete a Community Health Needs Assessment (CHNA) every three years and make this information publicly available. Hospitals must follow up this reporting process with a formal implementation plan outlining the subset of identified needs that their organization will address, along with an overview of programmatic goals and strategies (3).

The Internal Revenue Service (IRS), which oversees community benefit reporting, issued guidelines for hospitals to follow in their reporting process. Hospitals are required to identify the needs of their community, prioritize these needs into the most critical or pressing, and identify resources available to address these needs (2). Hospitals may use various methodologies to identify needs but must, at a minimum, consult the following: at least one public health department with knowledge of the community, local residents of the surrounding community, and feedback received on the previous CHNA and/or implementation strategy. The hospital must then undertake and document the process by which they synthesize these data and prioritize a list of the most significant community needs. Despite the guidelines to ensure standardized reporting, there is considerable leeway in the process. Hospitals may give significant weight to primary data, such as using survey or interview methods to include the perspectives of local residents, community leaders, or medical professionals. Hospitals may also rely significantly on secondary data such as county or state-level health indicators (4). Because there is flexibility in the process of identifying and prioritizing local health needs, hospitals within the same community may arrive at different sets of priority health needs. We have no systematic research, however, on the needs being identified by hospitals across the United States. This information is important because hospitals use this process not only to prioritize a set of critical health needs, but to guide population health activities. Whether they vary between children's or general hospitals or reflect county-level health outcomes is important for understanding the population health investments made by hospitals and the extent to which communities will benefit from the engagement of local hospitals around specific health needs.

Previous research on the content of CHNAs and implementation strategies shows that some needs are more commonly identified than others (1, 5–7). For example, social needs and social determinants of health are commonly prioritized as top needs in hospital CHNAs and hospital characteristics were associated with whether these needs were addressed by hospitals in their implementation strategy (8). Clinical needs such as access to care, insurance coverage, and mental health are also commonly identified as community needs, but not all hospitals addressed these necessities in their implementation strategies (9). Other studies have assessed the extent to which identified needs reflect secondary data on health outcomes in the community, and still others have assessed the extent to which community-level factors have shaped the CHNA process. For example, researchers have found that hospitals located in communities with the greatest health needs completed fewer community health activities than hospitals located in areas with lower need (10). Chaiyachati et al. (11) assessed a wide range of sociodemographic characteristics in the community and found that need was unrelated to the amount of spending on community development. Other studies have been conducted at the state level. Pennel et al. (12) analyzed the CHNAs of Texas hospitals and documented wide variation in how CHNAs were reported and in the quality of reports, whereas a content analysis by Beatty et al. (13) examined the degree of collaboration between hospitals and Local Health Departments in Missouri using CHNAs. Both studies described significant variation in the degree of collaboration to produce the CHNA reports. The relatively few studies that have assessed CHNAs after the ACA have not used large national samples or taken into account institutional differences, such as those found between children's and general hospitals in the United States.

Of the more than 6,000 hospitals in the United States, ~230 provide care specifically for patients younger than 18 years of age. These institutions tend to serve large geographic regions (14). As such, their role as a community anchor often differs from general hospitals. Preliminary evidence suggests that children's hospitals dedicate more resources to community benefit efforts than general hospitals (7), but we know very little about the types of activities that children's hospitals undertake and if they are different from other types of hospitals. To date, no systematic investigation has considered the CHNAs of children's hospitals or compared them with general hospitals in the United States.

Although no systematic comparisons exist between children's and general hospitals, the following case studies suggest that children's hospitals may be unique in the community needs that they identify. For example, Nationwide Children's Hospital in Columbus, Ohio, has identified upstream health issues, or the broader social environment that contributes to inequality and chronic disease, to address in their surrounding neighborhood. For example, Nationwide Children's hospital has developed initiatives to improve the quality of available housing, improve employment rates, and elevate neighborhood safety (15, 16). These upstream social determinants of health which the hospital is addressing are associated with a number of chronic diseases including asthma, hypertension, and infant mortality (17–21). The hospital also has implemented an accountable care organization called Partners for Kids, which uses population health strategies financed primarily through Medicaid funding for a much larger population of 330,000 children served by the hospital. This initiative focuses on establishing long-term funding for population health to address community needs identified in their CHNA (22, 23).

Boston Children's Hospital, like many other U.S. general and children's hospitals, was conducting regular CHNAs to guide population health planning before the ACA's new requirements. Based on results from their 2003 CHNA, they developed an innovative asthma initiative that leveraged existing partnerships and networks and included a socioecological approach to addressing child asthma. The activities they've adopted include fostering collaboration with public health departments, providing health education, undertaking case management, and engaging in policy advocacy to reduce health disparities (24). Like Nationwide Children's Hospital, they developed an innovative payment model for high-risk pediatric asthma patients, which has shown a positive return on investment and has allowed them to advocate for health care reform related to pediatric asthma.

