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BACKGROUND Academic health centers (AHCs) have traditionally focused on 3 core missions: patient care, research, and education. The
current changing health care environment requires AHCs to broaden their focus to improve the health of their communities. This study
reports the opportunities and challenges for the 5 North Carolina AHCs addressing social determinants of health.

METHODS We used a mixed methods design. We analyzed financial data from systemwide community benefits reports and the Form 990
Schedule H of the primary medical centers (when available) from the 5 AHCs, and we conducted 4 key informant (KI) interviews at each
of the 5 AHCs for a total of 20 interviews.

RESULTS Overall, a very small percentage of AHCs' total spending is on community improvement services and community benefit opera-
tions. By far, the largest amount spent on community benefit is for treating patients eligible for charity care. Food insecurity and access to
health care were the most-addressed SDOH. Housing was viewed as a crisis that needed to be addressed at statewide and national levels.
LIMITATIONS Community benefits reports from North Carolina AHCs lack important details. Key informant interviews provide far more
recent information on the quantity and breadth of initiatives than the latest community benefits reports that were all completed pre-
pandemic. We only interviewed 4 stakeholders from each AHC in North Carolina.

CONCLUSION A new strategic vision must incorporate social accountability into the AHCs' core missions to remove barriers and institute and

sustain change, but the AHCs face a steep challenge to incorporate social accountability at a core mission level.

The 3 core missions of academic health centers (AHCs)
have traditionally been patient care, research, and
education [1, 2]. The current changing health care environ-
ment requires AHCs to continue to offer specialized tertiary
care services to patients while also broadening their focus
to improve the health of populations [3]. The Affordable
Care Act (ACA) [4] brought new interest to the community
benefits that tax-exempt hospitals provide to the commu-
nities they serve, as well as their ability to directly address
social determinants of health (SDOH). To adapt to this new
paradigm, AHCs need to identify innovative ways to make
population health part of their core mission [3] by address-
ing SDOH [2, 51].

Many not-for-profit health care systems have community
benefit programs, defined as “programs or activities that
provide treatment or promote health and healing in response
to identified community health needs and meet at least one
of these community benefit objectives: improve access to
health services, enhance public health, advance increased
general knowledge, or relieve the burden of government to
improve health” [6]. In 2008, the Internal Revenue Service
added section H to the Form 990, including categories that
may qualify as community benefits. The ACA added 3 types
of community benefit requirements in section 9007: 1) com-
munity health needs assessments (CHNA) that identify key
health needs and issues at least once every 3 years; hospi-
tals are required to report on community benefits; 2) written
policies for financial assistance and emergency care poli-

454

cies; and 3) limits on charges, billing, and collection activities
for uninsured individuals [4]. These provisions encouraged
tax-exempt hospitals to invest in community health benefits.
However, average spending for all community benefits only
increased from 7.6% in 2010 to 8.1% in 2014, most of which
went to unreimbursed patient care rather than community
health improvement [7].

Health care reform is shifting the landscape from focus-
ing on volume and quantity to value and quality, but AHCs
are not yet aligned with this shift. This study seeks to: 1)
evaluate the contributions of the 5 North Carolina AHCs'
activities in terms of benefiting their community, and 2)
explore how AHCs are partnering with local and national
organizations and identify challenges they face when
addressing SDOH to improve the health of their patients
and communities.

Methods

Setting

The study was conducted in the 5 North Carolina AHC
flagship medical centers: UNC Hospitals (part of UNC
Health); Duke University Hospital (DUH), part of the Duke
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University Health System (DUHS); Vidant Medical Center
(VMOQ), part of Vidant Health (now ECU Health); Wake
Forest Baptist Medical Center (WFBMC), part of Wake
Forest Baptist Health (now Atrium Health Wake Forest
Baptist); and Carolinas Medical Center (CMC) (now Atrium
Health Carolinas Medical Center). Each of these AHCs has
several smaller hospitals within the larger systems.

