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BACKGROUND Childhood food insecurity increased considerably during the COVID-19 pandemic and is associated with compromised health.
Health care systems are increasingly prioritizing food insecurity interventions to improve health, but it is unclear how health systems col-
laborate with other sectors that are addressing food insecurity. In this study, we aimed to evaluate existing collaborations and explore
opportunities for further cross-sector engagement.

METHODS From December 2020 to March 2021, we conducted semi-structured interviews (N = 34) with informants involved in increas-
ing child food access in North Carolina. Our informants represented different sectors, including community (e.g., food pantry), education
(e.g., school lunch program), and government (e.g., Supplemental Nutrition Assistance Program). Rapid qualitative analysis was used to
interpret the results and identify themes.

RESULTS Informants rarely mentioned the health care sector as a source of referrals or as a collaborator. Barriers limiting access to food
insecurity programs were exacerbated by the COVID-19 pandemic, including lack of transportation, stigma deterring use, limited food
choice, and burdensome enrollment processes. Stakeholders recommended mitigating barriers through the expansion of food delivery, co-
localization of assistance programs in schools and health care settings, increased food choice, and supporting cross-program enrollment
mechanisms.

LIMITATIONS The majority of the stakeholders represented programs from five counties in central North Carolina, with only a few represent-
ing statewide initiatives.

coNcLusioNs The COVID-19 pandemic both highlighted the fragmented system of food insecurity organizations and accelerated develop-
ment of cross-sector collaborations to reduce access barriers. Health care systems are siloed from school and community efforts but have
the opportunity to leverage ongoing innovative policy initiatives to construct novel cross-sector models. Such models can better link food
insecurity screening with community-based solutions to address family-level food access barriers.

insecurity (FI) negatively affects

‘ hildhood food
developmental trajectory, cognitive performance,

social-emotional well-being, and physical health, and is
associated with lower rates of school readiness and poorer
academic outcomes [1-6]. Approximately 1 in 5 children
in North Carolina lived in households experiencing Fl prior
to the COVID-19 pandemic. This rate increased to 1 in 3
by September 2021 [7, 8]. Black and Hispanic families are
almost twice as likely to experience Fl nationwide, and this
disparity has worsened in the context of COVID-19 [9].

Due to increasing Fl rates and the clear association with
worse health, Fl screening is increasingly incorporated into
clinical care using the American Academy of Pediatrics rec-
ommended Hunger Vital Sign™, a validated two-question
screening tool [10]. To address positive screens, health care
providers utilize various interventions, such as providing
patients with a list of community resources, offering one-
time food assistance through clinic-based food pantries,
or assisting with resource navigation. However, such het-

between clinical and community sectors and acknowledging
community sectors’ past and present expertise in support-
ing the social needs of children and families.

North Carolina is well positioned to support cross-sector
collaboration to address childhood Fl given multiple ongoing
initiatives in child and public health (Table 1). In 2018, North
Carolina Governor Roy Cooper tasked the North Carolina
Department of Health and Human Services (NCDHHS)
with developing a statewide plan to improve early child-
hood health in North Carolina by 2025. The resulting North
Carolina Early Childhood Action Plan includes goals of
decreasing the number of children in food-insecure homes,
accelerating public-private collaboration, improving data
tracking, and increasing coordination across state systems
[11]. Additional state and public health innovations aim to
improve “whole person care” across North Carolina through
addressing social needs. These include: 1) requirements for
social-risk screening by payers and providers with the tran-
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erogeneous approaches can lead to disjointed service pro-
vision and follow-up. Implementing Fl screening in clinical
settings and establishing it as a quality metric mandates
that we improve the strategies we use to address identi-
fied FI. Improved strategies include increasing collaboration
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TABLE 1.

Examples of Policy Programs and Innovations Addressing Food Insecurity in North Carolina

Initiative Description

North Carolina Counties/

Incorporation of Fl Regions Affected

NC Integrated
Care for Kids (NC InCK)

Child-centered local service delivery and
state payment model that aims to reduce
expenditures and improve the quality of
care for children under age 21 covered

by Medicaid through prevention, early
identification, and treatment of behavioral,
physical, and social needs [15, 39].

