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Health Policy Brief
Making the most of community  

health planning in Ohio
The role of hospitals and local health departments

Introduction
Community health planning is a collaborative 
process that engages a variety of partners to 
identify and implement strategies that address 
a community’s most pressing health needs. The 
overarching aim of community health planning 
is to improve the health and wellbeing of 
community residents. 

Recent federal and state policy changes 
require nonprofit hospitals and local health 
departments (LHDs) to engage in community 
health planning activities. Hospitals and LHDs are 
required to collaborate with organizations within 
their community to prioritize their community’s 
health needs, and develop plans and implement 
strategies to address those needs. Under this 
new policy landscape, hospitals and LHDs can 
play a critical role in aligning and leveraging 
community health planning activities across the 
state to improve the overall health of Ohioans. 

Key community health 
planning terms
Community health needs 
assessment (CHNA): an 
assessment conducted by 
a hospital every three years 
to identify and prioritize its 
community’s health needs and 
identify potential measures and 
resources available to address 
its community’s prioritized health 
needs.

Implementation strategy (IS): a 
plan identifying how a hospital 
will address the significant health 
needs identified in the CHNA. 

Community health assessment 
(CHA): a collaborative assessment 
conducted at least every five 
years by a LHD to describe the 
health of the population, identify 
areas for health improvement, 
contributing factors that impact 
health outcomes and community 
assets and resources that can be 
mobilized to improve population 
health. 

Community Health Improvement 
Plan (CHIP): a collaborative plan 
conducted by a LHD that builds 
upon the CHA to set priorities, 
direct the use of resources, and 
develop and implement projects, 
programs, and policies to improve 
the health of the population 
of the jurisdiction that the LHD 
serves.
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Part One
Community health planning 
requirements for hospitals, LHDs and 
other entities
Community health planning requirements for 
hospitals and LHDs share a common goal:  to 
engage in a collaborative process to prioritize 
their communities’ most significant health 
needs and implement strategies to address 
those needs.  Both hospitals and LHDs are 
required to focus on the health needs of the 
“community,” which generally includes the 
surrounding geographic area served by the 
hospital or LHD. Specific community health 
planning requirements for hospitals and LHDs 
are outlined in this section. 

Hospitals
501(c)(3) hospital organizations are 
recognized by the Internal Revenue Service 
(IRS) as being federally tax-exempt, charitable 
organizations. 

To be recognized as a 501(c)(3) organization 
and maintain federal tax-exempt status under 
the Affordable Care Act (ACA), hospitals are 
required to conduct a community health 
needs assessment (CHNA) and adopt an 
implementation strategy (IS) every three years.1  
Most federally tax-exempt organizations are 
required to file a Form 990, which provides 
organizational and financial information to 
the IRS on an annual basis. As part of their 
Form 990, hospitals are required to provide 
information on how they are addressing 
the significant health needs identified in 
their CHNAs.2 Hospitals failing to meet these 
requirements may be subject to an excise tax 
and possible revocation of their federal tax-
exempt status.3   

The ACA requirements went into effect for 
taxable years beginning after March 23, 2012.4  

The IRS published a final rule in December 
2014, providing hospitals with guidance on 
how to comply with the ACA CHNA and IS 
requirements.5  

The new IRS rules clarify that all 501(c)(3) 
hospitals must comply with the CHNA and IS 
requirements. Certain government hospitals 
are not required to file a Form 990. However, 
under IRS guidelines, government hospitals 

seeking 501(c)(3) recognition must still develop 
a CHNA and IS and make their CHNA reports 
widely available to the public on a website.6 

Local health departments
Under Ohio Revised Code (ORC) § 3701.13, 
the director of the Ohio Department of 
Health (ODH) may require LHDs to apply 
for accreditation by the Public Health 
Accreditation Board (PHAB) by July 1, 2018 
and be PHAB accredited by July 1, 2020, as 
a condition for receiving funding from ODH. 
PHAB’s accreditation process, which launched 
in 2011, is meant to advance the quality and 
performance of public health departments.7  
As a prerequisite for PHAB accreditation, LHDs 
must submit a community health assessment 
(CHA) and a community health improvement 
plan (CHIP) that has been updated within 
the past five years.8 All LHDs that submit 
their PHAB applications after June 3, 2014 
are reviewed under the PHAB Standards 
and Measures Document Version 1.5.9 This 
document provides guidance on the CHA and 
CHIP process as well as the documentation 
requirements for LHDs. 

Figure 11 provides a summary comparison of 
hospital and LHD community health planning 
requirements.

Alignment of community health 
planning requirements for hospitals 
and LHDs 
The requirements for LHDs around 
implementation plans are more prescriptive 
than hospital implementation strategy 
requirements. As part of the CHIPs, PHAB 
requires LHDs develop measurable objectives 
and time-framed targets, identify policy 
changes needed to accomplish set health 
objectives, and designate responsibility for 
the objectives to partner organizations and 
individuals within the community. Compared 
to hospital requirements, LHDs also are 
required to place a more explicit emphasis 
on population health and addressing the 
underlying causes of poor health (see “What is 
population health?” box on page 10).   

Another notable difference between hospitals 
and LHDs is the timeline for completion of the 
CHNA/IS versus the CHA/CHIP. The CHNA/IS 
must be completed every three years, while 

http://www.gpo.gov/fdsys/pkg/FR-2014-12-31/pdf/2014-30525.pdf
http://www.phaboard.org/wp-content/uploads/SM-Version-1.5-Board-adopted-FINAL-01-24-2014.docx.pdf
http://www.phaboard.org/wp-content/uploads/SM-Version-1.5-Board-adopted-FINAL-01-24-2014.docx.pdf
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Ohio hospital landscape

Figure 1. Hospitals by facility type12
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Figure 2. Hospitals by total number 
of beds13

As of 2013, 85.2% of hospitals in Ohio were classified as either nonprofit or government-owned, compared to 78.7% of hospi-
tals nationally.10 To qualify for 501(c)(3) recognition, all of these hospitals are required to comply with the new ACA and IRS 
regulations. Most of these hospitals have completed their first CHNA and are in the process of conducting a second CHNA 
and IS for their communities. 

Figures 1 through 4 are based on information obtained for 189 nonprofit and government hospital facilities registered in 
Ohio, as of July 2014.11 

Figure 3. Hospitals by region14
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Figure 5. Hospitals by ownership type, 201316
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Figure 4. Hospitals by amount of annual 
expenses15
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Figure 6. LHDs by structure18 Figure 7. LHDs by jurisdictional 
population size19
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Figure 9. LHDs by number of 
full-time equivalents (FTEs)21 

Ohio LHD landscape
As of March 4, 2015, five Ohio LHDs had received accreditation from PHAB (Columbus city, and Delaware, Licking, 
Mahoning and Summit counties).17 Many LHDs in Ohio are moving towards full PHAB accreditation and have already 
conducted or are in the process of conducting CHAs and CHIPs for their local health districts.

Figures 6 through 10 are based on information obtained for 124 LHDs in Ohio, as of September 2014. As of May 2015, 
there are 123 LHDs in Ohio.

Figure 10. LHDs by region22
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Figure 8. LHDs by per capita 
budget20
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For more about the structure and funding of LHDs in Ohio, see Ohio Public Health Basics.

http://www.healthpolicyohio.org/ohio-public-health-basics/
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Requirement Hospitals Local health departments (LHDs)
Assessment CHNA must:

• identify significant health needs 
of the community,

• prioritize those health needs, and 
• identify resources potentially 

available to address those health 
needs.

