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Social drivers of health (SDOH) are social and economic 
conditions that influence the distribution of resources 

and shape downstream individual health and social needs 
[1]. These social conditions—including social isolation, 
unemployment, food insecurity, and housing instabil-
ity—affect health outcomes, quality of life, and equity. The 
COVID-19 pandemic has accelerated calls for action due to 
the resulting expansion of existing inequities in social and 
health outcomes [2, 3].

Investing in social care interventions that respond 
to unmet needs using local resources and social assis-
tance programs can be less costly and more effective than 
repeated intensive medical interventions [4–8]. Food inse-
curity, for example, reduces dietary quality, increases stress, 
and impedes health self-management due to cost barriers to 
healthy eating. Recent research suggests that participation 
in the Supplemental Nutrition Assistance Program (SNAP) 
as a food insecurity intervention is associated with lower 
subsequent health care expenditures [4].

As health care systems transition toward value-based 
payment arrangements, they are incentivized to adopt care 
models that are responsive to both medical and social needs 
[9–11]. Growing from their infancy over the past decade, 
these payment models now account for nearly 41% of all US 
health care payments [12]. As a result, payers have launched 
initiatives to address patients’ unmet social needs through 
social and medical care coordination to control health care 
costs while improving quality [10, 13, 14].

Accelerating efforts to improve social and medical care 
coordination requires initiatives that screen for and address 
social needs [15, 16]. Despite notable progress in screening 
for social needs, challenges in care coordination between 
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health and human service organizations persist. For exam-
ple, staffing constraints inhibit the ability to provide case 
management that helps navigate administratively complex 
social service programming and community resources [17]. 
Similarly, identifying an adequate referral network of agen-
cies or resources that can address identified needs is time 
and resource intensive [18]. A shared technology platform 
is a potential solution that can help overcome fragmented 
health and social service provision and may help facilitate 
referrals and case management [19].

To promote adoption of social needs screening and 
response across health care and community settings, the 
North Carolina Department of Health and Human Services 
(NCDHHS) introduced NCCARE360, the nation’s first state-
wide digital health and social care coordination platform 
[20]. Implemented on the UniteUs technology infrastruc-
ture, NCCARE360 creates a shared, secure network to send 
and receive electronic referrals and track client outcomes 
across North Carolina. While most patients are referred 
by health care workers or community-based organization 
(CBO) staff, individuals can also contact NC211, an existing 
free and confidential information and referral service offered 
through United Way of North Carolina. Through NC211, indi-
viduals can request a referral and case management through 
the platform via telephone or internet.

NCCARE360 has three primary functions: 1) to provide 
an updated community resource directory made up of ser-
vices offered by locally available social service agencies, 
CBOs, and health care organizations; the platform can be 
used by existing United Way NC211 infrastructure consisting 
of navigators, call centers, and data teams to correctly main-
tain community resource information [21]; 2) to operate as a 
secure, shared platform for health care and human services 
providers to match and refer eligible, consenting individu-
als to resources and assistance and respond to their unmet 
needs; and 3) to “close the loop” on referrals by providing 
real-time data, feedback, and referral status outcomes and 
service initiation across organizations [22]. For example, 
if an individual reports food insecurity, a member of their 
health care team can refer the individual to resources and 
services they are eligible for on the platform (e.g., the local 
food pantry) and assess whether and when assistance was 
received. This closed-loop communication is facilitated by 
the flexible architecture that permits integration for referrals 
through the platform while preserving common privacy and 
security standards (i.e., HIPAA, FERPA, and FIPS) [1]. 

NCCARE360 began rollout in select North Carolina coun-
ties in 2019 and became available in every county in June 
2020. As of January 2023, NCCARE360 had onboarded 
over 3,055 organizations and served approximately 115,000 
clients [23]. NCCARE360 was introduced to complement 
existing programs and reforms to the state Medicaid pro-
gram. For example, the NCDHHS plan for managed care 
transition was to include NCCARE360 as part of the 1115 
Medicaid waiver. The state Medicaid program’s transition 

to managed care features universal social needs screen-
ing of Medicaid beneficiaries to identify food and housing 
insecurity, transportation access, and interpersonal vio-
lence [24]. NCCARE360 is being deployed to support ser-
vice delivery of the waiver program’s major initiative, the 
Healthy Opportunities Pilots, a $650 million investment 
to finance and evaluate the impact of social care interven-
tions on health and cost [20, 25]. Additionally, NCCARE360 
was incorporated into an emergent NCDHHS program to 
address health-related social needs during the pandemic—
the COVID-19 Support Services Program (COVID-SSP) [26]. 