Provides pediatric care management
resources via Family Navigators,
employs a social determinants of
health risk stratification model, and
aims to increase Fl screening in
clinical settings.

Alamance, Orange, Durham,
Granville, Vance

to reduce costs and improve the health
of Medicaid beneficiaries. The pilots will
provide up to $650 million in Medicaid

food, transportation, and interpersonal

state [42].

Early Childhood Action Plan Collaboration with stakeholders across The ECAP includes a specific goal that ~ Statewide
(ECAP) North Carolina, outlining 10 key targets with  the number of North Carolina children
measurable benchmarks with intervention in food-insecure homes will decrease
strategies to improve child health by 2025 from 20.9% to 17.5% by 2025.
[mi.
North Carolina Medicaid Transition from single-payer system to one Innovative, whole person centered Statewide
Managed Care in which Medicaid beneficiaries choose a and well-coordinated system of care
health plan and get care through its network  that addresses both medical and non-
of doctors. medical drivers of health, such as food
Combines services for behavioral insecurity. Aims to improve access
health care, physical health care, and to preventive health and wellness
pharmaceutical coverage under one plan programs and decrease long-term
[40]. health care costs.
NCCARE360 Statewide network to unite health care Allows organizations and health care Statewide
and human services organizations with clinics alike to coordinate cross-sector
technology to enable a coordinated, service provision and referrals to
community-oriented, person-centered better facilitate participation in food
approach to delivering care [41, 42]. resource programs.
Healthy Opportunities Comprehensive program to test evidence- Improves the provision of non-medical  Beaufort, Bertie, Chowan,
Pilots based, non-medical interventions designed interventions to address key social Edgecombe, Halifax, Hertford,

funding for pilot services related to housing,

safety and toxic stress in three regions of the

needs such as Fl. Strategies include
fresh food deliveries to children and
families.

Martin, Northampton,

Pitt, Bladen, Brunswick,
Columbus, New Hanover,
Onslow, Pender, Avery,
Buncombe, Burke, Cherokee,
Clay, Graham, Haywood,
Henderson, Jackson, Macon,
Madison, McDowell, Mitchell,
Polk, Rutherford, Swain,
Transylvania, Yancey

sition to Medicaid Managed Care in 2021; 2) NCCARE360,
the first statewide coordinated care and referral network
to facilitate cross-sector service provision; and 3) Healthy
Opportunities Pilots, which will evaluate the systematic pro-
vision of evidence-based, non-medical interventions funded
by Medicaid to address key social needs in 33 North Carolina
counties (Table 1) [12-14]. The North Carolina Integrated
Care for Kids (NC InCK) Model, an additional effort that was
launched in five North Carolina counties in January 2022, is
one of seven federally funded, child-focused models that aim
to transform care delivery for Medicaid-insured children. NC
InCK strives to improve the state’s care network through the
holistic identification of clinical and non-clinical risk factors,
care coordination, and alternative payment models [15].
These varied initiatives have enabled the organic devel-
opment of cross-sector partnerships that bridge the clini-
cal sector's identification of children’s social needs with the
non-medical sector's long history of meeting these needs.
To further inform the design of processes within the emerg-
ing model of NC InCK that leverage such partnerships, we
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assessed barriers and opportunities for improving cross-
sector collaborations to address childhood FI.

Methods

Participants

From December 2020 to March 2021, we conducted
interviews with informants representing programs in
various sectors, including community (e.g., food pantry),
education (e.g., school lunch program), and government
(e.g., federally funded NCDHHS public health programs,
such as the Supplemental Nutrition Assistance Program
[SNAPT). These informants represented either statewide
programs or programs operating within at least one of the
five counties implementing NC InCK (Alamance, Durham,
Granville, Orange, Vance). Interview participants were iden-
tified through suggestions from collaborators, online search
engines, and snowball sampling.

