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Background: Most private academic medical cenfers are
located in underserved areas, yet fiscal pressures have led
many to struggle with balancing their commitment to sur-
rounding communities with other missions.

Objective: To explore stakeholders’ views regarding the
ethical, legal, and financial obligations of private academic
medical centers to their surrounding neighborhoods.

Design, Participants, and Measures: Qualitative analysis of key
informant interviews during 2008 with medical students, fac-
ulty and community physicians, administrators, and commu-
nity health leaders at a large urban academic medical center.
Grounded theory was used to iteratively review, code, and revise
a taxonomy of themes, with abstraction of illustrafive quotes.

Results: Nineteen in-depth interviews were conducted. All respon-
dents believed academic medical cenfers have an obligation
fo their surounding communities but characterized the extent of
this obligation in a variety of ways. Respondents disagreed about
how the core mission of an academic center should be defined,
although many recognized the tripartite mission, conflict cen-
tered on the balance that should be sought between research
and clinical care. A majority of inferviewees expressed frustra-
fion with the nation’s cument health care system. Many provided
unprompted recommendations regarding how academic medi-
cal cenfers might engage their underserved communities, includ-
ing conducting formal needs analyses, promoting ongoing dia-
logue, and using information technology fo bridge the provision
of clinical care in community and academic settings.
Conclusions: These data provide enriching perspectives
from stakeholders regarding this enduring yet evolving rela-
tionship. The diversity of views illusirates one of the chal-
lenges that will accompany health care reform impacting
academic medical centfers and their surrounding, often
underserved, communities.
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INTRODUCTION

cademic medical centers have a tripartite mis-
Asion of education, research, and clinical care.

However, as early as 1970, at a national meet-
ing of the American Association of Medical Colleges,
an address was made that suggested community service
to be “the fourth dimension” of the academic medical
center’s mission.' A central challenge raised during the
address was to identify what constitutes community ser-
vice and to determine the challenges that arose when
teaching hospitals committed themselves to such initia-
tives. Almost 40 years later, academic medical centers
still grapple with similar questions, albeit with the com-
plexities of today’s health care environment.

About 75% of academic medical centers are located
in underserved communities with large minority popula-
tions® that are often underinsured or uninsured. For
example, recent estimates suggest that academic medi-
cal centers represent 2% of hospitals nationally, yet
account for 22% of uncompensated care.** As the num-
ber of Americans with private insurance has declined,’
covering the costs of financially unfavorable care has
become even more difficult. This has been especially
true for private academic medical centers, which receive
less government support than their counterparts associ-
ated with public hospitals.®

Many researchers have examined the relationship
between academic medical centers and their surround-
ing communities, particularly the components of effec-
tive community engagement’”'’ and the barriers that hin-
der such collaboration." Private medical institutions,
such as Johns Hopkins,” Montefiore,” Columbia-
Presbyterian,'*'* and Duke,”" all have well-documented
community programs that vary in scale and level of
community integration. These case studies offer useful
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guidance on specific partnerships but leave broader
questions unanswered, such as stakeholders’ views
regarding the nature and extent of commitment that aca-
demic medical centers have to these communities."”

To explore these issues, we conducted key informant
interviews with a variety of stakeholders at a single aca-
demic medical center in a large midwestern city.

METHODS

Selection of Key Informants

We selected a purposive sample of 19 key informants
from within a large academic medical center and its net-
work, representing key stakeholder groups (medical stu-
dents, faculty physicians, community physicians, admin-
istrators, and community health leaders) chosen based
on their profession and role in the academic medical
center-community relationship (Table 1). Within each
stakeholder group, individuals were selected to ensure a
variety of backgrounds (eg, training, specialty, frame of
reference), rather than to provide a statistically represen-
tative sample of the group.

Survey Development
and Administration

We developed a semistructured interview guide
based on an extensive literature review and consultation
with administration and faculty members involved in
previous or current community partnerships. The major-
ity of the items explored the potential obligations
between the medical center and community, as well as
how any community commitment should be balanced
with other aspects of a medical centers’ mission (Box).
Most interview items addressed private academic medi-
cal centers generally, rather than any specific institution,

and community was defined as both the people and insti-
tutions surrounding the medical center.