A third case study from Children's Hospital Colorado provides data on the ability of Health Impact Assessments (HIAs) to be used as part of the CHNAs to make effective recommendations for programs and policy changes that would have a positive impact on population health outcomes. Because hospitals are asked to develop strategies to address identified needs, this approach may help hospitals meet the broader community benefit goals of addressing the most critical local issues related to community health. At Children's Hospital Colorado, they conducted pilot case studies using HIAs to inform the community benefit decision-making process. The case studies included specific needs related to children's health: the relationship between parental marijuana use and child abuse or neglect and on adolescent behavioral health. A third case study focused on a specific community served by the hospital. Preliminary findings from the use of HIAs suggest that this approach helped to synthesize feedback from multiple partners and strengthen ties between stakeholders in the process of determining the priority list of needs. The case studies also suggested that this process was effective at identifying evidence-based strategies to address community health needs (25). This approach may be an effective way to move hospital community benefit activities upstream through the use of evidence-based programs and policy advocacy.

The available case studies suggest that children's hospitals are undertaking novel approaches to population health that transcend the traditional focus on charity care and patient engagement in community benefit investments. These case studies suggest that children's hospitals are undertaking approaches aimed at general population health improvement and the reduction of health disparities as part of their community benefit process. In other words, hospitals are responding to the social and non-medical needs identified in their CHNAs with new strategies to elevate local health outcomes above and beyond the acute medical care they provide. The goal of the present study is to assess whether children's hospitals are unique in their approach to identifying community needs and which community and organizational characteristics are associated with decisions to prioritize needs in their federally mandated CHNAs.



METHODS


Sample

To build a data set of hospital community benefit practices, we brought together several types of data, including hospitals' prioritized needs from their CHNAs; organizational characteristics; and variables related to the county, state, and region. Data on hospitals' needs were gathered from the publicly available CHNAs of all nonprofit children's hospital members of the Children's Hospital Association (n = 234) and a 20% random sample of all nonprofit general, nonspecialty hospitals in the United States generated from the American Hospital Association Annual Survey (n = 617) (26). We combined these two samples for inclusion in the data set, which represented 851 hospitals. We downloaded each hospital's CHNA and implementation strategy. If these documents were not publicly available on the organization's website, we e-mailed and/or called the contact listed to request a copy of the report. If we were unable to make contact with the hospital, they were dropped from the sample. After dropping hospitals with missing information, the total sample was 737. All CHNAs and implementation strategies were collected and coded in 2018 and 2019. Because hospitals complete the reporting process every 3 years, and had the option of starting in either 2012 or 2013, the CHNAs and implementation strategies included in our data set range from 2015 to 2018. Data on organizational characteristics came from the 2015 American Hospital Association Annual Survey and 2015 Children's Hospital Association Population Health Survey. To assess community characteristics, we included the county in which each hospital is located. Data on county health characteristics came from the 2015 County Health Rankings database and the Centers for Disease Control and Prevention's National Vital Statistics System (27, 28). Additional community and county characteristics were sourced from the Area Health Resource File with data from 2015 (29).



Coding

The authors and a research assistant reviewed and coded each CHNA for the hospital's list of prioritized health needs and the corresponding implementation plan for whether a prioritized need was addressed with a specific intervention strategy. Hospitals are not required to address each need that they prioritize, but they must provide an explanation if they do not address a prioritized need. For most CHNAs, prioritized needs are clearly listed along with the process described for selecting these top needs. In a few situations, the CHNAs did not contain a clear list of health needs. In these cases, we met as a research team to review the CHNAs and collaboratively code them. In addition, we selected a number of CHNAs to code independently to ensure reliability. At several points during the coding process, we coded the same files independently to ensure reliability. Our end result was a list of the top five health needs identified by each hospital.

After coding the top needs for all hospitals, we determined the five most commonly identified health needs across the adults' and children's samples, and for each of these five health needs (see Table 1) we created dichotomous variables for whether each condition was ranked in the top five on a hospital's CHNA. We chose to take a 20% random sample of nonprofit general hospitals, rather than assess all general nonprofit hospitals, because the process of retrieving and coding CHNAs for this number of hospitals was very labor-intensive. To confirm that our analytic sample was representative of the population, we compared the organizational characteristics of the 737 hospitals within our sample to those of the 2,779 nonprofit hospitals captured in the 2015 American Hospital Association Annual Survey. We found that our sample was highly comparable to the general nonprofit hospital population across a range of characteristics (bed size, system membership, rural or urban location, critical access status, and academic medical center designation).


