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Abstract: Healthcare conversion foundations (CF) are charitable entities with
endowments of varying sizes that are created as the result of a sale of a hospital or
health system. Limited current research focuses on the impacts of CF grant-making
and philanthropy within the communities they serve. In this study, we use a panel
analysis of CF financial information from 2011 to 2021 to characterize CF investments
by geography, and as compared to required tax-exempt hospital community benefit
spending. Of the 51 foundations included in the analysis, CFs invested over $382million
into the communities they served through contributions, gifts, and grants infiscal year
2021 alone. On average, CFs invested $20.21 per-capita on contributions, gifts, and
grants in their communities, with CFs that serve non-metropolitan areas investing
significantly more per-capita than those that serve only metropolitan areas ($32.97 vs
$10.09, respectively), although non-metropolitan CFsmay represent a larger proportion
of overall community charitable investment as compared to metropolitan CFs within a
given community. In conjunction with prior evidence, findings from the current
study suggest that CF investments in the communities they serve appear to be on a
similar scale as community benefit spending of tax-exempt hospitals, although there is
significant heterogeneity in spending across both CFs and tax-exempt hospitals. Further
understanding of the impacts of conversion foundations within the communities they
serve andhow theymay change over time in response to changing communities, health
care context, and regulations is important to understanding the scope and impact of
philanthropic funding for population health.
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1 Introduction

In recent years, there has been substantial effort in the United States to invest in pop-
ulation health to improve health and control health care costs. Many types of organi-
zations are making such investments, including tax-exempt, nonprofit hospitals and
health systems, public health agencies, and philanthropic organizations. Healthcare
conversion foundations (CFs), also known as health legacy foundations, are one type of
charitable organization making these investments. CFs are generally created from the
sale or conversion of a nonprofit healthcare organization to a for-profit entity.
Nonprofit hospitals, specifically, are required to provide community benefits to
maintain tax-exempt status. The resulting sale of a nonprofit health organization to a
for-profit entity can face laws and regulations at both the federal and state level, but
primarily occur at the state level (Treanor andKhanna 2021). The assets from the sale of
the nonprofit entity are used to form the CF, which then focus on health-related issues
from a social determinants perspective including topics such as disease prevention,
access to care, and behavioral health (Treanor and Khanna 2021). These new CF or-
ganizations become separate charitable entitieswith their ownboards andmission, but
typically serve the same area or population as the previous healthcare organization
(Treanor and Khanna 2021). CFs can be classified as 501(c)(3) organizations or 501(c)(4)
organizations. Under the 501(c)(3) exemption, CFs can either be private foundations or
public charities. Private foundations are required by law to distribute at least 5 % of
their total assets each year, while public charities do not have this requirement.
Further, private foundations complete IRS Form 990-PF, requiring different reporting
information.

Highlighting the recent policy interest in the idea of community benefit, nonprofit
hospitals, specifically, have seen increased scrutiny for the growing value of their
tax-exempt status and the limited increase in community benefit spending to
compensate for this valuable status (United States House Committee onWays &Means
2023). While CFs are expected to continue the charitable mission, or community
benefit, of the former organization as it relates to improving health and wellbeing of
their service area, the specific ways in which CFs do this may differ substantially from
the former health care organization. For example, a significant portion of non-profit
community benefit spending is often on uncompensated or charity care, while CFs
often focus on social determinants of health or population health efforts (Singh et al.
2016; Young et al. 2018). As of 2021, 303 health care CFs currently exist in the United
States with assets ranging from about $200,000 to $3.8 billion (Treanor and Khanna
2021). Most CFs operate at regional or local levels, while some operate at state or multi-
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state levels, which is typically reflective of the former service area of the non-profit
health organization (Treanor and Khanna 2021).

Literature that offers insight into the important role CFs play through specific
programs, initiatives, evaluations has been published as many community-based ini-
tiatives and partnerships have been implemented through the decades that CFs have
been in operation. These articles offer specific examples of the unique approaches
and successful grantmaking, organizing, and programmatic roles that CFs play in
communities. For example, programs that have been initiated or funded by CFs have
had successes in strengthening community building for issues such as domestic
violence, children’s health, and investing in post-secondary education (Cao et al. 2016;
Eggen et al. 2020; Meehan et al. 2009). Further, CFs have published internal evaluations
and recommendations on organizational frameworks and capacity building that can
promote sustainable work for the organizations they serve (Baker and Constantine
2019; McCracken and Firesheets 2010).

