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Background: The Role of Hospitals in
Community Health, with a Focus on Equity
Health and illness arise from many factors that reach beyond the exam room walls into the
community, and occur over the course of a lifetime and across generations. Beyond caring
for patients with advanced illness, hospitals and health systems can play an important role in
addressing these critical community contributors to health. Assessing and recognizing these
contributions is as important as measuring other measures of hospital quality, such as patient
satisfaction and clinical outcomes.
Community health refers to the health of a defined population, such as all who live in a
neighborhood, city, or county. Health equity is the principle that everyone should have a fair
and just opportunity to be as healthy as possible. Health disparities are defined as “meaningful
differences in health status closely linked to disadvantage.” Progress towards health equity is
achieved by reducing health disparities and addressing factors linked to social disadvantage itself.
Hospital contributions to community health with a focus on equity are separate from the pursuit
of “equitable healthcare,” which refers to clinical care that “does not vary in quality because of
personal characteristics such as gender, ethnicity, geographic location, and socioeconomic status.”
The case for hospitals and health systems to promote community health with a focus on equity has
three components:
Profound gaps in health across the United States. Life expectancy has stagnated, with the decline
from 2015 to 2017 the first three-year drop since the time of World War I and the Great Influenza.
There are enormous disparities in health and social well-being, with minority and rural communities
experiencing high rates of poverty, unemployment, chronic illness, and premature death.
Addressing these challenges is an urgent national priority.
A troubling historical legacy. From early in the nation’s history, many hospitals in the United
States explicitly supported the institution of slavery and later discriminated in hiring, established
segregated wards, and offered unequal treatment based on income and race. These actions had
lasting effects for trust in the medical system and the health of communities. Righting these wrongs
requires engagement and investment in community health and equity.
The opportunity to make a difference. There is growing appreciation that hospitals and health
systems can play a critical and galvanizing
role in advancing community health and
Partner
equity. This role includes 1) acting as a
healthcare provider to provide services
Community
critical for community health, offering critical
preventive services; 2) acting as a partner,
teaming up with local organizations to
Provider
implement critical programs; and 3) acting
as an anchor institution, supporting local
Patient
economic and social progress (Figure).
Hospital
Some of these activities are captured
Institution
by the concept of “community benefit.”
Under the Affordable Care Act, nonprofit
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hospitals must conduct community needs assessments and document the financial value of certain
programs. A central element of most community benefit plans is coverage of the cost of medical
care for the uninsured and underinsured. Community health with a focus on equity is a broader
concept, reflecting the perspectives and needs of communities themselves.
In recent years, the American Hospital Association has highlighted many ways that hospitals and
health systems can advance population health, impact social determinants of health, and reduce
disparities and inequities in health and healthcare. Incorporating a measure of these actions into a
major hospital ranking system is a natural step.

Measuring Hospital Contributions to
Community Health, with a Focus on Equity
National hospital ranking systems and awards incentivize continued improvement in hospital
performance and accountability. As yet, however, no major hospital ranking system includes
a quantitative measure of community health as an equal measure to other parts of the overall
ranking.1
The Fortune/IBM Watson Health 100 Top Hospitals program seeks to incorporate, beginning in
2021, a community health measure into its ranking system. The community health measure will be
weighted equally with other ranking domains assessing inpatient outcomes, extended outcomes,
processes of care, operational efficiency, financial health, and patient experience.
To design the measure, Fortune and IBM Watson Health are collaborating with the Bloomberg
American Health Initiative and the Center for Health Equity at the Johns Hopkins Bloomberg School
of Public Health. This process follows the below key principles:
1. Components of the measure should be based on evidence, existing standards, and best
practices.
In this document, we have first sought standards to assess the ways in which hospitals are working
to improve community health. Where specific existing standards were not available, we have
proposed straightforward metrics based on best practices and published research. Further, we have
provided examples of hospitals that have implemented such programs.
2. The underlying data should be publicly available or easily and transparently collected from
hospitals and health systems.
We are proposing a four-component approach to measuring hospital contributions to community
health. Data for the first proposed component are publicly available through websites that track
health outcomes by county. Data for the other three proposed components would be derived
from a straightforward survey to be filled out by participating hospitals. We envision that hospital
responses would be made publicly available on a single, easily searchable website, with the
opportunity for hospitals to share a link with additional information.
3. Hospitals and health systems, community organizations, and the general public should have
the opportunity to suggest and comment on all elements of the proposed measures.
1 Examples of specialized rankings and awards related to community benefit or community health include the Foster G. McGaw
Prize, and the Lown Institute Hospitals Index.
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We published the first draft of this measure publicly in August 2020 to elicit feedback. We shared
the measure through an IBM press release and through emails to experts in the fields of healthcare,
public health, housing, and others. We also reached out to all 50 hospital associations in the United
States, as well as several national hospital organizations. Respondents provided feedback through
an online survey, verbal feedback sessions, and email. We received an overwhelming response
with over 600 unique pieces of feedback from more than 100 individuals and organizations.
Respondents represented a diversity of sectors including healthcare organizations, hospital
associations, nonprofits, and academic centers.
We incorporated these responses to produce this final draft of the measure. The comments guided
further refinement of existing measures and led to the addition of six new best practice standards.

Component 1: Population-Level Outcomes
Because the goal is improved community health and equity, one component of the measure
assesses progress in population-level outcomes.
Key design questions for this component include the following:

•

What is the right level of geography? We propose the county level, as this is the smallest
level of geography for which community health data is routinely available.

•

What is the right time period to measure? We propose measuring improvement over
a decade, a period of time that reflects the long-term investments needed to improve
community health. To reduce fluctuations at the boundaries of the measurement period, we
propose a three-year smoothed average at the beginning and end of the decade.

•

What qualifies for credit under the measure? Hospitals located in counties in the top tertile
of improvement in community health by any one of the selected measures should receive
points in this component.

For the component, we have identified three metrics of community health:

•
•

Preventable hospitalizations
Life expectancy or years of potential life lost before age 75

Factors outside the direct control of hospitals and health systems will affect the trends in these
measures. We are proposing to include them nonetheless because coordinated hospital and
community partner efforts can make a difference over time. One effect of adopting this component
will be to encourage such cooperation focused on important health outcomes. The other three
components focus on specific actions steps for hospitals and health systems to realize these
improvements in health at the community level.
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Component 2: Hospital as Healthcare Provider
Given the critical role hospitals play as direct providers of healthcare, this component assesses
whether available services include best practices that address major concerns in community health.
We propose that hospitals receive credit for component 2 if they meet at least six of the twelve best
practice standards.

