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Background

This discussion note is the first in a series exploring possibilities for linking nature and health.
Willamette Partnership is an Oregon-based nonprofit that helps build collaborative solutions to
complex conservation problems. Our work is focused on building resilience, both in natural
ecosystems and in the human communities that depend on them. Our approach is rooted in a
strong sense of place and community, and depends on contributions from a diverse coalition
of partners. We believe that solutions to many of our seemingly intractable problems are within
reach.

Nature and human health are connected

There is growing interest in the links between healthy environment and healthy people. We
have always assumed there are links, but now we are getting clearer about the scope of those
links. With regard to conservation, we have used tools like the Clean Water Act and Clean Air
Act to treat the most visible symptoms of pollution rather than address the root causes.
Regarding health, we have focused on providing healthcare—treating the symptoms of disease
rather than the root causes of public health and prevention. Better science, expanded social
networks, and the realities of having to do more with less are driving the conservation and
health communities to look for integrated evidence-based, outcome-driven solutions. That
search is bringing the health and conservation communities closer together.
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A growing base of research demonstrates that nature and access to nature can improve human
health':

f  Improve air quality;

f Increase physical activity;?

f  Reduce stress and improve mental health; and

f Build better relationships between people.

These are many important determinants linked to some of our most challenging health
problems today. For the Willamette Partnership, we see several steps in building from this
research into action:

1 Synthesize knowledge;

M Connect health and conservation leaders;

' Make the business case for why conservation groups should include human health as

one of their core values, and why health providers should invest in nature;
1 Demonstrate how nature can or cannot generate health outcomes; and
f Suggest the policy changes to support the links between health and nature.

Building a business case for investing in health and nature

This discussion note focuses on one piece of the business case for investing in nature and
health —the potential to connect health providers with new approaches to providing
community benefits. The IRS and the Affordable Care Act require tax-exempt hospitals to
provide community benefits. Community benefits can include a wide range of activities, from
providing health care to people who can't afford it, subsidized health services, educating
health professionals, research, supporting community health improvements, contributing to
community groups, and many others.

Throughout this discussion note, we reference studies conducted in different years. We are
using the most current data we were able to access. The analysis in this discussion note is
meant to present a preliminary snapshot that should be expanded over time to include a
broader sample of state information and time periods.

Traditionally hospitals invest many of their community benefit dollars in charity care
On a national basis, the estimated value of federal, state, and local tax exemption for non-
profit hospitals was $12.6 billion in 2002.% Prior to the Affordable Care Act (ACA), hospitals
provided 7.5% of their operating expenses as community benefits - with 85% of that amount in
low or no-cost charity care.* Nationally, the largest share of community benefit expenditures in
2009 were on:

f  Unreimbursed costs for means-tested government programs (45.3%);

1 Charity care (25.3%); and

' Hartig, T., Mitchell, R., de Vries, J., & Frumkin, H. (2013). Nature and Health. Annual Review of Public Health, 35,
21.1-21.22. doi: 10.1146/annurev-publhealth-032013-182443.

2 Gies, Erica. (2006). The Health Benefits of Parks: How Parks Help Keep Americans and Their Communities Fit and
Healthy. Trust for Public Lands: San Francisco. Retrieved from https://www.tpl.org/health-benefits-parks.

3 Government Accountability Office. (2008). Nonprofit hospitals: variation in standards and guidance limits
comparison of how hospitals meet community benefit requirements. Washington, DC. Retrieved from
http://www.gao.gov/new.items/d08880.pdf.

*Young, G. J., Chou, C.-H., Alexander, J., Lee, S.-Y. D., & Raver, E. (2013). Provision of Community Benefits by Tax-
Exempt U.S. Hospitals. New England Journal of Medicine, 368(16), 1519-1527. doi:10.1056/NEJMsa1210239.
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9 Subsidized health services (14.7%).°

With the passage of the Affordable Care Act, states were presented the opportunity to expand
Medicaid to people at 138% of the federal poverty level. Twenty-eight states chose to move
forward with that expansion. Medicaid enrollments for those states seems to be growing since
January 1, 2014. In Oregon, enrollment in the Oregon Health Plan (Medicaid) has increased
almost 60% since January 2014.% In Washington, almost 600,000 people signed up for
insurance through Medicaid or private plans.’

Analysis conducted

The Willamette Partnership collected publically available quarterly financial data from hospitals
in six states that expanded Medicaid coverage (California, Colorado, Maryland, Nevada,
Oregon, and Washington) and one state that did not (Montana). The most recent, comparable,
and available data were for the first quarter of 2014 and the first quarter of 2013. We contacted
all 50 states for data, but most states either had not gathered the 2014 data or were unable to
provide access to those data. Data were gathered at the hospital level for five states, and
provided as a statewide aggregate for two states. The analysis incorporated data for 751
hospitals (across seven states) out of the 5,723 registered hospitals® in the country. While tax-
exempt hospitals represent approximately half of those registered nationally, the specific
numbers vary by state. For example, 57 out of the 59 Oregon hospitals in our sample operate
as non-profits, but only 70% of those in California were non-profit, church or state-run.? Some
hospital records were excluded from the analysis due to closings in 2013 and openings in
2014, which prevented comparisons across years (eight in CA, one in OR, and twenty three in
WA). 10

The Partnership looked at quarterly changes in charity care and bad debt between 2013 and
2014. We acknowledge that comparing one quarter’s data from just two years is not a
complete reflection of trends in community benefit expenditures, and recognize that there are
differences across states. The Partnership was not able to access data from more than one
state that did not expand Medicaid. As noted earlier, we hope this analysis is expanded over
time to include a broader sample of states and time periods.

Findings: Expenditures on charity care and bad debt have dropped substantially
Across all six states that expanded Medicaid, charity care and bad debt expenditures
decreased at an average rate of 30% for charity care and 28% for bad debt between Q1 2013
and Q1 2014 (See Table 1). In dollar terms, hospitals in these six states spent roughly $737
million less on charity care and $397 million less on bad debt across Q1 2013 and Q1 2014. In
a similar review, the Colorado Hospital Association looked at 450 hospitals across a sample of
25 states. For the 13 states within the subset that expanded Medicaid, charity care dropped

% Young et al. (2013).

¢ OHA. (2014, September 1). 2014: Opening the Oregon Health Plan to more people. Retrieved September 16,
2014, from http://www.oregon.gov/oha/Pages/ohp2014.aspx.

7 Ostrom, C. M. (2014, September 14). Obamacare helps slash hospital charity costs in state. Retrieved September
16, 2014, from http://seattletimes.com/html/localnews/2024542340_acacharitydropxml.html.

8 American Hospital Association. (2014, January 2). Fast Facts on US Hospitals. Retrieved September 17, 2014, from
http://www.aha.org/research/rc/stat-studies/fast-facts.shtml.

? Kaiser Health News (2013, April 3). State Highlights: Ore. For-Profit Hospitals' Charity Care Lags. Retrieved
September 18, 2014 from http://www.kaiserhealthnews.org/daily-reports/2013/april/29/state-roundup.aspx.

1% Hospitals in the Kaiser network were also excluded from analysis because they did not report values to Databank.



from an average of $2.8 million per hospital in Q2 2013 to $1.5 million per hospital in Q2 2014.

For the 12 states that did not expand Medicaid, charity care dropped from $4 million per
nospital in Q2 2012 :
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