Table 1. Descriptive statistics for analytic sample by children's and general hospitals.
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Measures

In this study, our dependent variable is whether a hospital identified one of the five most common needs in its top five prioritized needs. We ran a separate model for each of the most commonly identified needs across the sample: mental health, access to care, chronic illness, substance misuse, and social needs. Our focal independent variable is whether the hospital is a children's hospital. We also controlled for county-level health outcome characteristics that were directly related to the identified needs considered within the study in order to assess the extent to which hospitals rank needs that are evidence in available secondary health data at the county level. We chose to use county-level data because hospitals often use counties as their service area and in their definitions of the surrounding community (4). After reviewing the available county-level measures, we selected one overlapping health variable to pair with each need. Although in some cases there were multiple needs that were related, we ran t-tests to determine if variables had a relationship with the identification of a need in hospitals' CHNAs and then met as a team to determine the variables that fit based on their conceptual and/or statistical compatibility. See Table 2 for the county-level variables that were paired with each CHNA-identified need. In addition, we controlled for county-level demographic characteristics, including whether hospitals were located in a rural county (compared with located in metro counties) based on data from the Area Health Resource File and the rural–urban continuum codes from the U.S. Department of Agriculture. Median age in a county, percentage of white residents in a county, whether the state had expanded Medicaid access after the ACA, and the broader region of the hospital served as control variables as well. We selected this set of control variables based on prior conceptual work suggesting a relationship between community-level demographics and institutional investments (30). In addition, we build on previous studies of community benefit which suggest that broader county and state environments shape hospital decision making (31).


Table 2. Logistic regression health need recognition by hospital and community characteristics.
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Analytic Strategy

To assess the relationship between hospital characteristics; county, state, and regional factors; and decisions to include needs in a hospital CHNA, we employed descriptive statistics to understand the percentage of hospitals identifying each need and then performed multivariate logistic regression to understand the impact of multiple factors on hospital decisions to identify each need. We constructed five models for each of the most common health needs and considered the odds of identifying each need, based on a variety of hospital and community-level characteristics. In each model, we assessed the relationship between identifying each need, whether an organization was a children's hospital as compared to being a general hospital, an overlapping county health outcome, and both hospital and community characteristics. All statistical analyses were conducted using Stata 16.




RESULTS

Descriptive analysis shows that 24% of the hospitals in our sample were children's hospitals. Children's hospitals were more likely to identify each of the top five most common community needs as compared with non-children's hospitals.

The gaps were largest for access and mental health (see Figure 1). For example, 65% of children's hospitals identified access compared with 42% of general hospitals. For chronic illness, 78% of children's hospitals identified this need vs. 59% of general hospitals. We found that 78% of children's hospitals identified mental health compared with 50% of general hospitals. Substance misuse was identified in the CHNAs of 34% of children's hospitals and 27% of general hospitals. Finally, 43% of children's hospital identified social needs compared with 25% of general hospitals.


[image: Figure 1]
FIGURE 1. Percent of hospitals identifying need on community health need assessment by children's and general hospitals. N = 737 hospitals.


Mental health is the need most prioritized on implementation plans by children's hospitals (68% of those who identified the need), whereas chronic illness is that need for general hospitals (53% of those identifying the need) (Table 3). All five needs were more likely to be represented on the implementation strategies of children's hospitals. If a need was prioritized on a CHNA, general hospitals were slightly more likely to have adopted one or more programs to address all needs—with the exception of mental health—in their implementation strategy. For both children's hospitals and general hospitals, social needs were the least likely to be addressed on the implementations strategy, despite being prioritized on the CHNA.


Table 3. Hospital need recognition on community health need assessment and prioritization on implementation Plan comparing children's to general hospitals.
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In terms of institutional characteristics across the sample, children's hospitals in our sample are more likely to be in the largest category of bed size: 23% of children's hospitals have 400 or more beds, whereas only 14% of general hospitals are in this category. Not surprising, children's hospitals are less likely to be in rural areas (only 1% compared with 35% of general hospitals). Key county-level characteristics are similar between the full sample and the children's hospital subsample (Table 1).

Our multivariate results provide a fuller understanding of how organizational, county, state, and regional factors relate to the identification of community health needs. Our results show that for the top five most common conditions across CHNAs in our sample, children's hospitals are more likely than general hospitals to identify each of these needs. Only two of the paired county health variables were significant, suggesting that hospitals are likely considering additional factors beyond whether secondary data indicate a critical health concern. For substance misuse, hospitals were more likely to identify this need if the county-level overdose rate was higher. Hospitals also had higher odds of including substance misuse as a top need if they were located in the Northeast, compared with the Midwest, or in counties where there was a greater proportion of white residents. Hospitals in rural counties were also less likely to identify substance misuse as a top need.

The county health ranking paired with social needs was also significant, suggesting that hospitals were more likely to identify social needs as a priority when there were more severe housing problems in the county. Hospitals also had higher odds of identifying social needs when the median county age was higher. Hospitals in the Northeast were less likely to identify social needs compared with hospitals in the Midwest. For access to care, hospitals are less likely to identify this need in the Northeast, compared with the Midwest, and when there are more white residents in the county. For chronic illness, hospitals are more likely to identify this need in the Northeast. In terms of identifying access to mental health, hospitals in systems and hospitals located in counties with a greater proportion of white residents are more likely to have mental health as a top need on their CHNA. Hospitals located in the South are less likely to identify mental health compared with hospitals in the Midwest. Finally, for social needs, children's hospital is significant and positive, as is severe housing problem, median age, and Northeast region.