2.1. Best Practice Standard: Hospital is a comprehensive
tobacco-free campus.
Background. Smoking negatively contributes to almost all health conditions. Decreased rates
of smoking are associated with fewer cardiovascular events and decreased asthma morbidity.
Comprehensive tobacco-free policies are associated with halving secondhand smoke exposure, as
well as decreasing the prevalence of tobacco smoking and tobacco consumption.
Best Practice Standard. Hospitals can establish and enforce a completely tobacco-free campus as
recommended by the American Medical Association (AMA). The AMA supports that “all American
hospitals ban tobacco and supports working toward legislation and policies to promote a ban on
smoking and use of tobacco products in, or on the campuses of, hospitals, health care institutions,
retail health clinics, and educational institutions, including medical schools.” A tobacco-free campus
does not allow smoking (including e-cigarettes) or use of smokeless tobacco in indoor and outdoor
areas.
Example. Many hospital campuses have established smoke free policies including the Veteran
Health Administration (USA) and University of Wisconsin Hospital and Clinics (WI).

2.2. Best Practice Standard: Hospital has a tobacco use
screening and cessation program that is initiated while the
patient is hospitalized.
Background. The Centers for Disease Control and Prevention estimate that 480,000 people die
every year as a result of tobacco product use and exposure in the US alone. Furthermore, tobacco
use puts patients at increased risk of lung cancer, chronic conditions like cardiovascular disease and
hypertension, and harm to the fetus during pregnancy. Hospitalization is an opportunity to support
tobacco cessation by providing patients that use tobacco products with access to evidence-based
smoking cessation supports. Initiation of a smoking cessation program during hospitalization is
associated with a decrease in smoking related readmission and a longer post-discharge cessation
period. These programs should effectively reach and support patients from communities that are
most affected by tobacco use.
Best Practice Standard. Hospitals can implement the strategies noted by the 2020 report of the U.S.
Surgeon General on smoking cessation. These are summarized in the report’s Table 7.2 and include
the following:
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1.

Implement a system to identify and document the tobacco use status of all hospital
patients

2.

Identify a clinician(s) to deliver nicotine dependence services to inpatients at every
hospital and reimburse hospitals for delivering such services

3.

Offer nicotine dependence treatment to all hospital patients who use tobacco

4.

Expand hospital formularies to include FDA-approved nicotine dependence medications

5.

Ensure compliance with The Joint Commission’s regulations mandating that all sections
of the hospital be entirely smokefree and that patients receive cessation treatments

6.

Educate hospital staff about medications that may be used to reduce nicotine
withdrawal symptoms, even if the patient is not intending to quit at that time
Report of the Surgeon General, 2020

Example. The University of Wisconsin-Madison (WI) developed an inpatient tobacco cessation
intervention which provides each patient who has reported that they smoke an option to have brief
counselling and to meet with a pharmacist who can offer the patient tobacco cessation medications.
This program is available regardless of the patient’s insurance status.

2.3. Best Practice Standard: Hospital provides buprenorphine
treatment for opioid use disorder in the emergency
department.
Background. Opioid use related drug overdoses resulted in 46,802 deaths in the United States in
2018. Buprenorphine is a medication that helps people decrease their use of heroin, fentanyl, and
other illegal or prescribed opioids – and is associated with a reduction in the risk of death by 50%
or more. A randomized controlled trial showed that initiation of buprenorphine in the emergency
department was associated with a doubling of the rate of treatment engagement one month later.
On this basis, the American College of Medical Toxicology and other professional associations have
endorsed “the administration of buprenorphine in the emergency department as a bridge to longterm addiction treatment.”
Best Practice Standard. Hospitals should establish guidelines that address the major topics covered
by the Massachusetts Hospital Association or equivalent protocols for the administration of
buprenorphine in the emergency department. These guidelines address:
1. A patient assessment protocol
2. Clinical protocol for patients who meet criteria for treatment
3. Expectations for practitioners
4. Discharge plans
Example. A number of hospitals, including Johns Hopkins Hospital (MD) and the Massachusetts
General Hospital (MA) have access to buprenorphine in the emergency department and have
trained clinical providers to administer it.
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2.4. Best Practice Standard: Hospital provides screening, brief
intervention, and referral to treatment for alcohol use in the
emergency department and hospital.
Background. Alcohol use significantly contributes to preventable mortality (estimated cause of 255
deaths per day in the US from 2011-2015) and morbidity (for example, use is associated with poor
mental health outcomes in children and adolescents). Further, there are racial disparities in the
accessibility and quality of alcohol treatment services. The use of the screening, brief intervention,
and referral to treatment (SBIRT) approach in the emergency department for patients with alcohol
use disorder has been associated with decreased levels of alcohol use, injury, and return visits to the
emergency department. The American College of Emergency Physicians has endorsed the use of
SBIRT models in emergency settings, stating that “emergency medical professionals are positioned
and qualified to mitigate the consequences of alcohol abuse through screening programs, brief
intervention, and referral to treatment.”
Best Practice Standard. Hospitals can provide universal screening, subsequent brief intervention,
and referral to treatment to patients in the emergency department and hospital as recommended
by the ACEP. Hospitals can use the following Substance Abuse and Mental Health Services
Administration (SAMHSA) guidelines for SBIRT programs. These include:
1.

It is brief (e.g., typically about 5-10 minutes for brief interventions; about 5 to 12 sessions
for brief treatments)

2.

The screening is universal

3.

One or more specific behaviors related to risky alcohol and drug use are targeted

4.

It is comprehensive (comprised of screening, brief intervention/treatment, and referral
to treatment)

Substance Abuse and Mental Health Services Administration, 2011
Example. MedStar Hospital (MD) partnered with the Mosaic Group to implement SBIRT with
universal screening in 2016 in the emergency departments of their four hospitals, which was
supported by a grant from Behavioral Health Systems Baltimore. Howard University Hospital (DC)
is planning to roll out a program to provide universal SBIRT screening for alcohol and drug use in its
hospital, emergency department, and other locations supported by a grant from SAMHSA.

2.5. Best Practice Standard: Hospital runs a hospital-based
violence prevention program.
Background. Interpersonal violence is bodily or other harm inflicted on an individual by one or
more other people, and includes both domestic and community violence. There were more than
19,000 deaths due to homicide and over 1.6 million non-fatal assault injuries in the United States in
2018. Homicide ranks among the top 5 causes of death for young men ages 15-34 years old in the
United States, and in the top 10 causes of nonfatal injury for all individuals ages 10-64. Survivors of
interpersonal violence have an increased risk of interpersonal violence victimization in the future.
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Hospital medical teams can improve outcomes for victims of interpersonal violence by deploying
evidence-based violence prevention programs. Hospital-based violence prevention programs can
decrease the number of repeat violence-related injuries among victims of violence,increase rates of
employment, and increase use of community services.
Best Practice Standard. Hospitals can implement recommendations made by the National Network
of Hospital-Based Violence Intervention Programs for trauma centers and hospitals treating more
than 100 assaults per year. Such programs should include:
1.