Subjects were contacted and invited to participate
between May through September 2008. The interviews
were conducted by one author (A.L.), audio recorded,
and transcribed verbatim. Interviews lasted between 45
to 90 minutes, the research protocol was approved by the
University of Chicago institutional review board, written
informed consent was obtained, and participant confi-
dentiality strictly guarded.

Analysis

As interviews were completed, the first few tran-
scripts were independently read and coded by 3 investi-
gators (A.L., R M., and G.A.) to determine the major
themes and identify areas worthy of further inquiry in
subsequent interviews. Review of early interviews also
provided an important opportunity to review the inter-
viewer’s technique in order to ensure maximal reflexiv-
ity during future interviews.” Based on these reviews,
the interview script was iteratively revised, and inter-
view scripts reviewed, in order to ascertain whether new
themes were still emerging or if theme saturation had
been met. Subsequent transcripts were coded by 2 inves-
tigators (A.L., R.M.). After all interviews were com-
pleted, the investigators reread the transcripts and identi-
fied themes using the principles of grounded theory,
which is a system for analyzing raw, qualitative data.
Independently derived themes were reviewed together to
eliminate redundancy and to increase the likelihood that
the meaning derived was of the interviewees’ intent.
Following this, the themes were further grouped into
organic categories and organized into a working
taxonomy.

Table 1. Key Informants

Medical students (4)

Faculty physicians (7)

Health care
administrators (5)

Community-based
physicians (3)

Second-year student who grew up in the local community
Third-year student with research background in health policy
Fourth-year student leader

Fourth-year student involved in community partnership initiative

Geriatrician

Gastroenterologist

Family physician who works in a community clinic
Hospitalist physician with background in law
Internist with background in medical ethics
Emergency medicine physician

General surgeon

Dean, school of medicine

Chief financial officer of the medical center

Chief executive officer of the medical center

Vice president for strategy and planning, federally qualified health center network
Vice president, local community hospital

Endocrinologist, private practice
Obstetrician/gynecologist, federally qualified health center
Family physician, federally qualified health center
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RESULTS

Participants and Major Themes

Our sample of 19 participants ranged widely in age,
from 24 years to approximately 65 years; half (10) were
women and a majority had worked in health care for
more than 15 years. Review of the interviews and coded
transcripts suggested several main themes: (1) the obli-
gation of private academic medical centers to surround-
ing communities, (2) the missions of academic centers,
(3) concerns regarding the nation’s health care system,
and (4) strategies that private academic medical centers
can pursue to build and safeguard their relationship with
underserved communities (Table 2).

Obligation to
Surrounding Communities

We found numerous views on the obligation of aca-
demic centers to their communities. Several respondents
defined the obligation as similar to that of any private
business, such as the responsibility to be a good neighbor
or to be nondiscriminatory on the basis of race. Others
reported that clinical care for the underserved commu-
nity was a central obligation. Common ethical arguments
for academic centers to ensure the community’s access to
care included the general belief that health care is a
human right and that responsibility comes with these
centers advanced problem-solving abilities. Some cited
the issue as one of equality, as one doctor put it: “I just
believe that people who are surrounding the institution
have just as much right as rich people coming in from far
away for the best medical care.” One community admin-
istrator also cited an inherent obligation to be clear and
honestly communicate with the community about the
medical centers’ policies regardless of what they were.
Other respondents quickly focused on the limits of the
obligation rather than the obligation itself. For example,

there are 5000 hospitals in the United States, only 125
are academic medical centers...you have to generate
enough resources, right for that academic component...
if you don't, you re not an academic medical center.

A minority of respondents defined a medical center’s
obligation to its community in economic terms. For
example, one medical center administrator felt that aca-
demic centers are inefficient at providing certain kinds
of primary care and reasoned that doing so wastes the
community’s resources: “Society’s resources...are
entrusted to us...we’re burning 2 to 5 times as much to
provide that care and there is little or no evidence that
we do it better.” Others, such as the following medical
student, felt that because members of the community
had limited means and the medical center was well
endowed, this situation in itself created an ethical obliga-
tion to treat the underserved neighbors:
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There are some institutions that have limitless, or innu-
merable resources, then the scale of responsibility is
huge...we've been taught and told “to those who ve
been given, much has also been expected.”