NCCARE360, universal social needs screening of 
Medicaid beneficiaries, the Healthy Opportunities Pilots, 
and initiatives like COVID-SSP are representative of an 
emerging policy trend of systematic data collection and 
social care activities among state Medicaid programs across 
the country. Of 40 states that provide Medicaid services 
through risk-based managed care plans, 35 include social 
needs screening, referral, and care coordination activities 
[27]. Thus, there is a need to identify best practices for doing 
so within existing care pathways and as part of an overarch-
ing population health management strategy. 

This report will describe NCCARE360, present initial 
implementation results within a large integrated health sys-
tem and surrounding community, and highlight practical, 
multi-level considerations to inform adoption and scaling. 
We collated frontline stakeholder experiences and recom-
mendations across the individual, organizational, and policy 
levels to evaluate the current experience and future poten-
tial of NCCARE360 to improve population health and equity. 
Our findings can inform other states, payers, and organi-
zations adopting similar technologies to better coordinate 
health and social care activities.

Methods
COVID-SSP Case Study 

Preliminary data from Durham County provide a case 
study of people’s experience using NCCARE360. Durham 
County, with a population of 326,126 people, is major-
ity populations of color (36.9% African American, 13.7% 
Hispanic or Latino, 43% White) [28]; 14% of the popula-
tion lacks health insurance and 11.7% of people within the 
county live on incomes below the federal poverty limit [29]. 
In Durham County, 7,649 clients have had referrals placed 
across 153 unique organizations using NCCARE360 [23], 
though Durham County is not a region of the state selected 
to receive social care reimbursement through the Healthy 
Opportunities Pilots. The NCCARE360 launch included 
adoption by the largest integrated health system in the 
county, Duke University Health System (DUHS). DUHS 
adopted social needs screening and response using a vari-
ety of approaches, including where screening occurred, the 
modality used, team members responsible for consenting 
patients and placing referrals, and situations in which addi-
tional case management was offered.
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To understand the platform’s feasibility and performance, 
we considered case-resolution rates using NCCARE360 in 
Durham County with and without COVID-SSP funding. The 
first time frame was during the fall of 2020 (September 1, 
2020 to February 28, 2021) when COVID-SSP was imple-
mented. COVID-SSP provided funding across 34 counties 
to supply services to vulnerable, low-income individuals, 
enabling recipients to successfully quarantine, isolate, or 
shelter in place during the pandemic. COVID-SSP leveraged 
funding from the Coronavirus Aid, Relief, and Economic 
Security (CARES) Act and state funding [26]. COVID-SSP 
involved a food needs assessment, with food box delivery 
and in some cases financial relief for those in need. Eligible 
individuals included those who tested positive for COVID-19,  
were exposed to COVID-19, and those who were at high risk 
for COVID-19 death or hospitalization who would not be able 
to quarantine without assistance. Importantly, COVID-SSP  
provided reimbursement to specially designated CBOs for 
the provision of services, telephonic outreach, and case-
management activities (e.g., assessments and referrals) by 
community health workers (CHWs) through NCCARE360. 
CHWs and clients reported positive experiences with 
COVID-SSP [26]. We used referral data from DUHS and the 
Duke COVID-SSP organizations that provided food assis-
tance and case-management services within NCCARE360 
to assess cases and referral resolution rates.

The second time frame was the same five-month 
period the following year after the COVID-SSP funds were 
exhausted and reimbursement for assistance and case man-
agement activities ended through NCCARE360. We com-
pared referral resolution rates between these time frames to 
highlight the important role of having dedicated reimburse-
ment mechanisms in the platform’s use and referral resolu-
tion rates. Data were abstracted from the UniteUs Insights 

Center on September 2, 2022. This evaluation was submit-
ted to and deemed exempt by the Duke University Health 
System Institutional Review Board (Pro00110154).