Data Collection
Semi-structured interviews were performed to explore
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existing facilitators, barriers, and strategies for addressing
FI among children through cross-sector collaboration. We
also assessed the impact of COVID-19 on organizations.
The semi-structured interview guide included three main
domains (Appendix 1): 1) programmatic approaches to

APPENDIX 1
Semi-Structured Interview Guide

This appendix is available in its entirety in the
online edition of the NCMJ.

engaging children and families; 2) cross-sector collaboration
and data-sharing; and 3) barriers and potential solutions.

All interviews were conducted via Zoom and were audio-
recorded. An online transcription service transcribed all
interviews.

Analytic Approach

We used a qualitative descriptive design for our analysis,
which is well-suited to research that seeks to expand upon
a poorly understood phenomenon by describing the who,
what, and where of individual experiences [16]. Due to the
timeliness of findings, we employed rapid qualitative analysis

methodology [17, 18]. We first created a rapid analysis tem-
plate for data analysis [18]. Team members input field notes
from interviews into the template, which were then refined
after either listening to the interview recording or reading the
interview transcript. All rapid analysis results were reviewed
by two team members to confirm accuracy. Rapid analysis
results were collated into a matrix with interviews by row and
rapid analysis domains by column. Team members reviewed
the matrix to identify major themes, which were then dis-
cussed and agreed upon by all team members.

Team members conducted a network analysis by col-
lapsing similar organizations into broad organization types
(e.g., community, health care) and then reviewing rapid anal-
ysis templates to identify major collaborations and referral
sources. These relationships (i.e., organization types, col-
laborations, referrals) were then placed into Gephi, a visual-
ization software, to create a network map.

Results

Informant and Organization Characteristics

The informants (N = 34) represented organizations
based in the community (n = 21), education (n = 7), and gov-
ernment (n = 6) sectors. Stakeholders included a food col-
laborative, community program directors, school nutrition
directors and social workers, and North Carolina directors of

organization

community food

technical assistance

program
NCCare360

L
homeless shelter

state food education program

state gxaernment

SNAP/WIC referral

FIGURE 1.
Network Map of Interviewed Organizations
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. interpersonal school
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providers fogram hRsevel food program
Pl cou evel
advocacy organization govelolent
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Note. Increased line thickness represents high numbers of connections between the organizations. Organizations in close proximity connected more
frequently than those on the periphery. A single line denotes one single mentioned connection, while the thickest line represents seven connections.
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TABLE 2.

Cross-Sector Recommendations and Strategies to Address Key Barriers in Food Insecurity Resource Access

Barriers

Strategies for Implementation

Lack of transportation and limited geographic access

Strategy 1: Connect patients with delivery resources, and utilize Uber and Lyft to address
transportation barriers

Strategy 2: Extend COVID-19 and telehealth waivers for WIC and SNAP

High levels of stigma

Strategy 1: Offer clinic-based and community food assistance programs to all families,
regardless of Fl screening status

Strategy 2: Conduct listening sessions with communities and program stakeholders to
promote utilization of currently available food resources and programs by reducing
stigma and developing community-led sustainable food initiatives

Limited food choice

Strategy 1: Offer gift cards so that families are empowered to select foods that meet
their unique needs

Strategy 2: Partner with local farmers and restaurants to ensure a wide selection of both
food products and prepared meals

Challenges with enrollment and utilization of government

food programs programs

Strategy 1: Integrate and co-locate services to increase enrollment in government

Strategy 2: Advocate for adjunctive eligibility to increase cross-program enrollment

government food programs. All five NC InCK counties were
represented, and five interviewees represented statewide
programs. Interviews averaged 52 minutes (range 26-82
minutes).

Food Resource Networks

A network map for the programs we interviewed is
included in Figure 1. Stronger collaborations and refer-
rals occurred between the community and school sectors,
while the health care sector was more peripherally involved
in meeting children's food needs. For example, informants
shared that school social workers played an important role
in identifying Fl and served as a connection between school
and community resources (n = 8). Most commonly, individ-
uals learned about available services through word of mouth
(n = 20). Two programs reported using the NCCARE360
platform, while over a third of informants were unfamiliar
(n=14).