DISCUSSION

Our findings provide important insight into the decisions that hospitals make to include health needs as top priorities in their CHNAs. A past study found that hospitals that ranked needs at the top of their list of prioritized needs are more likely to have accompanying strategies to address these needs in their implementation strategies (32). As such, hospital decisions to prioritize a need in their CHNA are likely related to the presence of actionable strategies in the corresponding implementation strategy. When looking at the top five needs identified in all sample hospital CHNAs (access to care, chronic illness, substance misuse, mental health, and social needs), we find that children's hospitals have greater odds of including these particular needs at the top of their prioritized needs but that other organizational characteristics are not predictive of which needs the hospitals prioritize. These findings suggest that primarily adult-serving hospitals likely have greater variation in the needs they identify and therefore are less likely to include each of the most common needs in their prioritized list. Children's hospitals may simply be more similar to one another, given their unique mission and patient population.

For example, the most common conditions among admitted patients varies greatly between children and adults. While the top five conditions for children include respiratory conditions (pneumonia, asthma, bronchitis), mood disorders, and appendicitis, the top five conditions among hospitalized adults are mental illness (mood disorders, schizophrenia), skin infections, diabetes, and biliary tract disease (33). Although substance abuse is the number seven cause of hospitalization among adults, it does not appear in the top 10 for children. Mental health conditions appear in the top five conditions for both adults and children, but represent the top two conditions for adults and are only the 4th most common condition among children.

Children are most likely to be hospitalized at general hospitals (including children's hospitals within general hospitals), but when they are hospitalized at free-standing children's hospitals they are more likely to be neonates, have higher condition severity, and have longer lengths of stay (34). Admissions to freestanding children's hospitals are also more likely to be for children with medical complexity. In terms of patient populations, children's hospitals serve larger geographic regions (35) than their general hospital counterparts and therefore may see a subset of needs as essential overall to improving population health regardless of varying public health needs in their surrounding communities. General hospitals, by contrast, may be more willing to identify needs specific to their surrounding community.

To better understand the factors that hospitals may consider when deciding whether to include a health need in their prioritized list of top five health concerns, we included a number of variables in our multivariate models. For each of the most common needs, we paired a corresponding county health indicator to assess whether hospitals relied heavily on secondary health data when ranking top needs. In most cases, these county variables did not seem to influence hospital decisions. Two exceptions included substance misuse and social needs. We interpret these findings to mean that many hospitals, and children's hospitals in particular, may be including health needs that are broader than the immediate county or reflect other priorities, such as needs that are considered highly relevant by local residents or by the hospital. One previous study found a high level of overlap between county health indicators and the prioritization of needs in CHNAs among general hospitals (32). With children's hospitals included, our findings may reflect a broader focus on regional, rather than county-level, health needs. It is also possible that both general and children's hospitals may identify needs that are compatible with their mission or expertise rather than solely relying on available public health data for the surrounding county.

Other county-level and regional characteristics were significant and provide additional insight into how hospitals make decisions about which needs to prioritize in their CHNAs. The fact that hospitals were more likely to identify mental health and substance misuse if the county had a higher proportion of white residents suggests that the demographic profiles of a community may shape decision-making. Given that mental health and substance misuse are commonly identified non-medical needs that require expanded hospital expertise and community-based partnerships, hospitals may be less likely to acknowledge these needs in racially diverse populations. It is possible that implicit bias, a phenomenon well documented in medical institutions (36, 37), may impact decision-making at the organizational level or that this is an example of the institutionalized prejudices still prevalent in society. In a similar vein, we find that hospitals are less likely to identify substance misuse if they are in rural counties, suggesting that hospitals may be aware of resources that are limited in rural areas (38) when they make decisions to rank a need as a top priority in their CHNA.

Finally, we find strong evidence that needs vary across regions. Some of these differences may reflect the prevalence of health needs in a region, such as hospitals having higher odds of identifying substance misuse in the Northeast, where rates of opioid addiction are currently higher than in many other regions. Mental health is less likely to be identified in the South, however, which suggests that broader cultural values and stigma may be associated with decisions to identify certain health conditions as top community needs. Future research should assess the extent to which social, demographic, and cultural factors shape decisions to identify specific health needs as priorities on hospitals' CHNAs.