Healthcare CFs began forming in the 1980s and 1990s (Treanor and Khanna 2021;
Williams and Brelvi 2000). During this time, many large for-profit health systems
acquired non-profit community hospitals, medical centers andhealth systems, with 155
hospitals and hospital systems converting between 1994 and 1996 (Treanor andKhanna
2021). These conversions created an unprecedented number of new philanthropic
organizations (i.e. conversion foundations), with millions of dollars in assets (Treanor
andKhanna 2021;WilliamsandBrelvi 2000). Early researchduring this timewas focused
on understanding the conversion process. Studies found that the sale of a non-profit
hospital to create a for-profit hospital and conversion foundation is typically regulated at
the state level, with no federal level oversight (Gray 1997; Sackett 1999). During this time,
researchers suggested that more formal processes of oversight and greater public
awareness of the transactions should be established to ensure that communities do not
lose resources in the conversion process (Butle 1997; Claxton et al. 1997; Gray 1997;
Sackett 1999). More recently, Niggel and Brandon have noted that there has been limited
research in recent years that goes beyond the conversion process, some research has
focused on case studies or legal review (Niggel and Brandon 2014).

Many states now have specific laws pertaining to the sale of a nonprofit health
organization to ensure the sales are regulated and resources are set aside for the
benefit of the communities impacted. An important example was the creation of the
California Wellness Foundation, which is a conversion foundation established in
1992 after one of the biggest sales of a nonprofit healthcare entity occurred in the
state (Yates and David 2000). Advocates called for increased scrutiny of these sales,
and established law in the state code of regulations, Section 999.5(h)(1) of Title 11, that
dictates the actions that must be taken for the sale of a nonprofit healthcare entity
(Legal Information Institute 2021). However, state policy surrounding the sale of
nonprofit health organizations vary greatly, with some states requiring, for example,
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attorney general involvement, public hearings, and monitoring of the conversion
and post-conversion process with reporting, while other states may have no official
policy (Orlando and Dube 2014).

CFs have been highlighted as “exciting players in health philanthropy” as they
offer funds to areas that are often underfunded such as disease prevention and
public health (Garigan 2004). The distribution of grants and funds typically occurs in
local communities where the previous non-profit hospital existed, which can create a
driving force in addressing health disparities. An interview with the president and
CEO of the California Endowment, a CF, discussed how this particular CF has used
strategic planning and community involvement to shift from primarily providing
direct service grants to more advocacy and policy change grants, where they have
seen significant victories in improving population health (Ferris 2013). A recent study
of 33 CFs that found CFs were addressing a variety of social determinants of health
in their communities (Easterling and McDuffee 2018). Another study found that as
philanthropic entities, CFs have the ability to improve population health through
collaborationwith partners and the generation of innovative ways to solve population
health issues (Heinze et al. 2016). Since the CFs began emerging in the 1980s, several
important policy challenges have been imparted, including ensuring that charitable
assets are not lost to the public, developing strategies to help CFs become effective
grant making organizations, and verifying that CF funds are used appropriately (Gray
1997).Since the CFs began emerging in the 1980s, several important policy challenges
have been imparted, including ensuring that charitable assets are not lost to the public,
developing strategies to help CFs become effective grant making organizations, and
verifying that CF funds are used appropriately (Gray 1997).

While literature exists on the positive impacts of specific programs, grantmaking
initiatives, or supportive roles CFs can play in community-basedwork, gaps still exist in
our understanding of how the roles of CF and community investments vary across
different geographies, populations, or by state-level policy differences.With the billions
of dollars in assets held in these foundations, it is important to better understand the
scale of investments from CF that contribute to community level health.

The purpose of this research note is to quantify the financial investment, as
measured byper capita expenditures, of CFs thatwere created fromhospitals orhealth
systems in the communities they serve. Using the 2021 Grantmakers In Health (GIH)
report of healthcare CFs, financial records, and information about the communities
CFs served, this study used a panel design to characterize a subset of CF investment by
characteristics of theCF and the community served. Findings from this study shed light
on healthcare CF investments in population health, as compared to other organization
types, including their formernon-profit organizations. Thesefindings canbeutilized to
better understand the scale of investments CFs make in population health and set
the stage for additional research into the outcomes of these financial investments.
Findings from this study will be of interest to policymakers involved in population
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health, organizational decision makers in non-profit institutions investing in
population health, and grant making organizations interested in population health
investments.