Results
We found that when COVID-SSP funding was avail-

able, the referral resolution rate (i.e., reported as resolved 
by the organization that the individual was referred to) 
was significantly higher (88% resolved) for COVID-SSP-
approved CBOs than during the same five-month time frame 
after COVID-SSP funds were exhausted (31% resolved)  
(Table 1). The lower volume of referrals and resolution rates 
after COVID-SSP funds were exhausted is part of a clear 
trend when examining NCCARE360 data from the entire time 
frame from September 2020 through February 2022 (Figure 
1). When coupled with existing evidence of high levels of sat-
isfaction among clients and CHWs [26], these findings high-
light critical policy considerations surrounding the financing 
of social care integration. Specifically, policy mechanisms to 
reimburse for provision of food assistance have dramatically 
affected CBOs’ ability to resolve, or “close,” cases in real 
time. Notably, while dedicated reimbursement mechanisms 
can improve the ability of CBOs to respond to unmet social 
needs, the lagging retrospective reimbursement required 
CBOs to use existing personnel and capacity to scale. Based 
on CBO stakeholder feedback, this may have hindered the 
ability for these small organizations to mobilize more rapidly 
to meet demand for these services [26].

Discussion
NCCARE360 uptake and referral resolution rates var-

ied dramatically depending on the presence of a dedicated 
reimbursement mechanism for CBOs and social service 
providers. These results are subject to several limitations. 

table 1.
NCCARE360 Case Volume and Resolution Rates During and After COVID-SSP 

COVID-SSP Resolved Unresolved Open Total Referrals Resolution Rate
Sep-20 66 6 0 72 92%
Oct-20 368 12 5 385 96%
Nov-20 1121 30 5 1156 97%
Dec-20 537 64 2 603 89%
Jan-21 634 226 1 861 74%
Feb-21 93 34 16 143 65%
Totals 2819 372 29 3220 88%

No COVID-SSP Resolved Unresolved Open Total Referrals Resolution Rate
Sep-21 62 68 90 220 28%
Oct-21 53 60 52 165 32%
Nov-21 58 75 67 200 29%
Dec-21 36 59 25 120 30%
Jan-22 28 35 19 79 35%
Feb-22 24 27 25 76 32%
Totals 261 324 278 860 30%
Note. “Resolved” cases are those for which services or assistance are confirmed to have been provided. “Open” 
cases are those that are actively being case-managed. “Unresolved” are cases where services or assistance have not 
been provided.
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First, we caution against generalizing our findings to other 
counties and regions of the country. Second, the uniqueness 
of this period during the pandemic and co-occurring chal-
lenges related to health and economic conditions leaves 
these results vulnerable to bias. Referral volume and resolu-
tion rates may have been impacted by unmeasured or con-
founding variables other than COVID-SSP funding. 

To interpret and contextualize these findings, we 
describe the implementation experience and recommenda-
tions of public health professionals, CBO leaders, clinicians, 
researchers, and frontline users of the platform across mul-
tiple levels (i.e., client-provider, organization, and policy). 
These findings have been further detailed in Table 2 to 
describe NCCARE360 opportunities, challenges, and rec-
ommendations across the client and provider, organization, 
and policy levels. These multilevel perspectives were derived 
from health system and county-level community advisory 
group meeting minutes. Advisory groups consisted of repre-
sentatives from CBOs, the county public health department, 
and clinical stakeholders from throughout Durham County. 
Agenda and meeting minutes (available upon request) were 
abstracted into a matrix to identify themes and patterns.

Client- and Provider-Level Considerations
Integration of health and social services starts with a 

commitment to addressing patient needs through partner-
ship and communication with service organizations. For 
example, the Centers for Medicare and Medicaid Services 
(CMS) highlights the importance of health care provid-
ers being responsive to patients’ values and preferences to 
support self-management beyond traditional boundaries 
of clinical care [30]. Novel team-based models of health 
care delivery ensure a wider breadth of services to address 

both medical and health-related social needs. Although 
NCCARE360 represents an opportunity to use technology 
to streamline these services, addressing social risk requires 
workflow redesign to screen and respond to social needs in 
an equitable, human-centered manner.