Limitations

Our findings provide insight into community benefit decision-making for a large national sample of hospitals, but they are limited for several reasons. We rely on self-reported data from hospitals to assess what needs they rank as the most critical in their communities. Hospitals come to these conclusions in a variety of ways, including through collecting community input and establishing a ranking process for prioritizing needs in the final CHNA. Based on our use of available secondary data, we are unable to assess reasons for prioritizing a need in the CHNA. Future research should include the use of qualitative methods to better understand decision making processes and opportunities to align hospital community benefit investments with local need. Although hospitals are required to make public their most recent CHNA, a number of hospitals did not post these documents publicly or respond to our requests for a copy and therefore had to be excluded from the sample. Our study focuses primarily on the prioritizing of top health needs within hospital CHNAs and does not analyze the odds of addressing prioritized needs in the hospital's corresponding implementation strategy. We do report results on the rate by which each need is addressed with new programs in the implementation strategy, but future studies should consider which factors increase the likelihood that hospitals develop actionable and evidence-based strategies to address the needs that they identify in their CHNAs and if these differ by type of hospital. Additionally, we rely on county-level data to assess the broader community in which hospitals operate. Counties are an imperfect proxy for communities and it's likely that significant variation in health outcomes exists within counties, Nonetheless, using counties allowed us to include the most consistent source of local health data to include the health profile of counties where hospitals operate and are making community benefit investment decisions.



Public Health Implications

Because most hospitals in the United States are 501(c) (2) tax-exempt organizations, new community benefit requirements associated with the ACA aimed to increase accountability through new reporting guidelines that require hospitals to consider community health needs when making decisions about community benefit investments. Given the significant amount of flexibility that the IRS provides in completing CHNAs, our study provides insight into the factors associated with the designation of specific issues as priority health needs and how different types of hospitals may approach this task. For hospitals to contribute to population health improvement in their surrounding communities, policymakers should provide additional guidance, as well as relevant incentives to encourage hospitals to prioritize critical local health needs in their CHNAs and identify evidence-based programs to address prioritized needs.




DATA AVAILABILITY STATEMENT

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



AUTHOR CONTRIBUTIONS

BF and CC contributed to the conception and design of the study and read and approved the submitted version. CC organized the data, performed the statistical analysis, contributed to manuscript writing, and edited the manuscript. BF wrote the first draft of the manuscript.



FUNDING

We received funding from the Honors Tutorial College at Ohio University for three research apprentices to build the dataset. We also received support from Ohio University Research Division and the Heritage College of Osteopathic Medicine for publication fees.



REFERENCES

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

 2. Community Health Needs Assessment for Charitable Hospital Organizations - Section 501(r)(3). Internal Revenue Service (2019).

 3. James J. Health policy brief: nonprofit hospitals' community benefit requirements. Health Aff . (2016) 1–5. doi: 10.1377/hpb20160225.954803

 4. Franz BA, Skinner D, Murphy JW. Defining “Community” in community health evaluation: perspectives from a sample of nonprofit Appalachian hospitals. Am J Eval. (2018) 39:237–56. doi: 10.1177/1098214017722857

 5. Begun JW, Potthoff S. Moving upstream in U.S. Hospital care toward investments in population health. J Healthc Manag. (2018) 62:343–53. doi: 10.1097/JHM-D-16-00010

 6. Carroll-Scott A, Henson RM, Kolker J, Purtle J. The role of nonprofit hospitals in identifying and addressing health inequities in cities. Health Aff . (2017) 36:1102–9. doi: 10.1377/hlthaff.2017.0033

 7. Ernst & Young LLP. Results from 2013 Tax-Exempt Hospitals' Schedule H Community Benefit Reporting. American Hospital Association, USA.

 8. Rosenbaum S, Byrnes M, Rothenberg S, Gunsalus R. Improving Community Health through Hospital Community Benefit Spending: Charting a Path to Reform. (2016). Available online at: http://hsrc.himmelfarb.gwu.edu/cgi/viewcontent.cgi?article=1825&context=sphhs_policy_facpubs (accessed October 15, 2019).

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

 10. Singh SR, Cramer GR, Young GJ. The magnitude of a community's health needs and nonprofit hospitals' progress in meeting those needs: are we faced with a paradox? Public Health Rep. (2018) 133:75–84. doi: 10.1177/0033354917739581

 11. Chaiyachati KH, Qi M, Werner RM. Non-profit hospital community benefit spending based on local sociodemographics. (2018) 29:1259–68. doi: 10.1353/hpu.2018.0093

 12. 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

 13. 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

 14. About Children's Hospitals. Available online at: https://www.childrenshospitals.org/About-Us/About-Childrens-Hospitals (accessed November 3, 2019).

 15. Franz B, Skinner D, Kerr AM, Penfold R, Kelleher K. Hospital-community partnerships: facilitating communication for population health on Columbus' South Side. Health Commun. (2018) 33:1462–74. doi: 10.1080/10410236.2017.1359033

 16. Kelleher K, Reece J, Sandel M. The healthy neighborhood, healthy families initiative. Pediatrics. (2018) 142:e20180261. doi: 10.1542/peds.2018-0261

 17. Wallace M, Crear-Perry J, Richardson L, Tarver M, Theall K. Separate and unequal: Structural racism and infant mortality in the US. Heal Place. (2017) 45:140–4. doi: 10.1016/j.healthplace.2017.03.012