Data Sources

We used an explanatory sequential mixed-methods
design study. For the quantitative part of the study, we ana-
lyzed financial data from community benefits reports and
Form 990 Schedule H (when available). North Carolina hos-
pitals voluntarily submit community benefits reports to the
North Carolina Healthcare Association (NCHA) that include
estimated costs of treating patients eligible for charity care,
community health improvement services and community
benefit operations, health professions education, and com-
munity-building activities. Form 990 Schedule H has 6 parts,
including charity care, other community benefits costs,
and community building activities that directly address all
SDOH described in Healthy People 2020. Financial data for
expenses reported in the community benefits for 2018 were
collected from the NCHA website [8]. UNC Hospitals and
CMC were not required to file a Form 990 because they are
instrumentalities of states or political subdivisions. Form
990 was available for the other 3 AHCs. Form 990 Schedule
H information was accessed via the GuideStar website,
where available [9].

We complemented these quantitative analyses with 4
key informant (KI) interviews at each of the 5 AHCs to learn
about each organization's efforts to address SDOH, includ-
ing those defined by Healthy People 2020 [10]: economic

stability, education, social and community context, health
and health care, and neighborhood and built environment.
The interview guide focused on opportunities through which
their organization contributed to each area and the main
challenges they experienced or anticipated. Prompts were
used to encourage deeper thinking. The final interview guide
was revised based on pilot testing with an administrator out-
side the North Carolina AHCs.

Kls were administrators at the manager level or above, or
faculty working in population health; they were identified by
their described role on AHC websites or personal connec-
tions. Snowball sampling was used to identify other Kls until
4 were interviewed at each site. We emailed Kls to describe
the purpose of the study, expectations for the interview, and
strategies for ensuring confidentiality of responses. The
email asked recipients who could not answer questions to
provide alternative contacts. We sent 2 follow-up emails
1 week apart if we received no response. When participants
agreed, we scheduled a video interview. All participants gave
oral consent (including permission to record the session).
We recorded sessions using a digital audio recorder and
then transcribed each interview. This study was approved by
the UNC Institutional Review Board (IRB).

Analysis

Expenses were compared within and across the AHCs
using community benefits report data. The percentages of
the different types of benefits provided and community ben-
efit expenses as part of the total operating expenses were
calculated for each hospital. The dollar amount and percent-
age changes in community benefits from the previous year
of available data were calculated.

The content of each Kl transcript was coded using NVivo.

TABLE 1.

Summary of Community Benefits Reports for AHCs in $ and % North Carolina 2019

eligible for charity care

Atrium Health Wake Forest University of
Carolinas Duke University Vidant Medical Baptist Medical North Carolina
Medical Center Hospital Center Center Hospitals
$ % $ % $ % $ % $ %
Estimated costs of treating patients 338,637,343 20 65,816,004 17 46,716,641 24 43,145,095 13 87,682,002 43

Estimated unreimbursed costs of 852,005,527 50.5 185,308,822 48 93,964,012 47 141,362,405 43 51,755,727 25
treating patients eligible for
Medicare
Estimated unreimbursed costs 363,252,171 215  67,667988 18 578,258 0 19,808,240 6 0 0
of treating patients eligible
for Medicaid
Estimated unreimbursed costs of 0 0 0 0 0 0 21,882,350 7 0 0
treating patients from other means-
tested government programs
Community health improvement 12,165,291 0.72 0 0 3,440,725 2 6,025,410 2 0 0
services & community
Health professions education 65,204,339 3.87 66,817,681 17 48,327,095 24 80,373,558 25 64,455,817 32
Subsidized health services 14,731,073 0.87 0 0 0 0 6,612,850 2 0 0
Research costs 23,082,699 137 0 0 2,010,157 1 0 0 0 0
Cash and in-kind contributions to 17192,71 1.02 922,362 0 3,346,885 2 3,618,837 1 0 0
community groups
Community building activities 722,223 0.04 0 0 662,921 0 2134115 1 0 0
Total community benefits 1,686,993,377 100 386,532,857 100 199,046,694 100 324,962,860 100 203,893,545 100
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A priori codes were created based on topic areas in Healthy
People 2020; emergent codes were created and refined
during a second-cycle coding until theme saturation was
achieved.