Collaboration occurred both within and across sectors.
For example, within-sector collaboration occurred at schools
among school lunch staff, social workers, and nurses to con-
nect students and families to available federal programs and
supplemental food (Figure 1). Meanwhile, community-based
organizations (CBOs) reported sharing resources, such as
food, money, and volunteers. Some organizations (n = 6)
shared data with cross-sector partners to facilitate cross-
program service provision and conduct program evaluations
but typically provided only aggregate data or program-moni-
toring metrics. Only one organization shared individual-level
participant data with other CBOs. Informants described pri-
vacy regulations as a prominent barrier to individual-level
data-sharing.

Collaborations also occurred across sectors, including
school-based food assistance programs facilitating con-
nection to CBOs (e.g., food pantries) and CBOs hosting bi-
monthly meetings with other food programs to establish
donation and distribution processes. Half of our informants

(n =17) mentioned utilizing these cross-sector partnerships
to increase families’ food autonomy and access to food vari-
ety. For example, organizations reported partnering with
local farmers to receive fresh produce; working with local
restaurants to receive pre-made meals, hot food options,
and leftover ingredients; and collaborating with grocery
stores to receive gift cards, produce, and food storage appli-
ances (e.g., refrigerators and freezers).

Barriers to Accessing Food Resources and Opportunities
for Cross-Sector Solutions

Transportation barriers, particularly for rural areas. In 71%
of our interviews, informants cited transportation as a key
challenge for families facing Fl (Table 3). Lack of transpor-
tation can be particularly challenging in rural communities
where there is limited public transportation and poor road
quality. Multiple informants (n = 8) discussed how cross-
sector collaboration is necessary in order to serve hard-to-
reach populations. For example, informants emphasized the
importance of establishing food and donation distribution
channels to reduce the burden of food delivery. Informants
shared that COVID-19 and the resulting shutdown of
school-based meal distribution further exacerbated exist-
ing transportation challenges. However, COVID-19-related
innovations included partnerships between CBOs, Lyft, Uber
Health, and coalitions of volunteer delivery drivers to drop
off food products at homes (Table 2). Many hope to see such
innovations extended beyond the pandemic.

Stigma. About a third of informants mentioned stigma as
abarrier to accessing food resources (n = 11; Table 3). Stigma
can be especially prevalent in rural communities where
individuals are more likely to be identified when accessing
food resources. Additionally, informants shared that some
individuals experience feelings of “pride” that prevent them
from registering for food programs. This phenomenon was
reported as especially prevalent amongst teenagers in
school systems, causing subsidized meal programs to have
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low levels of participation because universal free meals are
not provided. To alleviate the impacts of stigma, programs
(n = 9) described limiting interactions to increase privacy
and avoid the possibility of personal identification. For
example, many public-school programs operate weekend
supplemental food assistance programs consisting of pre-
stocked backpacks but no interaction with students. Other
programs see personal relationship-building as key to help-
ing clients overcome feelings of shame when seeking food
resources. Informants suggested community listening ses-
sions with individuals using food assistance programs to
develop cross-sector solutions. Such collaboration could
help to identify modifiable pain points, highlight the impor-
tance of community-led food initiatives, and form coalitions
of diverse Fl stakeholders (e.g., CBOs, school-based profes-
sionals). Additional knowledge about program details, client
needs, and support initiatives could increase awareness of Fl
while simultaneously reducing stigma (Table 2).

Lack of food choice. Many informants described limited
food and meal choices as a barrier for their participants,
with 38% reporting a lack of nutritious, culturally appropri-
ate food choices (n = 13; Table 3). Specifically, informants
identified a need to increase access to fresh produce and
appropriate foods for Latinx clients. Several informants
reported that the ability to distribute grocery gift cards dur-
ing the pandemic was well received; clients enjoyed the flex-
ibility of choice and the gift cards helped to reduce shame
(Table 2).