2 Methods

2.1 Study Design and Population

This study uses a panel analysis of CF financial information from 2011 to 2021
to characterize CF investments in their communities served, with a focus on
investments through contributions, gifts, and grants in alignment with their chari-
table missions. Our sample was derived from the GIH 2021 Conversion Foundation
Directorywhich identifies 303 CFs (Treanor andKhanna 2021). Our sample of CFswas
then restricted based on three criteria. First, we limit our sample to CFs created from
the conversion of hospitals or health systems. CFs can also be established from other
legacy organizations, such as health plans and clinical organizations such as nursing
homes. We limit to only those created from hospitals or health systems as the
non-profit expectations on such organizations are well-defined. These also represent
a significant portion of CFs identified in the GIH directory (83 %) (Treanor and
Khanna 2021). Second, we include only CFs that are classified as private foundations.
In general, CFsmay be classified as either private foundations or public charities. For
the purpose of this study, we only include those who are characterized as private
foundations as the IRS rules and reporting are different for each. Private foundations
are required to distribute aminimumof 5 %of their total assets each year and submit
IRS Forms 990-PF, as compared to public charities which submit a different Form 990
to report their financial information annually. A total of 105 CFs in the Grantmakers
in Health directory meet these two criteria. Lastly, our sample is limited to those for
which the population served (counties in which the CF works) could be identified
through CF websites or publicly available media sources. Altogether, our sample
represents approximately half of CFs that are private foundations and derived from
a hospital or health system. Our sample primarily includes CFs that serve one or
several contiguous counties within a given state. There are CFs that serve a full state
or region ofmultiple states, however these CF aremore likely to be formed as a result
of the sale of a health plan, for example.

2.2 Data Sources

The list of CFs and information about the organizations was extracted from the GIH
2021 Directory. Areas served by county were identified by CF websites and available
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media sources. Financial information for CFs was obtained through forms 990-PF.
Depending on the year, these were obtained from GuideStar and the Internal
Revenue Service (IRS). At the time of analysis, forms 990-PF were not downloadable
from the IRSwebsite for thosefiled in 2017–2019. As such,we relied onGuideStar data
for these years. Neither IRS nor GuideStar have consistent data available for tax year
2016 for private foundations, so 2016 was omitted from the analysis. Additional
county-level population information was obtained from American Community
Survey (ACS) and United States Department of Agriculture.

2.3 Financial Measures

Financial measures were defined based on the IRS definitions in form 990-PF.
Measures include total assets; exempt spending; exempt spending on contributions,
gifts, and grants; and exempt administrative spending. Exempt spending is defined
by form 990-PF Part I, column d, “Dispersements for charitable purposes.” These
expenses are divided into the categories of “total operating and administrative
expenses” and “Contributions, gifts, grants paid.” Operating and administrative
expenses includes 11 categories, including items such as compensation of officers,
directors, trustees, etc.; other employee salaries and wages; pension plans, employee
benefits; legal, accounting, and other professional fees; occupancy; conferences,
travel, andmeetings; and printing and publications. We include per-capita estimates
of all measures. Per-capita amounts were calculated using ACS population estimates
from counties served by the CF as identified by CF websites. Population estimates for
all counties servedwere added for the per capita denominator. Given the focus of the
study on the role of CFs in supporting community health and well-being, we focus on
the exempt spending of CFs, especially the exempt spending on contributions, gifts,
and grants. Further, we estimated the percent of exempt spending on each total
operating and administrative expenses as compared to contributions, gifts, and
grants paid. Lastly, we estimated the percent of total assets spent on contributions,
gifts, and grants paid, and compare that to the IRS threshold of distributing at least 5 %
annually. Of note, the IRS requirement does not require this full 5 % to be contributed
through contributions, gifts, and grants, but can also include “reasonable andnecessary
administrative expenses” and amounts paid to purchase assets that are “directly to
carry out the charitable or other public purpose” (IRS 2024). As such, ourmeasure is not
a direct assessment ofmeeting this requirement, but rather assessing the portion of CFs
in our sample at least meeting this requirement by contributions, gifts, and grants
alone. All financial measures were calculated for each tax year and adjusted for
inflation to 2023 USD.
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2.4 Organization & Population Measures

