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Abstract

Hospital provision of charity care plays a crucial role in ensuring healthcare access for
uninsured and low-income patients, yet the factors influencing this provision remain poorly
understood. This paper examines how hospital charity care responds to regulatory changes
by analyzing the long-term effects of the Hill-Burton Act of 1946, which allocated $6 bil-
lion to over 3,500 hospitals in exchange for those facilities providing free and reduced-cost
care to uninsured patients for 20 years. Using detailed hospital financial data from four
large states, patient discharge data from the Healthcare Cost and Utilization Project, and
event studies around the expiration of Hill-Burton charity care obligations, I analyze the
impact of these regulatory expirations on hospital conduct and patient access to care. I find
that Hill-Burton hospitals decrease charity care provision by 30% and reduce admissions of
likely charity-eligible patients by 14% after their obligations expire. These patients are sub-
sequently shifted to neighboring public and non-profit hospitals, where they are required
to pay for care. While county-level access to hospital care remains stable, county-level
charity care spending drops by 20% after the first expiration of Hill-Burton obligations in
the county. These results reveal strategic behavior in hospital charity care provision and
highlight the importance of considering hospital objectives and responses when designing

policies to improve healthcare access for underinsured populations.
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1 Introduction

Charity care—the provision of free or discounted medical services to patients who are un-
able to pay—is a vital yet poorly understood component of the US healthcare system. As one of
the few developed nations without universal health insurance coverage, the US relies heavily on
charity care to fill critical gaps in its healthcare safety net. In 2022, approximately 10% of non-
elderly Americans were completely uninsured, 11% faced insurance coverage gaps throughout
the year, and 23% were underinsured with unaffordable out-of-pocket costs (Collins et al.,
2022). Despite lacking health insurance or the ability to pay, many of these individuals still
require medical care and many providers choose to serve them. Hospitals have become the de
facto safety net for this population, providing $26 billion in free or discounted care annually
and earning them the moniker of “insurers of last resort” (Roth et al., 2021; Garthwaite et al.,
2018)." Hospitals have significant discretion in deciding how much charity care they provide
and to whom, as they receive minimal reimbursement for charity care costs and face few regu-
latory requirements.” Beyond understanding the aggregate magnitude of hospital charity care,
little is known about the factors motivating hospitals’ charitable behavior or how this behav-
ior affects patient access to healthcare and health outcomes. These questions are particularly

important given ongoing debates over healthcare reform.’

This paper examines these questions by analyzing how hospitals respond to changes in
charity care regulations following the Hospital Survey and Construction Act of 1946. Com-
monly known as the “Hill-Burton” Act, after its US Senate sponsors, this landmark federal pro-
gram provided $6.1 billion (nominal; $108.9 billion in 2024 dollars) to over 3,500 hospitals
and thousands of other medical facilities with the goal of modernizing healthcare infrastruc-
ture across the US. In exchange for this federal support, the Act required participating hospitals
to provide free and reduced-cost care to uninsured members of their communities for a period
of 20 years. The Hill-Burton Act represented the federal government’s first major intervention
in the healthcare system, using grants, loans, and loan guarantees to address critical health-
care access shortages in poor and rural areas following the Great Depression and World War
II. The Act had a large impact: by 2020, 35% of US hospital beds had received funding and

1Of this $26 billion, hospitals provide $20 billion to uninsured patients and $6 billion to low-income insured
individuals.

2For example, only private non-profit hospitals currently have any regulatory charity care requirements at
the federal level. Prior to 2016, such hospitals simply had to meet a “community benefit standard” of charitably
promoting health to a broad class of persons in their communities, which could include activities such as charity
care, medical research, and teaching. Beginning in 2016, these hospitals became explicitly required to have a
written financial assistance policy for charity care, though the details of those policies were left to the hospitals.

3For example, at the time of this writing, there are several options under consideration in US Congress that
would significantly alter the Medicaid program (Williams et al., 2025).
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been obligated to provide charity care under the Hill-Burton Act, with most of these obligations
expiring in the 1980s and 1990s.

My analysis begins by examining how hospitals change their charity care provisions when
their federal Hill-Burton obligations to provide such care expire. Using detailed hospital finan-
cial data paired with hospital patient discharge records and administrative lists of Hill-Burton
obligation expiration dates, I find that Hill-Burton hospitals significantly reduce their provision
of charity care after their obligations end: charity care spending drops 30%, charity-recipient
patient admissions fall 27%, and even likely charity-eligible patient admissions decline 14%.
These reductions affect both elective and non-elective care, with particularly large effects for

patients with trauma, mental health, or pregnancy-related diagnoses.

Neighboring hospitals respond to these reductions in Hill-Burton hospital charity care in
ways that vary systematically by ownership structure. Ex-ante, neighboring hospitals could re-
spond to these reductions in two ways: (1) they could increase their own charity care provision
to fill in local gaps, thereby acting as strategic substitutes, or (2) they could maintain or even
decrease their own charity care provision to avoid unprofitable patients who are now looking
for new hospitals, thereby serving as strategic complements. I find that non-Hill-Burton private
non-profit and public hospitals increase their charity care provision and admissions of likely
charity-eligible patients, while private for-profit facilities reduce theirs. Non-profit and public
hospitals absorb most displaced patients but increasingly classify them as paying rather than

charity cases.

The aggregate effect of these hospital-level changes is a significant decrease in patient ac-
cess to charity care, though not necessarily to healthcare overall. County-level charity care
spending falls 20% after the first local Hill-Burton charity expiration, and charity-recipient
patient admissions drop 21%, but total admissions for charity-eligible patients does not signif-
icantly change as patients are simply shifted across hospitals. This redistribution of patients
across hospitals appears to affect health outcomes. I find that when the share of county beds
under Hill-Burton obligation drops by one standard deviation, in-hospital mortality for charity-
eligible patients rises by 0.07 percentage points (5% relative to the mean). This mortality
increase is driven primarily by increases at non-profit non-Hill-Burton hospitals where many
charity-eligible patients are shifted after Hill-Burton obligations expire. While these mortality
increases could be due to changing patient compositions (e.g., non-profit hospitals may start
serving sicker patients after their neighbors no longer admit them), they could also be the re-
sult of a decrease in the quality of care that these patients receive now that they receive care
at different hospitals. Distinguishing between these competing explanations represents an im-

portant direction for future research in order to more broadly understand how charity care



regulations shape not just where patients receive care, but also the quality of that care and
patient health outcomes.

Overall, my findings reveal how charity care policy fundamentally shapes healthcare deliv-
ery. My results demonstrate that hospitals behave strategically in charity care provision, with
regulatory changes affecting not just whether patients receive care but where they receive it,
how they pay for it, and even their health outcomes. By documenting these strategic responses
to charity care obligations, this analysis enhances our understanding of healthcare provider be-
havior while offering important insights for policymakers seeking to improve healthcare access
for vulnerable populations.

Related Literature This paper contributes to three strands of literature. First, I build on
research examining hospital objectives and provision of charity care. Previous work shows
that hospitals respond strongly to financial incentives when deciding whether to provide ser-
vices that attract uninsured and low-income patients. For example, Duggan (2000) finds that
private hospitals engaged in cream-skimming more profitable indigent patients after the intro-
duction of Disproportionate Share Hospital (DSH) payments, while Baicker and Staiger (2005)
demonstrates that these payments improved patient care and outcomes outside of California.
Horwitz (2005) and Horwitz and Nichols (2007) also show that charity care provision varies

systematically by hospital ownership type and market composition.

The literature remains divided on whether hospitals act as strategic substitutes or com-
plements in charity care provision. Supporting the substitution hypothesis, Newhouse (1970)
and Weisbrod (1988) demonstrate theoretically that hospitals are altruistic and meet commu-
nity needs, while Garthwaite et al. (2018) empirically finds that hospitals absorb uninsured
patients’ costs when nearby hospitals close. Conversely, evidence for complementarity comes
from Frank and Salkever (1991), Hsuan et al. (2019), and Sachs (2019), which show that
hospitals often mirror their neighbors’ decisions when reducing charity care and unprofitable
services. This paper advances this literature by exploiting a quasi-exogenous shock to charity

care regulations to identify hospitals’ strategic responses.