CHA must:
• describe the health and demographics of the 

population,
• identify areas for health improvement,
• identify contributing factors that impact health 

outcomes, and
• identify community assets and resources that 

can be mobilized to improve population 
health.

Definition of 
“community”

In defining community, hospitals may 
take into account the geographic 
area served by the hospital, target 
population(s) served, and principal 
functions of the hospital facility (for 
example, a focus on a particular 
specialty area or targeted disease).

The community is defined as the jurisdiction served 
by the LHD.

Timeline CHNAs/ISs must be completed every 
three years, effective for taxable 
years beginning after March 23, 2012. 
Hospitals must provide information 
annually to the IRS on how they are 
addressing the significant health 
needs identified in their CHNAs.

CHAs/CHIPs must be completed at least every five 
years.

Collaboration and 
partnership

CHNAs must include input from 
persons who represent the broad 
interests of the community including: 
• those with special knowledge or 

expertise in public health and
• members of underserved, 

low-income, and minority 
populations.

CHNAs may be conducted in 
collaboration with other organizations 
including governmental departments 
(such as state or local health 
departments) and nonprofit 
organizations. 

Partnerships with other organizations outside of the 
health department are required in conducting the 
CHA and CHIP and documentation of the following 
must be provided:
• partners outside of the LHD that represent 

community populations and a variety of state 
and local community sectors,

• partner representation from two or more 
populations that are at a higher health risk 
or  have poorer health outcomes than other 
populations, and

• regular meetings or communications with 
partners.

Solicitation of input and 
feedback

Hospitals must solicit and take into 
account written comments received 
on their most recently conducted 
CHNA and implementation strategy.

Preliminary findings of the CHA and CHIP must 
be distributed to the community at large and 
community input must be sought.

Use of model or 
template

No specific model or template is 
required.

While no specific model or template is required, 
PHAB has identified national and state-based 
models and resources that can be used to guide 
the collaborative planning and implementation 
process for the CHA and CHIP (see Appendix for 
examples on page 26).

Data collection Hospitals must describe their method 
of data collection or cite external 
sources.

Evidence that comprehensive, broad-based data 
and information from a variety of sources were used 
to create the health assessment is required. This 
includes the use of:
• qualitative and quantitative data,
• primary and secondary data
Requires ongoing monitoring, refreshing, and 
adding of data and data analysis. Data analysis 
is expected to be neighborhood or community 
specific in order to understand health inequities and 
the factors that create them.

Figure 11. Summary of IRS and PHAB community health planning requirements 
for hospitals and LHDs23
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Requirement Hospitals Local health departments (LHDs)
Public availability and 
accessibility

CHNA report must be made widely 
available to the public and must be:
• posted on a website, and 
• made available as a paper 

copy upon request and without 
charge.

LHDs must document how they inform partners, 
stakeholders, other agencies, associations, and 
organizations of the availability of the CHA and how 
it communicates the CHA findings to the public.

Prioritization process Hospitals may use any criteria to 
prioritize the significant health needs 
identified in the CHNA, including, but 
not limited to:
• the burden, scope, severity, or 

urgency of the health need,
• the estimated feasibility and 

effectiveness of possible 
interventions,

• the health disparities associated 
with the need, and 

• the importance the community 
places on addressing the need.

LHDs must have a process to set health priorities. 
Many of the suggested models/templates in the 
PHAB guidance contain a process for prioritization. 

Multiple determinants 
of health

Health needs of a community 
identified in the CHNA may include 
the need to address financial and 
other barriers to accessing care, to 
prevent illness, to ensure adequate 
nutrition, or to address social, 
behavioral, and environmental 
factors that influence health in the 
community.

CHA must include a discussion of the contributing 
causes of the health challenges of the community 
including the social determinants of health.

Implementation The IS must be a written plan that:
• describes the actions the hospital 

facility intends to take to address 
the identified health need and 
the anticipated impact of the 
hospitals actions

• identifies the resources the 
hospital facility plans to commit 
to address the health need, and 

• describes planned collaboration 
between the hospital and other 
organizations in addressing the 
health need, and/or

• identifies why a hospital does not 
intend to address an identified 
health need.

The CHIP must be developed collaboratively 
and should describe how the health department 
and the community it serves will work together 
to improve the health of the population of the 
jurisdiction that the health department serves. The 
CHIP must include:
• desired measurable outcomes or indicators of 

health improvement and priorities for action, 
which includes community health priorities, 
measurable objectives and improvement 
strategies and activities with time-framed 
targets that were determined in the community 
planning process. Improvement strategies can 
be evidence-based, practice-based, promising 
practices or may be innovative to meet the 
needs of the community health priorities.

• policy changes needed to accomplish the 
identified health objectives, which must 
include those that are adopted to alleviate the 
identified causes of health inequity, and

• designation of individuals and organizations 
that have accepted responsibility for 
implementing strategies outlined in the 
community health improvement plan.

Alignment with state 
and national priorities

No mention in the hospital 
requirements.

LHDs must demonstrate that they considered both 
national and state health improvement priorities 
where they have been established such as Healthy 
People 2020 and the National Prevention Strategy.

Evaluation The CHNA must include an evaluation 
of the impact of any actions that 
were taken since the hospital 
finished conducting its immediately 
preceding CHNA to address the 
significant health needs identified in 
the hospital facility’s prior CHNA(s).

LHDs must provide a tracking process of actions 
taken toward the implementation of the CHIP, 
as well as documentation of areas of the plan 
implemented by the LHD and/or its partners. This 
also includes tracking the status of the effort or 
results of actions that have been taken.

LHDs must provide an annual report on the progress 
made in implementing strategies in the CHIP and 
must document that the health improvement plan 
has been reviewed and revised as necessary based 
on the report.

Note: This figure provides an overview of IRS and PHAB community health planning requirements for hospitals and LHDs 
for informational purposes only, as of April 24, 2015. It is not intended to be a comprehensive statement of hospital 
and LHD community health planning requirements. Independent verification of the information is recommended as 
requirements may change.
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the CHA/CHIP are on a five year time frame. 
However, because PHAB requires completion 
of the CHA/CHIP at least every five years, LHDs 
can adjust their community health planning 
activities to follow the shorter timeline required 
of hospitals. 

Though there are differences in the 
specificity of the community health planning 
requirements for hospitals and LHDs, there is 
also a great deal of alignment on many of the 
requirements. Specifically, both hospitals and 
LHDs must:
• have documentation of a needs 

assessment and a plan or strategy that 
identifies, prioritizes and addresses the 
health needs of the hospital’s or LHD’s 
“community,”

• identify community resources available to 
address health needs,

• engage the community and solicit input 
from a broad range of stakeholders and 
sectors within the community including 
vulnerable populations,

• focus on health disparities and the health 
issues of vulnerable populations,

• review how factors outside of the health 
care system, such as social, economic, 
behavioral and environmental factors, 
impact the health of the community, and

• distribute and communicate their findings 
to the public.

Requirements for hospitals and LHDs also 
encourage working with a wide array of 
partners throughout the community planning 
process. 

Other entities engaged in community 
planning processes
There are several other entities in Ohio 
required to conduct community assessments 
as described in Figure 12, including federally 
qualified health centers (FQHCs); alcohol, 
drug and mental health boards; and Family 
and Children First Councils. While the specific 
focus of these community assessments differ, 
they all aim to address the many factors that 
impact the overall health and wellbeing of the 
community. 