Several characteristics of the CF and the population served were also included in
the analyses. Selection of these measures are those that are potentially related to
organizational operations and scale, demographic and economic characteristics of
the community served, especially those relevant to health equity and population
need which may align with the population health mission of CFs. Organizational
characteristics of the CF include: asset size (small [up $50 million], medium [greater
than $50 million to $100 million], and large [greater than $100 million]), year of
conversion (before 2000, 2000–2009, and 2010-current), and a binary indicator for
whether the CF serves a single county. The year of conversion categories were
designed to capture changes in both the CF and larger health policy landscape. The
majority of CFs were formed in the 1990s. During this time, state policies were
also being enacted regarding conversions. 2000 through 2009 reflect a time with
increasing CFs and them becoming more prominent. The last period beginning in
2010 through current is designed to mark the substantial change in health policy
brought on by the passage of theAffordable CareAct. Not only did this havewidespread
implications for health policy generally, but also had tremendous implications for
hospital finance and non-profit hospital requirements.

Population characteristics include: percent of the population that is non-white,
percent of the population that is Hispanic or Latino, median household income, and a
binary indicator for the CF serves at least one non-metropolitan county as compared to
only metropolitan counties. Metropolitan and non-metropolitan status was identified
using 2013 Rural-Urban Classification Codes (RUCCs) categories 1–3 and 4–9, respec-
tively. Population characteristics were all estimated fromACS 5-year estimates data by
aggregating all counties served by the CF and calculating percentages of the total
population.

2.5 Analyses

First, descriptive statistics of CFs and the populations servedwere provided for the full
sample and by serving any non-metropolitan counties compared to only metropolitan
counties, conducted using Pearson’s Chi-Squared tests (categorical measures) and
T-tests (continuous measures). Next, descriptive statistics of financial measures were
conducted overall, by year (2011, 2017, and 2021), Next, bivariate analyses of financial
measures for all years by CF serving any non-metropolitan counties compared to only
metropolitan counties using t-tests. Finally, panel linear and logistic regressions of
various financial measures as a function of CF and population characteristics were
conducted. These models include state and year fixed effects and standard errors
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clustered at the CF level to account for repeated observations. We include state fixed
effects because of the variation in state policies regarding mergers or acquisitions of
hospitals and health systems and specific policies regarding the conversion or the CF
itself (Niggel and Brandon 2014; Orlando and Dube 2014).

3 Results

In total, 51 private foundation CFs were included in the analysis, with varying
numbers of CFs by year resulting in 431 CF-year observations. Approximately 45 % of
CFs in the sample were from CFs serving any non-metropolitan counties, while the
remaining 55 % served all metropolitan counties (Table 1). Two CFs served entire
states and 26 CFs served only one county. The mean number of counties served was
5.96 and median of 1. There were some significant differences in characteristics of
CFs and the communities they serve by metropolitan status, with CFs that serve any
non-metropolitan counties tending to have lower median incomes and smaller
portions of the populations they serve that are non-White. In 2021, total assets of CFs
ranged from $5.4million to $3.1 billion with amean of $281.5 million and amedian of
$94.5million (in 2023 USD, Table 2). In 2021, organizations spent a total of $382,268,854

Table : Descriptive characteristics of CFs in the sample.

Serve all metro Serve any non-metro Total p-Value
N =  N =  N = 

Asset size .
Small, ≤mil  (.%)  (.%)  (.%)
Medium, –  (.%)  (.%)  (.%)
Large, >mil  (.%)  (.%)  (.%)

Year CF established .
Before   (.%)  (.%)  (.%)
–  (.%)  (.%)  (.%)
-current  (.%)  (.%)  (.%)

Serves single county  (.%)  (.%)  (.%) <.
Percent of Pop. Served non-white . (.) . (.) . (.) .
Percent of Pop. Served
Hispanic or Latino

. (.) . (.) . (.) .