Second, I contribute to research examining how charity care affects patients. Most existing
work is cross-sectional. For example, Herring (2005) and Lo Sasso and Meyer (2006) study
the cross-sectional relationship between charity care availability and insurance coverage. Other
research explores how uncompensated care affects health insurance coverage decisions, with
Mahoney (2015) showing that bankruptcy protection reduces insurance take-up and Finkel-
stein et al. (2018) hypothesizing that charity care availability may depress insurance demand

among low-income individuals. Adams et al. (2022) is a notable and more recent paper that
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uses a regression discontinuity design around Kaiser hospitals’ financial assistance policies to
evaluate how charity eligibility affects healthcare demand. My paper adds to this prior work by
providing one of the first large-scale natural experiments for studying how changes in charity

care availability affect both patient access and health outcomes.

Finally, I add to the sparse economics literature on the Hill-Burton Act. Despite being
a landmark healthcare policy, only two papers have analyzed the Act’s effects on healthcare
markets: Chung et al. (2017) examines its impact on hospital capacity, while Almond et al.
(2011) studies its effects on charity care provision and patient access to obstetric healthcare
in Florida. I extend this work by examining patient healthcare access and outcomes across
multiple states and hospital service lines, providing a more comprehensive assessment of this
major federal policy’s effects on patients. Further, I uniquely illustrate the strategic nature
of hospital charity care provision by documenting not only how hospitals respond to changes
in their own charity care regulations but also how they respond to changes in neighboring
hospitals’ regulations. I then document important heterogeneity by type of hospital ownership.
My results demonstrate that hospitals do behave strategically in charity care provision, with
regulatory changes affecting not just whether patients receive care but where they receive it,
how they pay for it, and ultimately their health outcomes.

Outline The remainder of the paper is structured as follows: Section 2 introduces the Hill-
Burton Act, while Section 3 describes my data sources. Section 4 details my empirical strategies
for analyzing the effect of Hill-Burton charity care obligation expirations on hospital conduct
and patient access to care. Section 5 presents the results of these empirical strategies for
Hill-Burton hospitals, for non-Hill-Burton hospitals, and at the total county level. Section 6

concludes.

2 Setting: The Hill-Burton Act

The Hospital Survey and Construction Act of 1946, commonly known as the Hill-Burton
Act, represented one of the federal government’s first major interventions in the US healthcare
industry. Responding to healthcare infrastructure shortages following the Great Depression
and World War II, the Act authorized federal grants, low-interest loans, and loan guarantees

to support construction and renovation of public and non-profit healthcare facilities.” The

“The original authorizing legislation focused on grants for hospitals; subsequent amendments expanded eligi-
ble recipients to include skilled nursing facilities, rehabilitation facilities, outpatient facilities, and health centers,
while also authorizing loans, loan guarantees, and loan interest subsidies (Congressional Research Service, 2006;
Wing, 1981).



Federal Hospital Council at the US Department of Health, Education and Welfare administered
the program, distributing funds to states using a formula that prioritized lower-income areas

while also ensuring minimum allocations to each state.’

The Hill-Burton Act significantly expanded healthcare facility capacity across the US, par-
ticularly for hospitals. Prior to the Act’s passage, over 20% of US counties lacked a short-term
general acute care hospital (Chung et al., 2017). Between 1947 and 1997, the program funded
nearly 10,500 projects across 6,800 healthcare facilities in 4,000 communities, allocating $4.6
billion in federal grants and $1.5 billion in federal loans (nominal; $108.9 billion total in 2024
dollars; Almond et al., 2011).° Short-term general hospitals received the majority of this fund-
ing (Chung et al., 2017).” The Act effectively addressed its founding purpose, as counties in the
lowest income quintile experienced an increase of 2.3 beds per 1,000 people, and nationwide
disparities in hospital capacity decreased by 23% from 1948 to 1975 (Chung et al., 2017).°

In exchange for this federal support, recipient facilities committed to providing a “rea-
sonable volume” of free or reduced-cost healthcare to people in their communities who were
unable to pay for themselves. This charity care obligation extended for 20 years after the com-
pletion of funded construction.” A 1979 amendment explicitly defined a “reasonable volume”

as the lesser of: (1) 3% of annual operating costs, minus Medicare and Medicaid reimburse-

>The Hill-Burton Act targeted funding for healthcare facility construction in areas with both demonstrated
need and potential sustainability. Federal funds were distributed based on a formula incorporating state popu-
lation, hospital utilization, hospital occupancy rates, state fiscal capacity, and per capita income. These funds
covered up to one-third of construction or renovation costs, requiring matching state, local, and private funds for
the remainder. Consequently, middle-income counties received the largest share of funds (Chung et al., 2017;
Tian, 2016).

The Hill-Burton Project Register records annual funding allocations from 1947 to 1971, totaling $3.7 billion
nominally. Since total Hill-Burton funding through 1997 was $6.1 billion nominally (Almond et al., 2011), I
assume the remaining $2.4 billion from 1972-1997 was allocated evenly across years (approximately $92 million
annually). Using the Consumer Price Index for All Urban Consumers for Medical Care to adjust for inflation yields
a total of $108.9 billion in 2024 dollars. Using the standard Consumer Price Index for All Urban Consumers yields
a total of $47.2 billion in 2024 dollars.

7While lesser-known, the Hill-Burton Act also played an important role in hospital segregation, allowing the
construction and enhancement of segregated hospitals via federal funds by invoking the “separate but equal”
principle. Thus, the Hill-Burton Act was the only piece of federal legislation to codify racial segregation since the
19" century. This aspect of the law was ultimately overturned for new Hill-Burton projects by a federal appeals
court in 1963. Passage of the Civil Rights Act in 1964 then banned discrimination and segregation in hospitals
receiving federal funds, including all prior Hill-Burton awardees (Almond et al., 2006).

8Chung et al. (2017) calculates this 23% reduction in disparities as the percent decrease in the standard
deviation of beds per 1,000 population across counties, which fell from 3.0 in 1948 to 2.3 in 1975.

Technically, the length of time for which a facility was required to provide charity care varied according to
the type of federal assistance the facility received. Facilities that received grants under Title VI of the Public Health
Service Act (i.e., the original funding stream for the Hill-Burton Act) were obligated to provide charity services
for a period of 20 years. Those that received loans were required to provide charity services until the loan was
repaid. And those that received grants under Title XVI of the Public Health Service Act—which started distributing
Hill-Burton funds in 1975—had to provide charity services in perpetuity (Congressional Research Service, 2006).
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ments, or (2) 10% of inflation-adjusted federal assistance (Congressional Research Service,
2006). Facilities failing to meet annual requirements had to address deficits in subsequent
years, potentially extending obligations beyond 20 years. Conversely, facilities exceeding min-
imum requirements could credit excess contributions toward future obligations, potentially
shortening their total obligation period (Congressional Research Service, 2006). These re-
quirements persisted through ownership changes; even facilities converting to for-profit status

remained obligated unless they fully repaid their grants.'’

The 1979 amendment also established notification guidelines to track compliance (Or-
mond, 1995)."" Enforcement of hospital charity care obligations thus evolved substantially
over time, with initially poor tracking and auditing improving significantly after hospitals were
required to report their compliance.'” While enforcement was never perfect, evidence from
hospital financial reports indicates meaningful adherence; as shown in Section 5, hospitals
consistently report charitable spending under the Hill-Burton program while under obligation

and cease to do so precisely when their obligations expire.

3 Data

To analyze how hospital conduct and patient access to care changes with the expiration
of charity care obligations under the Hill-Burton Act, I draw on three types of data: (1) ad-
ministrative records of Hill-Burton Act funding and charity care obligation dates, (2) data on

hospital finances and characteristics, and (3) data on inpatient hospital discharges.

10Almond et al. (2011) finds that very few hospitals opted to return the grant money rather than continue
their charity care obligations following ownership changes.

UBefore the 1979 amendment, many hospitals receiving Hill-Burton funding “displayed a marked reluctance
to give even the most token charitable care” (American Hospital Association, 1983). This led to several citizens
and public interest groups filing lawsuits against these hospitals to attempt to enforce compliance. In 1972, the
Secretary of the Department of Health, Education and Welfare began establishing quantifiable compliance levels
and reporting standards, which were later codified in the 1979 amendment. The American Hospital Association
(AHA) subsequently challenged these regulations in court but was unsuccessful in both the original case and
multiple appeals (American Hospital Association, 1983).

12Before 1979, monitoring was nearly nonexistent due to vague standards. The 1979 amendment significantly
improved tracking and accountability, with enforcement responsibilities delegated to state health agencies that
implemented oversight with varying degrees of rigor. The Health Resources and Services Administration (HRSA)
maintained federal supervision, though monitoring resources declined somewhat beginning in the 1990s. Today,
facilities still under obligation submit compliance reports directly to HRSA, though the agency is understaffed to
conduct comprehensive verification of these reports.