Because the requirements and timetables for 
hospitals, LHDs and other entities conducting 
community assessments do not always 
align, coordination between these different 
assessment processes can be lacking. This 
can result in missed opportunities to conduct 
community health planning in an integrated, 
meaningful and effective way. Developing 
alignment and coordination between these 
different processes can provide a stronger 
mechanism for effective community health 
planning at the local level. 
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http://www.adamhfranklin.org/who-we-serve/community-plan/
http://www.adamhfranklin.org/who-we-serve/community-plan/
http://fcf.ohio.gov/ContactUs/LocalFCFKnox.aspx
http://fcf.ohio.gov/ContactUs/LocalFCFKnox.aspx
http://www.champsonline.org/assets/files/ToolsProducts/CrossDiscResources/NeedsAssesmentData/DataDocs/ClinicandCommunityProfile.doc
http://www.champsonline.org/assets/files/ToolsProducts/CrossDiscResources/NeedsAssesmentData/DataDocs/ClinicandCommunityProfile.doc
http://www.champsonline.org/assets/files/ToolsProducts/CrossDiscResources/NeedsAssesmentData/DataDocs/ClinicandCommunityProfile.doc
https://www.liveuniteddelawarecounty.org/why-united-way/community-needs-assessment
https://www.liveuniteddelawarecounty.org/why-united-way/community-needs-assessment
https://www.liveuniteddelawarecounty.org/why-united-way/community-needs-assessment
https://www.liveuniteddelawarecounty.org/why-united-way/community-needs-assessment
http://www.communityactioncna.org/ReportCardExample.pdf
http://www.communityactioncna.org/ReportCardExample.pdf
http://www.communityactioncna.org/ReportCardExample.pdf
http://www.communityactioncna.org/ReportCardExample.pdf
http://www.ffiec.gov/craadweb/DisRptMain.aspx
http://www.ffiec.gov/craadweb/DisRptMain.aspx
http://www.ffiec.gov/craadweb/DisRptMain.aspx
http://www.ffiec.gov/craadweb/DisRptMain.aspx
http://www.ffiec.gov/craadweb/pdf/2013/D1-10000007745139.PDF
http://www.ffiec.gov/craadweb/pdf/2013/D1-10000007745139.PDF
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Part Two
Hospital community benefit: 
Promoting a population health 
approach to community 
health planning 

The IRS requires nonprofit hospitals 
to justify their tax exempt status 
by allocating a portion of their 
operating expenses towards the 
provision of community benefit – 
defined as initiatives or activities 
undertaken by hospitals to improve 
the health of the communities 
in which they serve. New IRS 
regulations for community benefit 
reporting provide an opportunity 
to integrate population health 
strategies into a hospital’s IS.  

The following section outlines the 
IRS hospital community benefit 
requirements, discusses how these 
requirements can promote the 
implementation of population health 
strategies as part of a hospital’s 
IS, and provides a closer look at 
community benefit expenditures for 
Ohio’s hospitals. 

Hospital community benefit 
reporting
Historically, the IRS recognized 
nonprofit hospitals as charitable 
organizations qualifying for federal 
tax exemption because they 
provided charity care – or free and 
reduced cost healthcare services 
to individuals unable to pay.36 
However, in 1969, the IRS established 
community benefit as the legal 
standard for hospital tax exemption, 
moving beyond charity care to 
include charitable activities that are 
“beneficial to the community as a 
whole.”37  

Notably, charity care and other 
forms of uncompensated patient 
care still account for the majority 
of hospital community benefit 
activities and expenditures today 

What is population health?
The term “population health” acknowledges 
that our health is a product of factors both 
inside and outside of the healthcare system, 
including our social, economic and physical 
environment. The Health Policy Institute of Ohio, 
with support from the National Network of Public 
Health Institutes (NNPHI) through a Robert Wood 
Johnson Foundation-funded project, convened 
a group of healthcare and public health 
stakeholders to develop a consensus definition 
of population health for Ohio. The workgroup 
defined population health for Ohio as: 

“The distribution of health outcomes across a 
geographically-defined group which result from 
the interaction between individual biology and 
behaviors; the social, familial, cultural, economic 
and physical environments that support or 
hinder wellbeing; and the effectiveness of the 
public health and healthcare systems.”  

For more information on population health, refer 
to HPIO’s brief, “What is ‘population health?’” 

The role of community health planning 
in population health
Because population health strategies are 
designed to reach geographically-defined 
audiences, rather than patient populations, 
community health planning at the city, county 
or regional level is an important vehicle for 
improving population health outcomes. 

Community health planning can be the driving 
force for promoting population health through 
the implementation of population health 
strategies that:
• define a target audience as all people living 

within a geographic area,
• go beyond medical care to address the 

social determinants of health,
• aim to improve meaningful outcomes, such 

as morbidity and mortality,
• are designed to reduce disparities and 

promote health equity, and
• acknowledge shared accountability for 

improved health, including individuals, 
public health organizations and healthcare 
providers.35 

http://www.healthpolicyohio.org/what-is-population-health/
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(see Figure 13).38 This is in part due to a lack of 
clear standards around the types of activities, 
beyond direct patient care, that count toward 
community benefit for the purposes of the IRS. 
To address this issue, there has been a call for 
greater transparency and a broadening of the 
types of activities hospitals can engage in as a 
part of community benefit. 

The filing of a Form 990 on an annual basis 
is required of most federally tax-exempt 
organizations.39 As part of a comprehensive 
redesign of the Form 990 in 2008, and in an 
effort to standardize community benefit 
reporting and increase transparency, the IRS 
added Schedule H to the Form 990.40 

Schedule H requires hospitals to provide 
information on their community benefit 
activities and policies during a tax year. In 2010 
and 2011, Schedule H was revised to track 
compliance with the ACA’s new requirements 
for 501(c)(3) hospitals. As a result, hospitals are 
now required to provide information on their 
CHNA and IS in their Schedule H.41

Under Part I of Schedule H, the IRS outlines 
eight categories of activities that are 
considered legitimate, reportable hospital 
community benefit. Part II of Schedule H 
requires reporting on “community building 
activities.” The specific categories for Part I 
and II of Schedule H are listed in Figure 14. 

Charity care
25.3%

Unreimbursed costs for  
means-tested

government programs
45.3%

Subsidized
health services

14.7%

Health professions 
education

5.3%
Research

1.3%

Cash or in-kind
contributions to

community 
groups

2.7%

Community 
health

improvement
5.3%

Figure 13. National distribution of community benefit 
expenditures, 2009

Source: Young, Gary J., et. al.“Provision of Community Benefits by Tax-Exempt U.S. 
Hospitals.” New England Journal of Medicine, Oct. 2014. 
Note: See Figure 14 for a description of these categories.
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Part 1. Reportable hospital community benefit activities
Category Summary definition as described in instructions for Schedule H
Financial assistance at cost or 
“charity care”

Includes free or discounted health services provided to persons who meet the 
organization’s criteria for financial assistance and are unable to pay for all or a 
portion of the services

Medicaid and other means-
tested government programs

Hospital unreimbursed costs related to state Medicaid programs and other 
government health programs for which eligibility depends on the recipient’s income 
or asset level, such as the State Children’s Health Insurance Program (SCHIP).

Subsidized health services Includes clinical services provided despite a financial loss to the organization. The 
financial loss is measured after removing losses associated with bad debt, financial 
assistance, Medicaid, and other means-tested government programs. In order to 
qualify as a subsidized health service, the organization must provide the service 
because it meets an identified community need. A service meets an identified 
community need if it is reasonable to conclude that, if the organization no longer 
offered the service, the service would be:
• unavailable in the community, 
• the community’s capacity to provide the service would be below the community’s 

need, or 
• the service would become the responsibility of government or another tax-exempt 

organization.