On-site crisis intervention specialists to provide a brief crisis intervention

2.

Development of a discharge plan

3.

Linkage to community-based services including mental health services, mentoring,
home visiting, and long-term case management

National Network of Hospital-Based Violence Intervention Programs
Example. The Detroit Medical Center Sinai-Grace Hospital (MI) has developed the Detroit Life is
Valuable Everyday (DLIVE) program. This program has violence intervention specialists who engage
with survivors of interpersonal violence.

2.6. Best Practice Standard: Hospital screens for intimate
partner violence and refers to services and supports as needed.
Background. Intimate partner violence, otherwise known as IPV, refers to physical, sexual, and/
or psychological harm in an intimate or dating relationship. Approximately 1 in 3 people living in
the United States will experience IPV during their lifetime. IPV led to at least 2,340 deaths in the US
in 2007, 70% of whom were women. IPV is associated with detrimental health effects, including
physical injury, psychological illness, increased rates of female prepartum and intrapartum
smoking, and worse pregnancy outcomes. Fewer than half of clinicians routinely report screening
for IPV. Screening patients for IPV in the emergency department has been shown to significantly
increase detection and provision of appropriate resources, without an increase in IPV as a result
of the screening. The American College of Emergency Physicians recommends that “emergency
personnel assess patients for IPV, child and elder maltreatment and neglect and emergency
physicians are familiar with signs and symptoms of IPV, child and elder maltreatment and neglect.”
Best Practice Standard. Hospitals can implement the approach recommended by the American
College of Obstetrics and Gynecology for screening and response to IPV for women of childbearing
age per USPSTF recommendations. The approach is stated below:
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1.

Screen for IPV in a private and safe setting with the woman alone and not with her
partner, friends, family, or caregiver.

2.

Use professional language interpreters and not someone associated with the
patient.

3.

At the beginning of the assessment, offer a framing statement to show that
screening is done universally and not because IPV is suspected. Also, inform patients
of the confidentiality of the discussion and exactly what state law mandates that a
physician must disclose.

4.

Incorporate screening for IPV into the routine medical history by integrating
questions into intake forms so that all patients are screened whether or not abuse is
suspected.

5.

Establish and maintain relationships with community resources for women affected
by IPV.

6.

Keep printed take-home resource materials such as safety procedures, hotline
numbers, and referral information in privately accessible areas such as restrooms
and examination rooms. Posters and other educational materials displayed in the
office also can be helpful.

7.

Ensure that staff receive training about IPV and that training is regularly offered.

American College of Obstetrics & Gynecology, 2012

Example. The Children’s Hospital of Philadelphia (CHOP) as part of its Violence Prevention Initiative
universally screens all caregivers of children in the emergency department, and provides staff
support and referral resources through a partnership with several community organizations.
Kaiser Permanente Northern California (CA) has a multifaceted approach to IPV, including routine
screening and intervention in clinical settings, electronic health record clinical decision support,
behavioral health services, and partnership with advocacy organizations. At least 11 Veterans
Health Administration medical centers have increased screening and risk assessment for IPV,
provision of mental health resources, partnerships with community organizations, and availability of
resources to support patients who have experienced IPV.

2.7. Best Practice Standard: Hospital encourages healthy food
choices.
Background. More than 2 in 5 US adults have a body mass index (BMI) that is in the obese category.
People who have obese BMI are at greater risk of developing diabetes, hypertension, cancer, and
have an overall higher risk of death. Diets rich in fruits and vegetables and low in trans fat and
added sugars are associated with health benefits including lower body weight. Access to affordable
healthy food is also associated with improvements in chronic disease outcomes among people with
cardiovascular disease and other conditions. In response to the direct link between food and health,
the New York City Department of Health and Human Services developed a set of food standards
as part of the Healthy Hospital Food Initiative. A review of this program showed that the hospitals
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that committed to the program successfully integrated an affordable healthy meal offering, offered
more whole grains, offered lower calorie options, and reduced the number of unhealthy items.
Best Practice Standard. Hospitals can implement changes addressing at least five of the eight
food categories per the New York City Department of Health and Human services standard. The
categories include Fruits and Vegetables; Sandwiches, Salads, and Entrees; Soups and Sides;
Breakfast Breads, Desserts and Snacks; Cooking Method; Beverages; Placement, Promotion and
Pricing; and Sustainability.
Example. Several hospitals in the New York City area have implemented these standards, including
Montefiore Medical Center and Richmond University Medical Center.

2.8. Best Practice Standard: Hospital has a social needs
screening and referral program.
Background. The impact of social needs such as food insecurity, transportation, and housing on
health is well documented. Social needs screening and connecting patients with resources has been
associated with improved health outcomes, yet is not widely done.
Best Practice Standard. Hospitals can develop a universal social needs screening and referral
program, based on recommendations from the American Hospital Association (AHA) National
Academies of Science Engineering and Medicine (NASEM).
This program can have two components: screening and referral.
Screening. Hospitals can use a validated screening tool such as those published by CMS,
HealthLeads, and AAFP, or one of the several developed for children.
Referral. Hospitals can follow the following AHA recommendations for assisting patients who have a
positive social needs screen:
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1.

Define roles and responsibilities of the care team members. Leverage the expertise
of other professionals (e.g., social workers, community health workers, community
benefit, IT, etc.) within the hospital with knowledge on referrals, community
relationships, data, etc. Empower the care team with tools, skills and time to learn,
implement and track the screening and referral process.

2.

Create a centralized system to capture data and incorporate coding the results of
patient screens into an electronic medical record system.

3.

Foster partnerships with community-based organizations to create a referral
network, raise awareness about services provided and bridge any gaps in care.

4.

Develop a referral and community resource database. Integrate the inventory of
community resources into a web-based or software system to generate and better
track referrals.

5.

Close the referral loop by developing a bidirectional process, where the care team
follows up with the patient to see if the referral was received and then again in one
to two weeks to ensure needs were met. Develop a system to track referrals and
measure the success of the screening and referral process.

American Hospital Association, 2019
Example. Boston Medical Center (MA) screens all patients for social needs through the THRIVE
Social Determinants of Health Program. The RWJBarnabas hospital (NJ) recently rolled out the
“Health Beyond the Hospital” program, which will universally screen patients for social needs and
refer appropriately. ProMedica (OH) has also recently expanded its social needs screening to include
inpatients in addition to ambulatory patients.