3.1 Data on Hill-Burton Act

I use two primary data sources on the Hill-Burton Act. The first is the Hill-Burton Project
Register, which documents all projects approved under the Hill-Burton program from 1947-
1971, recording each project’s facility name, location, type, federal funding amount, construc-
tion cost, and approval date (U.S. Department of Health, Education and Welfare, 1971). My
analysis centers on non-federal short-term general hospitals, which comprised the majority of
Hill-Burton projects.’® I supplement the Register with a second dataset: a comprehensive ad-
ministrative list of Hill-Burton funding recipients and their charity care obligation expiration
dates.'” Since hospital charity care obligation durations often stretched beyond the mandated
20-year period due to construction delays and compliance extensions, this second administra-
tive record is necessary to accurately identify when charity care obligations end. The Register,
in contrast, provides useful information on the amount of Hill-Burton funding received by each

facility and serves as a validation check against the list of expiration dates."”

The Hill-Burton Act had substantial reach across US communities. Figure 1 shows that
35% of hospital beds still operating in the US in 2020 had previously received Hill-Burton
funding and thus had at one point been obligated to provide charitable care under the Act.
In some counties, this percentage reaches 100%.'° For the 3,465 total hospitals that received
Hill-Burton funding, Figure 2 shows that their charity care obligations expired mostly in the
late 1980s and early 1990s. As of March 2020, 25 hospitals nationwide remained under charity

care obligations.

3.2 Data on Hospital Finances

To examine how Hill-Burton obligation expirations affect hospital charity care provision, I
use detailed hospital financial records from four states with particularly comprehensive histor-
ical data: (1) California’s Hospital Financial Reports from the California Department of Health
Care Access and Information (1975-2020); (2) Florida’s Hospital Financial Reports from the
Florida Agency for Health Care Administration (1979-2020); (3) Washington’s Hospital Fi-

13gkilled nursing facilities, rehabilitation facilities, outpatient facilities, and health centers also received fund-
ing under the Hill-Burton Act. I focus my analysis on short-term general hospitals as these are the facilities for
which I have access to financial and patient discharge data.

141 obtained this list through a Freedom of Information Act (FOIA) request to the Health Resources and Services
Administration (HRSA).

SFor example, I verify that expiration dates occur after funding approval dates and cross-check hospital loca-
tions across both datasets.

161 define hospitals as “under Hill-Burton obligation” in all years preceding their charity care obligation expira-
tion dates, and as “Hill-Burton hospitals” if they were ever under obligation. I define “non-Hill-Burton hospitals”
as those that never received Hill-Burton funding and thus were never under Hill-Burton charity care obligations.
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nancial Reports from the Washington State Department of Health (1990-2020); and (4) Wis-
consin’s Hospital Fiscal Surveys from the Wisconsin Hospital Association Information Center
(1987-2020)."” These four states contain 394 Hill-Burton hospitals (156 in California, 95 in
Florida, 57 in Washington, and 86 in Wisconsin), with the financial data covering obligation
expirations for 284 of these facilities (136 in California, 83 in Florida, 12 in Washington, and
54 in Wisconsin; Appendix Table A1). The timing of obligation expirations across these facil-
ities mirrors the national pattern (Appendix Figure A2). I supplement these financial records
with detailed data on hospital characteristics from the American Hospital Association (AHA)
Annual Survey from 1980 to 2019.

Hill-Burton hospitals differ substantially from their non-Hill-Burton counterparts in these
four states (Table 1, Panel A). While over 40% of non-Hill-Burton hospitals operate as for-
profits, Hill-Burton facilities remain almost exclusively non-profit or public entities.'® Hill-
Burton hospitals also operate at larger scales, with more beds, admissions, and operating ex-
penses on average. Before their obligations expired, these hospitals dedicated on average
2.9% of their total expenditures to charity care (equivalent to $3.6 million annually), with

Hill-Burton-specific care comprising 45% of this amount.'”-*’

3.3 Data on Inpatient Hospital Stays

To assess how the expiration of Hill-Burton charity care obligations influenced patient ac-
cess to hospital care, I use the Healthcare Cost and Utilization Project’s National Inpatient Sam-
ple (HCUP-NIS) maintained by the Agency for Healthcare Research and Quality. This patient

encounter-level administrative data captures all inpatient hospital stays regardless of patient

7National hospital financial data are sparse for the years in which many of the Hill-Burton hospital charity
care obligations expire. At the time of this writing, the best source of data on hospital finances and hospital
provision of charity care are the Medicare Cost Reports (i.e., HCRIS), which unfortunately do not begin reporting
information on charity care until 2002. These four states are the only states with detailed financial information
available for the years in which many Hill-Burton hospital charity care obligations expire.

18Hill-Burton hospitals were required to be either non-profit or public at the time of funding. There have been
minimal for-profit conversions in this group following funding.

Records of hospital charity care spending for the Hill-Burton program specifically are only available in Cali-
fornia and Florida.

20Charity care is defined as medical services provided for free or at reduced rates to patients who meet the
hospital’s financial assistance criteria and who are typically determined to be unable to pay prior to or at the
point of service. A similar concept is bad debt, which is defined as medical services for which payment was ini-
tially expected but later deemed uncollectible. Together, these two measures make up total uncompensated care.
While the distinction between these two measures can be somewhat artificial and subject to hospital discretion in
financial reporting, I focus my analysis in this paper on charity care alone because charity care is the obligation
under the Hill-Burton program. While it is possible that hospitals may reclassify bad debt expenses as charity care
in order to meet Hill-Burton obligations, I find no evidence of this. Looking at bad debt alone as the outcome in
my main difference-in-differences empirical strategy, I see no changes in bad debt after obligations expire.
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payer type (e.g., Medicare, Medicaid, private insurance, self-pay, or no-charge), recording pa-
tient demographics, insurance status, diagnoses, procedures, outcomes, and charges. The data
are drawn from a sample of US states that grew from 8 states in 1988 to 46 states by 2010.
Before 2012, HCUP-NIS contains all discharges from a 20% sample of all hospitals in each
participating state (roughly 1,000 facilities annually); after 2012, it contains a 20% sample of
discharges from all participating hospitals (about 4,500 facilities). To maintain consistency, I
restrict my analysis to 1988-2011, covering approximately 6-8 million hospitalizations annu-
ally.”!

My HCUP sample includes 363 Hill-Burton hospitals with obligation expirations during the
sample period (Appendix Table A1). Though these expirations begin in 1988, their distribution
across remaining years reflects national patterns (Appendix Figure A2). Prior to expiration,
Hill-Burton hospitals served more uninsured patients than their counterparts: 5.28% of inpa-
tient visits were self-pay or no-charge patients at Hill-Burton hospitals compared to 4.88% at
non-Hill-Burton hospitals, with self-pay accounting for 90% of these cases (Table 1, Panel B).
Uninsured patients concentrate in non-elective care (6% of non-elective hospital admissions
are for uninsured patients, compared to 3% of elective hospital admissions) and certain diag-
noses including alcohol, drug, and mental disorders (19% of these diagnoses are uninsured
patients), injuries, poisons, and toxins (12%), burns (11%), trauma (10%), and HIV (9%)

(Appendix Figure A3).*

4 Empirical Strategy

To analyze how the expiration of Hill-Burton charity care obligations affects hospital be-
havior and patient access to care, I use difference-in-differences specifications for three groups
of observations: (1) Hill-Burton hospitals, (2) neighboring non-Hill-Burton hospitals, and (3)

county-level aggregates.

4.1 Effects on Hill-Burton Hospitals

I begin by examining how charity care obligation expirations affect Hill-Burton hospitals

directly. Restricting the hospital sample to only Hill-Burton facilities, I estimate a difference-in-

21 Appendix Figure A1 shows the growth of HCUP participation over time for states (Panel A), hospitals (Panel
B), and patient discharges (Panel C). While the number of participating states has grown rapidly, the numbers of
participating hospitals and patient discharges have grown more slowly due to the size of the added states. Not
all states provide hospital identifiers; I limit my sample to hospitals with identifiers.

221 define “uninsured” as the combined group of self-pay patients and no-charge patients.
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differences regression around changes in whether each hospital is under Hill-Burton obligation:
Yht = ﬁ * l{ObligationExpired}ht ta,try.+ 5Xct + €pe- (41)

Here, the outcome variable Y;,, represents the log of one of four measures for Hill-Burton hos-
pital h in year t: (1) Hill-Burton charity care spending, (2) total charity care spending, (3)
admissions of self-pay and no-charge patients, and (4) admissions of no-charge patients only.
The specification includes hospital fixed effects a;, and year fixed effects y,. The key inde-
pendent variable 1(o5i5q¢ionExpiredy,, 1S a0 indicator for whether hospital h’s Hill-Burton obliga-
tions have yet expired by year t. While my baseline specification excludes controls (i.e., X, is
empty), I test robustness to adding county-level covariates including the unemployment rate
and population. I cluster standard errors at the hospital level.