Community health 
improvement services and 
community benefit operations

Community health improvement services includes activities or programs, subsidized 
by the health care organization, carried out or supported for the express purpose of 
improving community health. Such services do not generate inpatient or outpatient 
revenue, although there may be a nominal patient fee or sliding scale fee for these 
services. Community benefit operations includes activities associated with conducting 
CHNAs, community benefit program administration, and the organization’s activities 
associated with fundraising or grant-writing for community benefit programs.

Health professions education Includes educational programs that result in a degree, certificate, or training 
necessary to be licensed to practice as a health professional, as required by state 
law, or continuing education necessary to retain state license or certification by a 
board in the individual’s health profession specialty. It does not include education or 
training programs available exclusively to the organization’s employees and medical 
staff or scholarships provided to those individuals. However, it does include education 
programs if the primary purpose of such programs is to educate health professionals 
in the broader community.

Research Any study or investigation intended to generate increased generalizable knowledge 
made available to the public.

Cash and in-kind contributions Contributions made by the organization to healthcare entities and other community 
groups restricted, in writing, to one or more of the community benefit activities 
described in Part 1 of Schedule H.

Part 2. Community building activities
Category Summary definition as described in instructions for Schedule H
Physical improvements Includes the provision or rehabilitation of housing for vulnerable populations, such 

as removing building materials that harm the health of the residents, neighborhood 
improvement or revitalization projects, provision of housing for vulnerable patients 
upon discharge from an inpatient facility, housing for low-income seniors, and the 
development or maintenance of parks and playgrounds to promote physical activity.

Economic development Includes assisting small business development in neighborhoods with vulnerable 
populations and creating new employment opportunities in areas with high rates of 
joblessness.

Community support Includes child care and mentoring programs for vulnerable populations or 
neighborhoods, neighborhood support groups, violence prevention programs, and 
disaster readiness and public health emergency activities, such as community disease 
surveillance or readiness training beyond what is required by accrediting bodies or 
government entities.

Environmental improvements Includes activities to address environmental hazards that affect community health, 
such as alleviation of water or air pollution, safe removal or treatment of garbage 
or other waste products, and other activities to protect the community from 
environmental hazards.

Figure 14. Schedule H hospital community benefit reporting categories42
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Part 2. Community building activities (cont.)
Category Summary definition as described in instructions for Schedule H
Leadership development 
and training for community 
members

Includes training in conflict resolution; civic, cultural, or language skills; and medical 
interpreter skills for community residents.

Coalition building Includes participation in community coalitions and other collaborative efforts with the 
community to address health and safety issues.

Community health 
improvement advocacy

Includes efforts to support policies and programs to safeguard or improve public 
health, access to health care services, housing, the environment, and transportation.

Workforce development Includes recruitment of physicians and other health professionals to medical shortage 
areas or other areas designated as underserved, and collaboration with educational 
institutions to train and recruit health professionals needed in the community.

Other Refers to community building activities that protect or improve the community’s 
health or safety that are not described in the categories listed above.

Aligning hospital community benefit, 
population health and community 
health planning 
“Community building activities” reported 
in Part II of Schedule H are closely aligned 
with population health strategies, which 
move beyond medical care to address 
the multiple determinants of health. The IRS 
defines “community building activities” to 
include economic development, physical 
improvements and housing, environmental 
improvements, and other activities outside of 
the healthcare system that protect or improve 
the community’s health and safety.

It is important to note that only activities 
under Part I of Schedule H are designated as 
legitimate community benefit expenditures for 
hospital tax exemption purposes.43 However, 
the IRS indicated in 2012 that some hospital 
“community building activities” may meet the 
definition of community benefit. Such activities 
should be reported in Part I of Schedule H 
under the “community health improvement” 
category rather than in Part II.  The inclusion of 
some community building activities as part of 
community benefit indicates a significant shift 
in policy away from charity care and toward 
a population-health-based approach to care. 
There continues to be dialogue at the federal 
level to broaden Part I reporting to include all 
hospital community building activities currently 
reported in Part II of Schedule H. 

For expenditures to be reported under the 
“community health improvement” category in 

Part I, there must be an established community 
need for the activity or program. The IRS 
Schedule H instructions44 state that community 
need may be demonstrated through:
• a CHNA conducted or accessed by the 

organization, 
• documentation that demonstrated 

community need or a request from a 
public health agency or community group 
was the basis for initiating or continuing the 
activity or program, and/or

• the involvement of unrelated, 
collaborative tax-exempt or government 
organizations as partners in the activity 
or program carried out for the express 
purpose of improving community health.

Explicit mention of the CHNA in the guidelines 
for establishing community need underscores 
the alignment between hospital community 
benefit, population health and community 
health planning.

The Catholic Health Association provides a 
useful resource for hospitals in identifying the 
types of activities that count towards hospital 
community benefit: http://www.chausa.org/
communitybenefit/what-counts-q-a.

State community benefit standards
Nonprofit hospitals are required to comply 
with community benefit standards set by the 
state in which they are located to preserve 
state tax exemptions. While the IRS defines 
the categories of expenditures that qualify 
as hospital community benefit, it does not 

Note: This figure provides an overview of hospital community benefit reporting categories, as of April 24, 2015, for 
informational purposes only. It is not intended to be a comprehensive statement of community benefit reporting  law. 
Independent verification of the information is recommended as laws and policies may change.
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require that hospitals provide a threshold 
amount or level of community benefit to 
ensure federal tax exempt status.45 However, 
state requirements vary and may be broader 
or more stringent than the IRS requirements. 
Some states include mandatory minimum 
amounts for community benefit and/or have 
specific state community benefit reporting 
requirements (e.g., specific reporting 
categories).46  

States can also incentivize nonprofit hospitals 
to provide community benefit activities that 
align with population health strategies by 
defining community benefit more broadly. For 

example, both California and Maryland define 
community benefit to include “community 
building activities” which move beyond 
medical care to improve the health of the 
community.47 As of early 2015, the Hilltop 
Institute reported 31 states with some form 
of community benefit reporting requirement 
for nonprofit hospitals. Five states require 
nonprofit hospitals to provide a minimum level 
of community benefit and 11 states require 
hospitals to conduct a CHNA and/or develop 
a community benefit plan or implementation 
strategy (see Figure 15).48 Ohio law does not 
have any additional community benefit or 
community health planning requirements.

CHNA and/or IS requirement (required to conduct health needs assessment 
and/or submit plan for addressing prioritized needs)

Minimum community benefit requirement (required to provide minimum level of 
community benefit/charity care as condition of state tax exemption)

Figure 15. State minimum community benefit and health planning requirements 
for nonprofit hospitals

Source: “Community Benefit State Law Profiles Comparison.” The Hilltop Institute. Accessed  April 24, 2015. 
http://www.hilltopinstitute.org/hcbp_cbl_state_table.cfm?select=cbpis
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Community benefit expenditures for Ohio’s hospitals, 2012
HPIO reviewed 107 unique IRS Schedule H forms filed for 159 nonprofit and government hospitals in 
Ohio in 2012.49   

Analysis of the Schedule H forms50 indicates that Ohio nonprofit and government hospitals spent 
a total of $3.86 billion towards net community benefit activities in 2012. This amounts to $333.97 
per capita for the overall population of Ohio.51 The net community benefit spending represents 
hospital net or unreimbursed expenses disclosed on Part I of Schedule H (see Figure 14). As reported 
on the Schedule H forms, net community benefit spending accounted for 6.46% of total hospital 
expenditures on average. 