Results

Community Benefits Reports

The greatest spending on community benefits is for
treating patients eligible for charity care, Medicare, and
Medicaid (Table 1), ranging from > $140 million for VMC to
> $1.5 billion for CMC. Health professions education ranged
between $48 million (VMC) and > $80 million (WFBMC).
Community building activities were absent for DUH and
UNC, < $700,000 for VMC, ~$700,000 for CMC, and > $2
million for WFBMC.

The costs of treating patients eligible for charity care,
unreimbursed costs of treating Medicare, Medicaid, and
other means-tested government programs are by far the
largest percentage of total community benefits, ranging
from 70% to over 90% (Table 1). Health profession educa-
tion (another leading community benefit) spending ranged
from 17% to > 30% for all but one AHC. CMC spent nearly
4% of its community benefit total, which can be explained
by a relatively smaller academic footprint compared to the
other 4 North Carolina AHCs.

When comparing the itemized benefits changes between
2018 and 2019 (Table 2), all 5 AHCs increased costs for
patients eligible for charity care (range: 3%-53%). UNC
did not report certain categories for 2019. There were 10%-
47% increases in unreimbursed costs of treating patients
eligible for Medicare; only UNC reported a decrease (30%).

Increases of 2%-29% for patients eligible for Medicaid
were reported. Community health improvement services
and operations increased by 14% at WFBMC and 31% at
CMC; VMC showed a 64% decrease from 2019 spending
compared to 2018. Health professions education increased
by 29% at CMC; there were small increases at DUH (2%),
VMC (7%), and UNC (9%), and a 1% decrease at WFBMC.
Subsidized health services increased only at CMC. Cash and
in-kind contributions to community groups decreased at
both VMC and DUH and had a modest increase at CMC and
WFBMC.

Notably, community-building activities increased 70%
at CMC and 50% at WFBMC; however, the total dollar val-
ues and percentage of total community benefits were very
small, 0.04% and 1%, respectively. WFBMC ( > $1 million)
and CMC (> $500,000) had the largest increases. CMC had
the largest increase in both dollars spent ($713 million) and
percentage (42%).

Kl Interviews

The topics and sub-topics (including challenges and
enablers) and thematic findings with pertinent quotes
related to SDOH are summarized in Tables 3 and 4, respec-
tively. Kls offered several examples of initiatives to address
SDOH (Table 5). Kls nearly unanimously voiced the impor-
tance of partnering with communities and local public health
agencies to address SDOH to improve the health of patients
and their communities. AHCs currently partner with local
public health agencies through Federally Qualified Health
Centers (FQHCs), local and state health departments, and
various community-based organizations (e.g., food pantries)

TABLE 2.

Summary of Community Benefits Reports for AHCs in North Carolina Compared to Previous Year in $ and % Change