Median household income quartiles .
Quartile   (.%)  (.%)  (.%)
Quartile   (.%)  (.%)  (.%)
Quartile   (.%)  (.%)  (.%)
Quartile   (.%)  (.%)  (.%)

p-Values for comparisons of categorical variables were conducted using Pearson’s Chi-Square tests while those for
continuous, numeric variables were conducted using T-tests. This table represents each CF-year observation.
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on contributions, grants, and gifts in the communities they serve. This is inherently a
significant underestimate of the total CF investments as it captures only half of
private foundation CFs from hospitals and health systems, and about 17 % of all
known CFs.

In bivariate comparisons, CFs that serve any non-metropolitan counties spent
significantlymore on total exempt costs, exempt administrative costs, and contributions,
gifts, and grants (p < 0.001, Figure 1). On average, CFs that serve any non-metropolitan
counties spent $32.97 per-capita on contributions, gifts, and grants as compared to $10.09
among CFs that serve all metropolitan counties (p < 0.001). Further, CFs that serve any
non-metropolitan counties also spent a significantly greater share of their total assets on
contributions, gifts, and grants compared to those that serveallmetropolitan counties on
average (4.57% vs. 3.73%).

Regression results suggest that year of conversion and serving any nonmet-
ropolitan counties are significantly associated with most financial measures
(Table 3). CFs established since 2010 are associated with greater total assets per
capita (coef.: 854.66, p-value: 0.004), compared to those formed before 2000. CFs
serving any non-metropolitan countieswere at over six times greater odds spending at
least 5 % on contributions, gifts, and grants (p = 0.042) and had significantly greater
total assets per capita (coef.: 744.51, p-value: 0.017), and contributions, gifts, and grants
per capita (coef.: 3.24, p-value: 0.021) compared to those that serve only metropolitan
counties. Medium sized CFs (with total assets between $50–100 million) had higher
exempt spending per capita (coef.: 4.60, p-value: <0.001), and higher contributions,
gifts, and grants per capita as compared to small foundations (coef.: 3.46,p-value: 0.032).
In contrast, large CFs (with total assets greater than $100 million) had lower contri-
butions, gifts, and grants per capita as compared to small foundations (coef.: −2.82

Figure 1: CF exempt spending per-capita by metropolitan status of area served (2011–2021 pooled).
Note: *p < 0.05; **p < 0.01; ***p < 0.001. T-tests were used to compare mean spending values by
metropolitan status.
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p-value: 0.040). Lastly, total assets per capita were positively associated with exempt
spendingper capita (coef.: 0.04,p-value: <0.001), administrativeandoperational spending
per capita (coef.: 0.01, p-value: <0.001), contributions, gifts, and grants per capita (coef.:
0.04, p-value: <0.001), and increased odds of spending at least 5% on contributions, gifts,
and grants (OR.: 1.001, p-value: 0.002).

4 Discussion

CFs are one of the many organizations that invest in population health at the
community level, along with tax exempt, non-profit hospitals and health systems.
However, CFs and the resulting impacts that the conversion process and foundations
have on communities are often overlooked. The conversion process of a non-profit
hospital or health system and the resulting CF may become increasingly relevant in
future years as health systems and hospitals face financial pressure because of the
COVID-19 pandemic. These pressures are being seen throughout the U.S. as COVID-19
relief funding that was keeping hospitals solvent has been discontinued, but are
most commonly found in rural communities as hospitals face financial and staffing
difficulties (Levinson et al. 2023). As hospitals convert from non-profit to for-profit
institutions, the structure, composition, and requirements for investing in popula-
tion health by the established CF may also shift. The current study describes the size
and amount of spending by CFs that are private foundations, including the amount
spent on contributions, gifts, and grants. While investments via contributions, gifts,
and grants are an important mechanism for investing in population health, they
are an intermediate measure, and do not capture the impact CFs are having on
their communities. Further work is needed in this area, requiring substantial
data collection efforts based on the specific contributions, activities, and intended
audience and goals of each CF and each investment made.