Only 99 of the 159 hospitals reported net community building expenses on their Schedule H forms. 
The total amount of net community building spending reported for nonprofit and government 
hospitals in Ohio amounted to $18.21 million, or $1.57 per capita.52 Net community building 
spending represents hospital net or unreimbursed expenses disclosed on Part II of Schedule H 
(see Figure 14). As described on page 13, some community building activities meet the definition 
of community benefit and may have been reported in Part I of Schedule H rather than Part II. 
Consequently, the Schedule H community benefit spending may also capture some hospital 
spending on community building activities. 

Part three
Selected findings from a study of 
hospital and LHD community health 
planning documents

Methods
The Ohio Research Association for Public 
Health Improvement (RAPHI), housed at Case 
Western Reserve University, partnered with 
HPIO on a “QuickStrike” project funded by 
the Robert Wood Johnson Foundation. As 
part of the RAPHI-led project, HPIO and RAPHI 
compiled and reviewed Ohio hospital and LHD 
community health planning documents. The 
results of this study are based on document 
review. The initial findings describe the extent 
and nature of collaboration between hospitals 
and LHDs in developing their community 
health planning documents, as well as the 

health priorities hospitals and LHDs identified 
for their communities.53  

Available documents
HPIO identified 189 nonprofit and government-
owned hospitals across Ohio. Of these, 170 
had completed a CHNA and/or IS and had 
made at least one of these documents 
publicly available by posting them on their 
hospital website as of July 2014.54 One hundred 
and sixty seven (88.4%) had completed a 
CHNA and 80 (47.1%) had completed an IS 
within the past three years. The research team 
housed at Case Western Reserve University 
identified 124 local health departments in Ohio 
as of September 2014.55 Among the 124 LHDs, 
110 (88.7%) had completed a CHA and 65 
(52.4%) had completed a CHIP within the past 
five years. 

Figure 16. Per capita spending by Ohio nonprofit and government hospitals on 
community benefit and building activities

Community benefit
(n = 104 schedule H forms)

Community building
(n = 61 schedule H forms)

$333.97

$1.57

Note: Some community building activities meet the definition of community benefit and may be captured as community 
benefit in the graphic.
Source: HPIO and the Ohio Research Association for Public Health Improvement (RAPHI) analysis of Ohio nonprofit and 
government hospital Schedule H forms for 2012.
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Collaboration between LHDs
Among the 110 LHDs, 39 (35.5%) conducted a 
cross jurisdictional CHA and/or CHIP – meaning 
one or more LHDs partnered to develop the 
CHA and/or CHIP. 

Collaboration between hospitals
Of the 170 CHNAs reviewed, 34 (20%) did not 
involve collaboration with any other hospital 
facility. One hundred and twelve (65.9%) 
involved collaboration with hospitals within the 
same health system, and 85 (50%) involved 
collaboration with hospitals outside of the 
health system (not mutually exclusive). Notably, 
50 (29.4%) of the CHNAs reviewed were 100% 
identical to another hospital facility’s CHNA 
document. 

Collaboration across hospitals and 
LHDs
There were various levels of collaboration 
among hospitals and LHDs in the development 
of their community health planning 

documents. Collaboration ranged from no 
involvement in the community health planning 
process to the development of joint CHNA/
CHA and IS/CHIP documents. Joint documents 
indicate that the same document was used 
by the hospital and LHD for their CHNA/CHA or 
their IS/CHIP. There was no LHD involvement in 
the development of the CHNA for 18 (10.6%) 
of the CHNA documents reviewed. Thirty-two 
(18.8%) of the CHNAs reviewed were joint 
CHNA/CHA documents. Similarly, 19 (17.3%) 
of the CHAs reviewed indicated that hospitals 
were not involved at any level in developing 
the CHA; however, only 18 (16.4%) were joint 
CHA/CHNA documents.

As indicated in figures 19 and 20, it was 
less likely for collaboration to occur in the 
implementation phase (the development of 
the IS or CHIP) than the assessment phase. 
Only 8 (10%) of the IS documents reviewed 
were a joint IS/CHIP.  Similarly, only 4 (6.2%) of 
the CHIPs reviewed were a joint CHIP/IS. 

71
(64.5%)
1 LHD

39
(35.5%)
Two or more  
LHDs together

Figure 17. Cross-jurisdictional LHD  
CHA/CHIP (n=110)

Figure 18. CHNA collaboration 
among hospitals (n=170)

No 
collaboration 
with another 

hospital facility

Collaborated 
within own 

health system* 

Collaborated 
with at least 
one hospital 

outside of own  
health system*

20%

65.9%

50%

34

112

85

* Not mutually exclusive



16 17

Figure 20. Percent of LHDs reporting hospital collaboration on the CHA and CHIP

CHIP partner

CHIP leadership role

CHIP/IS joint document 

18.5%

24.6%

6.2%

No hospital involvement 17.3%

Provided secondary data 38.2%

Partner in data collection 33.6%

Involved in focus groups 
or key informant interviews 18.2%

Involved in prioritization 14.5%

CHA partnership 30%

CHA leadership role 33.6%

n = 110

n = 65

Hospital and LHD collaboration

18.8%

13.8%

10%

IS partner

IS leadership role

CHIP/IS joint document 

No LHD involvement 10.6%

31.8%Provided secondary data

38.2%Partner in data collection

48.2%Involved in focus groups or 
key informant interviews

31.8%Involved in prioritization

45.9%CHNA partnership

35.9%CHNA leadership role

CHA CHNA joint document

Figure 19. Percent of hospitals reporting LHD collaboration on the CHNA and IS

n = 170

n = 80

18.8%

CHA CHNA joint document 16.4%
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Figure 21. Hospital and LHD health priority categories and “clusters”

Health conditions
Heart disease
Diabetes
Asthma/COPD
Obesity
Cancer
Infectious diseases
Infant mortality/low birth weight
Oral health
Substance abuse (treatment)
Mental health
Under-immunization

Health behaviors
Chronic disease (management)
Tobacco use
Physical activity
Nutrition
Substance abuse
Emotional health
Youth development/School health
Sexual and reproductive health
Injury protection
Family violence

Community conditions
Build environment (place)
Food environment
Active living environment
Social determinants of health/health equity
Community partnership

Health system conditions
Under-insurance
Access to medical care
Access to behavioral health care
Access to dental care
Bridging public health and medicine
Quality improvement
Hospital/Clinical infrastructure
Health Information Technology
Workforce development
Funding/financing/cost of services

Obesity cluster
Access cluster
Behavioral health cluster

Identified health priorities
One of the main objectives of a community health 
assessment is to identify the significant health needs 
of the community and to prioritize community health 
issues to be addressed through an implementation 
plan or strategy. Figure 21 describes the different 
health needs identified as priorities in the hospital 
and LHD documents across four categories: health 
conditions, health behaviors, community conditions, 
and health system conditions. Note that health 
priority data includes some CHNA/IS and CHA/CHIP 
documents where no priorities were identified at all. 

HPIO and RAPHI researchers also identified themes in 
priorities across categories or priority “clusters” (see 
Figure 21). Hospitals and LHDs were most likely to 
identify priorities related to obesity (39.5%), access to 
care (37.4%) and behavioral health (32.7%). 