The Missions of Academic
Medical Centers

Key informants characterized the relationship
between an academic medical center’s community obli-
gation and its overall missions in very different ways.
Most respondents recognized research as an important
mission but some saw it as conflicting with serving the
community, as one medical student stated

Putting up these research silos where you focus on
research that is not at all remotely related to what...
surrounds you...ultimately is not the function of an aca-
demic medical center.

Another concern reported by a different medical student
was that any effort to shift patient case mix towards bet-
ter-paying specialties was primarily to cross-subsidize
research: “...the desire to keep throwing up all these
research towers and recruit researchers...that’s sort of
driving why profit has become such a huge issue.”

Respondents voiced concerns about negative effects
of emphasizing tertiary care mission on medical educa-
tion, primary care research, and overall patient well-
being. One medical center administrator noted the lim-
ited use of overly extreme specialization: “a heart
transplant does not come as a pure medical problem
without simple comorbidities.” Several informants dis-
cussed partnerships with other medical institutions to
cope with shrinking in-house primary care; medical stu-
dents and residents could rotate and learn “bread and
butter” medicine. Yet, according to this administrator,
dispersing students also has drawbacks:

a central part of education really depends on you running
into your colleague in the same year when you re doing
surgery, that person is doing a hypertension clinic...

A variety of responses were elicited from questions
about how the financing of academic centers was relevant
to their missions. All informants acknowledged the impor-
tance of economics in health care delivery. One medical
center administrator had a very simple answer to a script
question about whether medicine was a business,

I mean all professions are businesses, right? I mean
remember they started from medieval guilds...And it has
always been thus, doctors have for 25 centuries charged
for their services, and if they didn 't how would they eat?
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No one claimed making money was in itself the primary
goal of academic medical centers, though some believed the
economic principle of competitive advantage should deter-
mine the missions of the center and that it was vital to have
a surplus for reinvesting. Another medical center adminis-
trator also emphasized finances and explained that fiscal
matters had to be tempered with other considerations:

... To allow the business to drive the principles is the
death sentence for the profession. I think that everything
that we do in a capitalistic society is ultimately a busi-
ness transaction. But if that's what our lives were about,
ha, I think that would be a very hollow, thin, meaning-
less existence.

Others thought that the financial goal of these centers
should be survival in the face of bankruptcy, not making
profit. A medical center doctor questioned whether profit
was being ethically invested:

Can we afford to build a gazillion dollar new hospital or
can we just keep the hospital as it is and take care of as
many people who need the care as possible?

Concern Regarding the
Nation’s Health Care System

Queries regarding obligations to the underserved often
elicited comments regarding how the current health care
market is ineffective at distributing health care. Several
wanted a complete transformation of this system; others,
such as the following medical center doctor, directed anger
towards the government for failing to reimburse academic
centers for the full costs of care: “You know the govern-
ment has decided how much to allocate towards reim-
bursement of Medicare and Medicaid. It’s not something
that’s under control of ourselves personally.” Payment
schemes that reward specialty care over primary also both-
ered many interviewees. The same doctor failed to see the

Table 2. Major themes and illustrative quotes

Obligation to Surrounding Community
Ensuring access

Obligation

Obligation
limited by
finances

Obligation of
communication

Missions of Academic Medical Center

Competitive
advantage

Clinicians
engaged by
clinical care
mission
about 1 mission.”
Clinical care
ancillary to
research/
education

Should not be

defined by

finances
shouldn’t have a price to pay.”

"We have an ethical obligation fo make sure that they're getting that care and that
that care is available before we start turning them away to build a new hospital.”

“I think that the communities are why these centers should exist, um, in the first place.
defines purpose  And | fear that academic medical centers have really stepped away from this
ethical obligation. | believe they have.”