Atrium Health Wake Forest University of
Carolinas Duke University Vidant Medical Baptist Medical North Carolina
Medical Center Hospital Center Center Hospitals
$ % $ % $ % $ % $ %
Estimated costs of treating patients 178,262,491 53 9,058,012 14 6,030,833 13 1,355,492 3 12,310,820 14
eligible for charity care
Estimated unreimbursed costs of 404,459,369 47 17,979,762 10 21,680,926 23 21,902,848 15 -15,404138 -30
treating patients eligible for
Medicare
Estimated unreimbursed costs of 98,674,613 27 1,210,021 2 143,650 25 5,718,101 29 12,739,067 NA
treating patients eligible for
Medicaid
Estimated unreimbursed costs of NA NA NA NA NA NA **6,756,669 31 NA NA
treating patients from other means-
tested government programs
Community health improvement 3,782,047 31 NA NA -2157417 -63 864,640 14 NA NA
services & operations
Health professions education 19,229,264 29 1,016,663 2 3,479,082 7 -859,501 -1 6,074,915 9
Subsidized health services 5,428,308 37 NA NA NA NA -82,147 -1 NA NA
Research costs 190,000 1 NA NA NA NA NA NA NA NA
Cash and in-kind contributions 2,951,000 17 -458,309 -50 -756,521 -23 1,072,162 30 NA NA
to community groups
Community building activities 507,475 70 NA NA 72,865 2 1,067,061 50 NA NA
Estimated costs of treating bad 120,547,379 32 -2,964,579  -23 7,288,817 22 -2,191,258 -7 -1,759,960 -6
debt patients
Total community benefits 713,484,567 42 28,806,149 7 16,328,632 8 37,795,325 12 15,720,663 8
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TABLE 3.
Summary of Emerging Topics Based on Key Informant
Interviews

Topics
Effects of COVID-19
pandemic

Sub - Topics

Focus on disparities, funding shifts, home
health, increased collaboration, telehealth,
worsening health status.

Benefits cliff, community voice, digital access
and technology, lack of trust, multi-sector,
politics, reimbursement and payor mix,
resources, return on investment, rural areas,
segregation and social isolation, silos,
sustainability, value-based care.
Community partnerships, digital platforms,
partnership with local public health, private
equity funds and braided funding, SDOH
screening, sustained funding, trust and
community voice, value-based care.

Health professions pipeline and primary care,
workforce development

APPs and Allied Health, behavioral health,
community health workers, medication
access, telehealth and home health,
wraparound services.

Challenges

Enablers

Education®

Health and
healthcare?

Mission Community benefit, health care paradigm
shift, patient experience
Neighborhood and Environmental justice, digital access,
built environment? transportation
Opportunities Investing locally, trust building
Regulatory changes No sub-themes
Strategy Organizational structure, strategic priorities

Teammate resources No sub-themes

aTopics are a part of a priori themes, but sub-topics emerged from Kl
interviews.

using community resource hubs or digital platforms. Food
insecurity was the primary SDOH identified, with all AHCs
investing resources over the last several years. Housing was
the second most mentioned SDOH that AHCs attempted to
address, with most efforts centered on partnerships with
Habitat for Humanity and homeless shelters. Notably, most
Kls agreed that AHCs were less able to make a large impact
in housing and voiced a desire to do more on this critical
statewide and national issue. DUHS invested in housing
decades ago and more recently partnered with the county
on several affordable housing projects. Atrium also invested
in an affordable housing project through partnerships with
the Charlotte Housing Opportunity Investment Fund Local
Initiatives Support Corporation [11]. Several other partner-
ships and close working relationships with school districts,
law enforcement agencies, and faith-based organizations
were identified.

AHCs faced several challenges. Establishing community
engagement was crucial, yet difficult. Acknowledging com-
munity health workers (CHWSs) as a critical link between
health care services and community needs, all AHCs
increased the number of CHWs when addressing health
literacy, access to healthy food, and language barriers. As
AHCs sought to increase employees’ wages, employees
lost eligibility for public benefits, resulting in lower overall
net income (referred to as the benefits cliff). Limited digi-
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tal access in some areas hindered telehealth services and
digital health records access. The COVID-19 pandemic
exposed existing health disparities and exacerbated mis-
trust of the medical community, especially in communities
of color. Some SDOH, such as affordable housing, required
multi-sector efforts that were deemed beyond AHCs' capa-
bilities. Local politics and the lack of Medicaid expansion
remained huge hurdles. Reimbursement and payor mix
during the transition from predominantly fee-for-service
to value-based care was also challenging, especially when
payors demanded quick fixes for problems requiring long-
term investments. Kls also identified as challenges: inade-
quate staffing, lack of training on how providers can address
SDOH, financial constraints, and difficulty demonstrating a
return on investment for SDOH interventions. Several Kls
noted the need for new metrics demonstrating impact for
insurers and health systems, rural digital access, lack of
transportation, social isolation, and siloed thinking. Finally,
sustainability was a commonly identified challenge due to
reliance on grant funding.