In addition, both hospitals and LHDs identified 
obesity and access to medical care as two of their 
top priorities. Physical activity, nutrition, addiction, 
and mental health were included in the top ten 
priorities for both hospitals and LHDs (see figures 22 
and 23).

Also, as indicated in Figure 24, LHDs were more 
likely to address community conditions and health 
behaviors versus medical conditions. Conversely, 
hospitals were more likely to address medical 
conditions.

HPIO and RAPHI plan to release further findings from 
this study, looking more closely at health priorities 
by region and the various characteristics that 
contribute to higher quality CHNA/IS and CHA/CHIP 
documents.
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Physical activity  69.6%

Obesity  69.1%

Nutrition   63.8%

Substance abuse prevention 56.5%

Access to medical care 55.1%

Food environment 49.3%

Addiction 49.3%

Youth development/schools 
46.4%

Access to behavioral 
health 44.9%

Mental health 43.5%

Obesity  68.8%

Access to medical care 58.8%

Mental health 58.2%

Addiction 54.7%

Heart disease 52.4%

Diabetes 50.0%

Cancer 47.1%

Infant mortality 42.4%

Physical activity  38.8%

Nutrition   37.1%

Figure 23. Top ten hospital and LHD health priorities
Hospital (n = 170) LHD (n = 110)

69.0%

57.0%

54.2%

52.0%

50.9%

50.5%

40.3%

36.6%

34.4%

34.2%

32.2%

29.9%

Obesity

Access to medical care

Physical activity

Addiction

Mental health

Nutrition

Substance abuse prev.

Access to beh. health

Diabetes

Heart disease

Tobacco

Infant mortality

Figure 22. Top twelve hospital and LHD health priorities* (n = 280)

*Weighted to equally represent hospitals and LHDs

Hospital and LHD priorities
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Hospitals

Medical 
conditions

Health 
behaviors

Community 
conditions

Health 
systems

38.6%

23.8%
20.7%

34.5%

1.1%

40.2%

15.6%
19.7%

Figure 24. Comparison of hospital and LHD health priority categories

Part Four
Opportunities for increasing the 
effectiveness of community health 
planning 

The following section outlines a number of 
opportunities for hospitals, LHDs, community 
health leaders, funders and state policymakers 
to increase the effectiveness of community 
health planning processes and improvement 
efforts. 

Align state and local health plans
Requirements for hospitals and LHDs to 
conduct assessments and develop plans 
at the local level parallel requirements at 
the state level (see State-level population 
health plans box on page 23).  Ideally, local 
and state-level plans would be aligned in 
their health priorities and coordinated in 
their implementation plans and strategies. 
States that have been successful in aligning 
state and community health planning 
processes have developed mechanisms for 
bi-directional communication between state 
and community health leaders. For example, 
hospitals and LHDs in New York are required 
to designate one or more individuals as their 
community health planning coordinators. 
These individuals receive updates from the 
New York State Department of Health (NYS 

DOH) and are contacts for the hospital CHNA 
and LHD CHA processes (see snapshot of 
New York on page 22).56 To ensure alignment 
between state and local health plans, some 
states also require hospitals and LHDs address 
state heath priorities in their community health 
planning processes.57 Maryland requires 
nonprofit hospitals consider the most recent 
health assessment developed by their state 
health department, local health department 
or the jurisdiction where the hospital is located 
in developing their CHNA.58

Encourage collaboration, partnership 
and meaningful community 
engagement
Effective community health planning requires 
collaboration and partnership between the 
healthcare and public health sectors and 
other entities including schools, employers, 
social service agencies, and other community 
and faith-based organizations. All stakeholders 
must work together and share accountability 
and responsibility for moving the needle 
on improving the health of Ohioans.59 To 
accomplish this, a diverse array of community 
stakeholders, including those impacted by 
proposed strategies, should be engaged 
at every stage of the community health 
planning process, including: collecting data, 
identifying priorities, identifying evidence-
based interventions, investment in strategies 
and evaluation.60  

LHDs
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Although requirements for hospitals and 
LHDs encourage working with a wide 
array of partners, there is opportunity for 
further collaboration. For example, LHDs 
in North Carolina are synchronizing their 
timeline for CHAs/CHIPs with the three 
year timeline required for hospital CHNAs/
ISs.61 North Carolina also has established a 
formal partnership between healthcare and 
public health stakeholders. The partnership 
developed measurable objectives for hospital 
and LHD community health planning activities 
around collaboration and improvement of 
health outcomes for the state’s population 
(see snapshot of North Carolina on page 23).62 
Other states, such as California and Texas, 
have instituted state-level guidelines requiring 
or encouraging hospitals to collaborate with 
LHDs and other community stakeholders 
throughout their community health planning 
process.63

Increase transparency 
Increasing transparency around hospital and 
LHD community health planning activities can 
encourage collaboration and partnership, 
community engagement, and alignment 
between state and local-level health planning. 
A number of states have implemented 
their own community health planning and 
community benefit reporting requirements 
(see Figure 15). Some of these states, such as 
Texas, Illinois, New York and Indiana, require 
hospitals and LHDs to submit their CHNA/IS and 
CHA/CHIP documents to state agencies and/
or make these documents more accessible 
to the public.64 In Ohio, there is no one place 
to easily access all of Ohio’s most recent 
hospital and LHD community health planning 
documents or information on hospital and LHD 
community health improvement activities.

ORC § 3701.07 authorizes hospital registration 
by the Ohio Department of Health (ODH). 
As part of the hospital registration process, 
Ohio hospitals must submit an Annual Hospital 
Registration and Planning Report (AHR) by 
March 1 of every calendar year to ODH. 
Information required to be reported includes 
data on hospital classification and type, as 
well as descriptive data on hospital services 
provided. Hospitals, however, are not required 
to report on their community planning or 

community benefit activities. The Ohio Hospital 
Association (OHA) has compiled a number 
of CHNA and IS documents for its member 
hospitals across the state and made them 
easily accessible at http://ohiohospitals.org/
Patient-Safety-Quality/Population-Health/
Community-Health-Needs-Assessment.aspx.

LHDs in Ohio are required to report on 
their activities to ODH through the Health 
Department Profile and Performance 
Database.65 The Database includes 
performance, as well as financial and 
staffing data for LHDs in Ohio and serves as 
a tool for LHDs to assess their readiness for 
PHAB accreditation.66 LHDs can voluntarily 
submit their CHA and CHIP documents to 
the Database. Some CHAs and CHIPs are 
also available on the ODH Network of Care 
site (http://www.networkofcare.org/splash.
aspx?state=ohio).67  

Invest in the implementation and 
evaluation of evidence-based 
population health strategies
Hospitals, LHDs and other entities could be 
incentivized to invest in the implementation of 
evidence-based population health strategies 
as part of their community health planning 
improvement efforts. Evidence-based 
strategies refer to specific programs or policy 
changes that have been evaluated and 
proven to be effective in improving health. 
Population health strategies (see “What is 
population health?” box on page 10) reach 
a broader number of people, including those 
who do not need regular medical care and 
those who lack health insurance or adequate 
access to care. The implementation of 
population health strategies can address the 
health issues of today’s patients, tomorrow’s 
potential patients and improve the overall 
health and wellbeing of community residents.

