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EXECUTIVE SUMMARY

EXECUTIVE SUMMARY

• Not-for-proﬁt hospitals across California are exempt from paying billions of dollars in taxes
annually. In exchange, these hospitals must invest in services and resources that promote
health and wellness in the communities they serve.1 These investments are known as “community
benefit” – health services that address “community needs and priorities through disease
prevention and improvement of health status.”2 This includes a variety of programs, from charity
care to “upstream” eﬀorts to improve community health.

• Not-for-profit hospitals can do more to promote community health. These hospitals earn
their tax-exempt status by engaging in community beneﬁt activities that improve health and
thus they have a responsibility to invest in the most eﬀective, strategic solutions to meet the
health needs of their communities. All hospitals in this study serve as anchor institutions in
regions that are majority communities of color. Given their ample resources, these hospitals
have the capacity to make large gains towards health equity in the Central Valley, but at current
rates of investment, they are failing in this responsibility.

• Low-income communities and communities of color continue to face long-standing, systemic
barriers that result in chronically poor health outcomes. The social and environmental conditions
of the Central Valley present immense potential, and challenges, to achieving health equity.
Over two-thirds of Central Valley residents are people of color and one and out of every ﬁve
persons lives in poverty. Not-for-proﬁt hospitals can improve community health by directing
community beneﬁt investments beyond hospital walls towards upstream solutions that address
the underlying causes of poor health in underserved communities.

• Not-for-proﬁt hospitals should allocate a larger portion of their total operating expenses towards
community benefit, specifically for preventative, upstream solutions beyond hospital walls.
This will result in cost-eﬀective and strategic investments that improve the social and economic
factors that most impact health. Furthermore, prioritizing preventative health will improve
health outcomes, particularly for low-income residents and communities of color, who experience
signiﬁcant health disparities.

• To determine the extent to which hospital community beneﬁt expenditures eﬀectively address
health challenges in the Central Valley, we examined publicly-available records for 11 major
not-for-proﬁt hospitals in the Valley. We analyzed data for the period from 2011 through 2014,
comparing annual diﬀerences between each individual hospital and contrasting community
beneﬁt practices within one given ﬁscal year, 2012, across individual hospitals.

• Hospitals must make community beneﬁt data and information more accessible, especially to
low-income communities and communities of color, whose needs are most often disregarded.
Not-for-proﬁt hospitals must go above and beyond current outreach and dissemination
requirements in order to facilitate an inclusive community beneﬁts process that comprehensively
assesses community health needs.

• Among the 11 not-for-proﬁt hospitals, we discovered (1) unclear and inconsistent community
beneﬁt reporting, (2) underfunding of upstream, preventative health solutions and (3) an
absence of meaningful community engagement. These three ﬁndings reﬂect signiﬁcant barriers
that make it diﬃcult for community beneﬁt spending to successfully address the systemic barriers
that restrict communities of color and others from achieving and maintaining good health.

• The needs of communities of color must be a focal point in improving the process by which notfor-proﬁt hospitals address community needs. Not-for-proﬁt hospitals must adopt a proactive,
race-conscious agenda that seeks to address health disparities that disproportionately impact
communities of color. This will have a tremendous impact on the success of California and
the nation.

RECOMMENDATIONS

• Nine out of the 11 not-for-proﬁt Central Valley hospitals relied disproportionately on hospital
staﬀ rather than community health advocates and residents in conducting their Community
Health Needs Assessment (CHNA). Approximately two-thirds of focus group participants were
employees of a not-for-proﬁt hospital. Community members prioritized the need for upstream,
preventative health more than hospital staﬀ, illustrating the importance of uplifting community
voices in the CHNA.
• Not-for-proﬁt hospitals in the Central Valley who reported their community beneﬁt spending
invested less than one percent – an average of 0.32 percent – of their 2012 operating budgets
on upstream solutions to health for vulnerable populations. Many of the hospitals studied
show decreased upstream community beneﬁt investments year after year, even as expansion
of health coverage under the Aﬀordable Care Act decreases the need for charity care
• Individual hospital community beneﬁt spending varied signiﬁcantly. While Dignity Health –
Bakersﬁeld Memorial Hospital spent 0.86 percent of its 2012 operating budget on these targeted upstream investments, Adventist Medical Centers in Hanford, Selma, and Adventist
Health – Central Valley General Hospital directed less than 0.001 percent of their 2012 operating
budgets towards upstream investments for vulnerable populations.
• Data reporting by the hospitals was incomplete, inconsistent, and in some cases did not fulﬁll
legal requirements, making it impossible to fully evaluate the hospitals’ performance. Some
hospitals did not report speciﬁc investments directed towards vulnerable populations. In other
instances, hospitals did not submit any community beneﬁt information for a given year. Indeed,
the most frequently occurring entry in the data tables below is “data not available.”
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INTRODUCTION

WHAT IS COMMUNITY BENEFIT?

A hospital is an indispensable institution that every community needs. As anchor institutions,
not-for-proﬁt hospitals can greatly improve the health of their community beyond hospital
walls through upstream investments that promote health equity and disease prevention. By
prioritizing resources towards the social determinants of health,1 not-for-proﬁt hospitals will
reduce health disparities, and increase opportunities for disadvantaged communities. One
means through which they can do this is via the community beneﬁt investments that are
required of them to maintain their tax-exempt status (discussed in more detail below).