Kls identified several enablers, including strong part-
nerships (especially when addressing food insecurity) and
digital platforms such as NCCARE360 [12] and FindHelp.org
that link providers with community resources and local pub-
lic health agencies; these partnerships were strengthened
during COVID-19 vaccination and testing drives. FQHCs
were critical to accessing health care for the uninsured.
Private equity funds pooled by investors and braided fund-
ing (two or more funds coordinated to cover costs and track
expenditures) were important for affordable housing efforts.
Kls also discussed the potential of different models and
what conditions are necessary for enablers to be effective.
Atrium’s partnership with Charlotte was mentioned by some
Kls from other AHCs as a model that they could emulate.
Electronic health records (EHRs) facilitate SDOH screening
but must be linked to systems that provide the necessary
follow-up for their patients. Sustained corporate funding,
rather than grants, was preferred for long-term planning.
Building trusting community relationships was crucial. The
move toward value-based care was viewed as a challenge by
some and an enabler by others. Medicaid's transformation
to a managed care system addressing non-medical factors
including transportation, access to healthy food, and stable
affordable housing was viewed positively.

Discussion

North Carolina AHCs are grappling with the best way
to incorporate SDOH with their overall community benefit
strategy. While analysis of available community benefits
reports showed very limited spending on community build-
ing activities, qualitative interview findings provided insight
into a more nuanced picture of current efforts. Some Kls
noted a lack of a comprehensive community health strategy
across different entities in the system, while others reported
a shift to a more centralized form of decision-making.
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TABLE 4.

Thematic Findings and Pertinent Quotes of SDOH and AHCs in North Carolina

Thematic Finding

Pertinent Quotes

Community organization
partnerships flourished
during COVID-19.

“We had built a significant partnership anyway with the community prior to COVID. But | think that's really pushed it even
more so into almost like a hyper mode of linking.”

“I can tell you, the thing to me that was accelerated in COVID, that people don't talk enough about, is the collaboration.”

“So, | do see a deeper connection with public health as a result of COVID."

Community benefits
reports do not
adequately reflect all
AHC activities that
benefit communities.

“And then | think, you know, it's a large academic health system. We don't capture it all. You've got entities within a large
system like ours that are making contributions and investments in one hospital here may be doing it and ambulatory entity
over here may be doing it. That as a system we don't always capture.”

“I don't think we're capturing the monetary value of that as a community benefit, but it certainly does benefit the
community. | think it's just on a smaller scale than would really be worth the trouble of reporting. | suspect that's probably
part of it."

“...because the community benefits report is all about very clean accounting. What | have seen is there's actually a lot of
work going on in that space, but it's not always reported in a very neat and clean way.”

“We're looking at adopting a software system......we've debated about using it for a number of years - it's called CBISA.
community benefits inventory for social accountability, ....... about how we're counting community benefits in terms of
categories and parameters. That we need to track.”

AHCs in NC are evolving
to adapt to health care
paradigm shifts.

“I truly believe that we're at a point where the health system is trying to shift. It's interesting because the southeast is still
predominantly fee for service. And we haven't really moved to value-based care contracts and the way that other areas of
the country have and so it's trying to get ahead of that.”

“The accountability is shifting from, you know how many patients you're seeing, to how healthy are those patients within
your catchment area.”

“I think | mean; | think it's a big cultural change for healthcare system to think differently about how we spend our dollars.”