Embed adaptable social needs screening and response 
protocols into workflows. Integrating NCCARE360 involves 
the adoption of systematic screening for social risk at a ser-
vice encounter to enable the identification of unmet needs, 
documentation, and subsequent referral. Flexible workflows 
for screening include a variety of modalities (e.g., paper,  
tablet, direct interview) that enhance adoption and involve 
electronic health record (EHR) documentation to improve 
whole-person care planning with social and economic con-
siderations [31, 32, 15]. However, the cost of implement-
ing and maintaining response workflows may be a barrier 
to implementation [33]. Based on our experience with 
NCCARE360, we recommend a continued focus on scaling 
specific social care interventions or community resources 
(e.g., improving enrollment in social safety net programs 
or assistance programs specific to a local context) that 
are available, effective, and stand to realize the greatest 
improvements in health equity. 

Compared to previous conventional case-management 
outreach, NCCARE360 represents unique benefits and effi-
ciencies that support operating at scale across an entire 
state. This includes improvements in “closing the loop,” a 
process that previously relied on labor-intensive telephonic 
case management with little ability to consistently con-
firm referral outcomes. However, despite the promise of 
NCCARE360 to support this function, many participating 
organizations have continued telephonic case management 
due to lack of timely referral follow-up within NCCARE360. 

figure 1.
NCCARE360 Case Volume and Resolution Rates September 2020 to February 2022 
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This may be due to inadequate staffing to update the status 
of the case within the platform or due to user error. 

Embrace novel models of team-based care. NCCARE360 
and corresponding workflows benefit from a team-based 
approach with defined roles and meaningful input from the 
patient or client [34, 35]. The breadth of roles required to 
address social needs has substantial implications for work-
force development and care team composition [36–40]. 

Experiences with NCCARE360 suggest that personnel 
background can vary, but effective response requires tech-
nology-specific training (e.g., workflow planning meetings, 
software training sessions) and knowledge about local social 
service delivery (e.g., roles of social services, program eli-
gibility, community resources). Further, mistrust of medical 
and social service institutions, particularly among undocu-
mented and historically marginalized communities, is a 

table 2.
Opportunities, Challenges, and Recommendations for NCCARE360 Implementation 

Level Opportunities Challenges Recommendations
  Functionality or capabilities  NCCARE360 characteristics or 
  valuable to promoting social care  contextual factors that are barriers Identified areas and mechanisms 
  integration to implementation for improvement
At the individual 
client and provider 
level, there are 
implementation 
considerations 
for integrating 
NCCARE360 as an 
element of service 
delivery operations, 
e.g., integrating 
NCCARE360 in 
a manner that is 
human-centered 
and feasible within 
existing workflows. 

Factors at the 
organizational 
level present 
unique challenges 
and opportunities 
that influence 
successful uptake 
of NCCARE360. 
These are related 
to organizational 
priorities, 
leadership 
engagement, 
technology 
infrastructure, and 
capacity.

Responding to 
unmet social 
needs through 
NCCARE360 
hinges on the 
availability of 
resources and 
social services. 
These factors are 
the downstream 
consequences 
of decisions and 
funding priorities at 
the policy level.

• Opportunity to address clients’ unmet 
social needs, even if outside the scope of 
services by the organization, and improve 
outcomes.

• Referrals to respond to social needs 
at point of care or service delivery in a 
proactive and participatory manner.

• Referring organizations can streamline 
case management and provision of 
services by integrating screening and 
response protocols.

• Provides a curated, updated resource 
directory of available social services and 
community resources.

• Supports broad reach and scaling of 
social and medical care coordination.

• Opportunity for social care integration 
into traditional health care settings.

• Expands health care system knowledge of 
and engagement with local resources and 
organizations.

• Informs organizational commitment and 
coalition building to advocate for policies 
that advance a culture of health in the 
community served.

• Facilitates an efficient process that 
simplifies “closing the loop” on referrals.

• Improve feedback loop of capacity to 
inform policymakers of gaps in social 
care investment at the local, state, and 
federal government levels.

• Identify policies to improve population 
health outside of traditional health 
service and public health activities.

• Target social care interventions to 
promote health equity at the population 
level.