“It cannot be the case that the [academic medical center] has to treat every single
uninsured patient that walks/knocks on its door. It can’t be the case. | mean we
would never expect, you know, that if you had a house in [a local neighborhood]
that um every homeless person that knocked on your door you'd have to welcome
into your house and give them a meal and a bedroom.”

“That helicopter flies over us all the time. You look up and you go, mm hmm,
someone’s getting deluxe medical care. If you are in a community that’s
desperately underserved, you look and you go, ‘hmm, that's nice, that's for
somebody else not me, but gee I live right here.’ The obligation is fo have a
conversation that reaches the residents who have those fears, those feelings, those
misapprehensions, or those correct perceptions, whatever they might be.”

“[A community hospital] can’t generate new medical students, they can’t generate,
you know, new articles in Science and Nature. We can, alright, so our obligation is
defined by what we can do best.”

"Our inferview today was delayed because | went downstairs to see one of my
patients who had a cardioangiogram a few minutes before...That man and his wife
had been patients of mine...for 35 years, and when | am in the office with a patient
like that or any of my patients, | don’t think about 3 missions or 4 missions, | think

“If you were to take away the research and the education and, then there’s no point
in the [academic medical center], there just wouldn't be a point being there... the
university would close the hospital in a second.”

“...What drives an institution to focus on tertiary care? If it's the bottom line, then
that's a concern. Because, knowledge is something that doesn’t have a price fo it,
as far as I'm, as far as I've ever known. And, you know, helping, assisting, teaching
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logic behind such schemes. “They’d rather pay $10 000 for
a special hip replacement as opposed to giving me $10000
to manage this complex patient.”

One medical center administrator called society’s
regard of specialty care and love of technology a “pov-
erty of affluence,” because investing so much in the lat-
est procedures and devices does not necessarily provide
the maximum benefit to society. Another medical center
doctor believed uneven profit margins influence medical
students deciding which field to pursue, creating motives
that may contradict with the country’s health care needs:

The problem now, is that the margin for primary care is
probably like 3%, and the margin for complex care is

ACADEMIC MEDICAL CENTERS/SURROUNDING COMMUNITIES

probably like 5 or 6%. So where are people [students]
gonna go?

Respondents commonly blamed society as a whole for
the misplaced incentives faced by academic centers. A
medical center doctor charged society to “step up to the
plate” in providing sufficient health care access for all,
saying “that doesn’t necessarily mean an academic medi-
cal center’s health care system, but it does mean some-
thing more robust than a federally qualified health center.”
This doctor also pointed out that the federal government
currently pays federally qualified health centers higher
rates than academic centers to see primary care patients,
thereby discouraging academic centers from providing

Table 2. Major themes and illustrative quotes (cont)

Larger Health Care System

Technology
overvalued

Misplaced
incentives

money, it's depressing.”

quality

practice here.”

Society fails to
ensure health
care for the
poor

poverty in America.”

Inefficient
spending

Maximize
internal
efficiency

Improve health
policy

Compete
among centers

There's a competitive situation.”

Business
partnerships

terrible, here are the problems.
Self-interest

"The poverty of affluence is that we are a society, we are a country that is attracted
fo fechnology, and technology turns out to be very expensive. And technology is
not always in our best interests. And that is what we pay for as a society.”

“The whole goal is, you know if [a patient] has to be admitted, get them out as
fast as possible; from the second they're admitted there are people watching to
make sure they get out. ... and ifs not about the people, you know it's all about the

System prevents "l think it sucks fo owe 200 grand and then work in the 42nd best health system in the
world. | think that we're really not providing the care that we have been trained fo
provide, and that is, you know, | just may not be able to practice the way | want to

“The larger community problems, um, are completely a result of the social dynamics
of the city and region at large, um, | mean the people that used to live here in the
1940s, you know, left and took their money with them...Just because those people
left the [academic medical center] behind doesn’'t mean its just the [academic
medical center’s] problem, it's still society’s problem to figure out how to deal with

“I think that we as a nation have to be prepared for a sense that's emerging that $2.5
trillion may be enough. It may be what we're restricted to. Spend it more wisely.”

Operational Strategies for Medical Centers to Pursue

“It's the responsibility of the hospital or of the [academic medical center] to be as
efficient as possible and to collect as much as possible, so that they are able to
provide more care to more underserved patients and maximize the amount of
patients we can provide care to.”