“I think sometimes we focus too heavily on ROI for social care and really need to be focusing instead on transforming the
model where healthcare has to save money.”

Community voices and
building trust are crucial
to effectively impact
lives.

“And so hearing community voice understanding what type of healing is necessary, really understanding issues from a
community perspective, not assuming that we have all of the answers that we are the ones that have all of the solutions.”

“I guess, one piece of the puzzle that | think is important because | think sometimes healthcare institutions just say, hey,
we're going to put a clinic right here. We're going to give you what we think you need, and when we think you want, but
maybe actually that might not actually align with what the community wants.”

“You know, yes, you remove barriers, but it doesn’t matter because they can be a practice sitting in that community that no
one goes to. It is about the trust. And so, | just think that that is so important and everything we build out in public health or
community health.”

Limited resources and
allocation remain a
challenge to address
SDOH.

“I think certain resources are really hard to get. | mean...like my team community health workers, they want to connect all
their patients to the services and resources and support that they can, whether it's from the government, whether it's from
organizations, and it's just it's really hard to access certain things.”

“But | don't think there's an understanding of how much would it take to actually make an impact in the community.”

“But we just got to have a way to keep the lights on right.... We can invest in it. But we have to have a way of investing in it:
because we don't have unlimited resources either, right we're just trying to break even.”

Grant-based funding
cannot sustainably fund
programs that address
SDOH.

“And | think one of the challenges you see a lot of systems come up with is yeah, that's great. But how are you going to fund
it and sustain it?"

“And they give out small grants over the course of the year.... | keep saying - you know what | say to them. Are you planting
annuals or are you planting perennials?”

“And the way that healthcare especially Community Health is funded, it's usually grant funded so it means everything has a
limited time, specific area where you have to be, you can only go to certain audiences that you wrote your proposal.”

"“Grants are great, grants are amazing, but if we really want to be able to improve the health of populations over time, we
have to get out of this writing a grant and giving money on a very short-term basis.”

Regulatory changes
will continue to drive
strategies that address
SDOH.

“And | think you know, the other thing to it timely that you're working on this right now.... incorporate the JCAHO
announcements of screening for social drivers of health and health equity measures, as well as CMS coming out which both
| think are looking at January start.”

“Our state is part of Medicaid transformation, RCC (Ratio of Cost to Charges) ...but the state was ushering in its Healthy
Opportunities Pilot concept (HOP)."

“The Medicaid waiver is huge and the whole country is watching that one.”
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TABLE 5.
Summary of SDOH Initiatives

Initiatives
Surrounding

SDOH Sub-Topics SDOH Sub-Topic

Examples of Initiatives

Employment Moderate Living wage for employees, opportunities for advancement, partnering with community
colleges.

Food insecurity High Partnering with food banks, food boxers for patients and employees, farmer’'s markets,
summer lunch programs for children, food rescue programs, food prescription programs.

Housing Moderate Affordable housing for employees, partnering with Habitat for Humanity, braided funding for
affordable housing, attempting to reduce evictions.

Poverty Minimal Charity care to assist the uninsured, identifying neighborhoods with high social vulnerability.

Civic participation Minimal Encouraging volunteer participation form employees.

Discrimination Moderate Training for employees in diversity, equity, and inclusion; improving diversity in hiring and
promotion practices; advocacy efforts.

Incarceration Minimal Employment of previously incarcerated individuals, assistance for recently released individuals.

Social cohesion Minimal Partnering with neighborhood organizations.

Access to foods that support Minimal Working with farmers in food deserts, education for how to access healthy food through CHWs.

healthy eating patterns

Crime and violence Minimal Violence intervention programs.

Environmental conditions Minimal Partnering with EPA for water quality, looking at sustainable practices at the medical centers.

Quality of housing Minimal WoTking with asthma patients for housing quality, partnering with CBO to improve housing
quality.

Early childhood and Minimal Early childhood education, English as a second language.

development

Enrollment in higher education None Largely seen as role of the universities.