Not-for-proﬁt hospitals are required to provide
vital health services to address, “community needs
and priorities through disease prevention and
improvement of health status.” These services are
known as “community beneﬁt.”12 In exchange for
favorable tax status, not-for-proﬁt hospitals must
invest any surplus revenue in addressing the holistic
health needs of the communities they serve.13
Each year, not-for-proﬁt hospitals receive billions
of dollars in state and federal tax subsidies and
exemptions, which amounted to nearly $3.3 billion
among California hospitals in 2010.14

In previous reports, The Greenlining Institute examined hospital community beneﬁt practices
statewidei and in San Franciscoii, ﬁnding signiﬁcant issues centered around transparency,
incomplete reporting, and inadequate community input. This report analyzes the role not-forproﬁt hospital community beneﬁt programs play in achieving health equity in California’s Central
Valley, a region with a large proportion of people of color and high rates of poverty. These factors
increase the potential importance of not-for-proﬁt hospital community beneﬁt efforts. Lowincome Americans and communities of color are far more likely to live away from open park
spaces, rely on public transportation, miss school or work because of illness, and experience
other social and economic inequities that lead to poor health.3
California’s Central Valley also has a rich history of diversity and multiculturalism that reﬂects
the potential, and immense challenges, to achieving health equity. Roughly two-thirds of residents
are people of color, with Latinos representing 54 percent of the population.4 Yet communities
of color are more than three times as likely to live in poverty as whites.5,6 White residents in
the Central Valley have an average income of $33,515. In comparison, Latinos earn $18,183,
African Americans earn $23,669, and Asian Americans earn $24,908.7 The average income of
communities of color is signiﬁcantly lower than the $29,685 statewide average.8 These ﬁnancial
constraints negatively impact the opportunities for communities of color to experience good
health — whether healthy food is affordable in their community and what environmental conditions they are exposed to because of where they can live. As a result, these underserved
communities are far more susceptible to higher rates of diabetes,9 heart disease,10 and are
almost three times as likely to experience poor mental health.11
In order to understand the role that community beneﬁt plays in uplifting communities of color
in the Central Valley, we explored how not-for-proﬁt hospitals address the needs of underserved
communities located in the following six counties: Fresno, Tulare, Kings, Kern, Merced, and
Madera. We examined the community beneﬁt practices for the following not-for-proﬁt hospitals:
Kaiser Foundation Hospitals
• Kaiser Foundation Hospital – Fresno
Dignity Health
• Dignity Health Memorial Hospital (Bakersﬁeld)
• Dignity Health Mercy Medical Center (Merced)
Adventist Health
• Adventist Medical Center – Reedley
• Adventist Medical Center – Hanford
• Adventist Medical Center – Selma
• Adventist Health Central Valley General Hospital (Hanford)
Trinity Health
• Saint Agnes Medical Center
Community Medical Centers
• Community Regional Medical Center
• Clovis Community Medical Center
• Fresno Heart and Surgical Hospital
i

Social determinants of health are the environmental and social conditions that affect health outcomes. Examples include
education and job opportunities, housing, food markets, social support, and quality of air and water.

Upstream Investment
Build affordable housing
projects with adequate
ventilation to improve
the quality of indoor air.

Upstream Investment
Increase programs to clean
the air, including public
transit and access to zeroemission vehicles.

Poor air quality and substandard
conditions are most often the cause of asthma.

TYPES OF COMMUNITY BENEFIT SPENDING
Downstream Investment

Downstream Investment

In order to maintain their tax-exempt status, not-for- Give charity care to
Provide emergency treatment for people suffering
proﬁt hospitals are required to annually report all uninsured patients with
chronic asthma.
from asthma attacks.
community beneﬁt investments to the state and
federal governments. Like all not-for-proﬁt organizations, these hospitals must submit a Form 990 to the Internal Revenue Service, detailing
all sources of revenue and expenditures. Additionally, not-for-profit hospitals must report
supplemental information via a Schedule H, which details community beneﬁt expenditures and
investments. The IRS recognizes the categories listed below as community beneﬁt, although
there is wide variation as to how the IRS and not-for-proﬁt hospitals deﬁne each category.15
Hospitals also use their own cost calculation methods to determine the value of the community
beneﬁt they provide, which means that each hospital calculates its community beneﬁt spending
differently.16 The following list details the types of investments that are considered community
beneﬁt by the IRS:
• Costs of Providing Financial Assistance (“Charity Care”) – Hospitals may provide free or
discounted health care for low-income uninsured or underinsured patients.
• Unreimbursed Cost from Medicaid and other Government Assistance Programs (“Shortfall”) – This constitutes the portion of a hospital’s spending on care for patients covered
by Medicaid/Medi-Cal and other government assistance programs that is unreimbursed
by the government.
• Community Health Improvement Services and Community Benefit Operations – This remains
a fairly broad category, which includes the administrative costs of providing community
beneﬁt health improvement services.
• Health Professions Education – This includes medical residency programs, scholarships,
and health education.
• Subsidized Health Services – Hospitals provide subsidies for underinsured patients that
reduce the cost of care.
• Research – In addition to the hospital’s own funds spent on research, research claimed
under community beneﬁt may include research funded by grants that the hospital receives
from outside sources.
• Cash and In-Kind Contributions – This includes grants given to community-based
organizations and community clinics.

ii

In 2014, Greenlining followed with a regional analysis of three not-for-profit hospitals in San Francisco.
See Community Benefit and Missed Opportunities: A Case Study of Three San Francisco Hospitals
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Not-for-proﬁt hospitals can also include additional information about investments known as
“Community Building Activities,” which are listed in the Schedule H, Part II. Community building
activities are investments in prevention that promote community health by avoiding costly
medical treatment.17 This type of community beneﬁt spending is most closely aligned with
upstream solutions — investments outside of the hospital that promote opportunities to maintain
good health before ever stepping foot into a hospital. The IRS provides the following examples
of community building activities and identiﬁes potential upstream investments in the following
areas:18
• Physical improvements to infrastructure and housing
• Economic development
• Community support
• Environmental improvements
• Leadership development and training for community members
• Coalition building

Meanwhile, implementation of the Affordable
Care Act (ACA) revolutionized health care
in the United States and launched an unprecedented expansion of health coverage,
particularly for low-income Americans and
communities of color. As illustrated in Figure
2, spending on charity care by not-for-proﬁt
hospitals in California declined by roughly
$1.38 billion from 2013 to 2014, the year that
Covered California and Medi-Cal expansion
took effect.28 These reforms have brought
about a rapid decrease in the uninsured
rate,29 signaling a unique opportunity for
not-for-proﬁt hospitals to invest upstream
and target the root causes of poor health,
like poverty and environmental conditions,
through community-building activities.