Causal interpretation of these difference-in-differences estimates requires the assumption
that no time-varying hospital-specific factors correlate with both changes in regulatory status
and outcomes. In other words, absent expiration, Hill-Burton hospitals would have experi-
enced similar trends in charity care spending and charity-eligible patient admissions as those
whose obligations had not yet expired during my sample period. To support this assumption,
I implement an event study specification:

5
Y. = (Z ﬂrl{t:eh+r}) +ay+ 7y, + 06X, +€p (4.2)
r=—5

where r denotes years relative to Hill-Burton obligation expiration (which occurs in year ej,). I
bin relative year endpoints (r > 5 and r < —5) and exclude r = —2 as the reference period. All
other parameters are the same as in Equation 4.1. The coefficients 3, capture hospital outcome
dynamics in the five years before and after obligation expiration, relative to the second year
before the expiration, allowing for visual inspection of any potential pre-trends. Section 5
addresses additional identification challenges, including concurrent hospital-level or county-
level changes, through multiple robustness checks.

4.2 Spillovers to Non-Hill-Burton Hospitals

Hill-Burton charity care obligation expirations may affect not only the behavior of Hill-
Burton hospitals but also the behavior of nearby non-Hill-Burton hospitals. To examine these
potential spillover effects, I analyze how non-Hill-Burton hospitals respond when Hill-Burton
obligations expire for other hospitals in their counties. Limiting the sample to only non-Hill-

Burton hospitals, I estimate the following difference-in-differences regression around the first
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Hill-Burton obligation expiration in each hospital’s county:
Yht = ﬂ * 1{FirstExpiration}a ta,+y.+ 5Xct + €pe- (43)

This specification parallels the previous approach for Hill-Burton hospitals but focuses on the
timing of each county’s first Hill-Burton obligation expiration instead of own-hospital expira-
tion. The key independent variable 1z gxpiracion},, 1S thus an indicator for whether county
¢ in which hospital h is located has yet experienced its first Hill-Burton obligation expiration
by year t. The hospital-level outcomes remain the same as in Equation 4.1 but now reflect
the behavior of non-Hill-Burton facilities. Similarly, I estimate an event study around these

county-level changes:

5

Y, = (Z ﬂrl{tzec+r}) +ay+7+ 060X+ Epys (4.4)
r=—5

where r measures years relative to the county’s first Hill-Burton obligation expiration (which

occurs in year e.). The main identification assumption mirrors that of the Hill-Burton analysis:

no time-varying county or hospital-specific factors correlate with both the timing of the county’s

first Hill-Burton expiration and outcomes for non-Hill-Burton hospitals.

To leverage additional variation in Hill-Burton charity care obligation exposure, I also
estimate an alternative difference-in-differences specification using a continuous measure of

such exposure rather than a binary measure:
Y, = P «ShareBedsObligated,., + a, + 7y, + 06X, + €p,- (4.5)

Here, ShareBedsObligated,, represents the share of hospital beds in county ¢ under Hill-
Burton obligation in year t. This continuous measure captures more variations in local charity
care regulations over time, providing additional power for identification beyond that from the
binary indicator for first local expiration. All other parameters are the same as in Equation 4.3,

including the sample restriction to only non-Hill-Burton hospitals.

4.3 Total County-Level Effects

Finally, I examine the aggregate effects of Hill-Burton charity care obligation expirations on
hospital conduct and patient access to care by estimating county-level versions of the previous

specifications. Specifically, I first estimate the following difference-in-differences and event
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study regressions around each county’s first Hill-Burton obligation expiration:

th = /‘5 * l{FirstExpiration}Ct ta.+y.+ 5Xct t € (46)
5
th = (Z ﬁrl{tzec-b-r}) + Qa. + Ye + 5Xct + €ct- (47)
r=—5

These equations maintain the same structure as Equations 4.3 and 4.4, respectively, but aggre-
gate all variables to the county level. As with the hospital-level analyses, I supplement these

specifications with one using a continuous measure of Hill-Burton charity care obligations:
Y., = B «ShareBedsObligated,, + a, + v, + 06X  + €, (4.8)

where ShareBedsObligated,, again represents the share of hospital beds in county ¢ under
Hill-Burton obligation in year t. All other parameters are the same as in Equation 4.6. These
complementary approaches provide a comprehensive analysis of how changes in Hill-Burton

obligations affect charity care provision and patient access at various levels of aggregation.

5 Results

This section presents the results of how Hill-Burton charity care obligation expirations
affect hospital behavior and patient access to care for Hill-Burton hospitals themselves, for
neighboring non-Hill-Burton hospitals, and at the total county level. This multi-level analysis
allows for a better understanding of not only how hospitals directly respond to changes in their
own regulatory requirements but also how these changes more broadly shape local healthcare
markets.

5.1 Effects on Hill-Burton Hospitals

The expiration of Hill-Burton charity care obligations triggers significant reductions in both
charity care provision and access for uninsured patients at affected Hill-Burton hospitals. Fig-
ure 3 presents event study estimates from Equation 4.2, revealing the magnitude and timing
of these changes across multiple dimensions of hospital behavior. Panel A shows Hill-Burton-
designated charity care spending drops to essentially zero after obligations expire, serving as
a validation check that confirms hospitals immediately cease classifying charity care under the

Hill-Burton program once their legal obligations end. The event study estimates show no ev-
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idence of statistically significant pre-trends beyond a dip in the year before expiration, which
stems primarily from data limitations rather than anticipatory behavior.”> These estimates
are also robust to multiple specification checks including using levels rather than logs, adding
county-level controls, implementing the Callaway and Sant’Anna (2021) methodology to ad-
dress potential negative weights from staggered expiration timing, and restricting the sample

to a balanced panel (Appendix Figure A4).

Beyond the mechanical reduction in Hill-Burton-designated spending, hospitals substan-
tially decrease their overall commitment to charity care following the expirations of their obli-
gations. Panel B of Figure 3 shows that total charity care spending at Hill-Burton hospitals drops
by nearly 30% after their obligations expire, representing approximately a one percentage point
reduction in charity care as a share of total operating expenses (from a baseline of about 3%) or
roughly $1.1 million less in annual charity care spending per hospital. This decline in financial
commitment translates directly into reduced access for uninsured patients seeking care. Panels
C and D reveal that Hill-Burton hospitals reduce admissions of likely charity-eligible patients
(i.e., self-pay and no-charge patients) by 14% and admissions of confirmed charity recipients
(i.e., no-charge patients only) by 27% following obligation expirations. These findings indi-
cate that Hill-Burton hospitals not only curtail their provision of free care but also significantly
reduce their provision of any type of care for patients who would likely qualify for charity care
under their previous policies. All estimates show no evidence of statistically significant pre-
trends (beyond the data-related dip in the year before expiration) and remain stable across

various robustness checks (Appendix Figure A5).

The magnitude of charity care reductions varies systematically by hospital ownership type,
with private hospitals showing greater responsiveness to regulatory changes than public hos-
pitals. Table 2 shows that private non-profit hospitals reduce their charity care spending by
31% after their Hill-Burton obligations expire, while public hospitals reduce their charity care
spending by only 20% (Panel A). Effects on patient admissions exhibit a similar pattern of het-
erogeneity, with only private non-profit hospitals showing statistically significant decreases in

charity-eligible admissions (Panels B and C).”*

Heterogeneous effects on patient admissions across service lines provides some insight

BThe dip in Hill-Burton charity care in the year before expiration is likely the result of data limitations. To
make the financial data consistent across all states and all facilities, I convert reported hospital fiscal years into
calendar years. This occasionally results in part of the fiscal year in which a hospital’s obligations expire falling in
the calendar year before treatment at relative time 0. When I examine the data in its original fiscal year format,
this pre-expiration decline becomes much smaller in magnitude and less statistically significant (e.g., see Panel D
of Appendix Figure A4).