High school graduation None Largely seen as role of the universities.

Language and literacy Minimal Working with CHWs to decrease language barriers.

Access to health care High Mobile clinics, pop-ups, telehealth, increase in CHWs, partnering with FQHCs, financial
assistance for patients.

Access to primary care High Brick and mortar primary care clinics, increased number of APPs.

Health literacy Minimal Education through CHWs.

Motivated by improving health access and health equity, all
North Carolina AHCs were adopting strategies to invest fur-
ther upstream. Two key areas for improvement are funding
sources for SDOH initiatives and establishing meaningful
community partnerships. Adapting to regulatory changes,
especially Medicaid transformation and the shift toward
value-based care, is critical to achieving this goal.

Funding Sources

Funding challenges persist for SDOH initiatives, and Kls
shared concerns that community benefits reports overlook
important efforts and contributions by AHCs to enhance
community health. These reports indicate that only a small
percentage of AHC budgets is allocated to community
improvement services and benefit operations. Community
benefit dollars are primarily going toward treating patients
eligible for charity care and unreimbursed costs of treat-
ing Medicare, Medicaid, and other means-tested gov-
ernment programs. Although grants frequently support
innovative SDOH initiatives, they often do not provide a
sustainable funding stream. Kls also discussed the impor-
tance of braided funding with private equity investment,
especially for affordable housing. Kls from different AHCs
cited Atrium’s 2019 joint effort among Foundation for The
Carolinas, the City of Charlotte, corporations, and philan-
thropic organizations to address affordable housing issues
in Charlotte as exemplary [11].

NCMJ voL. 85, No. 6

Community Partnerships

SDOH screening through EHRs has improved data col-
lection, but connecting patients to appropriate community
resources remains challenging. Platforms like NCCARE360
and FindHelp.org are beneficial, but communication with
small nonprofit organizations and local health departments
that face digital limitations can be difficult and is one of
the major challenges with these platforms. Kls observed
that building trust and listening to community voices when
developing programs is crucial. The COVID-19 pandemic
led to the flourishing of community partnerships, especially
in personal protective equipment distribution, testing, and
vaccination drives. This crisis highlighted the interconnect-
edness of public health and health care systems, strength-
ening existing partnerships and sparking new collaborations
to address SDOH that were exacerbated by the pandemic-
induced economic downturn. The pandemic created oppor-
tunities for new partnerships, but whether those will grow or
be sustained is uncertain.

Regulatory Agencies

Regulatory changes play a vital role in shaping SDOH
initiatives. On January 1, 2023, the Joint Commission cre-
ated a new standard, highlighting health disparities as a
patient safety and quality issue. The second element of
performance specifically requires organizations to assess
health-related social needs and inform patients about com-
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munity resources in areas including food insecurity, hous-
ing insecurity, and transportation access [13]. The Centers
for Medicare and Medicaid Services (CMS) reaffirmed its
commitment to expanding the collection, reporting, and
analysis of standardized data, including SDOH. As part of
its Framework for Health Equity for 2022-2032, CMS lists
connecting individuals with social services and collecting
and leveraging data for underserved communities as 1 of 5
priorities to increase health equity for all individuals [14].
Most Medicaid services in North Carolina moved to NC
Medicaid Managed Care on July 1, 2021 [15]. The Healthy
Opportunities Initiative specifically addresses SDOH as part
of the North Carolina Department of Health and Human
Services (NCDHHS) mission “of improving the health, safety
and well-being of all North Carolinians” [16]. The areas of
focus are housing stability, food insecurity, transportation
access, and interpersonal safety, and include developing a
standardized list of screening questions, building a struc-
ture to develop and grow the use of CHWs, and developing
a statewide map of SDOH indicators to guide priorities [17].
NCCARE360 is an important resource to connect patients
with identified SDOH needs to community resources [12].
NCDHHS has indicated that it would systematically expand
the program across the state if shown to improve outcomes
and reduce costs [18]. The political battle over Medicaid
expansion was another important issue at the time the study
was conducted. Of particular importance to AHCs with large
expenditures on charity care, NCDHHS noted that Medicaid
expansion in North Carolina is expected to help with recoup-
ing uncompensated costs for the providers caring for unin-
sured people [18]. Notably, NC Medicaid expansion started
on October 1, 2023.