2.9. Best Practice Standard: Hospital offers an infant safe sleep
education program.
Background. Every year in the United States, approximately 3,500 infant deaths occur as a result
of unsafe sleep practices. Hospitals can play a critical role in teaching, modeling, and reinforcing
safe sleep practices with caregivers of neonates and infants. The CDC developed the “Back to
Sleep” guidelines for safe infant sleep in 1994. A subsequent study (1999) showed an increase in
appropriate sleep practices in the 13 states studied.
Best Practice Standard. Hospitals can support healthcare providers and staff working with
newborns in the nursery and neonatal intensive care unit (NICU) to “endorse and model” safe
sleep practices per the recommendations of the American Academy of Pediatrics. These
recommendations include the following:
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1.

In the NICU: Modelling and implementing all sudden infant death syndrome (SIDS)
risk-reduction recommendations as soon as the infant is medically stable and well
before anticipated discharge.

2.

In the Newborn Nursery: Modelling and implementing all SIDS risk-reduction
recommendations beginning at birth.

3.

All physicians, nurses, and other health care providers working on mother-baby
units should receive education on safe infant sleep. Health care providers should
screen for and recommend safe sleep practices at each visit for infants up to 1 year
old. Families who do not have a safe sleep space for their infant should be provided
with information about low-cost or free cribs or play yards.

4.

Ensure that hospital policies are consistent with updated safe sleep
recommendations and that infant sleep spaces (bassinets, cribs) meet safe sleep
standards.

5.

Public education should continue for all who care for infants, including parents, child
care providers, grandparents, foster parents, and babysitters, and should include
strategies for overcoming barriers to behavior change.

American Academy of Pediatrics, 2016

Example. In the Georgia Safe to Sleep Hospital Initiative (GA), hospitals provide safe sleep
education for caregivers while the baby is still in the hospital, information on safe sleep practices,
and travel bassinets to low-income families. The initiative was found to increase the rate of safe
sleep practices, including decreasing the practice of bed sharing.

2.10. Best Practice Standard: Hospital adopts 10 practices to
support breastfeeding.
Background. Breastfeeding is associated with a multitude of benefits to newborns at birth and later
in life, as well as to the mother, including lower rates of neonatal and infant mortality, decreased
rates of childhood obesity, and lower risk of breast cancer in the mother. Hospitals are in a
unique position to assist mothers and babies with initiation of feeding patterns to optimize health
outcomes.The Baby Friendly Hospital Initiative was developed in 1991 to help hospitals increase
breastfeeding rates. Each of the ten components of the Baby Friendly designation is evidence
based. Further, full implementation of these recommendations has been associated with an
increase in short, medium, and long-term breastfeeding rates.
Best Practice Standard. Hospitals can follow all 10 of the “baby friendly” standards supported by
the World Health Organization to support and promote breastfeeding.
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1.

Facility breastfeeding policy (following the International code of marketing of
Breast-milk substitutes, breastfeeding policy that is shared with parents, data
monitoring of rates of breastfeeding)

2.

Staff training in breastfeeding support

3.

Clinical discussion of breastfeeding before birth

4.

After birth skin to skin contact and initiation of breastfeeding as soon as clinically
possible

5.

Continued support of mothers to breastfeed

6.

Only providing supplemental infant formula when clinically necessary

7.

Allowing mothers to stay in the same room as the baby (including in the NICU if
physically and logistically feasible)

8.

Providing teaching for mothers to identify baby feeding cues

9.

Providing instruction on use and risks of non-breast objects into the baby’s mouth
(such as pacifiers)

10. Coordination of follow up outpatient appointment at time of hospital discharge
World Health Organization, 2018

Example. Boston Medical Center (MA) successfully implemented these policies and substantially
increased initiation of breastfeeding among new mothers.

2.11. Best Practice Standard: Hospital offers contraception
treatment and counselling to patients immediately postpartum.
Background. Becoming pregnant less than one year after giving birth can have negative health
consequences for the pregnant individual and baby, including pre-term delivery, low birth weight,
gestational diabetes, and elevated infant and maternal mortality. Initiation of long acting reversible
contraception (LARC) immediately after giving birth to patients who do not want to become
pregnant again is safe and convenient and reduces the risk of a short interpregnancy interval.
Given the history of reproductive rights coercion and control, particularly towards Black and Native
American women, incarcerated women, and women of low socioeconomic status, it is essential that
LARC programs understand and support each patient’s health autonomy and reproductive goals.
This includes providing comprehensive contraceptive counseling prior to birth.
Best Practice Standard. Hospitals can offer contraceptive treatment and counseling, including
LARC, after birth as part of programs that are consistent with the recommendations by the
American College of Obstetricians and Gynecologists. These recommendations highlight the
importance of prenatal and postnatal counselling and discussions about the risks and benefits of
LARC, as well as the option for receiving LARC placement at the postpartum medical appointment.
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Example. Michigan Medicine (MI) offers LARC to patients after giving birth in the inpatient setting.
This was made possible by a change to Medicaid rules allowing for reimbursement of providing long
acting reversible contraception to inpatients.

2.12. Best Practice Standard: Hospital implements practices to
reduce falls and optimize mobility for elderly patients per the
Age Friendly Hospital Program.
Background. Falls are the leading cause of preventable injury for older adults. Recent hospitalization
is associated with a higher prevalence of falls, while improved functional status is correlated with
increased life expectancy. The Age Friendly Health System is an evidence-based set of practices to
improve health outcomes and care for the eldery. Several of these practices focus on reducing the
risk of falls after discharge.
Best Practice Standard. Hospitals can implement the following Age Friendly Health System
practices established by the Institute for Healthcare Improvement (IHI) to reduce falls and
optimize mobility:

1.

Screen for mobility limitations and document the results

2.

Ensure early, frequent, and safe mobility

Institute for Healthcare Improvement, 2019

Example. The Institute for Healthcare Improvement keeps a comprehensive list of health systems
recognized as age-friendly. Five “pilot health systems” including Anne Arundel Medical Center (MD),
Ascension (MO), Kaiser Permanente (CA), Providence St. Joseph Health (WA), and Trinity Health (MI)
have implemented age-friendly practices in their hospitals.

