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Dear Senator Anwar, Representative Steinberg, Senator Hwang, Senator Somers, Representative Petit, and
esteemed members of the Public Health Committee,
Please accept this testimony on behalf of Health Equity Solutions (HES), which is a nonprofit organization with a
statewide focus on promoting policies, programs, and practices that result in equitable health care access,
delivery, and outcomes for all people in Connecticut. Our vision is for every Connecticut resident to attain
optimal health regardless of race, ethnicity, or socioeconomic status.
Health Equity Solutions supports this proposed legislation and strongly urges the committee to adopt the
recommendations included here to further strengthen Connecticut’s community benefit requirements.
Federal community benefit requirements were designed as an accountability mechanism to ensure nonprofit
hospitals contribute to the wellbeing of their communities in lieu of state and federal income and property taxes
that would otherwise fund local resources and services.1 Strengthening these regulations is one of the most
promising options for addressing the stark inequities in medical debt.2
To date, 29 states3 have passed laws strengthening community benefit programs.4 Connecticut is the only
Northeastern state that has yet to institute additional state community benefit requirements. The benefits are
clear. States with any form of strengthened community benefit law saw increases in community benefit
spending.5 Greater spending in community benefit programs has been associated with lower hospital
readmission rates, which can lead to tangible reductions in health care costs and are an indicator of improved
health.6 Community benefit laws are important to advancing health equity because they strengthen the role
of community voice in hospitals’ community-based programming and mitigate hospital-driven medical debt
that disproportionately affects Black, Latino/a, and other people of color. Connecticut has an opportunity to
learn from the experiences of other states and leverage community benefit programs as a tool to advance
equity.
Community Benefit in Connecticut and the U.S.
Community benefit spending, as reported on the IRS 990 Form H, has gone down across the country since the
enactment of the Affordable Care Act (ACA). Much of this reduction in community benefit spending reflects
higher insurance coverage rates following the passage of the ACA and a corresponding decrease in the need for
subsidized and free healthcare. However, other areas such as non-financial community benefit spending have
not increased to make up for this reduction.7 Connecticut has seen a decline in community benefit spending
over the past 5 years, including expenditures on hospital financial assistance (also known as charity care).
Overall spending on improving community health beyond the hospital’s setting has remained consistently
low, hovering between 0.25% - 0.28% of total hospital expenditures from 2016 – 2020.8
Currently, the largest share of community benefit dollars is spent on financial community benefits, with these
dollars going back to the hospital to make up for the costs of care provided to un- and under-insured people and
Medicaid enrollees.9 In Connecticut, hospitals spend more on internal financial contributions and less

on community-based activities than the national average.10 Approximately 75% of community benefit
spending pays hospitals back for treating people who are uninsured or enrolled in Medicaid.11 This doesn’t
account for the federal funding some hospitals receive to cover these costs.12
Examples of non-financial community benefits include lead abatement initiatives, supportive housing, legal aid,
community health advocacy, and coalition building.13,14 Massachusetts’s state community benefit guidelines
explicitly state that community benefit dollars can be used to fund community health workers, while hospitals in
other states have reported investing their community benefits funds to support community-based organizations
addressing needs prioritized by the communities they serve.15, 16, 17 Community benefit dollars can address the
social drivers of health and foster collaboration between hospitals and community-based organizations.
Stronger Regulations Lead to Increased Spending
On average, states with any type of additional community benefit laws saw an increase in spending of between
$8.42 – $13.5 per $1,000 of total hospital operating expenses.18 Greater specificity in reporting requirements
was associated with the greatest growth/increase in spending and the increases occurred in the year following
enactment.19 In Connecticut, a community benefit law could increase community benefit spending by an
additional $101,192,605 - $162,244,675 per year.20
Despite the pandemic-related challenges of 2020, 76% of Connecticut hospitals saw operating gains that year.
While patient revenue decreased by $540 million, Connecticut hospitals received provider relief funds totaling
$1.1 billion and saw $320 million in investment revenue and $40 million from patient care, collectively accruing
assets totaling over $7.6 billion.21 This suggests Connecticut hospitals can invest more in their communities
without experiencing hardship.