Health Care Paradigm Shift

North Carolina AHCs are adapting to evolving paradigm
shifts while growing value-based contracts when possible;
however, Kls felt that North Carolina and the southeastern
United States still primarily operate in a fee-for-service sys-
tem. Progress is being made with SDOH data collection and
strengthening community partnerships. Many grant-funded
initiatives on SDOH are led by small numbers of research-
ers, clinicians, and departments of community health, popu-
lation health, faith health, and health equity. More recently,
Atrium and VMC have created high-level roles focused on
SDOH and social needs. However, resource constraints and
financial misalignment are barriers to progress.

SDOH Key Areas

Expanding health care access and primary care were uni-
versally viewed as a direct responsibility of AHCs through
brick-and-mortar expansion, telehealth, and community-
based initiatives (e.g., pop-ups, mobile clinics). As major
employers, AHCs play a significant role in job creation and
poverty reduction. Efforts to combat food insecurity involve
collaborations with food pantries, distribution of food boxes,
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summer meal programs for children, and prescription food
programs. Education initiatives were limited to employee
tuition reimbursement and incentives, some collaborations
around language and literacy, and early childhood education
and development. North Carolina AHCs facilitate, but have
limited rolesin, civic participation and social cohesion efforts.
UNC's North Carolina Formerly Incarcerated Transition (NC
FIT) Program expanded to counties where DUH and CMC
are located. The program employs CHWs who have a history
of incarceration to assist recently released individuals with
health care needs [19]. Diversity and equity initiatives aim
to combat discrimination within AHCs while collaborations
with local law enforcement or local government officials
seek to address crime and gun violence as part of a broader
solution. Housing-related programs, including partnerships
with Habitat for Humanity, are ongoing, but the debate of
how involved AHCs should be with housing instability and
homelessness continues. Some Kls cited Atrium Health
Medical Center's initiative to expand affordable housing as a
possible future direction for AHCs [11].

Limitations

We acknowledge several limitations. First, AHC's com-
munity benefits reports are voluntarily submitted and lack
important details, making it difficult to ensure that data are
accurate and comparable across entities. In addition, limited
information was obtained from Form 990. Second, inter-
viewing only 4 stakeholders from each North Carolina AHC
and not including community members limits scope and
generalizability. Kls were identified by their described role
from the AHC websites or personal connections, and other
Kls with valuable and pertinent information were invariably
excluded. Finally, the first author has spent most of his career
in AHC settings, which may provide a deeper understanding
of some of the opportunities and challenges AHCs face but
may also introduce biases related to the contributions AHCs
can make to address SDOH to improve the health of their
communities.

Conclusion

The importance of community partnerships and partner-
ing with local public health organizations to address SDOH
to improve the health of patients and their communities
cannot be overstated. The recent expansion of NC Medicaid
will present an opportunity to provide care to more patients
but may also accentuate financial and resource constraints.
These partnerships were strengthened during the COVID-
19 pandemic. Kls noted that food insecurity and access to
health care were the most addressed SDOH. Housing was
viewed as a crisis requiring state and national partnerships.
Kls also identified several challenges to addressing SDOH,
including connecting with and building community trust,
digital access, reimbursement, payor mix, and sustaining
programs and interventions. Enablers included strong com-
munity partnerships, digital platforms connecting patients
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to services, private equity, and braided funding. The transi-
tion to value-based care remains both a challenge and an
opportunity for AHCs to address SDOH. NCM
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