Component 3: Hospital as Community Partner
Many community health activities have enormous value for preventing adverse outcomes and
advancing equity. As major healthcare institutions, hospitals and health systems can play a direct
or indirect role in supporting this work. This third component of the measure rewards these
contributions. We propose that hospitals receive credit for this component by meeting at least four
of the eight best practice standards.
Several of these proposed standards call for hospitals to make meaningful contributions in specific
areas. Recognizing the uniqueness of each community and hospital, what constitutes a meaningful
contribution should be determined by each hospital in conjunction with their community partners.
At a minimum, we propose defining a meaningful contribution to include 1) hospital involvement
at least 12 months; 2) significant contributions of personnel and staff time, clinical coordination, or
financial investments; and 3) a community partner who will endorse the importance of the hospital’s
work in the area for community health.
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3.1. Best Practice Standard: Hospital performs a community
needs assessment in collaboration with the department of
health, community based organizations, and community
residents.
Background. As part of tax reporting requirements established by the Affordable Care Act, all
non-profit hospitals are required to conduct a community health needs assessment every three
years. Collaboration with local health departments and consultant-led community health needs
assessments is associated with higher-quality assessments.
Best Practice Standard. Hospitals can follow the standard set by the American Public Health
Association (APHA) and collaborators stating that “hospitals should consult with both the state
health department where the facility is licensed and the local health department where the facility
is located.” Hospitals should also “seek input from community representatives” to develop the
assessment and plan.
Example. The Health Planning Council of Northeast Florida (FL) is an example of a collaboration
between several hospitals (the Mayo Clinic, Shands Jacksonville Medical Center, St. Vincent’s
HealthCare and others) and health departments (including the Clay County Health Department,
Duval County Health Department, and Putnam County Health Department). These groups worked
together to compile clinical and community data to develop a community health needs assessment
for the area. A similar approach was taken by the Health Collaborative in Cincinnati, which included
20 hospitals, the Cincinnati Health Department, the Hamilton County Public Health Department,
and others.

3.2. Best Practice Standard: Hospital provides meaningful
support for a community based hypertension control program.
Background. Hypertension affects almost 50% of the American adult population, and African
Americans have earlier onset and more severe hypertension compared to whites. Given the high
number of patients impacted by hypertension, and given that it is largely treatable, hospitals have
an opportunity to have high impact interventions. Further, hypertension is largely a chronic illness,
and stems from many modifiable risk factors. Several successful hypertension-related interventions
have grown out of community and healthcare institution collaborations. Evidence-based programs
include community led hypertension screening programs at barbershops, beauty salons, and
churches, and multifactorial community hypertension health education initiatives. The American
Heart Association Hypertension Practice Guidelines call for “population-based initiatives … to
reduce the global burden of raised blood pressure.”
Best Practice Standard. Hospitals can provide meaningful support for community-based
hypertension control programs at barbershops, beauty salons, and religious institutions based on
established evidence-based models.
Examples. Cedar Sinai (TX) has a program involving local barbershops in for blood pressure
screenings, health promotion, and referrals to care. The program in Texas showed that a
significantly higher percentage of people in the intervention barber shops had controlled blood
pressure. A similar program is being piloted at Vanderbilt Medical Center (TN).
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3.3. Best Practice Standard: Hospital provides meaningful
support for a community based diabetes prevention program.
Background. One in ten children and adults in the United States have type 2 diabetes, a number that
has continued to increase over time. Diabetes contributes significantly to morbidity and mortality,
increases the risk of cardiovascular disease, and is the seventh leading cause of death in the United
States. Diet and activity modification programs such as those in the Diabetes Prevention Program
trial have been shown to decrease the incidence of types 2 diabetes. Participants with impaired
glucose tolerance in the Program had over a 50% decrease in the incidence of diabetes within 2.8
years of the intervention. The Center for Disease Control and Prevention (CDC) has developed
a diabetes prevention curriculum from this intervention, which has been implemented in many
communities through partnerships with nonprofit groups.
Best Practice Standard. Hospitals can provide meaningful support for implementation of a
community-based diabetes prevention program.
Examples. The 11 hospitals of the Montefiore Health System (NY) integrated the Diabetes
Prevention Program into its health system through a partnership with the Young Men’s Christian
Association of Greater New York. Several hospitals in West Virginia partnered with the state health
department to implement the National Diabetes Prevention Program for employees of surrounding
communities, demonstrating significant return on investment and incentivising hospitals to
continue these programs.

3.4. Best Practice Standard: Hospital provides meaningful
support for an evidence-based home visiting program.
Background. Home nursing visit programs for new mothers and their babies have been shown to
result in many positive health outcomes including decreased prenatal maternal smoking, improved
child cognitive performance, and reduced child abuse and neglect.
The Nurse Partnership program in Memphis (TN) found that the participants in the program had
lower risk of hypertension during pregnancy, as well as lower mortality, suicide, drug overdose,
and homicide rates. Additionally, babies in the program had lower rates of preventable mortality,
homicide, and hospitalization during their first 2 years of life. The American Academy of Pediatrics
recommends that health systems “ensure that all home-visiting programs incorporate evidencebased strategies and achieve program fidelity to ensure effectiveness.”
Best Practice Standard. Hospitals can provide meaningful support for an evidence-based home
visiting program such as the Nurse Partnership program referenced above.
Example. The Welcome Baby program through the Maternal and Child Health Access partnership
with California Hospital Medical Center (CA) provides home visit services to new mothers, beginning
when the baby is first born in the hospital. Since its inception in 2009, the program has been
expanded to 14 hospitals.
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3.5. Best Practice Standard: Hospital provides meaningful
support for training and work of community health workers.
Background. Community health workers are “frontline public health workers who are trusted
members of and/or have an unusually close understanding of the community served.” While some
specifics of local definitions may vary, community health workers generally are from the community
that they serve, and share the attributes and life experiences of their clients. These individuals are
trained to work with patients at home and in their places of work, study and worship to further
health through education, support, and connecting patients to resources. Community health
workers can engage with patients via multiple communication modalities including telephone
contact and home visits.
There is substantial evidence showing that community health workers improve outcomes
for patients with diabetes and hypertension, among other conditions. Assistance of recently
hospitalized patients by community health workers may reduce rates of readmission and improve
patients’ ability to effectively engage with preventative care. The American Hospital Association
recommends that “hospitals and health systems can incorporate community health workers into
their workforce, extending care beyond the hospital or clinic walls to help bridge gaps in care,
expand access to care and, ultimately, improve health outcomes for high-risk patients.”
Best Practice Standard. Hospitals can provide meaningful support to community health worker
programs in the context of value-based care initiatives and in coordination with primary care
services in the community. This standard can be met by the hospital itself hiring and training
community health workers or by making meaningful contributions to programs in the community.
Example. The Greenville Health System (SC) PASOs program connects community members with
community health workers, social workers, and healthcare providers, and is aimed at individuals in
the Latinx community. Penn Medicine (PA) has provided financial support for the development of
the IMPaCT program at the Penn Center, which has allowed community health workers to engage
with thousands of patients in Philadelphia.