Figure 2:
Charity Care Spending For Nonproﬁt Hospitals

$4.37 billion
4,400,000,000

$4.10 billion
3,300,000,000

$2.72 billion
2,200,000,000

1,100,000,000

0
2012

2013

2014

• Community health improvement advocacy

METHODOLOGY

• Workforce development
• Other

ADVANCING HEALTH EQUITY THROUGH PREVENTATIVE HEALTH
Traditionally, not-for-proﬁt hospitals
have directed the vast majority of
their community benefit spending
towards charity care19 and financial
assistance.20,21,22 While charity care
and clinical services continue to be
important resources, particularly in
times of emergencies, this only inﬂuences a portion of our health. Doctors
cannot be expected to solve problems
that only targeted upstream investments can address. Our housing
conditions, environmental standards,
education and job opportunities, and
health behaviors comprise approximately 80 percent of the factors that
impact our health.23
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• Community Beneﬁt Plans (CBP) – Not-for-proﬁt hospitals are required to publish an
annual CBP in consultation with the communities they serve. The CBP reports community
beneﬁt expenditures of the past year, and outlines the hospital’s community beneﬁt
implementation plan for in the upcoming year.

Education
Job/Income
Family &
Social Support

Poor environmental conditions further compound health disparities for communities of color.
The regions studied in this report, where communities of color make up the majority, all
received an “F” grade for air quality from the American Lung Association26. Elevated levels of
pesticide use and pollution have led to signiﬁcantly higher likelihood of asthma, particularly
for residents who live below the poverty line.27

The Greenlining Institute

• Community Health Needs Assessments (CHNA) – Every three years, not-for-proﬁt hospitals
are required to conduct a CHNA to determine the most pressing health needs of their communities. Hospitals must solicit the input of public health professionals and historically
marginalized populations to determine the most pressing community health needs.

Smoking/
Substance Abuse

Figure 1: Factors that Inﬂuence Health
The 11 not-for-proﬁt Central Valley
hospitals studied in this report serve
some of the most diverse, yet poorest regions in California — communities that also experience
some of the worst health outcomes. People of color make up the majority of Central Valley
residents, and these communities are also more than three times as likely to live below the
federal poverty level as whites.24 And as a region, Central Valley residents have an average
income of $23,210, over $6,000 less than the state average and the second lowest in California.
Latinos, Asian Americans, and African Americans in the Central Valley have the lowest life
expectancies compared to their respective racial and ethnic groups in other regions. African
Americans in the Central Valley have the lowest life expectancy in California: 71.4 years, roughly
nine years less than the state average of 80.1 years.25

8

We researched the community benefit spending of 11 Central Valley not-for-profit hospitals
affiliated with some of the largest hospital systems in the country. These hospital systems
include Kaiser Foundation Hospitals, Dignity Health, Adventist Health, Community Medical
Centers, and Trinity Health, all of which operate multibillion-dollar budgets. We relied on
publicly available information from the Oﬃce of Statewide Health Planning and Development
(OSHPD) website. Additionally, we also analyzed available IRS Form 990s for each hospital,
obtained through the GuideStar website. Below is a description of the information we utilized
for this report:

• IRS Form 990, Schedule H – In order to maintain their favorable tax status, not-for-proﬁt
hospitals are required to submit an annual Form 990 to the IRS, which reports total
operating expenses, expenditures and other ﬁnancial details. Schedule Hiii is intended to
promote transparency and accountability for a hospital’s overall community beneﬁt
obligations, including charity care, ﬁnancial assistance, research, and community health
improvements.
• Annual Financial Data, Hospital Pivot Proﬁles – OSHPD compiles the annual ﬁnancial data
that hospitals submit each year. Using this tool, available through the Healthcare Information
Division, we were able to determine the total operating expenses of some hospitals. Total
operating expenses were not available for Kaiser Foundation Hospital – Fresno or Adventist
Medical Center – Reedley.
We analyzed the community beneﬁt spending for hospitals in this study from 2011-2014,iv comparing
annual differences between hospitals and contrasting community beneﬁt practices within one
given ﬁscal year, 2012, across all hospitals reviewed.
iii

The Schedule H requires not-for-profit hospitals to report spending towards the social determinants of health,
including a section to report “community building activities.”

iv

Not for profit hospitals were first required to submit a CBP in 1996, and conduct a CHNA based on ACA guidelines
in 2012. The most recently published CBPs detail not-for-profit hospital community benefit activities in 2014.
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2012 Hospital Comparison: Operating Expenses and Community Benefit
Spending Towards Vulnerable Populations

FINDINGS

Percentage of Total

LIMITATIONS AND DISCREPANCIES IN DATA TRANSPARENCY
The lack of data and transparency from the not-for-profit hospitals analyzed in this report
provided consistent barriers to our research. We discovered missing or unclear data from all
11 hospitals in this study:

Hospital
Kaiser Foundation

• We were not able to identify Kaiser Foundation Hospital - Fresno’s total operating expenses
because this facility operates within an integrated hospital system and health plan. This
unique model differentiates Kaiser Foundation Hospitals from all other hospital systems in
this study, which prevented us from directly analyzing Kaiser’s community beneﬁt footprint
compared to other hospitals.
•
Starting in 2013, Adventist Health Hospitals stopped distinguishing their community
beneﬁt investments directed towards vulnerable populations from those aimed at the
broader community. This prevented us from determining how, if at all, Adventist Health
addressed the needs of low-income residents and communities of color.
•
Adventist Medical Center – Reedley did not disclose its total operating expenses until
2014. Furthermore, this hospital did not submit a 2011 CBP.
•
Saint Agnes Medical Center did not submit a 2011, 2012 or 2013 CBP. While we were able
to locate community beneﬁt spending data for 2013 referenced in the 2014 CBP, we were
not able to obtain data for 2011 or 2012.
•
The Community Medical Center hospitals did not report their community beneﬁt investments directed toward vulnerable populations. Additionally, this hospital group provided
approximated data rather than ﬁnal expenses.
•
All hospitals, apart from Saint Agnes Medical Center, failed to provide detailed, complete
breakdowns of their community beneﬁt investments. The majority of the hospitals have
large portions of claimed community beneﬁt spending unaccounted for in the CBPs.
To ﬁll these gaps in data, we reached out directly to each hospital to solicit additional community
beneﬁt information. We sent multiple inquiries by phone and email over the course of several
months during the summer and fall of 2015, but received only one response. In another case,
we were directed to the hospital’s marketing department. However, we did not receive a call
back from the marketing department.

SMALL AND INCONSISTENT INVESTMENTS IN VULNERABLE POPULATIONS
We discovered numerous barriers to transparency in the reported community beneﬁt expenditures
of every hospital we studied. Although not-for-proﬁt hospitals are required to separate their
community beneﬁt spending directed towards vulnerable populations from beneﬁts to the
broader community, Adventist Health hospitals omitted this in 2013 and 2014, while the Community
Medical Center hospitals also failed to do so for 2014. Additionally, Kaiser Foundation Hospital
– Fresno and Adventist Medical Center – Reedley do not disclose their total operating expenses.
In order to compare investments in upstream solutions for vulnerable populations, we analyzed
2012 community beneﬁt data, which was the ﬁnal year that Adventist Health hospitals disaggregated
their spending between vulnerable populations and the broader community. This gave us the
largest number of hospitals to compare.
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Total Community Benefit

Operating Expenses

Dollars Towards Upstream

Towards Upstream

Total 2012

Investments for

Investments for

Operating Expenses

Vulnerable Populations

Vulnerable Populations

Data not available

$1,256,584

Data not available

$236,863,394

$1,102,531

0.47%

$267,603,710

$2,180,288

0.81%

$211,504,243

$6,319

0.00%

Data not available

$0

Data not available

$86,852,651

$6,268

0.01%

$399,704,289

Data not available

Data not available

$1,152,444,323

Data not available

Data not available

$2,354,972,610

$4,551,990

0.32%

Hospital – Fresno
Dignity Health Mercy
Medical Center
Dignity Health Bakersfield
Memorial Hospital
Adventist Medical Center –
Hanford and Selma
Adventist Medical
Center – Reedley
Adventist Central Valley
General Hospital
Saint Agnes Medical
Center
Community Medical
Centers
Total /Average

*Because Kaiser Foundation Hospital – Fresno and Adventist Medical Center - Reedley do not disclose
their total operating budgets, we were unable to calculate the percent spending dedicated to upstream
solutions for vulnerable populations.

Overall, not-for-proﬁt hospitals in the Central Valley only invested 0.32 percent of their total
2012 operating expenses in upstream solutions for vulnerable populations. Aside from Adventist
Medical Center – Reedley and Kaiser Foundation Hospital – Fresno, the nine other hospitals
control over $2.35 billion in operating expenses.
Our analysis also revealed wide discrepancies in the percentage of total operating expenses
towards upstream solutions for vulnerable populations. Adventist Medical Centers – Hanford
and Selma combined spent less than 0.001 percent of their total operating budgets on
upstream investments for vulnerable populations, the lowest in the study.

COMMUNITY INVOLVEMENT
The requirement for a Community Health Needs Assessment stems from recognition that the
people who live, work and play in a given community are the foremost experts on that community’s
health needs. Not-for-proﬁt hospitals are required by law to develop a “method for soliciting
the views of the community served by the hospital” and consult community advocates during
the development of their community beneﬁt implementation plans.30 Community input is primarily
facilitated through the CHNAs. Not-for-proﬁt hospital community beneﬁt spending must be
accountable to the health priorities established in the CHNAs.
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We found signiﬁcant variation in the level of community engagement across hospital CHNAs.
They differed on: (1) the quality and substance of their community engagement efforts, (2)
whom from the community the hospitals engaged, and (3) whether or not the community
recommendations received through this process ended up in the implementation strategy.
Hospital Council of Northern and Central California Joint CHNA
In 2013, Kaiser Foundation Hospital – Fresno, Adventist Medical Centers in Hanford, Selma,
and Reedley, Adventist Health – Central Valley General Hospital, Saint Agnes Medical Center,
and the Community Medical Center hospitals conducted a joint CHNA in consultation with
the Hospital Council of Northern and Central California. These hospitals conducted interviews
and surveys to assess the health needs of the communities in Fresno, Kings, Madera, and
Tulare counties. Two hundred thirty community members were invited to participate in
in-person focus groups in addition to an online survey.31 The hospitals provided no information as to how the online survey was distributed, which community members were invited to
participate in the focus groups, or how they were recruited.