24Estimates for public hospitals are unfortunately too imprecise to draw definitive conclusions for this sub-

group.
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into the specific mechanisms that Hill-Burton hospitals may employ to reduce charity-eligible
patient admissions. Table 3 shows that these reductions in patient admissions affect a broad
spectrum of hospital procedures, spanning both elective and non-elective hospitalizations, with
notably larger decreases in specific procedures for trauma, mental health, and pregnancy-
related diagnoses. The reduction in non-elective patient admissions is particularly striking
given the 1986 passage of the Emergency Medical Treatment and Active Labor Act (EMTALA),
which required hospitals to provide emergency care regardless of patient ability to pay. This
pattern, combined with the larger effects for trauma, mental health, and pregnancy-related
cases, suggests that hospitals may be strategically responding to the expiration of their charity
care obligations by closing or downsizing departments that disproportionately serve uninsured
patients—such as emergency departments, psychiatric units (consistent with evidence found
by Sachs, 2019), or maternity wards (as found in Almond et al., 2011).* Overall, these find-
ings raise crucial questions about patient welfare and healthcare access: Do these patients
find care at other nearby facilities, or does their overall access to hospital care diminish? And
how do these changes in hospital behavior affect patient outcomes? The following subsections
address these questions by examining spillover effects on non-Hill-Burton hospitals as well as

county-level impacts on healthcare access and health outcomes.

5.2 Spillovers to Non-Hill-Burton Hospitals

The expiration of Hill-Burton charity care obligations creates significant spillover effects
on neighboring non-Hill-Burton hospitals that vary systematically by hospital ownership type.
Figure 4 presents event study estimates from Equation 4.4, showing how non-Hill-Burton hos-
pitals respond when Hill-Burton facilities in their counties have their obligations expire and
reduce charity care provision. Panel A shows that non-Hill-Burton hospitals do not, on average,
significantly change their charity care expenditures following the first Hill-Burton obligation
expiration in their counties. This average stability remains robust across multiple specification

checks (Appendix Figure A6) and shows no evidence of significant pre-trends.

Despite this stable financial outlay of charity care, non-Hill-Burton hospitals exhibit sub-
stantial changes in their patient admission patterns following Hill-Burton expirations at other
local hospitals. Panel B of Figure 4 shows an 18% average increase in charity-eligible patient
admissions (i.e., admissions of self-pay and no-charge patients) at non-Hill-Burton hospitals

following the first local expiration, though this estimate is statistically imprecise. Conversely,

ZFuture research should focus on definitively identifying the specific mechanisms—whether through depart-
ment closures, service line reductions, or more subtle changes in admission practices—by which hospitals strate-
gically reduce care for less-profitable patients following charity care obligation expirations.
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Panel C shows a 26% average decrease in charity-recipient admissions (i.e., admissions of no-
charge patients only). These contrasting patterns suggest that neighboring hospitals on average
absorb displaced uninsured patients from no-longer-obligated Hill-Burton hospitals but strate-
gically reclassify them as paying patients rather than charity recipients. This reclassification
effectively transfers the financial burden of care from the hospital back to the patients, even
as these hospitals increase their overall service volume to this population. All estimates show
no evidence of statistically significant pre-trends, indicating that these responses are directly
triggered by Hill-Burton obligation expirations rather than pre-existing trends. The stable char-
ity care spending despite fewer charity recipients is the result of an increased cost per charity
patient, as the remaining charity recipients at non-Hill-Burton hospitals appear to become sig-
nificantly more medically complex and costly after local Hill-Burton expirations (Appendix
Table A2).7°

These non-Hill-Burton hospital responses to local charity care obligation changes vary sig-
nificantly by hospital ownership structures, suggesting distinct strategic priorities across hos-
pital types. Table 4 shows that both non-Hill-Burton private non-profit and public hospitals
increase their charity care provision following the first local Hill-Burton expiration, while for-
profit facilities actually reduce theirs. This ownership-based treatment effect heterogeneity
extends to patient admissions as well. For-profit hospitals reduce both charity-eligible and
charity-recipient admissions, aligning with their decreased charity care spending and indicat-
ing a strategic withdrawal from serving unprofitable patient populations. In contrast, private
non-profit and public hospitals significantly increase their intake of charity-eligible patients
while simultaneously reducing charity-recipient classifications.”” This pattern suggests that
mission-driven hospitals absorb displaced patients but employ financial reclassification strate-

gies to mitigate the economic impact.

Alternative specifications using continuous measures of Hill-Burton obligation exposure
provide additional evidence of these ownership-based differences in spillover effects. When
the share of county-level hospital beds under Hill-Burton obligation declines by one standard
deviation (0.06), Appendix Table A3 shows that on average non-Hill-Burton hospitals decrease

charity-eligible admissions by 3.5% and charity-recipient admissions by 14.2%.*° Ownership

26panel A of Appendix Table A2 shows that after the first Hill-Burton expiration in a county, the average charity
recipients at non-Hill-Burton hospitals are 4.3% older, have 4.8% longer lengths of stay, face 5.8% higher charges,
and have 3.9% higher diagnosis-related group (DRG) weights—all indicators of increased patient complexity and
treatment cost. This suggests non-Hill-Burton hospitals may be selectively reclassifying less complex charity-
eligible patients as self-pay while maintaining charity status for the most medically complex and costly patients.

27These results are statistically significant only for non-profit hospitals due to the small sample size of public
hospitals.

28 Again, to reconcile the stable charity care spending with the decline in the number of charity patients, Panel
B of Appendix Table A2 shows that when the share of county-level hospital beds under Hill-Burton obligations
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structure continues to drive response magnitudes: for-profit hospitals exhibit substantially
steeper reductions of 12.1% and 33% respectively, while non-profit hospitals show more mod-
est declines of 2.6% and 10%.*

These strategic reductions by for-profit hospitals parallel findings from Sachs (2019), which
documents that hospitals respond to competitors closing psychiatric wards by similarly reduc-
ing their own psychiatric capacity. Rather than risk an influx of unprofitable patients whom
they might need to turn away, profit-motivated facilities may preemptively curtail unprofitable
services to avoid inheriting costly patient populations. This behavior suggests that for-profit
hospitals act as strategic complements in charity care provision, while non-profit and public
hospitals function more so as strategic substitutes by increasing services to fill gaps in health-

care access left by Hill-Burton hospitals.

Altogether, these findings reveal a complex landscape of strategic hospital responses to
charity care regulatory changes. Non-profit and public hospitals generally accommodate dis-
placed uninsured patients but mitigate financial impacts by reclassifying these patients as pay-
ing rather than charity cases. For-profit hospitals, by contrast, actively avoid this patient influx,
potentially by scaling back services in unprofitable departments that typically serve vulnera-
ble populations. These spillover effects highlight how regulatory changes affect healthcare
delivery beyond directly regulated hospitals, and the heterogeneity underscores how hospital
ownership structures can fundamentally shape both healthcare access and financial obligations
for vulnerable populations. The next section examines how these hospital-level responses ag-

gregate to affect county-level healthcare access and patient outcomes.

5.3 Total County-Level Effects

At the aggregate market level, Hill-Burton obligation expirations lead to significant de-
creases in charity care provision but no changes in overall access to hospital services for unin-
sured patients. Figure 5 presents event study estimates at the county level following Equation
4.6. Panel A shows that total charity care spending falls by 20% at the county level following
the first Hill-Burton obligation expiration in that county, an effect that is quite robust across

multiple specifications (Appendix Figure A7). While Panel B shows no significant change in

declines, the average charity recipients at non-Hill-Burton hospitals become older, have longer lengths of stay,
face higher charges, and have higher DRG weights. This again suggests that non-Hill-Burton hospitals may be
selectively reclassifying less complex charity-eligible patients as self-pay while maintaining charity status for the
most medically complex and costly patients.

29The small decline in charity-eligible admissions at non-profit hospitals in this continuous specification con-
trasts with their increased admissions following the first obligation expiration in the county, though the former
effect is relatively small in magnitude.
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county-level charity-eligible patient admissions, Panel C documents a 21% decrease in charity-
recipient admissions after the first Hill-Burton expiration. These results suggest that while
uninsured patients continue to receive hospital care within their communities, they increas-

ingly do so as paying patients rather than charity recipients.

Alternative specifications using continuous measures of Hill-Burton obligation exposure
reinforce these findings. Appendix Table A4 shows that when the share of county-level hos-
pital beds under Hill-Burton obligation drops by one standard deviation, county-level char-
ity care spending decreases by 13.3%, charity-eligible admissions remain stable, and charity-
recipient admissions fall by 10.5%.”" These county-level results again demonstrate that while
the total volume of uninsured patient hospitalizations remains stable—as neighboring non-
Hill-Burton hospitals absorb displaced patients from Hill-Burton hospitals after their obliga-
tions expire—both charity care spending and the number of charity-recipient patients drop
substantially. These patterns suggest that Hill-Burton obligation expirations primarily affect
where uninsured patients receive care and how they pay for it rather than whether they re-
ceive it, with previously non-paying patients increasingly facing payment obligations for their

hospital care.