3.6. Best Practice Standard: Hospital makes meaningful
contributions to supporting school success.
Background. Education and health are intrinsically linked. A 25 year old with a college degree can
expect to live 10 years longer than their 25 year old counterpart without a high school degree.
Chronic absenteeism is associated with risky behavioral choices and poor school performance.
A low literacy level is associated with worse health literacy and health outcomes. Yet, across
the United States there are great disparities in access to elementary and higher education. The
American Academy of Pediatrics notes that “pediatricians and their colleagues caring for children
in the medical setting have opportunities at the individual patient and/or family, practice, and
population levels to promote school attendance and reduce chronic absenteeism and resulting
health disparities.”
Best Practice Standard. Hospitals can make meaningful contributions to supporting school success
through one or more of three types of activities:
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1.

Direct services, such as comprehensive school health services.

2.

Collaborative work with education system officials to improve outcomes such as
third grade reading or absenteeism.

3.

Strategic partnerships with schools to provide training and employment for
graduates.

Example. The Akron Children’s Hospital (OH) developed a partnership with the local school system
to provide more in-school healthcare services. The Dell Children’s Hospital (TX) provided financial
assistance to the Austin Independent School District when it was facing a budget shortfall that could
potentially necessitate laying off school nurses. Cincinnati Children’s Hospital (OH) also invests in a
variety of initiatives to improve reading skills for children in the Cincinnati area.

3.7. Best Practice Standard: Hospital meaningfully supports
expanding access to fresh, affordable, healthy foods in the
community.
Background. In 2019 over 10% of US families faced food insecurity, which is the lack of enough food
to meet basic nutritional and health needs. Socioeconomically disadvantaged, rural, and racially
segregated Black and Brown communities are disproportionately impacted by limited access
to healthy, nutritious, and affordable food, geographic areas also referred to as “food deserts.”
Both adults and children that are impacted by food insecurity have higher rates of iron deficiency
anemia, tooth decay and depression. Adults experiencing food insecurity also have higher risk of
cardiovascular disease and related hospitalization, diabetes and limitations to activities of daily
living, and children experiencing food insecurity have higher rates of asthma. Improving healthy
food availability in communities is associated with behaviors that are linked to chronic disease
management for conditions like diabetes and cardiovascular disease. The Robert Wood Johnson
Foundation’s Commission to Build a Healthier America has recommended that the health care
system “create public-private partnerships to open and manage full-service grocery stores in
communities without access to healthful food.”
Best Practice Standard. Hospitals can make meaningful investments to increase access to
affordable healthy food in their communities consistent with recommendations from the
Commission to Build a Healthier America through one or more of the following activities or through
a hospital food pantry that offers healthy food.
1.

Investing in development of grocery stores in low food access neighborhoods

2.

Providing financial support to community groups working on food access

3.

Providing on-campus farmers markets with a majority of affordable items,
acceptance of food benefits, and advertising to the surrounding community

-

Commission to Build a Healthier America
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Example. Kaiser Permanente supports a network of farmers markets at their clinical locations
and in the community. Another example is the St. Mary Medical Center Farm to Families Initiative
(PA) which provides affordable, healthy food to 1,000 families. The Medical Center also developed
Fresh Connect, a healthy food delivery service and mobile open market to individuals in need of
these services.

3.8. Best Practice Standard: Hospital invests in expanding or
improving healthy, affordable housing in the community.
Background. The United States is experiencing a growing housing crisis. Since the great recession,
the proportion of United States residents facing “worst case” housing needs has increased. People
with “worst case” housing needs are defined as those who do not receive housing assistance
from the government, pay over half of income towards housing, and have inadequate living
conditions. Lack of access to affordable, safe housing contributes to poor health including increased
risk of respiratory illness, toxic exposures, falls, and premature death. Metrics that assess the
housing challenges in a community include the Index of Isolation, Index of Dissimilarity, Index
of Neighborhood Disinvestment, and Heat Vulnerability Index. When housing costs consume
a disproportionate share of household financial resources, individuals and families may forego
other necessities such as purchasing food or medications. The American Hospital Association
recommends that “hospitals and health systems implement strategies and programs to improve
housing stability.” Investments in housing fall into three categories:
1. Financial support for expanding high quality, affordable housing
2. Financial support for assessment and renovation of existing affordable housing
3. Partnership with state-led finance housing agencies, local community development
financial institutions, or other community agencies to increase the supply of safe,
affordable housing through redevelopment or revitalization initiatives.
Best Practice Standard. Hospitals and health systems can make meaningful investments to increase
access to safe, affordable housing in safe and economically vibrant communities. Importantly,
hospitals should be vigilant that their efforts do not contribute to further gentrification and dislocation
of vulnerable populations. To meet this standard, hospitals can make meaningful contributions to one
or more of the following, based on successful examples of these efforts by hospitals:
1. Creating and sustaining community partnerships to improve economic and housing stability
2. Conducting home safety and environmental hazards assessments, repairs, and renovations
to improve housing stability, housing quality, and health
3. Developing affordable housing units for disabled, elderly or individuals experiencing
homelessness and families and low-income families with children in their catchment area
4. Partnering with public housing authorities, nonprofit affordable housing developers, and
others to increase access and availability of safe, affordable housing in safe, economically
vibrant communities within their catchment area
5. Providing or supporting co-location of health services to meet the needs of chronically
ill and high-needs populations in settings such as transitional housing and permanent
supportive housing
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Example. The Bon Secours Baltimore Health System (MD) has invested in affordable housing units
in the community. Children’s Mercy Kansas City’s Healthy Homes program provides assessments
of home safety and environment. Nationwide Children’s Hospital’s (KS) “Healthy Homes” program
provides funding for renovation of affordable existing and new rental properties and homes.
The initiative is funded through the Center for Community Investment grant program. Through
the Better Health Through Housing program, the University of Illinois Hospital (IL) partners with
the Chicago Center for Housing and Health to provide social and economic supports to connect
patients with housing. The New Jersey Housing and Mortgage Finance Agency has a supportive
housing partnership with local hospitals, including St. Joseph’s Health (NJ).

Component 4: Hospital as Anchor Institution
Hospitals and health systems are often among the largest and most prominent employers and
businesses in their communities. As anchor institutions, hospitals can lead by example by adopting
corporate practices relevant to community health and equity. We propose that hospitals receive
partial credit for meeting at least four of the eight best practice standards, and full credit for
meeting at six or more of the eight best practice standards.