“I' really think people, besides making these changes, like limiting the number of
Medicaid patients to [allow the hospital to] stay open, at the same time there should
be people at the same institution writing the new policies that are going to get
passed, that are going to change the system and make it better for everybody”

“...There is never a choice of ‘will | make payroll or will | go out of business.” There
is always a choice relative to the other people you're competing with. So you
probably applied to more than 1 medical school, you may have gotften into more
than 1 medical school, you decided to come to this one vs some other set, righte

“...At the end of the day, the progress in the make is through business deals. Um, and
not through everybody sitting at the table and grinning at each other going ‘isn’t it

“Enlightened self-interest is never a bad thing.”
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primary care. This respondent felt that the current system
of federally qualified health centers was an inadequate
solution for the urban poor, citing the lack of tertiary care
available to these patients. Several respondents also com-
mented on the lack of integration in the US health care
system and how this inefficiency was particularly detri-
mental in areas with fewer resources.

Operational Strategies for
Academic Medical Centers in
Underserved Communities

Nearly all respondents offered opinions regarding
strategies that academic centers might take to shape
their relationship with underserved communities. A
medical center doctor suggested that academic centers
must tend to the health and efficiency of their business
to be of greater benefit to their patients:

Box. Semistructured Interview Guide

1. First, a few questions about your training and

your career.

a. Can you tell me about your specialty and
how you chose ite

b. How long have you been in (academic)
medicine?

¢ How long have you been at (current
employment)?2

d. How is your time allocated between
research, teaching, clinical care, and
administration or other responsibilities?

2. Historically, how do you think academic
medical centers came to be in underserved
communities?

a. Can you say more?

b. Historically, what do you think the impact has
been for these academic medical centers to
be located in these communities?

3. Do academic medical centfers have an
obligation to serve the community they are in2
a. Can you tell me more about this?

b. Why does this obligatfion exist (not exist)?

c. Is there a difference in community obligation
between public and private academic
medical centerse Why or why not?

d. What is the extent of this obligation for a
private academic medical centere Are there
limits to the obligation that such academic
medical center may have to the surrounding
communitiese

e. What kind of role(s) should the academic
medical center serve in the provision of the
community's healthcare?

f. Are there any ways the community has some
kind of reciprocal obligation tfowards the

academic medical centerg Why or why not?2

4. What are the main ways you think this
obligation enhances or detracts from the
mission of an academic medical centere
a. Can you say more about this?

b. Are there ways that greater community-
focus strengthens the fraditional missions of
an academic medical center? Can you say
more about thise

c. How about ways that such a community-
focus might defract or compete with the
fraditional missions of an academic medical
centere Can you tell me more?

5. The community around a private academic
medical center also includes other healthcare
organizations...

a. First, let's consider other community health
care providers, such as hospitals, clinics, and
individual providers. What kinds of relationships
should academic medical centers have
with other local health care providers?e In
what ways are academic medical centers
and local community providers similar and/
or differente Can you say more? goals,
resources, services, quality, etc.

b. There are various other organizations that
exist in any local community: such as schools,
churches, businesses, law enforcement, etc.
Do you think the academic medical centers
should have a relationship with any of these
entitiese Can you say more? Why or why not?2

6. Academic medical centers have the unique
ability fo perform high tech care. Some have
argued that academic medical centers should
focus on tertiary care and leave the provision
of primary care to other health care providers.
Others have argued that academic medical
centers should not have this sort of tertiary care
focus. What are your thoughts regarding this2
a. Can you tell me more?

b. Are academic medical centers more
effective or efficient at providing one level of
care over the othere

c. Do you think academic medical centers
should focus on delivering one type of care
more than the othere What kind of balance
should be soughte

d. What are the costs and benefits of the
balance you propose?

e. Does this balance impact the academic
medical center’s role in the community?2
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1t’s the responsibility of the hospital or of the AMC [aca-
demic medical center]...to collect as much as possible,
so that they are able to provide more care to more under-
served patients and maximize the amount of patients we
can provide care to.