• Cumbersome workflow due to 
administrative burden and infrastructure 
requirements.

• Workforce development and training 
is required to ensure proficiency in 
delivering social care.

• Delays in updates to referral status 
require adaptable workflows to escalate 
case management and traditional 
telephonic outreach if timely information 
is not available.

• Trade-offs related to centralization versus 
decentralization of staffing models.

• Systematic uptake of NCCARE360 by 
a large integrated health system may 
overwhelm local CBOs and social service 
agencies.

• Siloed NCCARE360 and EHR data 
repositories inhibit querying a merged 
dataset for research and quality 
improvement purposes.

• CBOs lack capacity for hardware, 
software, and/or personnel necessary for 
NCCARE360 sustainability.

• Limited integration with existing social 
service administrative records (e.g., HUD 
Coordinated Entry system).

• Description of services, eligibility, or 
capacity is not always accurate within 
networks.

• Flawed matching algorithms between 
individual characteristics and available 
resources.

• Limited NC 211 bandwidth to provide 
telephonic case management to ensure 
the uptake of resources and social 
services.

• Concern with medicalizing social 
service provision by disclosing health 
information.

• Administrative burden that inhibits 
eligible individuals to access social 
assistance over time.

• Lack of reimbursement mechanism tied 
to social care activities conducted by 
CBOs.

• Lack of funding of social safety net 
programs.

• Prioritization of social care interventions 
that reduce health care costs may expand 
existing disparities.

• Utilize a team-based approach to 
promote whole-person care planning to 
be responsive to both medical and social 
needs with integration of roles such as 
community health workers, social workers, 
population health nurses, medical 
assistants, and volunteers.

• Redesign workflow to accommodate 
the digital infrastructure and integrate 
screening and response protocols.

• Integrate a shared decision-making 
process to promote whole-person care 
planning.

• Identify generalizable implementation 
strategies to prepare end users for 
NCCARE360 adoption in diverse contexts.

• Explicit organizational commitment and 
mission alignment with addressing social 
needs to impact health, and with the 
expectation that high-quality care involves 
responding to health-related needs that 
are both medical and social.

• Offer CBOs financial incentives for prompt 
response and platform engagement.

• Technology grants to CBOs to offset costs 
for computers and internet to promote 
adoption of NCCARE360.

• Additional data fields for tailored referrals 
and analytics.

• Increase use of discrete data fields in 
patients’ medical or administrative record 
to auto-populate NCCARE360 data fields.

• Proactive outreach and ongoing training to 
CBOs that have inaccurate information or 
delayed response times.

• Revise Network Hub protocols for 
addressing referrals labeled “Need 
Action,” “Rejected,” or “Accepted but 
Unresolved” in a timely fashion.

• Reimburse CBOs for social care activities 
enabled through NCCARE360 invoicing 
capabilities.

• Enable NCCARE360 to reduce, simplify, 
or harmonize administrative processes 
related to applying to social assistance 
programs and ensure adequate levels of 
funding.

• Offer performance-based incentives 
or reimbursement for health systems 
engaging in addressing patients’ unmet 
social needs.

• Avoid medicalizing social conditions 
that are not amenable to health service 
intervention.
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challenge to the equitable implementation of NCCARE360. 
Unique skill sets and competencies are required for assess-
ing social needs and making appropriate referrals, including 
stigma reduction, confidentiality maintenance, empathic 
communication, motivational interviewing, and language 
access. Also, knowledge of the community, accessibility, 
and willingness to invest in establishing trust with mem-
bers of the community are important skill sets [17, 38, 41]. 
For example, NCCARE360’s success with the COVID-SSP 
during the COVID-SSP’s first phase was partially dependent 
on the substantial CHW workforce developed and deployed 
by the NCDHHS CHW Program. However, training CHWs 
for NCCARE360 was hindered by English-only materials 
that furthermore were not written at an appropriately lay-
friendly reading level [26]. NCCARE360 and similar tech-
nologies broaden the definition of a care team outside of 
the traditional boundaries of health care systems, public 
agencies, and CBOs, but more attention to accessibility and 
technology-specific training is required to fully realize their 
potential.