Challenges accessing government food programs.
Informants reported that many caregivers find it challeng-
ing to enroll in government food programs despite being
eligible. In particular, the Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC) applica-
tion process can be burdensome due to extensive paper-
work and language barriers (Table 3). Additionally, some
clients lack the transportation and/or technology needed to
apply for benefits. Prior to the COVID-19 pandemic, enroll-
ment required multiple in-person appointments, which
were often lengthy meetings with long wait times. However,
COVID-19 policy changes allowed for the remote issu-
ance of benefits and telehealth appointments. Moreover,
the pandemic electronic benefit transfer program required
data-sharing agreements between NCDHHS and the North
Carolina Department of Instruction to facilitate enrollment
and administration of the program. Stakeholders reported
that the pandemic accelerated the development of these
required data-sharing agreements due to a shared goal of
feeding children. They reported a desire to build upon the
development of such agreements beyond the pandemic to
facilitate additional innovative policies, such as adjunctive
eligibility for other means-tested programs, a process by
which enrollment in one federal program makes the indi-
vidual automatically eligible for another federal program
(Table 2) [19].

School nutrition stakeholders described how the Summer
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Food Service Program (SFSP) is governed by regulations
that limit access. Before the COVID-19 pandemic, a congre-
gate feeding requirement mandated that students eat at the
meal distribution site and prohibited schools from putting
meals on buses; waiving these requirements dramatically
increased utilization of SFSP, but community stakeholders
anticipate the expiration of these innovations. A number of
informants (n = 4) reported that partnerships with school
social workers play a crucial role in tracking children, their
service utilization, and their eligibility for government pro-
grams across school districts, but that social workers were
often under-resourced and had limited capacity to fulfill
this role.

Discussion

We identified several barriers limiting access to current
Fl resources for children and explored opportunities for col-
laboration between CBOs, schools, health care systems,
and the government to better address childhood Fl in North
Carolina. Consistent with prior findings, barriers to utiliza-
tion of food programs included transportation challenges,
stigma limiting use of available programs, lack of autonomy,
and burdensome enrollment processes for government
programs [20-22]. However, COVID-19 accelerated the
implementation of novel strategies and solutions address-
ing limited access to food resources. As the COVID-19
pandemic moves into an endemic phase, some of these
innovations have been discontinued, possibly leading to a
resurgence of many food access barriers and increasing the
importance of advocacy by health care providers and com-
munity stakeholders [23, 24].

Similar to other studies, our work demonstrated limited
collaboration between the health care system and other sec-
tors leading efforts to address childhood FI [25]. Few orga-
nizations had any interaction with health care providers, and
most were unaware of initiatives to address social needs in
the clinical setting. While these interviews were conducted
early in the NCCARE360 implementation process, nearly
all of the informants expressed interest in the platform as
a means to coordinate cross-sector service provision and
referrals to food resource programs. Recognizing the isola-
tion of the clinical sector, North Carolina is well positioned
to successfully bridge the health care system with commu-
nity programs and public health initiatives. Innovative mod-
els, such as NC InCK; NCCARE360; and the 2018 Healthy
Opportunities Pilot and associated Section 1115 waiver that
provides financing for case-management services related to
housing, food, transportation, and interpersonal safety [26]
provide the foundation to improve cross-sector partnerships.
COVID-19 accelerated the development of health care and
community partnerships that effectively meet patient food
needs beyond isolated initiatives focused only within the
health care setting (e.g., clinic-based food pantries or food
prescription programs). These partnerships between health
care and community promote innovations to address Fl that
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harness the skills of CBOs rather than duplicating these ini-
tiatives within the health care system. Robust closed-loop
referral processes connecting health care and community
may help to better integrate systems without redesigning
existing processes. The introduction of direct food distribu-
tion and the integration of federal food program navigation
assistance into the clinical setting highlight opportunities
for successful transferability of community initiatives to the
health care sector.