HOSPITAL PROFILES
KAISER FOUNDATION HOSPITALS
Kaiser Foundation Hospitals operate as an integrated hospital system and health plan, which
differentiates this system from the other hospital systems in this study. Therefore, Kaiser Foundation
Hospitals submit a consolidated IRS Form 990 for all Kaiser hospitals within and outside of
California. Furthermore, Kaiser Foundation Hospitals are exempt from reporting the operating
expenses of individual hospitals. Due to these differences, Greenlining is actively exploring
ways to better analyze Kaiser’s community beneﬁts contributions, and upstream investments
overall.
Kaiser Foundation Hospital – Fresno

COMMUNITY BENEFIT SPENDING
11.68%

In total, only 84 people participated in the focus groups and survey, and a vast majority of
them were hospital employees.32 Although recognizing the need to improve their community
outreach strategy, these hospitals did not provide any recommendations or commitments
for improving outreach methods and increasing community participation.
The top two health priorities raised by this 84 participant survey clearly related to upstream
solutions: addressing poverty and improving access to education.33 However, none of the
implementation strategies of these hospitals directly address poverty or education and it is
unclear how these hospitals incorporated community feedback.

■ Upstream Investments
for Vulnerable Populations

TOTAL OPERATING BUDGET

1.28%

■ Investments for the
Broader Community

9.23%
■ Research and Training
UNKNOWN PERCENTAGE

UNKNOWN TOTAL
OPERATING EXPENSES

TOWARDS

20.62%

■ Shortfall

57.18%

■ Charity Care

COMMUNITY BENEFIT

Mercy Medical Center – Merced CHNA
Mercy Medical Center conducted the community engagement portion of its CHNA through
a private firm, Professional Research Consultants. PRC interviewed 400 individuals through
land and cell phone lines. This research method omitted key vulnerable populations such
as homeless individuals and those who speak a language other than English or Spanish.
Additionally, the survey did not allow the hospital to identify the responses of members
from populations which have specific health needs, including LGBTQ community members,
pregnant women, undocumented immigrants, and non-white or non-Latino respondents.34
This leaves major gaps in this hospital’s understanding of the community it serves.
While Mercy Medical Center – Merced’s community engagement survey helped to create a
landscape of current health conditions, this hospital missed an opportunity to address these
health needs through partnerships with community stakeholders. Several of Mercy Medical
Center – Merced’s survey questions were geared towards perceived individual health — i.e.,
“how would you rate your overall health?” — while other questions asked patients to identify
their own poor health habits.35 The survey did not ask community participants about potential
solutions to community health challenges.
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Proﬁle: 2014 Kaiser Foundation Hospital – Fresno
• Community beneﬁt expenditures for Kaiser Foundation Hospital – Fresno varied up and
down from year to year. Kaiser Foundation Hospital – Fresno decreased its community
beneﬁt spending from 2011 to 2012, increased community beneﬁt spending and upstream
investments from 2012 to 2013 and reduced them again in 2014. Because this hospital does
not disclose its total operating expenses, we were unable to compare total community
beneﬁt and upstream investments relative to total operating expenses.
• While Kaiser Foundation Hospital – Fresno claimed to provide more than $1.8 million in
grants in 2014, this hospital did not provide a full breakdown of grant recipients. Recipients
of over $600,000 of grant dollars claimed in 2014 were not identiﬁed — an improvement
over 2012, when Kaiser Foundation Hospital – Fresno did not account for over $3.6 million
of $4.3 million in claimed community beneﬁt grants.

Bakersfield Memorial Hospital CHNA

Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

Bakersfield Memorial Hospital also conducted its own CHNA through the Kern Community
Benefit Collaborative. This CHNA does not provide any information regarding community
engagement other than a list of members on the Community Benefits Steering Committee.36
All members of the steering committee are administrators at not-for-profit hospitals in the
area, and it is unclear as to whether or not anyone outside of the hospitals was included in
this process.

2011

Data not available

Data not available

2012

Data not available

Data not available

2013

Data not available

Data not available

2014

Data not available

Data not available
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Dignity Health Memorial Hospital – Bakersﬁeld

DIGNITY HEALTH
Dignity Health’s Mercy Medical Center – Merced and Bakersﬁeld Memorial Hospital both operate
in areas where roughly two-thirds of the population consists of people of color.37,38 In 2014,
both hospitals reported an overall decrease in upstream investments for vulnerable populations.
Dignity Health was the only hospital system in our study that responded to our request for
additional information regarding community beneﬁt spending.

COMMUNITY BENEFIT SPENDING
3.80%

■ Upstream Investments
for Vulnerable Populations

TOTAL OPERATING BUDGET

0.57%

■ Investments for the
Broader Community

80.01%
12.90%

Dignity Health Mercy Medical Center – Merced

OPERATING ExPENSES

15.52%

■ Shortfall
■ Charity Care

TOWARD

93.46%

COMMUNITY BENEFIT SPENDING

COMMUNITY BENEFIT

ALL OTHER ExPENSES

0.92%

■ Upstream Investments
for Vulnerable Populations

TOTAL OPERATING BUDGET

2.26%

■ Investments for the
Broader Community

2.91%
17.37%
OPERATING ExPENSES

■ Research and Training

79.39%

■ Shortfall

14.52%

■ Charity Care

TOWARD

82.63%

COMMUNITY BENEFIT

ALL OTHER ExPENSES

Proﬁle: 2014 Dignity Health Mercy Medical Center – Merced
• While the percentage of community beneﬁt spending increased from 2011-2014, upstream
investments targeting vulnerable populations decreased dramatically. By 2014, Mercy
Medical Center – Merced only invested $390,296 (0.16 percent of its total operating
expenses) in upstream solutions for vulnerable populations, down from $1.2 million (0.50
percent of total operating expenses) in 2011.
• Among hospitals in this study, Mercy Medical Center – Merced dedicated the largest portion
of its total operating expenses to community beneﬁt. However, by 2014 this hospital
ranked among the lower half of the 11 hospitals in this study with regards to upstream
investments for vulnerable populations.
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Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