These market-level changes in charity care provision and patient allocation across hospitals
naturally raise important questions about whether patient health outcomes are also affected by
Hill-Burton obligation expirations. Table 5 examines how expirations affect in-hospital mortal-
ity for likely charity-eligible patients using the difference-in-differences frameworks described
above. Panel A shows no significant mortality changes at Hill-Burton hospitals following their
obligation expirations, nor at non-Hill-Burton hospitals or the county level after the first lo-
cal expiration. However, specifications using the continuous measure of Hill-Burton exposure
reveal more subtle effects. When the share of county hospital beds under Hill-Burton obliga-
tion falls by one standard deviation, in-hospital mortality for charity-eligible patients increases
by 0.07 percentage points (5% relative to the mean of 1.4%). This effect is driven primarily
by mortality increases at non-profit non-Hill-Burton hospitals. Though modest in magnitude,
these mortality effects suggest that charity care obligation expirations may meaningfully affect
patient health outcomes. These changes could stem from shifting patient compositions across
hospitals—even as county-level admission volumes remain stable—with sicker patients poten-

tially concentrating in certain facilities (as suggested by Appendix Table A2).”! Alternatively,

300ne standard deviation represents 0.24 in the county-level financial data sample and 0.10 in the county-level
patient data sample, reflecting differences in sample periods between the two datasets.

31 Appendix Table A2 shows that when the share of county-level hospital beds under Hill-Burton obligations
declines, the average charity recipients at non-Hill-Burton hospitals become older, have longer lengths of stay,
face higher charges, and have higher DRG weights. These changes in patient characteristics and outcomes all
suggest an increase in patient complexity and treatment cost, supporting the hypothesis that non-Hill-Burton hos-

18



quality of care received may vary when patients previously treated at Hill-Burton hospitals are
redirected to non-Hill-Burton hospitals. These mortality findings highlight the need for further
research examining how changes in charity care obligations affect not only access to care but

also quality of care and ultimately health outcomes.

6 Conclusion

This paper examines how hospitals strategically respond to charity care regulations by
analyzing the end of charity care obligations under the Hill-Burton Act—one of the federal
government’s first major interventions in healthcare delivery and one of the only federal reg-
ulations of hospital charity care. When Hill-Burton obligations expire, I find that previously
obligated hospitals substantially reduce their charity care provision. Total charity care spend-
ing at these hospitals falls by 30%, and likely charity-eligible patient admissions drop by 14%.
While neighboring non-profit and public hospitals absorb many of these displaced patients,
they increasingly classify them as paying rather than charity cases. Despite maintaining overall
access to hospital care for likely uninsured patients, this reclassification leads to a 20% reduc-
tion in county-level charity care spending. Preliminary evidence suggests these changes may
affect patient outcomes, with a small but significant increase in hospital mortality for charity-
eligible patients at non-Hill-Burton hospitals to which many are shifted after these charity care

obligations expire.

These results illuminate how regulatory incentives shape both the total level of charity
care and its distribution across hospitals. The expiration of obligations prompts a strategic re-
distribution of uninsured patients, with neighboring hospitals often maintaining access to care
but shifting the financial burden onto patients rather than continuing to provide them with free
care. The heterogeneous responses across hospital ownership types—with for-profit facilities
actively avoiding charity-eligible patients while non-profits and public hospitals accommodate
them—underscore how market structure and hospital objectives influence the provision of care

to vulnerable populations.

This analysis opens several important avenues for future research. A critical next step is

exploring the specific mechanisms through which hospitals reduce their charity-eligible patient

pitals are treating a sicker charity patient population following local Hill-Burton expirations. These shifts toward
more complex and higher-risk charity-recipient patients at non-Hill-Burton hospitals could partially explain the
observed increases in charity-eligible patient mortality rates at these hospitals. However, this charity-recipient pa-
tient composition change may not fully account for the mortality effects. As discussed above, quality differences
in care delivery between Hill-Burton and non-Hill-Burton facilities could also play an important role in patient
outcomes.
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admissions, such as closing departments that disproportionately serve uninsured patients. Ad-
ditionally, further investigation is needed to understand how patient reallocation across hospi-
tals following regulatory changes affects health outcomes, particularly in light of the mortality
findings in this study. Such research would offer crucial insights for designing effective policies

to ensure healthcare access for underserved communities.

Taken together, these findings demonstrate the nuanced strategic responses hospitals em-
ploy when charity care regulations change. My results demonstrate that regulatory shifts in-
fluence the entire ecosystem of healthcare delivery—altering which facilities serve vulnerable
populations, how financial responsibility is allocated between institutions and patients, and
ultimately affecting clinical outcomes. By documenting these responses, this work contributes
to our understanding of healthcare market dynamics and provides valuable guidance for pol-
icymakers working to ensure equitable healthcare access. As healthcare reform discussions
continue, recognizing how regulatory frameworks shape provider behavior and patient expe-

riences will be essential for designing systems that effectively serve all people.
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Figure 1: Share of Hospital Beds Ever Obligated to Provide Charity Under Hill-Burton Act

S 0.4
S
@
T 03]
(0]
>
L
(/2]
®
& 0.2
S
3
8
T 0.17
S
o
]
& 0.0
S ' S s N 5 N © 3 s )
\g’\ \cg\ R R R (LQQ 090 r,/o" ‘LQ\ Q/QQ,
Year
(a) By Year
A "
B
: 2 . A5 "\\%‘;*
“.si“i.ri" Sl
-—\‘"\ "'lig—g.'%‘:’»
77 ] \ R ot
Syt -

"y

Share Hospitals
ne @
r\:“‘i‘ 0-0.01
« .\ e 0.01-0.25
B\ ::.'gi" B o25-05
h ... M os5-075
[} Wons-:
' | = S 5
N % - - | " v
.’,‘". * Y -
W »,

(b) By County

Notes: Panel A plots the share of existing hospital beds in each year that were ever obligated to provide charity care
under the Hill-Burton Act through that year. The share increases over time from 1970-2000 due to additional
Hill-Burton funding allocations, then decreases starting in 2000 due to the construction of new hospitals that
never received Hill-Burton funding. Panel B shows the geographic distribution of the share of hospital beds in
each county that were ever obligated to provide Hill-Burton charity care as of 2020.
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Figure 2: Distribution of Charity Care Obligation Expirations
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Notes: Figure plots the distribution of expiration years for Hill-Burton charity care obligations across all hospitals
that ever received Hill-Burton funding. The majority of obligations expired between 1985-1995. As of March
2020, 25 hospitals remained under obligation (not shown in figure).
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Table 1: Hospital Summary Statistics

(D) (2)
Hill-Burton Hospitals Non-Hill-Burton
Pre-Expiration Hospitals
Panel A. Finance Data Sample
Share Non-Profit 62.57 45.64
Share For-Profit 0.94 42.34
# Beds 298.81 183.45
(285.76) (132.42)
# Annual Admissions 9,348.02 7,132.45
(9,645.12) (6,132.59)
Annual Operating Expenses ($ million) 123.43 121.28
(185.37) (378.68)
Charity Care (% expenditures) 2.92 2.81
(6.87) (4.51)
HB Charity Care (% expenditures)* 1.31 0.06
(3.57) (1.12)
Observations 4,439 18,187
Unique Hospitals 284 508
Panel B. Patient Data Sample
Share Non-Profit 81.08 61.66
Share For-Profit 0.28 20.60
# Beds 203.83 185.37
(225.76) (183.12)
# Annual Admissions 8,020.48 7,473.83
(9046.15) (9921.00)
Share Self-Pay or No-Charge Patients 5.28 4.88
(6.70) (6.31)
Share Self-Pay 4.76 4.51
(6.26) (6.16)
Share No-Charge 0.52 0.37
(2.03) (1.05)
Observations 1,442 9,896
Unique Hospitals 363 1,810