Organizations were able to leverage pandemic inno-
vations to meet increasing needs, and stakeholders
reported multiple opportunities to expand these initiatives.
Challenges with program access during the pandemic high-
lighted opportunities for cross-sector collaboration, such as
utilizing Lyft, Uber Health, and DoorDash (Project DASH)
for food deliveries or transportation to food assistance pro-
grams [28-31]. The development of data-sharing agree-
ments for the pandemic electronic benefit program and the
co-location of services made accessing federal programs
less challenging. Stakeholders reported plans to develop
adjunctive eligibility agreements for Medicaid, WIC, and
SNAP; to explore opportunities for placement of WIC
enrollment kiosks in high-trafficked community locations;
and to increase the utilization of telehealth in the WIC pro-
gram [32]. Finally, initiatives to broaden SFSP access, dis-
tribute grocery gift cards, and allow families to purchase
their own meals using pandemic electronic benefit transfer
money helped to increase family food autonomy and reduce
stigma.

Within-sector and cross-sector partnerships between
schools, communities, and government programs are
cost-effective and build community trust [34]. However,
many of the waivers made available during the COVID-19
pandemic have been or will be discontinued when the
COVID-19 public health emergency declaration ends [35].
North Carolina’s existing investment in whole-person health
can be leveraged to support continued development of novel
cross-sector coordination and innovations while also work-
ing to advocate for continued policy solutions to address
barriers reported by program leaders [36].

Leveraging the knowledge gained from informants, we
designed a cross-sector model for NC InCK, which details
how a child and family would ideally engage with resources
through health care and community sectors (Figure 2).
Primary care clinicians are well positioned to bridge the
gap between the health care sector and existing commu-
nity resources addressing Fl due to frequent interaction
with young children and their role as the foundation of the
medical home [37]. We suggest a child be screened for Fl in
either a health clinic or school-based setting to best leverage
trusting relationships. The health care provider or educator
can begin connecting the child and family to resources at
both the community and state level once they are identified
as experiencing Fl, greatly benefiting the child. The provider
or education professional should follow up with the fam-
ily periodically to ensure that they are able to enroll in and
access the services that fit their unique needs. The reassess-
ment information could then be incorporated into existing

FIGURE 2.
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TABLE 3.

Common Barriers to Accessing Food Insecurity Resources with Exemplar Quotes

Theme 1: Lack of Transportation and Limited Geographic Access

“There's this big rural need...they got transportation issues, they got access issues, they've got jobs, long hours... we don't have the buses. The buses
can't get down on some of those dirt roads and those windy mountain roads..." — statewide community organization

“Transportation immediately carries over into the other federal nutrition programs... if the child has to be in a congregate setting, it's either how you
get the food to the child or the child to the food, and transportation is the key to that.” — statewide community organization

Theme 2: High Levels of Stigma

"

groceries.” — community-based organization

“[Food insecurity is] something that I've had to extract... they've talked broadly about struggling to pay bills and struggling to pay for other things...
sometimes we talk in the way of talking to clients through, ‘are there some things we could help you get that could free up expenses for other
things?'... [food insecurity] comes out in that context a little bit more than someone coming out directly and saying, ‘I'm having trouble affording my

“I think that's one of the areas that we're taking a look at, is having more honest conversations with those families. They already know they're in
need... we've got to help them to understand that they're worth that need, they're worth that assistance, and just try to get them to understand that
those stereotypes that they bought into for however long, it's just a lie.” — rural community-based organization

Theme 3: Limited Food Choice

“We are kind of limited as it relates to the type of food that we provide... If [clients] have dietary restrictions, we don't always get that feedback from
the partner agency...it may not be things that they can actually eat. Or may not be culturally fit.” — community-based organization

“[The food is] all this very standard processed stuff and not always culturally appropriate for the families we serve.” — rural community program