 18. Hughes HK, Matsui EC, Tschudy MM, Pollack CE, Keet CA. Pediatric asthma health disparities: race, hardship, housing, and asthma in a National Survey. Acad Pediatr. (2017) 17:127–34. doi: 10.1016/j.acap.2016.11.011

 19. Schickedanz A, Hamity C, Rogers A, Sharp AL, Jackson A. Clinician experiences and attitudes regarding screening for social determinants of health in a large integrated health system. Med Care. (2019) 57:S197–201. doi: 10.1097/MLR.0000000000001051

 20. Mujahid MS, Roux AVD, Cooper RC, Shea S, Williams DR. Neighborhood stressors and race/ethnic differences in hypertension prevalence (the multi-ethnic study of atherosclerosis). Am J Hypertens. (2011) 24:187–93. doi: 10.1038/ajh.2010.200

 21. Huynh M, Spasojevic J, Li W, Maduro G, Van Wye G, Waterman PD, et al. Spatial social polarization and birth outcomes: preterm birth and infant mortality - New York City, 2010-14. Scand J Public Health. (2018) 46:157–66. doi: 10.1177/1403494817701566

 22. Weier RC, Gardner W, Conkol K, Pajer K, Kelleher KJ. Partners for kids care coordination: lessons from the field. Pediatrics. (2017) 139:S109–16. doi: 10.1542/peds.2016-2786E

 23. Kelleher KJ, Cooper J, Deans K, Carr P, Brilli RJ, Allen S, et al. Cost saving and quality of care in a pediatric accountable care organization. Pediatrics. (2015) 135:e582–9. doi: 10.1542/peds.2014-2725

 24. Sommer SJ, Mannix Queenin L, Nethersole S, Greenberg J, Bhaumik U, Stillman L, et al. Children's hospital Boston community asthma initiative: partnerships and outcomes advance policy change. Prog Community Heal Partnerships Res Educ Action. (2011) 5:327–35. doi: 10.1353/cpr.2011.0044

 25. Tung GJ, Ng Williams V. Health impact assessments in hospital community benefit: a multiple case study of the use of HIAs at Children's Hospital Colorado. Chronicles Heal Impact Assess. (2017) 2:25. doi: 10.18060/21517

 26. Access Comprehensive Hospital Data With AHA Annual Survey Database : AHA Data. Available online at: http://www.ahadata.com/aha-annual-survey-database-asdb/ (accessed February 2, 2019). 

 27. National Data & Documentation: 2010-2016 | County Health Rankings & Roadmaps. Available online at: http://www.countyhealthrankings.org/explore-health-rankings/rankings-data-documentation/national-data-documentation-2010-2016 (accessed February 2, 2019). 

 28. Centers for Disease Control. NVSS - Mortality Data. Available online at: https://www.cdc.gov/nchs/nvss/deaths.htm (accessed April 30, 2019).

 29. Area Health Resource Files. Available online at: https://data.hrsa.gov/data/download (accessed February 10, 2019). 

 30. Squires GD, Kubrin CE. Privileged Places : Race, Residence, and the Structure of Opportunity. Lynne Rienner Publishers (2006). 183 p.

 31. Franz B, Cronin CE, Skinner D, Pagán JA. Do state opioid policies influence nonprofit hospitals' decisions to address substance abuse in their communities? Med Care Res Rev. (2019). doi: 10.1177/1077558719880090. [Epub ahead of print]. 

 32. 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 Heal Manag Pract. (2019). doi: 10.1097/PHH.0000000000001034. [Epub ahead of print]. 

 33. Witt WPMPH, Weiss AJ, Elixhauser A. Overview of Hospital Stays for Children in the United States, 2012. (2012). Available online at: http://www.hcup-us.ahrq.gov/reports/statbriefs/sb181- (accessed December 18, 2019).

 34. Leyenaar JAK, Ralston SL, Shieh MS, Pekow PS, Mangione-Smith R, Lindenauer PK. Epidemiology of pediatric hospitalizations at general hospitals and freestanding children's hospitals in the United States. J Hosp Med. (2016) 11:743–9. doi: 10.1002/jhm.2624

 35. Skinner D, Franz B, Taylor M, Shaw C, Kelleher KJ. How U.S. children's hospitals define population health: a qualitative, interview-based study. BMC Health Serv Res. (2018) 18:494. doi: 10.1186/s12913-018-3303-7

 36. Chapman EN, Kaatz A, Carnes M. Physicians and implicit bias: how doctors may unwittingly perpetuate health care disparities. J Gen Intern Med. (2013) 28:1504–10. doi: 10.1007/s11606-013-2441-1

 37. Sabin JA, Rivara FP, Greenwald AG. Physician implicit attitudes and stereotypes about race and quality of medical care. Med Care. (2008) 46:678–85. doi: 10.1097/MLR.0b013e3181653d58

 38. Brown JD, Goodin AJ, Talbert JC. Rural and appalachian disparities in neonatal abstinence syndrome incidence and access to opioid abuse treatment. J Rural Heal. (2018) 34:6–13. doi: 10.1111/jrh.12251