First, wefind that this sample of CFs investedover $382million in the communities
that they serve in 2021 alone. Within their capacity as private foundations investing in
community and population health, they spent a mean of $77 and median of $81 per
capita on contributions, gifts, and grants. Each of these measures is an underestimate
of the full investment of CFs, given the limited inclusion criteria and limited sample.
Some of the largest CFs are the product of health plans, and are therefore not included
in this study. For example, the California Endowment was established in 1992 when
WellPoint Health Networks was acquired by Blue Cross of California (The California
Endowment 2024). Their current assets are over $3 billion and they have invested
nearly the same amount through grants since their establishment (The California
Endowment 2024). In looking at tax-exempt non-profit hospital spending on
“community health improvement” activities (the most similar comparison to CF
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spending on contributions, gifts, and grants), previous evidence suggests that these
organizations spent a median of $130 per capita on community benefit activities,
but that a relatively small proportion of that spending is actually on community
health improvement activities (as opposed to charity care or other types of exempt
spending) (Singh et al. 2016; Young et al. 2018). One study estimates that tax exempt
spending on direct population health efforts is approximately $11 per person, but
with significant heterogeneity (Singh et al. 2016). In some states, average per-capita
spending of this type ranged from below $1 to greater than $25 (Singh et al. 2016).
Another study suggests that mean community benefit spending at the hospital
referral regionwas $164 per capita, but less than 5 % of that spending is on community
health improvement activities (Leider et al. 2017). Altogether, this suggests that these
CF investments in population health are generally on the same scale as their
tax-exempt hospital counterparts, especially when we consider the role of indi-
vidual hospitals, health systems, or conversion foundations rather than all of the
organizations investing within a given geographic area. We also note that there is
great heterogeneity in the amount invested by both non-profit hospitals and health
systems as well as CFs. The lack of associations between CF exempt spending and
most CF and community characteristics suggests more research is needed to better
understand this variation among CFs.

Existing evidence suggests that CFs vary greatly in many important ways, are
subject to both federal and state political environments, and may face regulatory and
contextual changes over time. We also identify variation in the amount distributed
directly through contributions, gifts, and grants alone by year of CF conversion and
serving any nonmetropolitan counties, and some differences in operational and
administrative spending by CF size. Larger CFs may be performing different types of
roles and activities compared to smaller CFs,whichmay contribute to this difference in
operational and administrative spending. For example, larger CFs are likelymanaging
more and larger grants, and may be more likely to be conducting more foundational
work to affect population health and promote change at a systems level, rather than
being more solely focused on contributions gifts and grants. However, we are not able
to assess this within this data.

Notably, there are significant differences in the state-level policies surrounding
CF formation, as some states have specific laws that outline formal procedures for the
sale of a nonprofit health organizations while others do not. Differences in state level
policies may also affect how CFs are formed and how they function, which may, in
turn, create variation in investments and benefits to the communities they serve.
Adding to the complexity, Grantmakers in Health estimates that about a third of CFs
are still engaged with their formation organization, which may also lead to CF
operational differences. It is possible that policy differences could be influencing the
presence and activity of CFs, however to our knowledge, there is not conclusive
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evidence on the impact of state-level policy differences on CF formation, investment,
and community-level health benefits. CFs that were formed in the 1990s as compared
to those formed more recently, including those before or after the Affordable Care Act
and/or the COVID-19 pandemic,mayundertake different types of activities, approaches,
or spending. Importantly, these changes over time, by potential changing community
context and age of the CF formation, and health outcomes related to the investments
of CFs and how they differ based on state policies are unknown. Because of the lack of
readily available, comprehensive information regarding the policies CFs face at the
state level and the small sample size in the current study,wewereunable to account for
this in our analyses. Understanding and quantifying the community benefit offered
by CFs, and how this may be influenced by state policies is an important area for
future research as both the health care and policy landscape vary greatly across the
U.S. Research of this nature would be important to policymakers who could change
state-level policies related to the sale of nonprofit health related organizations.

We also find in both bivariate and multivariate comparisons that total exempt
spending per capita and spending on contributions, gifts, and grants per capita are
greater among CFs that serve any non-metropolitan areas as compared to those
that serve only metropolitan areas. While this may suggest that CFs serving more
rural areas play a larger role in investing in population health than in urban areas,
this is likely a function of there being a smaller number of total hospitals or health
systems and CFs in rural areas doing this type of investing. Conversely, inmore urban
areas where there are more entities investing in community health, the spending by
an individual CF may represent a smaller share of the overall community invest-
ment in population health. Regression results also show that CFs that serve any
non-metropolitan areas are at greater odds of spending at least 5 % of their assets
towards contributions, gifts, and grants alone. Together, this suggests that CFs
are important investors in their communities, particularly those that serve
non-metropolitan areas.