Theme 4: Challenges with Enrollment and Utilization of Government Food Programs

appointment experience.” — government-sponsored nutrition program

“Typically, if someone went online and completed [a] referral form, that would come to our office and we would pass it out to the responsible local
agency and they would make contact with that potential applicant and schedule an appointment... [we are] looking at ways to streamline that

program.” — government-sponsored school nutrition program

“It's normally just so many restrictions. If they would relax some of those things and not tie our hands so much, | think it could be a more successful

electronic health record (EHR) data. This identification, out-
reach, and reassessment model can be incorporated into a
range of initiatives that address social needs and that are
incentivized in North Carolina’s transition to value-based
payment models to “purchase health” [38]. While this
model builds upon the strengths of each sector, this “ideal”
system does rely heavily on CBOs and schools to intervene.
These organizations may lack the funding and personnel to
meet newly identified food needs. Moving forward, stake-
holders from the community and schools should be included
in discussions with health care systems that are redesigning
care models.

Our study had several limitations. While we included
informants from the community, education, and government
sectors, the majority of our informants represented the five
NC InCK counties (Durham, Orange, Granville, Vance, and
Alamance) while relatively few represented a statewide pro-
gram. Although having representation from more counties
would improve generalizability, these counties are racially
and ethnically diverse and represent urban and rural com-
munities. Second, interviews were conducted within the
context of the COVID-19 pandemic, which impacted the
information participants shared. While some findings may
not fully carry forward into the post-pandemic period, the
lessons learned about cross-sector engagement continue to
be generalizable. Additionally, our sample did not include
health care providers, given our goal was to inform how NC
InCK could develop cross-sector collaborations with the
community, government, and education sectors. This pro-
vides a novel perspective of the role the non-medical sector
plays in addressing child food needs, but our sample may

264

not be representative of the health care sector. Lastly, our
recommendations for collaboration between health care
institutions and existing community resources could further
complicate disjointed service provision pathways or over-
burden nonprofits that are already at capacity.

Conclusion

Many of the examined barriers are amendable to cross-
sector solutions that improve access to and utilization of
food assistance resources for North Carolina children and
families. Stakeholders identified a need for programming to
address barriers regarding transportation and geographic
access to healthy food, reduce high levels of stigma sur-
rounding access to Fl resources, increase food autonomy,
and improve government program enrollment. As the health
care sector continues to implement Fl screening more
widely in pediatric settings, collaboration between sectors,
local public health programs, and novel food security initia-
tives must be improved to better support North Carolina’s
children and families. NCN
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APPENDIX 1.
Semi-Structured Interview Guide

Part 1: Confirm Face Sheet Details

Key Informant Background: [ To be filled in before interview]

Organization/Affiliation

Representing

Name of interviewee

Date

Name(s) of Interviewers

To start, we would like to confirm some information that we found about your program online.

1))

2)

3)

)

We found that your program is based in the {insert type of program here}
and provides {insert types of services provided}
for mainly {insert population here, e.g children from birth to age 53.

a) Isthat correct?

b) Isthere anything you would add?

We also found that you are open {insert a broad overview of the times}.

a) Isthat correct?

Lastly, we found you serve approximately {insert size of program, e.g., number of people per week/year}?
a) Isthat correct?

OR Lastly, we were wondering about how many people your organization serves a week/month/year?

Is there anything else important you would like us to know about your program overall before we move on to the next section?

Part 2: COVID-19 and Next Steps
We would like to hear how your program has been impacted by the COVID-19 pandemic.

1))

2)

How has COVID affected your organization?
a) Has it affected the number of people seeking the service your organization provides? How?
b) Have you changed your communication strategy with clients due to COVID? How?
c) Have you made any modifications to your services due to the pandemic?
i) If yes, what changes have been made? How do you anticipate these changes affecting your services in the future as
things improve?
What have you learned about your program or what has changed as a result of COVID that will stick with your program?

Part 3: Referrals, Client Engagement, and Program Evaluation
Next, we wanted to speak more about how people find your program, how you track your programs utilization, and how your
organization measures success.

1))

2)

3)

4)

How do people find out about your program? Are clients referred to your program?

a) Potential probes: Who can refer? Can clients self-refer?

