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Context

Local public health

State and federal 
public health agencies

Employers

Community 
non-profits and 

foundations

Hospitals and health 
care providers

Schools and 
universities

Health insurers and 
managed care plans

Community at large



Conceptual Framework

• Economic theory of “crowd out”

Increased public sector spending may 
reduce private sector investment, 
e.g., in health insurance market

• Does “crowd out” occur in other areas, such as 
population health investments?



Empirical Evidence

• Prior evidence limited

• State-level analysis 
found no relationship 
between public and 
private spending on 
population health



Research Aim

• Examine relationship between governmental 
public health spending and population health 
investments of tax-exempt hospitals 

• Test hypothesis of “crowd out”:

Is greater governmental public health 
spending associated with reduced hospital 
community benefit spending?



Data Sources

• Data sources:
– IRS Form 990 Schedule H

– NACCHO Profile Study

– ASTHO Profile of State Public Health

– American Hospital Association’s Annual Survey

– Centers for Medicare and Medicaid Services

– Area Health Resource File

• All data were for the years 2009/2010.



Sample Derivation

1,832 (of 2,894) private, tax-exempt general hospitals completed 
Form 990 Schedule H at the individual hospital level

1,512 (83%) of these hospitals were merged with data for the 
corresponding LHD from the 2010 NACCHO Profile Study

1,127 (62%) of hospital-LHD pairings had complete information, 
including local and state health department spending



Sample Hospitals vs. 
All Tax-Exempt Hospitals

Characteristic Sample hospitals All private, tax-exempt 

general hospitals 

Number of beds

100 and less 44.2% 44.9%

101-299 37.1% 34.6%

300 and more 18.7% 20.5%

System affiliation

System affiliated 49.7% 55.8%

Teaching status

Teaching hospital 5.8% 7.3%

Geographic area

Rural 40.4% 40.9%

Urban 59.6% 59.1%
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Population Health Investments (1)

Total Per capita % of op exp

Governmental public health 

Local health departments $4.7 million $39

State health departments $451 million $70

Combined local and state health
departments

$93

Tax-exempt hospitals

Total community benefit $6.9 million 6.4%

Community health services $0.3 million 0.3%

Notes: Table shows median spending for all categories shown. 



Population Health Investments (2)
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Population Health Investments (3)

LHD spending SHD spending
Combined LHD 

and SHD spending

Total community 

benefit spending

0.04

(0.16)

-0.08**

(0.01)

0.01

(0.80)

Community health 

services spending

0.01

(0.76)

0.02

(0.51)

0.02

(0.58)

Note: Table shows Pearson’s correlation coefficients with p-values in parentheses. ** p<0.01.



Multivariate Model

CommBenefiti = β0+ β 1*GovPHSpendingi + β 2*Xi + ε

• Generalized linear regression models 

• Separate models for two dependent variables, total community 
benefit spending and community health services spending

• All regressions included a set of hospital, LHD, SHD, and 
community-level control variables
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Multivariate Findings

Community health 

services

Total community 

benefit

Key independent variable

Combined LHD and SHD spending 0.0003

(0.0019)

-0.0015

(0.0031)

Significant control variables

Number of beds 0.0014

(0.0010)

0.0041*

(0.0017)

Teaching hospital 0.13

(0.65)

2.54*

(1.07)

Sole community provider 1.33**

(0.47)

0.79

(0.77)

State-level CB reporting requirement 0.49

(0.29)

1.32**

(0.48)

Notes: Table shows regression coefficients with standard errors in parentheses. *p<0.05; **p<0.01. None of 
other hospital, LHD, SHD, and community-level control variables was statistically significant with the exception 
of geographic region.
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Key Findings

Study found no evidence of “crowding out” of 
hospital investment in population health by public 
sector.

✔ Size and composition of hospital community 
benefit portfolios were unrelated to level of 
governmental public health spending.

✔ More generally, none of the LHD and SHD-level 
characteristics was a significant predictor of 
hospital community benefit spending.



Major Limitations

• Data for this study was limited to one year (2009).

• Hospitals were merged to LHDs based on the 
county they are located in. 

• Unit of analysis was hospital-LHD pairing, rather 
than the community.

• Community benefits were measured in terms of 
net cost incurred by hospital. 



• Governmental public health spending does not appear to crowd 
out investments of hospitals in population health improvement. 

• Lack of relationship may not be surprising but raises questions 
about extent of communication among community stakeholders.

• Opportunities exist for public health to more actively engage 
with private sector to ensure public spending complements 
private investment.

• Joint CHA/CHNAs by hospitals and local public health may be 
first step toward joint community health improvement planning.

Implications
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Thank you for participating in today’s webinar!
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