Lastly, we find that exempt spending is largely a function of the per-capita total
assets, which are a function of the original sale price, even when also adjusting for
rurality. Understanding what drives the conversions and the sale price, and how this
may differ by geography, will be key for interpreting the implications for thisfinding.
Future research is warranted in this area.

5 Limitations

While this study is among the first to assess the role CFs play in investing in population
health in recent years, it is not without limitations. First, our sample is limited to those
that are private foundations created from hospitals or health systems and that had
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their geographic service area in counties clearly articulated on their websites. This
sample may not be representative of all CFs or generalizable due to the small sample
size and inclusion criteria. Many CFs with potentially large endowments have been
formed from large health insurance plans, classified as public charitable entities, or
have limited information available on their website as to the geographic area served.
Additionally, the 990-PFprovides a directmeasure of spending for charitablepurposes,
facilitating the analysis but limiting our sample to private foundations only and
limiting the generalizability to other types of foundations. While our sample repre-
sents about 50% of private foundation CFs that are derived from hospitals or health
systems, this is an underestimate of the full financial role of CFs and is not general-
izable to all CFs. Previous work also suggests that CFs that derive from health plans
may differ in significantways fromothers, including having greater assets and greater
service areas (Niggel andBrandon 2014). As such, there is a notablemarginof error and
findings should be interpreted with care. However, this study expands the evidence of
the financial role of CFs, which has been noted to be limited historically to studies
focused on the process of conversion and case studies, rather than a more compre-
hensive view. Second, we estimate per-capita investments based on the theoretical
geographic area served. CFs may not actually invest in all of these counties, or equally
across them. Theoretically serving these areas does not imply that investments are
actually reaching each of these counties each year. In addition, CFs may also make
investments at the state or national level, or outside of the local geography. Next, we
describe the contributions, gifts, and grants as being related to population health.
While this is the primary giving objective of CFs, we cannot assess how much of this
spending category is related to population health. Additionally, the current study does
not account for other CFs, hospitals, or health systems that may also be investing
in population health efforts in the same geographic area. Therefore, we are only
capturing a proportion of the population health investments occurring from CFs and
not all investments. This is likely a greater limitation in metropolitan areas that are
more likely to be served bymore thanone CF, aswell as remainingnon-profit hospitals
and systems. Next, CFs may make important investments towards population health
outside of those that are categorized directly as “contributions, gifts, and grants paid.”
Select operational and administrative spending may indirectly, but invaluably, affect
population health. For example, travel, conferences, and meeting spending may be
used to train and educate staffwith themost current evidence and practices to support
health and wellbeing, therefore potentially improving the impact of the CFs work.
In addition, much of the work of the officers, directors, trustees, and employees is
to facilitate funding to improve the health and wellbeing of their communities.
Funding for their salaries is an indirect investment in population health. Lastly, for
the purposes of this study, we have dichotomized CFs into those that serve only
metropolitan counties compared to those that serve at least one nonmetropolitan
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county. This is a coarse measure of rurality and does not capture some of the unique
spending patterns and differences of organizations that may be at a county, state, or
regional level. However, half of the sample are CFs that serve only 1 county, providing
some justification for using this measure across CFs that serve only 1 county to those
that serve entire states.

These limitations identify important areas for future research such as
understanding public and private CFs and how they differ, CFs formed by different
types of legacy organizations, how CF activities and roles have changed over time,
variation in and the role of state policy in CF spending and activities. Further,
research should seek to generate an understanding of geographical areas served
by CF, more comprehensive understanding of what CFs are investing in, and
community level differences in CF grantmaking and outcomes. Additionally,
research that offers comparisons of CF grant-making to prior non-profit hospital
expenditures for community benefit would be beneficial to understanding the
impacts to the communities served.

6 Conclusions

As the US continues to emphasize population health through policy and financial
investments, it is increasingly important to understand the full variety of charitable
organizations operating within this space. We find that CFs are considerable investors
in this area, yet we lack comprehensive understanding of differences in investment
activities and population health outcomes, the effect of policy differences on CF giving
and outcomes, how they are addressing health disparities, and how their work
compares to the community benefit activities to their former non-profit institutions
warrants further research.
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