4.1. Best Practice Standard: Hospital has a five-year plan for
achieving diversity in board and top management and measures
progress towards this goal.
Background. Historically marginalized groups, such as racial minorities and women, have
significantly lower representation in hospital leadership, and disproportionately perform lower
paying jobs in the United States healthcare industry. Reasons include institutional factors such
as biased recruitment, hiring, and promotion practices. Many hospital systems have recognized
the urgent need to implement systematic changes to increase diversity in all levels of hospital
leadership. In addition to the benefits inherent in hiring talented professionals and working towards
institutional equity, hospital leaders who reflect the diversity of the community may be better
positioned to “engender greater implementation of initiatives to reduce disparities and promote
health equity.”
Best Practice Standard. Hospitals can follow the recommendations of the NAACP to “develop
a measurable and achievable goal for diversity in...top management … and a five-year plan to
accomplish it.” Hospitals should also track progress towards this goal. The definition of diversity
encompasses not only race and gender but other factors such as sexual orientation, age, ability, and
income. Key components of such plans may include one or more of the following strategies:
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1.

Voluntary diversity targets

2.

Selecting a diverse candidate pool

3.

Providing mentorship to board candidates

4.

Consideration of non-CEO, non “traditional pipeline” candidates

5.

Term and age limits

6.

Larger board size

7.

Board performance evaluation

U.S. Government Accountability Office

Example. Christus Health (TX) has worked to increase racial, ethnic, gender and age diversity in
its leadership in several ways, including making leadership board diversity and inclusion goals in
its organizational plan, monitoring diversity of the board, and having a requirement that at least
33% of the candidates in a board member hiring pool are “diverse.” These efforts among others
have resulted in an increase in the percent of trustees identified as racially diverse (from 10 to
35%) and as women (from 10 to 40%). Equally importantly, a member of the board reported that
the increased diversity of the board has led to a “greater focus on community needs.” The Robert
Wood Johnson University Hospital implemented several programs to support hiring and retention
of underrepresented minorities in leadership positions, including a “formal diversity and inclusion
program,” collection and review of diversity statistics, mentorship and pipeline programs, and
supportive working groups. This work led to an increase from 17% (2011) to 22% (2015) of minorities
on the hospital board, as well as an increase in the percentage of minorities in leadership from 4%
(2012) to 32% (2015).

4.2. Best Practice Standard: Hospital pays all employees a
minimum hourly rate based on the local living wage.
Background. A living wage is defined as the amount of money that a full-time working person needs
to earn to cover basic living expenses and health needs of themselves and their dependents. The
living wage is generally higher than the federal minimum wage of $7.25 per hour. Every one dollar
increase in earnings above the federal minimum wage is associated with a decrease in the number
of infants with a low birth weight, postneonatal mortality, and smoking rate. Implementing a
minimum wage of $15 per hour would reduce the poverty rate of female health workers by 27.1%.
The Institute for Healthcare Improvement has concluded that “a living wage for healthcare workers
is essential to achieve health equity.”
Best Practice Standard. Hospitals can establish a minimum wage based on the MIT living wage
calculator set to “single adult with no children.” This wage should be close to or exceeding
$15 per hour. This wage should apply to all hospital employees, including contractors, such as
environmental staff.
Example. The University of Arkansas for Medical Sciences (AR) established a minimum wage of
$14.50 per hour for all employees of the institution in 2018. This figure was based on the living wage
in its home county of Pulaski County, Arkansas.
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4.3. Best Practice Standard: Hospital has a minority owned
business purchasing and procurement goal and measures
progress towards this goal.
Background. Income inequality has a deleterious effect on health outcomes, especially for those at
the lower end of the income spectrum. Historically, minority communities have had less opportunity
for economic development and investment due to governmental loan practices and systemic
racism. Hospitals have enormous purchasing power, and thus have an opportunity to contribute
to equitable economic opportunities by intentionally investing in minority owned businesses. Life
expectancy is closely tied to income. Further, as income disparities are particularly stark along
racial lines, income inequality contributes to worse health disparities.
Best Practice Standard. Hospitals can make minority owned business purchasing and procurement
goals and measure their progress towards these goals. This standard is based on the NAACP
recommendation that “healthcare firms can begin tracking supplier diversity in greater detail and
ask primary suppliers to include a specific level of diversity in their subcontracted work as well.”
Example. Several hospitals including the University of Pittsburgh Medical Center (PA), the Mayo
Clinic (MN), and Johns Hopkins Hospital (MD) have minority owned business procurement policies
and goals. The Kaiser Hospital System has a policy that also requires that suppliers provide
certification that they have diverse ownership including “minority, woman, LGBT, veteran, veterandisabled, and disabled” individuals.

4.4. Best Practice Standard: Hospital supports access to
affordable high-quality child care for children of all full and
part-time employees.
Background. Enrollment in quality early childcare is associated with better behavioral and cognitive
outcomes for children. Additionally, women make up 76% of the healthcare workforce, yet lack
of childcare is associated with decreased participation of women in the workforce. In most
western societies women have typically been charged with the financially uncompensated job of
raising children, thus, having access to childcare improves economic opportunities for women.
The American Academy of Pediatrics policy emphasizes the benefit of universal early childhood
programs. Beyond basic child care services, there are a myriad of health and learning benefits for
children who participate in programs with an education component.
Best Practice Standard. Hospitals can provide support for all full- and part-time employees to
access quality, affordable child care. Hospitals can meet this standard in one of several ways, per
the recommendations by the International Finance Group (IFG):

Measuring Hospital Contributions to Community Health with a Focus on Equity | 23

1.

On-site childcare centers (run by the employer or a third party)

2.

Support for off- or near-site childcare centers

3.

Childcare vouchers, subsidies, stipends, discounts, and other supported access to
services

International Finance Group, 2019

Example. University Hospital Parma (OH) provides early childhood education and care to children
of employees and physicians, and recently expanded the service to children of people not employed
by the hospital. Stanford Hospital offers two part-time nursery schools, as well as two full-time child
care programs to all of its employees.

4.5. Best Practice Standard: Hospital provides paid sick leave to
all employees.
Background. Paid sick leave has both immediate and long term health benefits. Individuals with an
acute illness are more likely to stay home if they have paid sick leave, which decreases the spread
of contagious illnesses to others. Further, employees with paid sick leave are more likely to have
preventative health care (pap test, mammography, endoscopy, flu vaccine) and see a doctor
compared to those without paid sick leave. Employees without paid sick leave are also more likely
to delay seeking medical care for themselves and for family members such as their children. The
American Medical Association (AMA) “supports employer policies that allow employees to accrue
paid time off and to use such time to care for themselves or a family member.” In addition to the
AMA, the National Association of County and City Health Officials (NACHO) supports paid sick
leave policy based on its positive impacts on public health.
Best Practice Standard. Hospitals and their contractors can provide universal paid sick leave to
their employees, including ensuring access to sick leave for contract workers and non-clinical staff
such as food service employees and environmental cleaning staff. Hospitals should also establish
mechanisms to ensure that utilizing sick leave policies does not result in negative repercussions for
employees. Hospitals can use the policy adopted by the federal government for covered employers
during the COVID-19 pandemic as a framework for their own practices:

1.