Notes: Table presents summary statistics comparing Hill-Burton hospitals (pre-expiration of their charity care
obligations; Column 1) to non-Hill-Burton hospitals (Column 2). Panel A shows operational and financial char-
acteristics from the sample constructed from state-level financial reports. Panel B shows operational and patient
composition characteristics from the sample constructed from HCUP. Standard deviations shown in parentheses.
* Hill-Burton charity care spending records are only available for California and Florida.
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Figure 3: Effect of Obligation Expirations on Hill-Burton Hospitals
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Notes: Figures plot event study estimates based on Equation 4.2 examining the effect of Hill-Burton obligation
expiration on outcomes for Hill-Burton hospitals. Panel A shows Hill-Burton-designated charity care spending,
Panel B shows total charity care spending, Panel C shows admissions of self-pay and no-charge patients, and Panel
D shows admissions of no-charge patients only; all four outcomes are logged. All regressions include hospital and
year fixed effects. Standard errors are clustered at the hospital level. Shaded regions show 95% confidence
intervals.
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Table 2: Heterogeneity in Effect on Hill-Burton Hospitals by Ownership Type

(D 2) 3)
All Non-Profits Publics
Panel A. In(Total Charity Care)
ObligationExpired,, -0.2829** -0.3085**  -0.1993**
(0.0903) (0.0847) (0.0714)
Observations 11330 7882 2872
Panel B. In(Self-Pay and No-Charge Patients)
ObligationExpired,, -0.1412*  -0.1435** -0.2307
(0.0722) (0.0606) (0.2531)
Observations 4120 3205 834
Panel C. In(No-Charge Patients)
ObligationExpired,, -0.2678** -0.1651** -0.6653
(0.1363) (0.0644) (0.4947)
Observations 4120 3205 834

Notes: Table presents estimates of the effect of Hill-Burton obligation expiration on Hill-Burton hospitals based
on Equation 4.1, separately by hospital ownership type. Column 1 includes all hospitals, Column 2 restricts the
sample to only private non-profit hospitals, and Column 3 restricts the sample to only public hospitals. Panel A
shows effects on total charity care spending, Panel B shows effects on self-pay and no-charge patient admissions,
and Panel C shows effects on no-charge patient admissions; all three outcomes are logged. All regressions include
hospital and year fixed effects. Standard errors are clustered at the hospital level and shown in parentheses. *

p<0.10, ** p<0.05.
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Table 3: Heterogeneity in Effect on Hill-Burton Hospitals by Patient Type

Hospitalization Type Primary Diagnosis

€D (2) 3) ) (5)

Non-Elective  Elective  Trauma/Mental Pregnancy+ Other

Panel A. In(Self-Pay and No-Charge Patients)

ObligationExpiredy; -0.1375* -0.2194* -0.2011* -0.2174* -0.1385
(0.0785) (0.1291) (0.1128) (0.1314) (0.1365)

Observations 4093 4093 4093 4093 4093

Panel B. In(No-Charge Patients)

ObligationExpiredy, -0.2553** -0.2091** -0.2315** -0.2100* -0.1940*
(0.1272) (0.0963) (0.0930) (0.1026) (0.1062)

Observations 4093 4093 4093 4093 4093

Notes: Table presents estimates of the effect of Hill-Burton obligation expiration on Hill-Burton hospitals based
on Equation 4.1, separately by patient hospitalization type and primary patient diagnosis. Panel A shows effects
on self-pay and no-charge patient admissions, while Panel B shows effects on no-charge patient admissions; both
outcomes are logged. Results are broken down by patient hospitalization type (Columns 1-2) and by primary
patient diagnosis categories (Columns 3-5). All regressions include hospital and year fixed effects. Standard
errors are clustered at the hospital level and shown in parentheses. * p<0.10, ** p<0.05.
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Figure 4: Effect of Obligation Expirations on Non-Hill-Burton Hospitals
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Notes: Figures plot event study estimates based on Equation 4.4 examining spillover effects of the first Hill-
Burton obligation expiration in a county on non-Hill-Burton hospitals in that county. Panel A shows total charity
care spending, Panel B shows admissions of self-pay and no-charge patients, and Panel C shows admissions of
no-charge patients only; all three outcomes are logged. All regressions include hospital and year fixed effects.
Standard errors are clustered at the hospital level. Shaded regions show 95% confidence intervals.
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Table 4: Heterogeneity in Effect on Non-Hill-Burton Hospitals by Ownership Type

€Y 2) 3) @
All For-Profits Non-Profits  Publics

Panel A. In(Total Charity Care)

FirstExpiration,, -0.0460 -0.1640* 0.1018* 0.1438
(0.0638)  (0.0944)  (0.05938) (0.1924)
Observations 17404 7424 7954 1952

Panel B. In(Self-Pay and No-Charge Patients)

FirstExpiration,, 0.1792 -0.1945 0.2654** 0.1256
(0.1170) (0.1739) (0.1338) (0.1320)
Observations 7355 1421 4539 1395

Panel C. In(No-Charge Patients)

FirstExpiration, -0.2584**  -0.5329*  -0.2542**  -0.2544
(0.1267)  (0.3121) (0.1284)  (0.3075)

Observations 7355 1421 4539 1395

Notes: Table presents estimates of spillover effects on non-Hill-Burton hospitals following the first Hill-Burton
obligation expiration in their county based on Equation 4.3. Results are shown separately by hospital ownership
type. Column 1 includes all hospitals, Column 2 restricts the sample to only private for-profit hospitals, Col-
umn 3 restricts the sample to only private non-profit hospitals, and Column 4 restricts the sample to only public
hospitals. Panel A shows effects on total charity care spending, Panel B shows effects on self-pay and no-charge
patient admissions, and Panel C shows effects on no-charge patient admissions; all three outcomes are logged. All
regressions include hospital and year fixed effects. Standard errors are clustered at the hospital level and shown
in parentheses. * p<0.10, ** p<0.05.
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Figure 5: Effect of Obligation Expirations on County
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Notes: Figures plot county-level event study estimates based on Equation 4.7 examining the effects of the first
county-level Hill-Burton obligation expiration. Panel A shows total charity care spending, Panel B shows ad-
missions of self-pay and no-charge patients, and Panel C shows admissions of no-charge patients only; all three

outcomes are logged. All regressions include county and year fixed effects. Standard errors are clustered at the
county level. Shaded regions show 95% confidence intervals.
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Table 5: Effect of Obligation Expirations on Self-Pay/No-Charge Patient Mortality

(€] (2) (3) @ (5) (6)
County Hill-Burton = Non-HB Non-HB Non-HB Non-HB
All For-Profits Non-Profits ~ Publics
Panel A. First Expiration in County
FirstExpiration,; 0.0013 -0.0016 0.0016 -0.0054 0.0028 -0.0028
(0.0017) (0.0019) (0.0043) (0.0192) (0.0043) (0.0049)
Panel B. Fraction of Hospital Beds Under HB Obligation in County
ShareBedsObligated,, -0.0041* -0.0305%** 0.0150 -0.0419***  -0.0159
(0.0023) (0.0113) (0.0533) (0.0112) (0.0149)
Observations 8,351 4,093 7,355 1,421 4,539 1,395
Mean of Outcome 0.014 0.014 0.014 0.014 0.014 0.015
(SD) (0.037) (0.030) (0.037) (0.031) (0.037) (0.038)
Mean of ShareBedsObligated.,  0.047 0.02 0.02 0.02 0.02
(SD) (0.18) (0.07) (0.07) (0.07) (0.07)

Notes: Table presents estimates of the effect of Hill-Burton obligations on in-hospital mortality for self-pay and
no-charge patients. Panel A shows effects of the first obligation expiration in the county (or own expiration) based
on Equations 4.6 (Column 1; county-level), 4.1 (Column 2; Hill-Burton hospital-level), and 4.3 (Columns 3-6;
non-Hill-Burton hospital-level). Panel B shows effects of the fraction of county hospital beds under obligation
based on Equations 4.8 (Column 1; county-level) and 4.5 (Columns 3-6; non-Hill-Burton hospital-level). Results
for non-Hill-Burton hospitals are shown separately by ownership type (Columns 4-6). All regressions include
unit (hospital or county) and year fixed effects. Standard errors are clustered at the unit level and shown in
parentheses. * p<0.10, ** p<0.05.
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A Additional Figures & Tables

Figure A1l: HCUP Participation Over Time
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Notes: Figures plot the growth in HCUP-NIS participation over time. Panel A shows the number of states par-
ticipating in HCUB, Panel B shows the number of hospitals included in HCUB and Panel C shows the number of
patient discharges (in millions) captured in HCUP For each panel, the solid line shows all participants while the
dashed line shows only those with hospital identifiers available.
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Figure A2: Distribution of Charity Care Obligation Expirations: Data Coverage

300
250+
o
s
3 200
o
I
S 1504
5
m
= 100
I
H
50-
N em A
A A Q)Q Cg) Q \o) QQ Q(O 2O ,\93
o8 K F P P &S
Year of Obligation Expiration
(a) Financial Data
300
250+
)
g
3 200
o
I
S 1501
5
m
= 100
I
B3
50-
0‘ T T T T T T T T T T T
A A N %) QO o) 00 09.') 2O ,\9.') Q
MR S IR IR S T M M S N