A medical center administrator highlighted the impor-
tance of internal communication regarding an institu-
tion’s principles when commenting on strategic efforts
to limit medical center access to patients who were
underinsured or uninsured:

If I didn’t have an understanding of what are the prin-
ciples and what's the business plan, then those efforts fly
in direct conflict with everything that I'm taught about
being a doctor and being an advocate for my patient.

Respondents also widely suggested increasing com-
munication among academic centers, community lead-
ers, and health care providers. Four respondents, a medi-
cal student, a medical center doctor, and 2 community
administrators spoke of a roundtable discussion or ongo-
ing dialogue with stakeholders, while others such as the
following medical center doctor stressed the importance
of academic medical centers explaining their actions to
those outside their walls to build the community’s trust:

ACADEMIC MEDICAL CENTERS/SURROUNDING COMMUNITIES

But, its up to the powerful one to show that this is a
genuine concern and to prove it before the community, [
mean there's every reason for the community not to trust
an academic medical center.

However, as one community administrator also pointed
out, the measurable goal ought to be the formation of
business relationships:

What I don't trust is sort of sitting at a table with a num-
ber of partners and having some generalities and pieties
about change and investments and needs...at the end of
the day, progress is through business deals.”

Several respondents mentioned partnerships with other
local medical institutions as a way to address both the
needs of the underserved and the educational mission.

DISCUSSION

This qualitative study of stakeholders’ beliefs regard-
ing academic medical centers and their surrounding
communities illustrates the complex dimensions of their
relationship. Every respondent believed that academic
medical centers have some obligation to their surround-
ing communities but they differed regarding the extent
of the obligation as well as how to best unite the service

Box. Semistructured Interview Guide (cont)

7. The amount that academic medical centers are
reimbursed for the care of individual patients
varies based patient’s characteristics such as
their type of insurance and level of comorbid
illness. For example, academic medical centers
are reimbursed less favorably for delivering
primary care than specialty care. Despite this,
patients in the community around an academic
medical center need all types of care.

a. How much care should private academic
medical centers provide to patients with
primary care needs af the expense of seeing
complex patients whose care would be
reimbursed more favorably? How should
this balance be determined? What metrics
should be used?

b. Have you encountered efforts to reduce
primary care to patients at academic medical
centerse Can you tell me more about this?

c. Are these efforts explicit policies, institutional
barriers, or should they be described as
something else?

8. Now, let's consider the differing reimbursement
rates from various third party payers. Patients
without insurance and on government
programs don’t reimburse academic medical
centers as well as private health insurance
plans. Yet, a huge proportion of surrounding
communities’ inhabitants lack private insurance

a. Should academic medical centers limit the
amount of care they provide to patients
whose care is less well reimbursed by third
party payors2 How should this be done?
What metrics should be used?

b. Have you encountered efforts to limit access
of such patients to academic medical
centers2 Can you tell me more about this?
Uninsured, Medicaid, Medicare

c. Are these efforts explicit policies, institutional
barriers, or should they be described as
something else?

9. Now, a very broad and open-ended question.
Some think that medicine today is a business,
while others disagree with this depiction of the
profession. How do you feel2
a. How do you feel when financial concerns

are mixed with medicine, for instance in the
above example of impoverished patients?
Can you say more?

b. Does dealing with finances affect your ability
to practice medicine as you see fite Why or
why not?

c. Do you think academic medical centers
have a unique role in terms of fitting into the
medical marketplace? Why or why not?
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goals of the medical profession with the fiscal realities
of the institution. Previous research has shown that aca-
demic faculty physicians have widely begun to recog-
nize institutional barriers to accessing care for the medi-
cally indigent; one study found evidence of this at 116
out of 121 academic health centers surveyed.’ Our find-
ings are important because less is known about various
stakeholders’ general views about the relationship
between academic medical centers and the underserved
communities around them.