There are a number of tools that identify 
evidence-based population health strategies 
that can be implemented by hospitals and 
LHDs. For information on evidence-based 
population health strategies, refer to:
• Guide to evidence-based prevention at 

http://www.healthpolicyohio.org/tools/
health-policy-tools/guide-to-evidence-
based-prevention/ 
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• What Works for Health at http://www.
countyhealthrankings.org/roadmaps/
what-works-for-health

• The Community Guide at http://www.
thecommunityguide.org/

Continuous tracking and evaluation of 
strategies implemented and actions taken 
to address a community’s health needs is 
fundamental for effective community health 
planning. To ensure that actions taken 
are addressing the health needs of the 
community, it is critical that stakeholders invest 
in building hospital and LHD capacity to track 
progress towards defined and measurable 
objectives and outcomes.

Assess health disparities and promote 
health equity 
To improve opportunities for all to achieve 
optimal health and to prevent and reduce 
disparities among different groups, community 
health planning activities must be built on an 
understanding of the distribution of health 
outcomes within a population. “Distribution” 
refers to differences in health outcomes across 
subpopulations, such as socioeconomic, 
racial/ethnic, or age groups. 

Collection of meaningful data by race, 
ethnicity, language, income level, zip code, 
census tract and other characteristics is a 
critically important aspect of the community 
health planning process. Using data to identify 
health disparities and inequities early on 
ensures that community health improvement 

efforts are reflective of the characteristics and 
distribution of community residents. A focus 
on health disparities and health equity also 
promotes investment in targeted strategies 
that can be more effective for different groups 
of residents within the community. 

State snapshots: what other states 
are doing to encourage effective 
community health planning
New York 
Nonprofit hospitals in New York are required 
to complete and submit a community service 
plan (CSP), which mirrors the CHNA and IS 
required by the ACA, every three years.68 
CSPs must address two priorities from the New 
York State Health Improvement Plan (SHIP), 
the Prevention Agenda 2013-17.  Nonprofit 
hospitals are required to provide annual 
CSP implementation updates, which include 
progress made on selected Prevention 
Agenda priority areas, to the Office of Public 
Health Practice within the state’s Department 
of Health. LHDs are required to follow a similar 
process in the development of their CHAs.  
To reduce duplication and to increase the 
efficiency and effectiveness of community 
health planning activities, hospitals and LHDs 
are required to work together on development 
of their CHAs and CSPs.69  

Hospitals and LHDs are also required to 
designate one or more individuals as their 
CSP or CHA coordinators. These individuals 
receive updates from the New York State 
Department of Health (NYS DOH) and are the 
contacts for the hospital CSP and LHD CHA 
process. The NYS DOH reviews the submitted 
CSPs and CHAs and provides feedback on 
the plans. Technical assistance to support the 
development of these plans is also provided by 
the NYS DOH, the Greater New York Hospital 
Association, the Healthcare Association of 
New York State and the New York Association 
of County Health Officials, in addition to 
local health planning organizations.70 The 
process in New York is intended to encourage 
collaboration between hospitals and LHDs, 
increase alignment between hospital and LHD 
community health planning documents, and 
track progress towards addressing priorities 
from the state’s Prevention Agenda.

Health disparities: Differences in health 
status among distinct segments of the 
population including differences that occur 
by gender, race or ethnicity, education 
or income, disability, or living in various 
geographic localities.

Health equity: The absence of differences 
in health that are caused by social and 
economic factors. Achieving health equity 
means that all people have the opportunity 
to achieve their full health potential, with 
no one at a disadvantage because of 
social or economic circumstances.
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State-level population health 
plans
State Health Assessment (SHA): a 
requirement for state health department 
PHAB accreditation, the SHA is a 
collaborative process to identify and 
engage system stakeholders, collect and 
analyze health status data, collect and 
analyze stakeholder and community 
input data, and summarize, present and 
communicate the findings to the public.

State Health Improvement Plan (SHIP): a 
requirement for state health department 
PHAB accreditation, the SHIP serves as 
a system-wide planning guide for states 
to prioritize and address a state’s health 
needs and identify resources to address 
those needs. The SHIP is intended to 
address health improvement, strengthen 
the public health infrastructure, and 
engage system partners in contributing 
to planning, implementation and 
evaluation of strategies that can improve 
the health of a state’s population.71 ODH 
is currently in the process of updating the 
2012-2014 SHIP and will begin work on 
the next SHA and SHIP later in 2015.

State Innovation Model (SIM): an 
initiative, through the Centers for 
Medicare and Medicaid Services (CMS), 
which provides funding for states to 
design and test new payment and 
healthcare delivery models. Ohio was 
one of 16 states to receive a design 
grant in 2013 for Round One of the SIM to 
develop a State Health Care Innovation 
Plan. In 2014, Ohio was one of 11 states in 
Round Two of the SIM to receive a model 
test award to implement their State 
Health Care Innovation Plan. 

SIM Plan to Improve Population Health: 
states receiving a SIM Model test 
award must develop a state-wide plan 
to improve population health. Key 
population level measures proposed 
by CMS for this plan can be found 
here: http://innovation.cms.gov/Files/x/
SIMPopHlthMetrics.pdf. 

New Hampshire
New Hampshire defines community benefit broadly 
to include prevention activities and investments 
that promote or support a healthier community. 
The state adopted a data-driven community 
benefits reporting form that requires hospitals to 
report on hospital community benefit activities 
that address identified community needs. The 
form includes a list of potential community needs 
that address factors outside of the healthcare 
system that impact health including: poverty, 
unemployment, homelessness, economic 
development, educational attainment, high 
school completion, housing adequacy, and 
air and water quality.72 By defining community 
benefit broadly, hospitals in New Hampshire are 
encouraged to invest in a balanced portfolio of 
health improvement strategies that move beyond 
medical care to address the overall health of the 
population.   

North Carolina
In North Carolina, state and local public health 
leaders, hospitals, and community stakeholders 
developed the North Carolina Public Health 
Hospital Collaborative (PHHC). The PHHC has seven 
primary partners including the North Carolina 
hospital association, the North Carolina association 
of local health directors, and the North Carolina 
Division of Public Health. The goals of the PHHC 
include promoting collaboration among hospitals 
and LHDs on their community health planning 
activities and aligning community health planning 
activities with hospital community benefit and 
state-level population health outcome goals. To 
guide their collaborative work from 2012-2014, the 
PHHC developed the following objectives:
• By April 15, 2012, 95% of North Carolina hospitals 

and health departments will understand the 
new CHA and community benefit requirements 
and the rationale for joint collaboration.

• By January 1, 2013, 75% of North Carolina 
hospitals and health departments will be 
working collaboratively on joint CHA and 
community benefit activities.

• By April 1, 2014, 20 North Carolina communities 
will show measurable improvements in Healthy 
North Carolina 2020 outcomes related to 
priorities from CHA and community benefit 
work.73

In addition, the North Carolina Division of Public 
Health is tracking the number of LHDs in North 
Carolina that have decided to align with the 
three year health assessment cycle required of 
hospitals.74 
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Implications for action: How can hospitals, LHDs, community health 
leaders, funders and state policymakers increase the effectiveness of 
community health planning processes and improvement efforts?  

1. Align state and local health plans.
2. Encourage collaboration, partnership and meaningful community engagement 

throughout all stages of the community health planning and improvement 
processes.

3. Increase transparency and access to community health planning documents and 
information on the impact of community health planning activities. 

