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Non-profit Hospitals and Community Benefit – What’s Next?
The latest federal Internal Revenue Service
requirements offer an important new
opportunity for non-profit hospitals to
improve population health management
in their communities by developing
Community Health Needs Assessments
(CHNAs) and Implementation Plans
in collaboration with other hospitals
and health systems serving the same
communities. This requirement builds on
the regulations issued three years ago.
As detailed in 2012,1 Section 9007 of the
Patient Protection and Affordable Care Act of
2010 contained requirements that non-profit
hospitals must meet as 501(c)(3) charitable
organizations. Key new obligations for taxexempt hospitals included:
•C
 ompletion of a community health
needs assessment (CHNA) at least once
every 3 years by an individual with special
knowledge or expertise in public health.
•D
 evelopment of a written community
benefit implementation plan (IP) that
addresses identified needs.
•F
 ormal adoption of the community
benefit strategic and implementation
plan by the hospital’s governing body.
• Publication of the CHNA findings and
community benefit plan so that it is
widely available to the public.
•D
 emonstration of effectiveness of
community benefit efforts.
Since that time, non-profit hospitals have
performed community health needs
assessments and implemented community
health improvement plans. These have
been posted on hospital websites
throughout the country. For example,
Thomas Jefferson University Hospital’s

assessment and plan focuses on improving
access to care, chronic disease prevention
and management, and healthy lifestyle
behaviors and the environment.2
To support hospitals embarking on their
population health journey, the Health
Research & Educational Trust and the
Association for Community Health
Improvement, in partnership with the
Public Health Institute, conducted a
nationwide survey of hospitals and
health care systems to assess the state
of population health efforts in 2015. The
survey elicited responses from more
than 1,400 hospitals and addressed
how population health initiatives are
structured, partnerships with community
organizations, and the process of
assessing community health needs.3
The most important use of a CHNA
was to integrate population health into
the hospital’s strategic plan, with 85%
of hospitals reporting strong or total
commitment to population health or have
population health in their vision statement.
Although over 90% of hospitals agreed
or strongly agreed that population health
was aligned with their mission, only 19%
strongly agreed that they had the financial
resources available for population health,
and less than 20% strongly agreed that
their hospital has programs to address
socioeconomic determinants of health.
Young and colleagues conducted a national
study of the level and pattern of community
benefits that tax-exempt hospitals provide.4
The study comprised more than 1800 taxexempt hospitals, approximately two-thirds
of all such institutions. They used reports
that hospitals filed with the Internal Revenue
Service for fiscal year 2009 that document
expenditures for 7 types of community
benefits. They combined these reports with
other data to examine whether institutional,

community, and market characteristics are
associated with the provision of community
benefits by hospitals.
Overall, tax-exempt hospitals spent 7.5%
of their operating expenses on community
benefits during fiscal year 2009. More than
85% of these expenditures were devoted to
charity care and other patient care services.
Of the remaining community-benefit
expenditures, approximately 5% were devoted
to community health improvements that
hospitals undertook directly. The rest went to
education in health professions, research, and
contributions to community groups. The level
of benefits provided varied widely among the
hospitals (hospitals in the top decile devoted
approximately 20% of operating expenses to
community benefits; hospitals in the bottom
decile devoted approximately 1%). This
variation was not accounted for by indicators
of community need.4
As noted above, only 5% of community
benefit activities were devoted directly to
community health improvements, but this
may be changing. Recent estimates from
the Department of Health and Human
Services (HHS) indicate that uncompensated
care provided by hospitals is estimated
to have declined by approximately $7.4
billion in 2014.5 If a portion of community
benefit contributions were redirected
toward high-leverage community health
improvement initiatives, it could represent
a commitment of the estimated $90 billion
needed for critical community supports to
help vulnerable children and families6 and
build community capacity to leverage other
potential sources of funding.7
Final Internal Revenue Service regulations
issued December 29, 2014, include several
significant changes from the guidance that
governed the first cycle of CHNAs and IPs.
These changes include:
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• Collaborating hospitals from the same or
different health systems may develop a
joint CHNA report if their community is
defined to be the same and each of their
governing bodies adopts the joint report.

of population health strategies. They
have indicated that joint CHNAs/IPs
would help achieve greater efficiency and
effectiveness in:
• Meeting federal requirements

• Hospitals that collaborated in developing
a joint CHNA report also may develop a
joint IP. The joint IP must clearly identify
each hospital’s role and responsibilities.
• Hospitals have additional time to complete
their IPs. IPs may be adopted up to fourand-a-half months after the end of the tax
year when the CHNA is “due.” (This timing
matches the due date, without extensions,
of the hospital’s Form 990.)
Nationally, efforts to promote
collaboration in conducting CHNAs
and developing Implementation Plans
(IPs) are underway. In the Southeastern
Pennsylvania region the Hospital and
Health System Association of Pennsylvania
(HAP) and the Department of Health and
Human Services (HHS) Region III are
convening hospitals and health systems,
public health departments, and other
community stakeholders to explore how
greater collaboration about CHNAs and
IPs might play a part in the development

• Identifying common health needs in
communities served
• Aligning IPs and hospital efforts
and investments to achieve greater
improvements in community health
as well as progress toward effective
population health management and the
pursuit of the Triple Aim

hospitals, public health departments, and
others who desire to improve community
health. For example, the Philadelphia
Department of Public Health recently
completed a CHNA and will focus on
maternal and child health, access to care and
behavioral health as priorities.8
It is hoped that hospital and health
department leaders seize this opportunity
and collaborate in bringing about
transformational change, rather than
simply complying with IRS regulations.9

• Enhancing the public’s perception of
the hospital brand through community
meetings convened by multiple health
systems, demonstrable improvements in
community health, and media coverage
of these activities and results
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With Public Health Accreditation Board
(PHAB) standards also calling for local health
departments to conduct or participate
in collaborative processes for assessing,
prioritizing, and addressing community
health needs, there now is an opportunity
for mutually beneficial cooperation among
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