Conflict of Interest: 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 Franz and Cronin. 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-08-00047-t002.jpg
Odds ratio (SD) ~ [95% Confidence  Odds ratio (SD)  [95% Confidence ~ Odds ratio (SD)  [95% Confidence

interval] interval] interval]
Mental health
Children's hospital (Ref: 3.63 (.73 2.44-5.40 361(0.75 (2.40-5.42) 4.31(0.97)" 278-6.69
General hospitals)
County poor mental health 0.93(0.08) 0.79-1.10 092 (0.08) (0.77-1.09) 095 (0.08) 080-1.13
days
Bed size 1 (Ref: >400) = - 1.14(029) (0.70-1.87) 085 (0.24) 0.48-1.49
Bed size 2 (Ref: >400) - - 1.35 (0.82) (085-2.13) 1.14(0.28) 0.70-184
Bed size 3 (Ref: >400) . - 1.09(0.28) (0.66-1.79) 1.01(0.27) 0.60-1.69
System membership - - 1.41(024)" (1.00-1.97) 1.45 (0.26)" 1.02-2.06
State Medicaid expansion - - - - 084 (0.19) 055-1.30
Population white = - i = 1.13(0.07)" 1.00-1.28
Median age - - - - 1.00 (0.02) 096-1.05
County rural - - - - 096 (0.22) 0.62-1.50
Region: Northeast - - - - 092(0.22) 058-1.47
(Ref: Midwest)
Region: South = - = - 060 0.15)" 037-0.97
(Ref: Midwest)
Region: West (Ref: Midwest) - - - - 1.48 (0.36) 092-2.38
Access
Children's hospital 2.63(0.49)"" 1.83-3.78 265 (0,50 1.84-384 256 (0.52)" 1.72-3.82
(Ref: General hospitals)
Primary care provider rate 1.00 (0.00) 1.00-1.00 1.00 (0.00) 1.00-1.00 1.00 (0.001) 1.00-1.00
per 1,000 county residents
Bed size 1 (Ref: >400) - - 1.13(0.29) 0.68-1.85 1.18 (0.34) 0.68-2.07
Bed size 2 (Ref: >400) - - 1.11(025) 0.71-1.73 1.16(0.28) 0.73-1.86
Bed size 3 (Ref: >400) - - 1.17(030) 0.72-1.92 1.18(0.31) 0.71-1.98
System membership = - 1.20(021) 0.86-1.68 1.11(0.20) 0.78-1.58
State Medicaid expansion - - - - 1.040.23) 0.69-1.60
Population white . - - - 087 (0.05)" 0.78-0.98
Median age - - - - 1.02 (0.02) 097-1.07
County rural - - - - 1.22(0.28) 0.78-1.92
Region: Northeast - - - - 062 (0.15)" 0.39-0.99
(Ref: Midwest)
Region: South - - - - 1.35(0.32) 085-2.16
(Ref: Midwest)
Region: West (Ref: Midwest) - - - - 1.83(0.43) 1.16-2.90
Substance use
Children’s hospital 1.34 (0.25) 0.93-1.93 1.42(0.28) 0.97-2.08 1.79(0.40y 1.16-2.76
(Ref: General hospitals)
County drug death rate 1.03 (0.01)" 1.00-1.06 1.08 (0.01) 1.00-1.06 1.04 (0.02)* 1.01-1.07
Bed size 1 (Ref: >400) - - 1.47 (0.40) 0.86-2.50 1.28 (0.40) 0.70-2.35
Bed size 2 (Ref: >400) - - 1.43(0.36) 0.88-2.33 1.2(0.32) 0.73-2.06
Bed size 3 (Ref: >400) - - 0.64 (0.19) 0.36-1.15 059 (0.18) 0.32-1.08
System membership - - 073 (0.13) 051-1.05 0.78(0.15) 053-1.13
State Medicaid expansion - - - - 092(0.22) 058-1.46
Population white - - - - 1.36 (0.10)"* 1.47-157
Median age . = = = 1.02 0.03) 096-1.07
County rural - - - - 053(0.13)" 0.32-0.86
Region: Northeast - - - - 1.78 (0.44)" 1.00-2.88
(Ref: Midwest)
Region: South - - - - 099(0.27) 058-1.68
(Ref: Midwest)
Region: West (Ref: Midwest) - - - - 066 (0.19) 038-1.15
Chronic illness
Children's hospital 249 (0.50)" 1.68-3.60 220 (0.45)"** 1.47-3.30 1,89 (0.41) 1.23-2.91
(Ref: General hospitals)
Age adjusted premature 1.00 (0.001) 1.00-1.00 1.00 (0.001) 1.00-1.00 1.00 (0.001) 1.00-1.00
death
Bed size 1 (Ref: >400) - - 0.60(0.15)" 037-099 085 (0.24) 0.48-1.49
Bed size 2 (Ref: >400) - - 1.15 (0.28) 0.72-1.84 1.36(0.34) 083-2.23
Bed size 3 (Ref: >400) = . 0.92 (0.24) 0.55-1.53 0.96 (0.25) 0.57-1.62
System membership - - 085 (0.15) 0.60-1.20 0.85(0.16) 059-1.23
State Medicaid expansion = - - = 0.82(0.18) 053-1.27
Population white - - - - 0.96 (0.06) 0.85-1.09
Median age - - - - 0.99(0.02) 0.94-1.04
County rural - - - - 0.69(0.16) 0.44-1.08
Region: Northeast - - - - 1.81(0.46)" 1.10-2.96
(Ref: Midwest)
Region: South (Ref: - - - - 0.95 (0.25) 057-1.58
Midwest)
Region: West (Ref: Midwest) - - - - 0.83(0.20) 052-1.33
Social needs.
Children’s hospital 226 0.43)" 1.56-3.28 227 (0.44) 1.56-3.33 2.39 (0,50 1.69-3.50
(Ref: General hospitals)
County percent with severe 1.03 (0.01)" 1.01-1.06 1,08 (0.02 1.00-1.06 1.05(0.02)" 1.00-1.09
housing issues
Bed size 1 (Ref: >400) - - 082(0.28) 0.47-1.42 0.73(0.28) 0.40-1.35
Bed size 2 (Ref: >400) - - 0.79(0.19) 0.49-1.28 0.74(0.19) 0.45-1.22
Bed size 3 (Ref: >400) - - 1.00(027) 0.59-1.69 0.90 (0.25) 053-1.55
System membership - - 082 0.16) 057-1.20 077 0.15) 053-1.13
State Medicaid expansion - - - - 1.45(0.36) 0.89-2.36
Population white - - - - 0.99(0.08) 085-1.16
Median age - - - - 1.06* (0.03) 1.00-1.11
County rural - - - - 0.76 (0.21) 0.45-1.30
Region: Northeast - - - - 0.40(0.11)" 023-0.70
(Ref: Midwest)
Region: South = . = = 0.97 (0.26) 0.57-1.65
(Ref: Midwest)
Region: West (Ref: Midwest) - - - - 088 (0.24) 052-1.50