Support for Linking Community Benefit to Community-Identified Needs
Every three years, hospitals are required to conduct community health needs assessments (CHNAs) and create a
related implementation strategy. HES supports linking community benefit programs to needs identified in
CHNAs, as proposed in S.B. 476. Tying community benefit spending to needs identified by communities in
CHNAs is a promising opportunity for advancing health equity.22 Since triannual CHNAs are already a federally
required process and recognized as a tool for health equity, linking these existing programs adds accountability
without adding undue burden.23,24,25 Currently, reporting for both programs is difficult both to find and to
understand. Improving transparency is essential to promoting accountability.26 Research suggests that
measuring the degree to which nonprofit hospitals are meeting the identified needs or improving the health
outcomes of their communities is a potential policy lever and incentive to improve performance.27 Clearer,
more accessible reporting allows communities to assess how resources are being directed and advocate for
greater diversity and responsiveness of investments as needed.
Recommendations for Strengthening S.B. 476
Having analyzed the community benefit regulations across the United States and the related academic and grey
literature, HES concludes that this proposal is a step in the right direction and could be significantly
strengthened by adopting the following recommendations.
Strengthen the definition of “meaningful participation” by making it clearer and more inclusive: A recent
review of community benefit literature revealed that community engagement varies widely among hospitals,
the needs of minoritized communities are more likely to be overlooked, and there is a failure to identify and/or
account for root causes driving community needs.28 Setting a standard for community engagement for CHNAs
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and community benefit programs is crucial to their success in reflecting community voice, building community
power, and facilitating collaboration. The IRS offers a sweeping description of “Input Representing the Broad
Interests of the Community,”29 offering no shared or measurable definition of how communities are engaged to
participate in these processes. It comes as no surprise that research finds a great deal of variation in community
engagement efforts conducted by hospitals for these processes.30, 31 Further, CHNAs with greater community
collaboration and participation have been found to yield a higher quality, more responsive assessment and
bring greater attention to financial support for community health activities.32, 33,3435 Although communitybased organizations —especially those led by and directly working with people of color—were found to be most
effective in facilitating community engagement efforts for CHNA and community benefit programs, the value of
their role and expertise was overlooked by hospital administrators.36 Clarifying the definition of meaningful
participation will improve the comparability of these processes across hospitals and promote best practices. HES
respectfully requests the definition of meaningful participation to be updated with the changes in bold:
“Meaningful participation” means that (A) residents of a hospital’s community, including, but
not limited to, residents of such community that experience the greatest health disparities, have an
appropriate and inclusive opportunity to participate in such hospital’s planning and decisions, (B)
opportunities to participate are culturally, linguistically, and logistically appropriate; (C)
community participation influences the hospital’s planning and implementation, and (D)
participants receive summary information about how input was or was not utilized by such hospital.”
Improve the accessibility of hospital financial assistance: Financial assistance in Connecticut (2016 – 2019), has
decreased by nearly $3.5 million ($3,458,329) from 2016-2019, while bad debt climbed by $45 million
($45,117,532) in the same period.37 Need for affordable health care has not declined. Data from over 2,500
hospitals across the country found that in one year an estimated $2.7 billion in bills (45%) were sent to patients
who likely qualified for free or discounted care.38 In 2019, $10,681,231 of Connecticut’s reported “bad debt”
was from people whose bills were eligible for financial assistance.39
As the cost of health care continues to increase, Black, Latina/o and other households of color face
disproportionate rates of medical debt and other inequities limiting opportunities for health.40 Furthermore,
2018 data shows that medical debt was nearly double among households that experienced a hospital stay
(31.3%) compared to households without (15.8%).41 From 2007-2014 growth in hospital prices for inpatient
and outpatient services outpaced growth in physician prices for those same services, with growing hospital
facility fees driving this difference.42The UCONN Health Disparities Institute found that 81,136 lawsuits were
initiated by hospitals and medical providers from 2011 – 2016, totaling $110,029,350 in outstanding debt.43
In addition, a survey of Connecticut residents found communities of color had limited understanding of
health insurance coverage, which means financial assistance options are less likely to be understood and
navigated by these communities.44 Further, 66% of respondents to a national survey said that people in debt
to hospitals were generally not aware of or familiar with the charity care or financial assistance options
available to them.45 Thus, HES recommends embedding improved access to financial assistance in the
current proposal.
To ensure residents eligible for financial assistance are indeed able to access these services, Connecticut should
adopt a universal financial assistance application which patients can submit to any Connecticut hospital. A
uniform hospital application would simplify patient access to financial assistance. HES recommends the
application be created by the Connecticut Hospital Association and annually reviewed and approved by the
Office of Health Strategy to ensure the form is both accessible and practical for patients and hospitals.46 In
addition, HES recommends a minor change to existing statute to clarify that any patient with an unpaid bill be
screened for bed funds AND any other charity care or financial assistance programs that the hospital may offer.