2011

10.12%

0.50%

2012

12.24%

0.47%

2013

13.63%

0.40%

2014

17.37%

0.16%
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Proﬁle: 2014 Dignity Health Memorial Hospital – Bakersﬁeld
• Bakersﬁeld Memorial Hospital gradually increased its percentage of overall community
benefit spending from 2012-2014, from $9.8 million (3.67 percent of total operating
expenses) in 2012 to $42 million (12.90 percent of total operating expenses) in 2014.
• However, Bakersfield Memorial Hospital also decreased the percentage invested in upstream solutions for vulnerable populations from 2011-2014. In 2011, Bakersﬁeld Memorial
Hospital spent $2.4 million (1.15 percent of total operating expenses) on upstream solutions
to health; however, by 2014, this allotment had decreased to $1.6 million (0.49 percent of
total operating expenses).
• From 2012-2013, Bakersfield Memorial made $582,773 in total profit from Medi-Cal
reimbursements. That is, this hospital received more funds from federal and state Medi-Cal
reimbursements than it spent treating Medi-Cal patients.

Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

2011

6.54%

1.15%

2012

3.67%

0.81%

2013

4.20%

0.52%

2014

12.90%

0.49%

Insufficient Data • Do Central Valley Not-For-Profit Hospitals Meet Their Community Benefit Obligations?

15

ADVENTIST HEALTH
Adventist Health’s Central Valley Network consists of four not-for-proﬁt hospitals: Adventist
Medical Centers in Hanford, Selma, and Reedley, and Central Valley General Hospital. The data
available for the community beneﬁt spending of these hospitals do not live up to expected
standards of transparency, particularly regarding upstream, preventative health for vulnerable
populations.
By law, not-for-profit hospitals in California must disaggregate investments that benefit
vulnerable populations from investments aimed at the broader community.39 However, since
2013, the Adventist hospitals that we studied failed to comply, with no explanation as to why.
Greenlining contacted Adventist Health, hoping to obtain the disaggregated data, and we were
consistently directed to the hospital’s marketing department. We left multiple messages during
the summer and fall of 2015, but received no response.

Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

2011

3.89%

0.00%

2012

9.05%

0.00%

2013

6.68%

Data not available

2014

6.14%

Data not available

Adventist Medical Centers – Reedley
The Medical Center in Reedley first began operating under Adventist Health in 2011; that year,
it did not submit a CBP. In 2012, this hospital did not dedicate any spending to upstream
community benefits. Adventist Medical Center – Reedley did not disclose its total operating
expenses until 2014.

Adventist Medical Centers – Hanford and Selma
Adventist Medical Centers – Hanford and Selma are roughly 20 miles apart and serve different
communities. Since 2011, these two hospitals have reported their aggregate community beneﬁt
investments. Although entirely separate facilities, we were unable to determine how each
individual hospital contributed to community beneﬁt. This presented signiﬁcant challenges to
assessing their health impact on their respective communities.

COMMUNITY BENEFIT SPENDING
1.13%

(not distinguished between

TOTAL OPERATING BUDGET

0.43%
98.44%
8.24%
OPERATING ExPENSES

COMMUNITY BENEFIT SPENDING
3.83%

■ Upstream Investments
vulnerable populations
and broader community)
■ Research and Training
■ Charity Care

TOWARD

91.76%
■ Upstream Investments

COMMUNITY BENEFIT

ALL OTHER ExPENSES

(not distinguished between

TOTAL OPERATING BUDGET

1.63%
80.01%
6.14%
OPERATING ExPENSES
TOWARD

93.86%

15.52%

COMMUNITY BENEFIT

vulnerable populations
and broader community)
■ Research and Training
■ Shortfall
■ Charity Care

Proﬁle: 2014 Adventist Medical Centers – Reedley

ALL OTHER ExPENSES

Proﬁle: 2014 Adventist Medical Centers – Hanford and Selma
• Adventist Medical Centers in Hanford and Selma spent less than 0.001 percent of their
2012 operating expenses on upstream, preventative health for vulnerable populations.
This ﬁgure, from the last year these hospitals reported spending on vulnerable populations,
translates to a mere $1,280 of these hospitals’ $207.8 million operating expenses. While
Adventist Health hospitals did not report investments aimed at vulnerable populations in
2013 and 2014, total upstream investments overall decreased from 2011-2012.
• Adventist Medical Centers in Hanford and Selma decreased their community beneﬁt
spending from 2012-2014. In 2012, these hospitals spent a combined $19.1 million (9.05
percent of total operating expenses) on community beneﬁt overall. However, by 2014,
these hospitals reduced their community beneﬁts investments to $13.2 million (5.80 percent
of total operating expenses).
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• Adventist Medical Center – Reedley did not contribute any community benefit dollars
to upstream solutions to health in 2012. While this hospital did contribute $53,000
towards community health improvement services and community building activities in
2014, Adventist hospitals no longer disaggregated their community beneﬁt spending
between vulnerable populations and the broader community. Therefore, we were not able
to determine how much went towards serving vulnerable populations.
• Adventist Medical Center – Reedley provided very little data about its community beneﬁt
spending between 2011-2014. This lack of data makes it effectively impossible for community members or advocates to evaluate this hospital’s community beneﬁt commitments.

Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

2011

Data not available

Data not available

2012

Data not available

0.00%

2013

Data not available

Data not available

2014

8.24%

Data not available
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Adventist Health Central Valley General Hospital

TRINITY HEALTH

COMMUNITY BENEFIT SPENDING

Saint Agnes Medical Center

0.99%
TOTAL OPERATING BUDGET

16.95%
60.88%
11.62%
OPERATING ExPENSES
TOWARD

88.38%

■ Upstream Investments
(not distinguished between

COMMUNITY BENEFIT SPENDING

vulnerable populations
and broader community)
■ Research and Training

5.27%
TOTAL OPERATING BUDGET

1.11%

■ Shortfall

21.18%

■ Investments for the
Broader Community

3.53%

■ Charity Care

COMMUNITY BENEFIT

■ Upstream Investments
for Vulnerable Populations

■ Research and Training

7.35%

ALL OTHER ExPENSES

OPERATING ExPENSES

63.30%

■ Shortfall

26.62%

■ Charity Care

TOWARD

92.65%

COMMUNITY BENEFIT

ALL OTHER ExPENSES

Proﬁle: 2014 Adventist Health Central Valley General Hospital
• From 2011-2014, the total operating expenses of Central Valley General Hospital
increased by $15.3 million, but the percentage spent on community beneﬁt bounced up
and down during the same period.
• Central Valley General Hospital decreased spending for upstream investments towards
vulnerable populations from 2011-2012, the last year it disaggregated this information.
In 2011, this hospital spent only $17,266 of its $83.7 million operating expenses (0.02 percent)
on upstream investments for vulnerable populations. In 2012, those investments decreased
to $6,268 (0.01 percent of total operating expenses). We were unable to determine what
happened to this figure in later years.

Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

2011

10.81%

0.02%

2012

9.92%

0.01%

2013

13.44%

Data not available

2014

11.62%

Data not available

Proﬁle: 2014 Trinity Health Saint Agnes Medical Center
• Saint Agnes Medical Center allocated 7.50 percent of its 2014 operating expenses to
community beneﬁt. However, only 0.39 percent went towards upstream, preventative
health solutions for vulnerable populations. In 2014, Saint Agnes spent roughly $1.6 million
of its over $400 million operating budget on upstream solutions to address the root causes
of poor health for vulnerable communities.
• No public records exist for Saint Agnes Medical Center’s 2011, 2012, and 2013 CBP. In
2011, Trinity Health submitted a consolidated CBP of all Trinity Health facilities nationwide,
making it impossible to distinguish the individual community beneﬁt investments of Saint
Agnes Medical Center. Additionally, the hospital did not submit a 2012 or 2013 CBP. We
were only able to obtain 2013 community beneﬁt data from the hospital’s 2014 CBP.
• Saint Agnes did not respond to any of our requests for its 2011, 2012, and 2013 community
beneﬁt plans, even though we reached out to the hospital roughly every week for three
months during the summer and fall of 2015. Because no public records for 2011 or 2012
community benefit exist, we were unable to compare Saint Agnes Medical Center’s
community benefit activity for 2012 with the other hospitals in this study.
• Yet, in the lone CBP Saint Agnes Medical Center released, it is the only hospital to provide
a full breakdown of its claimed community benefit spending. This CBP accounts for all
dollars invested towards financial contributions, community building activities, and
community health improvement services. No other CPB we obtained contained such
complete information.
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Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

2011

Data not available

Data not available

2012

Data not available

Data not available

2013

7.34%

0.41%

2014

7.35%

0.39%
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COMMUNITY MEDICAL CENTERS
The Community Medical Centers’ network consists of three hospitals: Community Regional
Medical Center, Clovis Community Medical Center, and Fresno Heart and Surgical Hospital.
The largest provider of health care services in the Central Valley, Community Medical Center
hospitals ﬁle a joint CBP. The Community Medical Center hospital group oversees the largest
operating budget of all hospitals in this study, totaling $1.2 billion in operating expenses in
2014. These extensive resources could translate into signiﬁcant ﬁnancial impact from their
community beneﬁt dollars.

COMMUNITY BENEFIT SPENDING
0.40%
TOTAL OPERATING BUDGET

37.75%
57.88%
15.55%
OPERATING ExPENSES
TOWARD

84.45%

■ Upstream Investments
(not distinguished between
vulnerable populations
and broader community)
■ Research and Training
■ Shortfall

3.97%
■ Charity Care

COMMUNITY BENEFIT

ALL OTHER ExPENSES

Proﬁle: 2014 Community Medical Center
• Community Medical Centers do not disaggregate their community beneﬁt investments
directed at vulnerable populations from dollars targeting the broader community, despite
the fact that separating this information is required.
• While overall community beneﬁt spending increased, upstream investments remained
stagnant between 2011-2014. From 2011 to 2014, Community Medical Center hospitals
increased their overall community beneﬁt spending by over $5.2 million by 2014. However,
upstream investments have only increased by $120,000.We have yet to see substantial
improvement in Community Medical Centers’ ﬁnancial support of upstream investments in
their communities.
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Year

Percentage of total operating expenses
spent on community beneﬁt

Percentage of total operating expenses spent
on upstream for vulnerable populations