Estimate [95% Confidence intervel].
D < 0.05; *p < 0.01; ***p < 0.001.
N = 737,





OPS/images/fpubh-08-00047-t003.jpg
Mental Access Substance Chronic  Social

health use

illness needs

Need reported on community health needs assessment (CHNA)

Chidren's hospital ~ 78.29%  64.57%  34.29%
General hospital ~ 50.00%  41.99%  27.22%
Need included on implementation plan

Children’s hospital ~ 68.15%  54.14% 27.39%
General hospital ~~ 41.85%  35.95%  22.40%

N =737

77.71%  42.86%
58.54%  22.78%

6561%  24.84%
5295% 14.73%





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Are Children's Hospitals Unique in the Community Benefits They Provide? Exploring Decisions to Prioritize Community Health Needs Among U.S. Children's and General Hospitals



		Introduction



		Methods



		Sample



		Coding



		Measures



		Analytic Strategy







		Results



		Discussion



		Limitations



		Public Health Implications







		Data Availability Statement



		Author Contributions



		Funding



		References

















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

Are Children’s Hospitals Unique in
the Community Benefits They
Provide? Exploring Decisions to

Prioritize Community Health Needs

Among U.S. Children’s and General

Hospitals





OPS/images/fpubh-08-00047-g001.gif





OPS/images/fpubh-08-00047-t001.jpg
Children’s hospitals General hospitals

N % N %
Hospitals 175 23.74 562 7626
Hospital community health need assessment items
CHNA: access 113 6457 236 41.99
CHNA: chronic illness 136 77.71 329 58.54
CHNA: mental health 137 7829 281 50.00
CHNA: substance use 60 3429 153 2722
CHNA: social needs 75 4286 128 2278
Key county Mean £ Mean sb
characteristics
Primary care providers per 1,129 334
population
Age adjusted premature 336 73 340.66 84.21
death
Poor mental health ms 3.41 051 332 0.97
Drug overdose rate 17.24 57 1559 624
Severe housing problem 20,69 524 16.96 5.88
Hospital characteristics N % N %
Bed size: fewer than 50 14 800 172 30.60
Bed size: 50-199 84 48.00 194 34.52
Bed size: 200-399 37 21.14 119 21.47
Bed size: >400 40 2286 77 18.70
Hospital system member 132 75.43 405 72.06
Community N % N %
characteristics
State expanded Medicaid 107 61.14
County rural 2 1.14 199 35.41
Region: Northeast 35 2000 107 19.04
Region: Midwest 45 25.71 200 35.59
Region: South 59 33.71 144 25,62
Region: West 36 2057 11 19.75
Mean £ Mean sb
Non-Hispanic white 65.93 15.99 7925 17.21
population
Median age 359 298 39 45

N = 737.









OPS/images/crossmark.jpg
©

2

i

|





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