Can you explain the specific engagement process for clients who engage with your program?

a) For example, what happens once a potential client finds out about your program? What are the steps that must be taken for
them to receive services?

b) Do you require appointments?

c) What are some of the best practices or recommendations you have for talking to families about food insecurity or their food
needs, whether you use them directly or provide them to your volunteers?

i) What recommendations do you have to make families feel most comfortable when discussing their food needs?

Are you familiar with NCCARE3607?

a) If yes: Do you currently use NCCARE360 for referrals?

i) If yes, how do you use NC Care 360 right now? How is it going?
ii) If no, do you plan to? What are the barriers to using NCCARE3607?

b) If no: NCCARE360 is the first statewide network that aims to connect community organizations to healthcare settings that
are increasingly screening for social needs, like food insecurity. It allows for electronic placement of referrals to community
resources and also incorporates a feedback system for those placing the referral. | can provide a link to more information
online if you are interested in learning more after the interview.

i) Do you see this as something your organization could use?
Do you measure the food needs of the individuals coming to your program? How?
a) Do you have a specific assessment procedure for children?




5) Can you tell me about how you track utilization of your program?
a) What specific measures do you track and over what time period? For example, the number of people using the program, how
much food is provided, etc.
b) Where do you track utilization?
¢) Why do you track program utilization? For example, is it to meet funding requirements or to apply for more funding?
6) What are your processes if you think an individual meets criterion for further services, such as SNAP/WIC (if food pantry), more
food weekly (if SNAP/WIC), etc.?
a) If you do connect someone with another resource, do you have a way of tracking if your referrals are utilized?
b) What do you recommend as best practices for how best to follow up to see if families were connected or if their needs are
being met?
7) How do you measure the success of the program, if at all?
a) Probe: Is this information shared with others? If so, who?
8) What sustainability challenges does your program face?

Part 4: Community Engagement
Now we are interested in hearing more about other organizations and individuals you collaborate with and your organization's
network.
1) Canyou list some of the organizations that your organization works most closely with?
a) Note if they say there are many: Could you list the 5 most important organizations you collaborate with?
2) Canyou tell me about what kinds of resources you share with organizations on your network list? For example, these resources
might include food, supplies, financial resources, or staff/personnel.
a) How frequently do you share or receive resources?
b) For those organizations reporting networks: Can you tell me how the collaborations you've described improve the services
you offer for your clients?
i) Probe: Are all of these organizations child specific?
ii) Probe: Would you like to develop more collaborations?
iii) Probe: What are you looking for from these collaborations?
3) Does your organization engage with community members or other stakeholders beyond providing food assistance?

Part 5: Gaps
Finally, we are interested in hearing more about the gaps in services your organization sees and the potential opportunities to address
these needs.
1) If you had to identify one thing that could better address the food needs of children in your community, what would it be?
2) What specific gaps or barriers, if any, do you see in your program and or the provision of food resources to populations in need?
a) Are there specific groups or populations your program is not reaching that you think need more services? If so, who? What
prevents you from serving these other populations?
3) What or who are solutions that you imagine could fill those gaps and address these barriers?
4) Would you be interested in being contacted by InCK to discuss a potential partnership with their program?
a) If participant asks: What would that look like?
b) Response: Yeah, that is a great question. InCK is still in their 2-year planning period and working out exactly what that will
look like. What we would do, if you are interested, is pass your contact information on to a member of the InCK team and
they will follow up with you.

As a final question, do you recommend any other programs/individuals we should reach out to help us with this project?
1) If so, do you mind providing their name, email, and the program they work with?

Name

Organization/Affiliation

Contact Information

[Conclusion] Thank you for your time spent answering our questions.

Is there anything else important you would like us to share with us?
May we contact you by email or phone if we have any follow-up questions?

Note response:

[Stop Recording]




APPENDIX 2.
Landscape of Government-Sponsored Programs Addressing Food Insecurity in North Carolina
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