Establish a community benefit spending floor. The pandemic and related disproportionate rates of COVID-19
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infection and death experienced by Black, Latino, and American Indian communities have demonstrated the
need for and value of local resources to maintain health in times of vulnerability.47, 48 Connecticut’s community
benefit spending has declined over the past 5 years. Developing a unique spending floor requirement for each
hospital based on previous trends in spending, priorities identified in CHNAs, and each hospital’s financial
circumstances increases transparency and is calibrated to avoid any undue burden on our hospitals.
Six states have established community benefit floors tied to property-tax exemptions or patient revenues.49 HES
recommends Oregon’s approach, which calculates individual spending floors for each hospital to account for
variation in patient populations and historic spending levels.50 This ensures evenhandedness and accounts for
the proportion of uninsured patients treated at each hospital.51 A spending floor for community health
improvement and community building activities, in particular, is one mechanism to rebalance community
benefit spending. The majority of current community benefit spending supports clinical care received in hospital
settings, while only 1.9% of community benefit dollars go towards activities to improve the community.52
HES notes this is the only of the recommendations embedded here to which we have heard opposition. In
response, we engaged in significant research before including it here. Spending floors are not popular with
hospitals, but they do appear to be effective, and we saw no evidence that they cause harm or undue burden in
the early phases of implementation.
Increase accountability by clarifying reporting requirements
As noted above, transparent reporting can foster community-hospital collaboration, increase investment in
community-based programs, and increase accountability. While the IRS defines community benefit spending
categories, the guidance is ambiguous and current reporting is difficult to understand.53 S.B. 476 partly
addresses this, delineating components of reporting to make it more feasible to compare community benefit
programs across hospitals, understand which programs and partners were included, or identify hospitals’ work
to support community health. Requiring reporting to show a connection between community benefit spending
and needs identified in CHNAs helps communities to collaborate with hospitals and advocate for more effective
investments. A survey of 179 nonprofit hospitals across the U.S. found that 65% of hospital CHNAs explicitly
mentioned health disparities or health equity and 100% implicitly mentioned health equity. Yet, only 46% of
hospital CHNAs prioritized health equity and only 9% cited activities to promote health equity.54
In addition to the reporting requirements included in S.B. 476 n on outcome metrics, HES recommends
explicitly requiring demographic data, standardizing reporting of financial assistance, and consistently and
explicitly embedding health equity.55, 56 These proposed changes strengthen clarity and would enable
communities to see both the important work hospitals are doing and opportunities for improvement. At
present, it can be challenging to parse the human impact of community benefit programs because of the
esoteric, IRS-focused reporting structure. Detailed reporting elevates opportunities for hospitals to partner
with community-based organizations to address social determinants of health through culturally and
linguistically appropriate approaches.57
Specifically, reporting should explicitly require:
• financial assistance data disaggregated by race, ethnicity, and language58
• financial assistance data reported using a standardized calculation of 125% Medicare or Medicaid
reimbursement rate (current reporting is based on hospital cost/charge ratios)59
• demographic data associated with health disparities, including race, ethnicity, primary language,
disability status, sexual orientation, and gender identity reported utilizing the standard categories
already reported to the state
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The provisions of S.B. 476 requiring the Office of Health Strategy to publish an annual summary and
analysis of community benefits program reporting and related annual public comment period create
transparency and an important opportunity for communities and stakeholders to provide input and hold
hospitals and Office of Health Strategy accountable. HES suggests an annual public hearing also be held to
create a sustained feedback loop among hospitals, the Office of Health Strategy, and state residents.
Connecticut Deserves a Strong Community Benefit Law
2022 marks the third consecutive session that a version of this proposal has been raised and, while we recognize
the constraints of a short session, HES urges swift passage of a strengthened version of S.B. 476. S.B. 476 takes
important steps, but it would be a missed opportunity to not also adopt the recommendations included here
and increase the potential for these programs to promote health equity in our state. Stronger community
benefit standards increase transparency, allowing residents of our state to hold hospitals and the Office of
Health Strategy accountable for promoting health equity and listening to their needs. Community benefit
statutes have enormous potential to address disparities in medical debt, foster collaboration between
communities and hospitals, and create a more transparent, equitable, and innovative health system.
Thank you for the opportunity to testify in support of S.B. 476. Please reach out with any questions to Karen
Siegel and Dashni Sathasivam at ksiegel@hesct.org, dashni@hesct.org, or 860.937.6437.
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