Organization-Level Considerations
Organizations including health care systems, quasi-gov-

ernmental organizations, and nonprofits also contribute to 
the platform’s success. This includes a broader organiza-
tional commitment to embracing community collaboration 
and advocacy for policies that advance a culture of health 
[42]. Additionally, NCCARE360 is optimized with dedicated 
resources and personnel who use the technology routinely.

Invest in complementary technology and data-manage-
ment infrastructure. While NCCARE360 connects patients 
to community resources, organizations should consider 
the technology infrastructure necessary to use it routinely. 
Since NCCARE360 is an electronic platform, small CBOs 
that have traditionally used paper filing systems have not 
been able to adopt NCCARE360 due to lack of funding for 
hardware, software, or personnel. CBOs and social service 
agencies have highlighted challenges with NCCARE360’s 
limited integration with existing technologies and systems. 
For example, NCCARE360 lacks necessary integration with 
the Department of Housing and Urban Development’s 
Coordinated Entry system, which is used to coordinate ser-
vices [43]. This fragmentation of technology undermines 
efforts to coordinate health and social care activities. The 
costs to integrate NCCARE360 for CBOs are significant  
(e.g., hardware, internet connectivity, workforce develop-
ment). We recommend dedicated, sustainable funding 
mechanisms beyond grants to supplement existing tech-
nical assistance and to offset CBO costs for NCCARE360 
adoption and continued use.

For health systems, NCCARE360’s web-based version has 
a limited level of integration with existing EHR technologies, 
which may present a barrier to systematic use. In contrast 
to the web-based version, the EHR-enabled NCCARE360 
has the benefit of being able to abstract and automatically 

populate select demographic fields, which supports efficient 
use in busy clinical settings. We believe there is a develop-
ment opportunity to identify additional discrete data fields 
in patients’ medical records, when appropriate, that can be 
used to auto-populate NCCARE360 data fields. This capa-
bility could inform matching algorithms to ensure resources 
are better targeted to eligible individuals. The lack of better 
matching algorithms and financial incentive for CBOs to be 
fully engaged with maintaining accurate eligibility criteria 
complicate efforts to design efficient workflows and gain 
provider buy-in.

Enhanced bidirectional flow of relevant health-related 
social needs and referral status data from NCCARE360 into 
the EHR will support quality improvement and health ser-
vices research.

While there is evidence that social needs data are pre-
dictive of health risk [44], the fragmented and siloed nature 
of EHR and NCCARE360 data repositories complicates the 
application of quality improvement and research method-
ologies to identify social care interventions that could most 
benefit patients. The inability to easily merge and analyze 
longitudinal data from the EHR and NCCARE360 represents 
a missed opportunity to better understand referral effective-
ness in a local context and disseminate promising strategies 
for addressing intersecting unmet social and health needs.

Promote network health standards and cross-sector com-
munication. Despite the promise of NCCARE360, limited 
capacity for CBOs and social service agencies to update, 
interact, and act on referrals in a timely manner has dimin-
ished the platform’s impact. Mislabeled and mismatched 
resources and descriptions of services provided undercut 
the client experience. To improve the NCCARE360 network, 
we recommend: 

 Ensuring CBO information is up to date through auditing 
and incentives; 

 Proactively offering additional and ongoing training to 
users responsible for maintaining information on avail-
able resources and acting on referrals; 

 Ensuring eligibility criteria are easily accessible. Matching 
criteria could be automated so that search results are 
filtered based on key demographic variables, including 
specific factors that might determine eligibility (e.g., 
insurance types, age, veteran, or disability status); 

 Revising Network Hub protocols for addressing refer-
rals labeled “Need Action,” “Rejected,” or “Accepted but 
Unresolved” in a timely fashion; 

 Expanding funding for NC211 to build capacity for service 
navigation for individuals who have unresolved referrals. 
Navigator services should also prioritize clients with the 
highest number of intersecting unmet social needs to 
realize greater impact on equity and outcomes; 