Year of Obligation Expiration

(b) Patient Data

Notes: Figures plot the distribution of years in which hospitals’ Hill-Burton charity care obligations expired. Panel
A shows in green the expirations for which financial data are available for this paper (284 hospitals). Panel B
shows in blue the expirations for which patient discharge data are available for this paper (363 hospitals). Gray
bars show the full distribution of all Hill-Burton hospital obligation expirations for comparison.
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Table Al: Hospital Observations by Data Source

(1) (2)

Financial Reports HCUP

N hospital-year observations 30,780 16,868
Average per year 716 703
N unique hospitals 902 2976
Hill-Burton 394 1166
observed before expired 284 363
Non-Hill-Burton 508 1810

Notes: Table presents the sample composition of the financial report data (Column 1) and the HCUP data (Column
2). For each column, the table shows the total number of hospital-year observations, the average number of
hospital observations per year, and the number of unique hospitals broken down by Hill-Burton status.
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Figure A3: Patient Discharge Summary Statistics

Fraction of Patients SP/NC

(a) Type of Hospitalization

Fraction of Patients SP/NC

(b) Primary Diagnosis

Notes: Figures plot the share of patients who are self-pay or no-charge by different patient hospital admission
characteristics. Panel A shows shares by hospitalization type (elective vs non-elective). Panel B shows shares by
patient primary diagnosis category. The dashed line in each panel indicates the overall share of self-pay/no-charge
patients across all hospitalizations in all years of the HCUP data.
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Figure A4: Robustness for Effect on Hill-Burton Hospitals: In(Hill-Burton Charity Care)
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Notes: Figures plot robustness checks for the effect of Hill-Burton obligation expiration on Hill-Burton-designated
charity care spending based on variations of Equation 4.2. Panel A shows effects using levels (as percent of
expenditures) rather than logs, Panel B adds county-level controls for unemployment and population, Panel C
implements the Callaway and Sant’Anna (2021) estimator, and Panel D uses survey rather than calendar years.
All regressions include hospital and year fixed effects. Standard errors are clustered at the hospital level. Shaded

regions show 95% confidence intervals.
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Figure A5: Robustness for Effect on Hill-Burton Hospitals: In(Total Charity Care)
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Notes: Figures plot robustness checks for the effect of Hill-Burton obligation expiration on Hill-Burton hospital
total charity care spending based on variations of Equation 4.2. Panel A shows effects using levels (as percent
of expenditures) rather than logs, Panel B adds county-level controls for unemployment and population, Panel C
implements the Callaway and Sant’Anna (2021) estimator, and Panel D uses survey rather than calendar years.
All regressions include hospital and year fixed effects. Standard errors are clustered at the hospital level. Shaded
regions show 95% confidence intervals.
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Figure A6: Robustness for Effect on Non-Hill-Burton Hospitals: In(Total Charity Care)
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Notes: Figures plot robustness checks for spillover effects on non-Hill-Burton hospital total charity care spending
following the first Hill-Burton obligation expiration in their county based on variations of Equation 4.4. Panel
A adds county-level controls for unemployment and population, and Panel B implements the Callaway and
Sant’Anna (2021) estimator. All regressions include hospital and year fixed effects. Standard errors are clus-
tered at the hospital level. Shaded regions show 95% confidence intervals.
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Table A2: Effect on No-Charge Patient Characteristics at Non-Hill-Burton Hospitals

€3] 2 (€)) (€] &) (6)
Age Share Share Total Length DRG
White Male Charges ($) of Stay

Panel A. First Expiration in County
FirstExpiration,, 1.5669** -0.0044  0.0117 1153.0238%** 0.2280* 10.9980+**
(0.71) (0.0045) (0.0077) (482.4367) (0.1295) (5.3912)

Panel B. Fraction of Hospital Beds Under HB Obligation in County

ShareBedsObligated,, -32.2754**  0.0476 -0.1993  -20731.7080** -4.1393** -197.4000**
(13.0143) (0.0466) (0.1238)  (8461.9216) (2.0800) (92.2430)
Mean of Outcome 36.44 0.37 0.45 19879.72 4.75 282
(SD) (21.65) (38440.52) (7.04) (137.02)
Mean of ShareBedsObligated,, 0.02 0.02 0.02 0.02 0.02 0.02
(SD) (0.07) (0.07) (0.07) (0.07) (0.07) (0.07)
Observations 7355 7355 7355 7355 7355 7355

Notes: Table presents estimates of spillover effects of Hill-Burton obligations on the mean characteristics of no-
charge patients at non-Hill-Burton hospitals. Panel A shows effects of the first obligation expiration in the county
based on Equation 4.3, while Panel B shows effects of the fraction of county hospital beds under obligation based
on Equation 4.5. All regressions include hospital and year fixed effects. Standard errors are clustered at the
hospital level and shown in parentheses. * p<0.10, ** p<0.05.

40



Table A3: Heterogeneity in Effect on Non-Hill-Burton Hospitals by Ownership Type

€Y 2) 3) @
All For-Profits Non-Profits = Publics

Panel A. In(Total Charity Care)

ShareBedsObligated,,  0.3663 0.6099 -0.2852 0.2308
(0.2362)  (0.6420) (0.1840)  (0.3943)
Observations 17404 7424 7954 1952

Panel B. In(Self-Pay and No-Charge Patients)

ShareBedsObligated,, 0.5767** 2.0100** 0.4319* 0.3732
(0.1649)  (0.4789) (0.2511)  (0.2474)

Observations 7355 1421 4539 1395
Panel C. In(No-Charge Patients)

ShareBedsObligated,, 2.3728** 5.5083**  1.7138**  1.0224**
(0.1776)  (0.4620) (0.2382) (0.1397)

Observations 7355 1421 4539 1395

Notes: Table presents estimates of spillover effects on non-Hill-Burton hospitals from changes in the fraction
of county hospital beds under Hill-Burton obligation based on Equation 4.5. Results are shown separately by
hospital ownership type. Column 1 includes all hospitals, Column 2 restricts the sample to only private for-profit
hospitals, Column 3 restricts the sample to only private non-profit hospitals, and Column 4 restricts the sample
to only public hospitals. Panel A shows effects on total charity care spending, Panel B shows effects on self-pay
and no-charge patient admissions, and Panel C shows effects on no-charge patient admissions; all outcomes are
logged. All regressions include hospital and year fixed effects. Standard errors are clustered at the hospital level
and shown in parentheses. * p<0.10, ** p<0.05. The mean (SD) fraction of county hospital beds under Hill-
Burton obligation in Panel A is 0.08 (0.14); that in Panels B and C is 0.03 (0.06).
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Figure A7: Robustness for Effect on County: In(Total Charity Care)
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Notes: Figures plot robustness checks for county-level total charity care spending effects following the first Hill-
Burton obligation expiration based on variations of Equation 4.7. Panel A adds county-level controls for unem-
ployment and population, and Panel B implements the Callaway and Sant’Anna (2021) estimator. All regressions
include county and year fixed effects. Standard errors are clustered at the county level. Shaded regions show
95% confidence intervals.
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Table A4: Effect on County: Summary Table

(D ) (3)
In(Total Charity Care) In(Self-Pay and No-Charge Patients) In(No-Charge Patients)

Panel A. First Expiration in County

FirstExpiration,, -0.2009** 0.0575 -0.2149**
(0.0749) (0.0888) (0.0917)

Panel B. Fraction of Hospital Beds Under HB Obligation in County

ShareBedsObligated,, 0.5440%* 0.2257 1.0451**
(0.1873) (0.1402) (0.1713)

Observations 4676 8351 8351

Notes: Table presents county-level estimates of the effect of Hill-Burton obligations on hospital behavior. Panel
A shows effects of the first obligation expiration in the county based on Equation 4.6. Panel B shows effects of
the fraction of county hospital beds under obligation based on Equation 4.8. The outcome in Column 1 is total
charity care spending, that in Column 2 is self-pay and no-charge patient admissions, and that in Column 3 is
no-charge patient admissions; all outcomes are logged. All regressions include county and year fixed effects.
Standard errors are clustered at the county level and shown in parentheses. * p<0.10, ** p<0.05. The mean
(SD) of fraction of county hospital beds under Hill-Burton obligation in Column 1 is 0.13 (0.24); that in Columns
2 and 3 is 0.04 (0.10).
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