2011

12.26%

Data not available

2012

12.08%

Data not available

2013

12.18%

Data not available

2014

15.55

Data not available
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ANALYSIS AND RECOMMENDATIONS
A handful of consistent themes recurred throughout our examination of data from these
hospitals: Minimal community engagement, incomplete reporting of data, and small — often
tiny — investments in upstream activities that promote health and prevent illness, with even
tinier investments aimed at the special health needs of vulnerable populations. In a region
beset by high rates of poverty and unemployment and with large numbers of residents whose
ﬁrst language is not English, this represents a major failure.
These hospitals have a responsibility to invest in the most effective, strategic solutions to meet
the health needs of their communities. All hospitals in this study serve as anchor institutions
in regions that are majority communities of color, with large proportions of low-income residents.
Given their ample resources, these hospitals have the capacity to make large gains towards
health equity in the Central Valley, but at current rates of investments they are failing to do so.
Not-for-proﬁt hospitals must do a better job of engaging the communities they serve. The tax
exemption these hospitals receive is premised on the idea that they operate not to enrich
stockholders but to beneﬁt their communities, yet it appears that many of these institutions
make no more than a token effort to learn those needs from the community members who
know them best.
The sketchy and incomplete reporting of data – including failure by some systems to fulﬁll the
mandate that they speciﬁcally report investments in the health of vulnerable populations —
should be considered unacceptable. Not-for-proﬁt hospitals can only be held accountable
when the communities they serve know how they invest their resources. Too many of the data
tables above bear the phrase “data not available,” and the gaps in information among these
hospitals raise concerns over the eﬃcacy of the state’s community beneﬁt regulations. California
needs greater transparency in order to achieve good health for underserved communities of
color as well as for all Californians.
The lack of investment in upstream, health-promoting activities also raises great concerns.
Indeed, some hospitals reported no investments at all in community-building activities in their
Schedule H, Part II.
Not-for-proﬁt hospitals must refocus their vast resources and attention to improving the social
determinants of health in order to address the chronic illnesses and debilitating conditions
that disproportionately affect underserved communities of color. In order to combat and reverse
the health inequities caused by institutional racism, not-for-proﬁt hospitals must work towards
addressing the root causes of health disparities. This should include partnerships with community
stakeholders to address the health needs of low-income residents and communities of color.
As health care costs skyrocket, community beneﬁt spending geared towards preventative
health can beneﬁt more people at a lower cost than simply caring for people after they become
ill.40 To accomplish this, however, California’s community benefit statutes must be reformed
to improve transparency, accountability, and community engagement. The following specific
recommendations can help move toward these goals.

Insufficient Data • Do Central Valley Not-For-Profit Hospitals Meet Their Community Benefit Obligations?
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For Not-for-Profit Hospitals
• Not-for-profit hospitals must take seriously their responsibility to solicit community
feedback and must include underserved communities in their community benefits
decision-making process. These hospitals must develop a more comprehensive strategy
to garner input from the communities they serve. Community members are the best experts
on the health needs of the community, particularly for the most vulnerable populations, and
hospitals must tap into this expertise — not just to identify problems, but to develop solutions.

• Community members must build strong partnerships with not-for-profit hospitals,
community stakeholders, and local and state officials to improve community benefit
standards. By convening these coalitions, community members can emphasize the importance
of strategic upstream investments that address the health needs of underserved communities
of color. Furthermore, these community coalitions can also work towards asserting their
presence during vital community beneﬁt processes such as the CHNA.

• To promote effective long-term solutions to poor community health, not-for-profit
hospitals must increase investments in community building activities and other
upstream solutions for vulnerable populations. Doctors cannot be expected to solve
problems that only targeted investments in the community can address.

• Community stakeholders should hold not-for-proﬁt hospitals accountable by directly
engaging with them to emphasize the importance of transparent community beneﬁt
investments that target the most pressing social determinants of poor health. Community
members have a right to inﬂuence how hospitals invest their community beneﬁt funds
through the community health needs assessment and implementation process.

• Hospitals must improve their engagement practices to be more culturally competent.
Currently, not-for-proﬁt hospitals are inconsistent and limited at best when it comes to
outreaching to the local community. Not-for-proﬁt hospitals must develop comprehensive
strategies to increase meaningful participation from community members. For example,
hospitals can offer child care services, hold focus groups in locations easily accessible to
community members, or otherwise facilitate and incentivize participation. Not-for-proﬁt
hospitals must also work to establish trust with community members by forging partnerships
with community group and organizations.
• Not-for-profit hospitals must work collaboratively and across different institutions to
uplift the importance of health in all sectors. The most pressing challenges facing underserved communities require synergistic solutions that combine the efforts of local and
state governments, community-based organizations, and other institutions. Not-for-proﬁt
hospitals can provide valuable insight and assistance in addressing the social determinants
of health through environmental improvements, workforce development, health education,
housing, and other factors that require greater allocation of resources.
For Legislators and Regulatory Agencies
• Legislators must clarify and expand the deﬁnition of community beneﬁt to incentivize
not-for-proﬁt hospitals to invest in community-building activities and other upstream
solutions to health. This will encourage deeper partnerships between not-for-proﬁt hospitals
and community-based organizations, and may require clearer guidelines regarding the
Schedule H section of IRS Form 990.
• State regulatory agencies need the enforcement authority to hold not-for-proﬁt hospitals
accountable when they fail to comply with community beneﬁt regulations and reporting
standards. Current not-for-proﬁt tax exemption policies and community beneﬁt legislation
do not appear to place meaningful ﬁnancial penalties on noncompliant not-for-proﬁt
hospitals. Legislators should establish tough penalties for noncompliance and require strict
enforcement of rules.
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• Community-based organizations and advocates must hold hospitals accountable to the
needs of low-income residents and communities of color. Community advocates should
make it a priority to participate in the CHNA and recruit community organizations to engage
in the community beneﬁts process. Advocates play an integral role in coalition-building
and can work towards educating others on the importance of community beneﬁt.

CONCLUSION
Every community deserves to achieve good health; however, not all communities are afforded
this opportunity. As low-income Californians and communities of color continue to confront
social and economic barriers, not-for-proﬁt hospitals and other vital anchor institutions must
promote health equity. This will require innovative and collaborative partnerships between
communities, hospitals, and local and state governments. The Central Valley represents a prime
opportunity to build coalitions between not-for-proﬁt hospitals, community advocates and
elected oﬃcials that can improve health inequities disproportionately burdening communities
of color. Barriers to transparency, lack of community involvement, and inadequate upstream
investments in health currently prevent community beneﬁt programs in the Central Valley from
maximizing their potential. In order to reverse the deeply entrenched barriers caused by
institutional racism, not-for-proﬁt hospitals must ﬁrst recognize inequities in their own practices.
By acknowledging and embracing their role in uplifting underserved communities, these hospitals
have the potential to lead the effort towards racial and health equity. We hope this report
serves as a starting point that fosters dialogue and action with local oﬃcials, not-for-proﬁt
hospital representatives, and other community members.
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