4. Invest in the implementation and evaluation of evidence-based population 
health strategies.

5. Assess health disparities and promote health equity. 
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Resource Description Website
ACHI Community 
Health 
Assessment 
Toolkit

The ACHI Community Health Assessment Toolkit is a guide for 
planning, leading and using community health needs assessments 
to better understand -- and ultimately improve -- the health of 
communities. This toolkit includes examples and guidelines to an 
assessment framework.

http://www.assesstoolkit.org/

Assessment 
Protocol for 
Excellence in 
Public Health

The Assessment Protocol for Excellence in Public Health (APEXPH) 
is a flexible planning tool developed for local health officials to:
• assess the organization and management of the health 

department;
• provide a framework for working with community members 

and other organizations to assess the health status of the 
community; and

• establish the leadership role of the health department in the 
community

http://www.naccho.org/topics/infrastructure/APEXPH/

Asset-Based 
Community 
Development 
Institute

The Asset-Based Community Development Institute (ABCD) is at 
the center of a large and growing movement that considers local 
assets as the primary building blocks of sustainable community 
development. Building on the skills of local residents, the power 
of local associations, and the supportive functions of local 
institutions, asset-based community development draws upon 
existing community strengths to build stronger, more sustainable 
communities for the future. This Institute offers tools and trainings 
to mobilize asset-based community mapping and development.

http://www.abcdinstitute.org/about/

Catholic Health 
Association, 
Assessing and 
Addressing 
Community 
Health Needs

Assessing and Addressing Community Health Needs was 
developed to help not-for-profit health care organizations 
strengthen their assessment and community benefit planning 
processes. Using CHA's previous work, the experience of 
community benefit professionals and public health expertise, 
this book offers practical advice on how hospitals can work with 
community and public health partners to assess community 
health needs and develop effective strategies for improving 
health in our communities.

https://www.chausa.org/communitybenefit/printed-
resources/assessing-and-addressing-community-health-needs

Centers for 
Disease Control 
and Prevention’s 
Community 
Health 
Improvement 
Navigator

A one-stop-shop that offers hospitals and other community 
stakeholders expert vetted tools and resources for:
• identifying geographic areas of greatest need within 

communities,
• establishing effective collaborations, 
• finding interventions that work for the greatest impact on health 

and wellbeing for all

www.cdc.gov/CHInav

Community 
Commons

County-level data on health outcomes, health behaviors, clinical 
care, social and economic factors and the physical environment. 
Maps of sub-county-level data available for some indicators. 
Vulnerable Populations Footprint tool provides sub-county maps 
of low educational attainment and high poverty. Breakouts by 
age, race/ethnicity, and other characteristics available for some 
indicators. Trend data available for some indicators. Includes 
data visualization, mapping, and CHNA report tools. 

http://www.communitycommons.org/

Community 
Guide (Guide 
to Community 
Preventative 
Services)

The “gold standard” source for evidence-based public health 
interventions in community settings. Covers a wide range 
of health topics. Provides recommendations and identifies 
interventions for which there is insufficient evidence. 

http://www.thecommunityguide.org/

Community 
Health Advisor

Database of evidence-based policies and programs to reduce 
tobacco use and increase physical activity. Includes interactive 
tool that generates state and county-level estimates of the health 
and cost impact of implementing specific interventions. 

http://www.communityhealthadvisor.org/

Community 
Indicators 
Consortium

CIC offers a variety of resources to help indicators' practitioners as 
well as those just interested in learning about indicators projects, 
including: webinars, a database of community indicators projects, 
and resources relevant to the field of community indicators. 

http://www.communityindicators.net/resources

Appendix
Community health planning resources
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Resource Description Website
County Health 
Rankings Action 
Cycle

Each step on the Action Cycle is a critical piece of making 
communities healthier. There is a guide for each step that 
describes key activities within each step and provides suggested 
tools, resources, and additional reading. 

http://www.countyhealthrankings.org/roadmaps/action-
center/assessneeds-resources

County Health 
Rankings & 
Roadmaps

County-level data on health outcomes, health behaviors, clinical 
care, social and economic factors, and the physical environment.

http://www.countyhealthrankings.org/

HPIO Guide to 
Evidence-Based 
Prevention

Description of key concepts in evidence-based decision-making 
and guidance on how to identify credible sources of what works 
to improve health. Includes links to recommended sources of 
evidence to address Ohio’s highest priority health problems. 

http://www.healthpolicyohio.org/tools/health-policy-tools/
guide-to-evidence-based-prevention/

Healthy People 
2020 MAP-IT 
Guide

The MAP-IT framework can be used to help:
• mobilize partners.
• assess the needs of a community.
• create and implement a plan to reach Healthy People 2020 

objectives.
• track a community’s progress.

https://www.healthypeople.gov/2020/tools-and-resources/
Program-Planning

HPIO Health 
Value 
Dashboard

Identifies Ohio’s greatest health challenges and strengths. 
Includes state-level data for population health, healthcare cost, 
prevention and public health, access, healthcare system, social 
and economic environment, and physical environment. Provides 
links to local-level data when available. 

http://www.healthpolicyohio.org/2014-health-value-
dashboard/

Mobilizing for 
Action through 
Planning and 
Partnerships

Mobilizing for Action through Planning and Partnerships (MAPP) 
is a community-driven strategic planning tool for improving 
community health. This tool includes detailed steps and guidelines 
for conducting a community assessment.

http://www.naccho.org/topics/infrastructure/mapp/
framework/index.cfm

NACCHO 
Resource Center 
for Community 
Health 
Assessments 
and Community 
Health 
Improvement 
Plans

The Resource Center for Community Health Assessments and 
Community Health Improvement Plans (CHA/CHIP Resource 
Center) provides practical, customizable tools and resources 
to all local health departments (LHDs) in a central and publicly 
accessible location. The resource center is intended to support 
LHDs and their partners in completing community health 
improvement processes, including the conduct of a community 
health assessment (CHA) and the development of a community 
health improvement plan (CHIP), for the purpose of improving the 
health of local communities.

http://www.naccho.org/topics/infrastructure/CHAIP/
chachip-online-resource-center.cfm

National 
Public Health 
Performance 
Standards

The National Public Health Performance Standards (NPHPS 
or the Standards) provide a framework to assess capacity 
and performance of public health systems and public health 
governing bodies. This framework can help identify areas for 
system improvement, strengthen state and local partnerships, 
and ensure that a strong system is in place for addressing public 
health issues.

http://www.cdc.gov/nphpsp/ 

Ohio 
Department of 
Health Network 
of Care

County- and city-level data on a wide variety of health outcomes 
and behaviors as well as the social and physical environment. 
Breakouts by age, race, ethnicity, and other characteristics 
available for some indicators. Trend data and peer county 
comparisons available for some data. 

http://www.odh.ohio.gov/features/odhfeatures/Network%20
of%20Care.aspx

Principles to 
Consider for the 
Implementation 
of a Community 
Health Needs 
Assessment 
Process

This document identifies guiding principles to inform the 
implementation of the Affordable Care Act’s community health 
needs assessment provisions applicable to not-for-profit hospitals 
that seek federal tax-exempt status. These principles offer a 
pathway for hospitals, public health entities and other interested 
parties to work collaboratively to address the health needs of their 
communities.

http://nnphi.org/CMSuploads/
PrinciplesToConsiderForTheImplementationOfACHNAProcess_
GWU_20130604.pdf

University 
of Kansas 
Community 
Toolbox

This toolkit provides guidance for conducting assessments of 
community needs and resources. This includes examples and 
outlines for conducting community assessments. 

http://ctb.ku.edu/en/assessing-community-needs-and-
resources

What Works for 
Health (County 
Health Rankings)

Searchable database of evidence-based programs and policies 
to address health behaviors, clinical care, social and economic 
factors, and the physical environment. Includes a rating of the 
strength of evidence for each strategy. 

http://www.countyhealthrankings.org/roadmaps/what-
works-for-health
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