 Providing funding for hardware, software integration, 
and personnel for CBOs to increase capacity to use 
NCCARE360.
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System- and Policy-Level Considerations
The availability of and process for accessing resources 

on NCCARE360 is directly influenced by system- and pol-
icy-level determinants. Efforts to improve social and health 
care coordination must be complemented by policies that 
improve population health [42]. This extends to policies 
that influence the extent to which CBOs and social assis-
tance programs (e.g., SNAP) using NCCARE360 are acces-
sible and adequately funded. The integration of health and 
social care data and workflow may medicalize social condi-
tions that are not amenable to health service intervention. 
An unintended consequence could be prioritizing health 
care-related system-based solutions as opposed to more 
effective, equitable, and efficient strategies or policy levers 
to address social needs (e.g., tax, labor, or social welfare 
policies). If social care interventions are prioritized based on 
their potential to reduce health care costs, this could lead to 
a myopic focus on current high utilizers and have the unin-
tended consequence of expanding existing disparities [48].

Invest in an expanded and accessible social safety net. Key 
stakeholders’ experiences with NCCARE360 point to the 
importance of policy changes that reduce administrative 
burden and expand investments in the social safety net. In 
a recent study of a primary care-based screening, response, 
and telephonic case management intervention in North 
Carolina, only 32.7% of patients reported service initiation 
resources within four weeks of the original referral [45]. 
This is consistent with a 2017 systematic review of screen-
ing and response interventions, which found that the uptake 
of resources ranged from 32% to 64% [46]. Notably, the 
most predictive variable of referral resolution was related to 
the complexity of the applications and enrollment processes 
to obtain services [45]. Ideally, NCCARE360 could alleviate 
administrative burden, which is a barrier for eligible individ-
uals to access their legally entitled benefits for social safety 
net programs (e.g., TANF, SNAP, and Medicaid) [17, 47]. This 
challenge is felt most acutely for housing assistance in North 
Carolina; however, this challenge is not unique to the state. 
For example, even for individuals eligible to receive Section 8 
Housing Choice Vouchers, less than 30% receive them, and 
after two years of waiting on average [49].

Reimburse for social care activities. Community part-
ners, public agencies, and CBOs have expressed frustra-
tion with the increased demand for launching NCCARE360 
within health care settings without corresponding invest-
ments in local capacity to address identified unmet needs. 
This phenomenon, sometimes referred to as the “bridge to 
nowhere,” refers to significant investments made in screen-
ing and connecting patients to community-based resources 
without concurrent and similar investments in CBO or 
social service capacity; this bridge to nowhere undermines 
efforts to realize improvement in health outcomes or cost 
containment [50]. Emerging value-based payment models, 
particularly among state Medicaid programs, seek to incen-
tivize funding of social care through risk-based payments 

and shared-savings schemes coupled with specific metrics  
(e.g., requirements to create linkages with social service 
programs) [50]. Progress toward reimbursing social care 
activities by identifying evidence-based interventions is a 
critical step. The Healthy Opportunities Pilots program ini-
tiative launched by NCDHHS in 2022 is the first comprehen-
sive evaluation of evidence-based, nonmedical interventions 
in the United State [25]. It represents an important opportu-
nity to leverage NCCARE360 for making referrals and “clos-
ing the loop,” but also provides a mechanism for invoicing 
clients for provided resources and rendered services. As the 
evidence base for specific social assistance programs and 
community resources develops, there will likely be greater 
momentum toward reimbursing for these services as a 
defined benefit for enrollees.

Conclusion
While the adoption and rollout of NCCARE360 as a state-

wide digital social care coordination platform represents 
an innovative effort to accelerate adoption of social needs 
screening and response in health care settings, there are sev-
eral opportunities for improvement. The low rate of uptake 
of referred services—be it due to administrative burden, lack 
of funding, or geographic availability—represents a persis-
tent challenge for social needs screening and NCCARE360. 
To be effective, CBOs and social service providers must 
have sufficient funding and streamlined processes in order 
to adequately accept new clients. The COVID-SSP exam-
ple provides evidence that when CBOs are reimbursed for 
service provision using the platform, they can scale and 
respond, amplifying the impact of the NCCARE360 platform. 
To complement these structural areas for improvement, 
users of the platform will require training in community 
context, social resource allocation, and service navigation. 
Embracing structural solutions to improve access to social 
services and community-based resources will amplify the 
benefit of NCCARE360 and support the shift to value-based 
care, improving health outcomes and equity. 
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