Two weeks (up to 80 hours) of paid sick leave at the employee’s regular rate of pay
where the employee is unable to work

2.

Two weeks (up to 80 hours) of paid sick leave at two-thirds the employee’s regular
rate of pay because the employee is unable to work because of a bona fide need to
care for others

3.

Up to an additional 10 weeks of paid expanded family and medical leave at twothirds the employee’s regular rate of pay

United States Department of Labor, 2020
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Example. University of Rochester Medical Center (NY) provides 10 work days of paid sick leave to
all employees yearly. Barnes Jewish Hospital (MO) provides 23 days of paid time off to employees
which can be used for vacation, sick leave, or other purposes.

4.6. Best Practice Standard: Hospital adopts a “do no harm”
collections policy.
Background. An article from the New York Times in 2019 reported that “hospitals across the
country are increasingly suing patients for unpaid bills, a step many institutions were long unwilling
to take.” Medical debt is associated with delays in medical care and treatment. Further, among
individuals who experience homelessness or have less than a 12th grade education, debt collection
is associated with a decrease in healthcare utilization. Importantly, medical debt can affect patients
regardless of their insurance status. The American Association of Medical Colleges has stated, “The
mission of every hospital in America is to serve the health care needs of people in its community –
part of that commitment includes treating patients with dignity and respect from the bedside to the
billing office.”
Best Practice Standard. Hospitals can adopt four recommendations made by the nonprofit
organization Community Catalyst for Methodist Hospital in Memphis to assure that their billing
practices are reasonable and one from the American Hospital Association on access to information
about financial assistance. These include the following:
1.

Base eligibility for financial help on need, not insurance status1

2.

Adopt a Do-No-Harm collections policy, which prioritizes establishing reasonable
payment plans over legal actions1

3.

Stop wage garnishments1

4.

Provide training to hospital staff about financial aid policies and legal requirements1

5.

Hospitals should communicate [financial assistance] information to patients in a way
that is easy to understand, culturally appropriate and in the most prevalent languages
used in their communities.2

1
2

Community Catalyst, 2019
American Hospital Association

Example. The St. Luke’s University Health Network (PA) provides a financial assistance program
that includes patients with insurance.

4.7. Best Practice Standard: Hospital has a returning citizens
employment program.
Background. The National Employment Law Project estimates that 70 million adults in the United
States have an arrest or conviction record. People with criminal records – especially people of
color – are unemployed at higher rates than the general population, limiting their opportunities to
support their own health as well as the health of their families and communities. The development
of returning citizen employment programs for individuals who were recently incarcerated is an
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effective way of connecting people in this situation with employment. The NAACP has a set of best
practice guidelines about actions employers can take to provide employment programs that are
inclusive of returning citizens. These recommendations include removing complete bans on hiring
individuals with a prior felony conviction, removing automatic termination of people convicted of
felonies, and developing partnerships with other organizations to support returning citizens’ return
to the workplace.
Best Practice Standard. Hospitals can take the following steps toward easing restrictions on the
hiring of people with criminal records recommended by the NAACP and its partners:

1.

Meet with other community organizations and employers regarding inclusive hiring
policies and the recommendations in this proposal

2.

Review and amend hiring policies to lift the potential “blanket ban” against hiring those
convicted of felonies and/or drug offenses.

3.

Review and amend existing policies to lift the automatic termination of employment for
associates arrested and convicted of non-work-related felonies and/or drug offenses

4.

Develop formal partnerships with intermediaries to identify and prepare potential
candidates for employment. Also, employers may consider the development of regional
or local plans to partner with available state, municipal, or nonprofit intermediaries
currently working in various areas.

5.

Develop a procedure to consider “evidence of rehabilitation” and to grant a “waiver”
to allow for the hire of applicants with criminal records when they show evidence of
rehabilitation, treatment, and/or demonstrate a connection with a support network (e.g.,
an intermediary)

6.

Work with the NAACP or other community partners to engage in a series of research
and program activities designed to monitor the successes and challenges associated
with the program

NAACP

Example. Sinai Health System (IL) partnered with the Safer Foundation and developed the Sinai
Pathway Program, which pairs an “employment referral pipeline with a wrap around support
system” for returning citizens. Johns Hopkins Hospital (MD), the Henry Ford Health System (MI),
MetroHealth (OH), and University Hospitals (OH) also have returning citizen employment programs.

4.8. Best Practice Standard: Hospital publishes plans for
advancing sustainability.
Background. The CDC has stated that “climate change...influences human health and disease
in numerous ways.” Indeed, climate change is a public health issue, and is expected to
disproportionately impact people with lower socioeconomic status, further reinforcing social
inequalities. In addition to climate change, air and water pollution have also been shown to
negatively affect population health, with socioeconomically disadvantaged populations bearing a
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disproportionate share of these consequences. Many businesses have already followed the call to
develop better sustainable practices, including following the goals of the Paris Climate Accord or
becoming LEED certified.
Best Practice Standard. Hospitals can develop and publish their sustainability statement, baseline
statistics (energy use, water consumption, and waste stream), and plans to improve. The plans
should address at least one sustainability opportunity area: energy, water, supply chain, waste, and
commissioning/retrocommissioning. Hospitals and health systems can follow all six steps of the
American Hospital Association (AHA) model for improving sustainability as listed below as they
develop these plans.
1.

Make the commitment

2.

Create a culture for supporting environmental sustainability

3.

Support and finance environmental sustainability

4.

Set goals and measure, report and evaluate change

5.

Celebrate and share successes

6.

Continue to assess and identify new opportunities

American Hospital Association, 2014

Example. Several hospitals have used the AHA model to improve their sustainability. Memorial
Hermann Health System (TX) invested in retrocommissioning among other activities to improve
energy efficiency. Wentworth-Douglass Hospital (NH) identified energy and water saving
opportunities to decrease operating costs. Carilion New River Valley Medical Center (VA)
benchmarked and monitored energy use to identify opportunities for efficiency improvements.
Sullivan County Community Hospital (IN) hired a utility consultant to identify ways to improve
efficiency with existing equipment.
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