Although the ultimate impact of The Patient
Protection and Affordable Care Act remains unclear,
efforts to increase workforce supply, enhance access,
improve efficiency, and shore up the primary care infra-
structure will all have important effects on academic
medical centers and their surrounding communities. It
will take years and tremendous changes in the health
care system to accomplish these and other objectives of
the recently legislated health care reform. The views
represented herein illustrate the complexities that aca-
demic medical centers and their surrounding communi-
ties will face during this process, including the impre-
cise definitions of what it means to be actively engaged
in the community’s health and the delicate tension
among expanding access, fulfilling multiple missions,
and maintaining fiscal viability.

As expected, although there were a variety of opin-
ions even within stakeholder groups, there were some
noteworthy consistencies as well. The medical center
administrators were more fluent with the medical cen-
ter’s budget, and some highlighted the challenge of help-
ing other stakeholder groups fully appreciate the chal-
lenges faced in remaining fiscally viable. By contrast,
many medical students and clinicians were less comfort-
able discussing financial aspects of the medical center’s
management. As one medical center clinician explained:

...That man and his wife had been patients of mine...for
35 years, and when I am in the office with a patient like
that or any of my patients, I don't think about 3 missions
or 4 missions, I think about I mission.

Some medical students and clinicians believed that
motivations underlying the center’s management were
more grounded in economics than what may be in the
community’s best interests. Community administrators
fell between both extremes, having some sense of the
financial challenges facing academic centers in the cur-
rent US health system, while questioning the soundness
of some medical center policies.

Our findings have several implications. First, despite
different views among key informants, several partici-
pants emphasized the importance of open discussions
and frank dialogue regarding the academic medical cen-
ter’s mission and obligation to the community. Such dia-
logue is crucial to help foster trust, build mutual
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confidence, and establish relationships that are sensitive
to the contexts of specific institutions and communities.
Conversely, the absence of such dialogue may hinder
successful partnerships and contribute to an absence of
organizational cohesion or culture. Second, in addition
to such dialogue, partnerships with nonclinical and clin-
ical community leaders were often suggested as neces-
sary steps to sharing the burden of caring for the under-
served. Other academic medical centers have exemplified
this approach, in some cases through collaborations
with federally qualified health centers to increase reim-
bursement for and sustainability of primary care.” As has
been suggested by a previously conducted qualitative
study survey of community members involved in 5 dif-
ferent academic partnerships, active community involve-
ment in prioritizing needs, as well as a mutual division
of tasks, is often crucial to these relationships.” These
partnerships may be aided by coherent organizational
process within the medical center. As one academic
medical center administrator in our study suggested:

[1t is] very important with a nonpublic academic medi-
cal center to have a set of principles around how they
define their obligation to the community...those prin-
ciples then need to be translated into a business plan for
how they can sustain their multiple mission areas.

Third, few participants limited their discussion to aca-
demic medical centers, and half directly connected the
challenges facing these centers to inefficiencies and
inequities in the broader health care system. Many of
these respondents emphasized that the current system
places a disproportionate burden on institutions such as
private academic centers that may have greater resources
than their community hospital counterparts. Reports
from other private academic medical centers have also
referred to programmatic challenges because of this
unequal distribution of social burden, including diffi-
culty with funding and sustainability.’

Our study had several limitations. First, as a qualita-
tive study of key informant interviews, our 19 interview-
ees were nonrandomly preselected and therefore views
expressed in this study may not be representative of
stakeholder groups from which individuals were sam-
pled, particularly medical students and faculty physi-
cians. Second, although we attempted to have respon-
dents focus generally about the relationship between all
private academic medical centers and their underserved
communities, responses to these general questions were
invariably informed by individuals’ experiences at a few
or single medical center. Third, as with all qualitative
research, our findings may have been influenced by our
own frame of reference, perspectives, and prior experi-
ences. However, we attempted to minimize the impact of
this through methods commonly employed in qualitative
research,' including through the use of triangulation and
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reflexivity, as well as continuing key informant inter-
views and analyses until theme saturation was reached.

CONCLUSION

Despite recent promise of health care reform, many
academic medical centers continue to struggle to bal-
ance what at times may be competing missions and obli-
gations.” Our results suggest the breadth of views that
are present regarding these challenges and may be of
interest to a variety of stakeholders involved in the rela-
tionship between academic centers and their surround-
ing, often underserved, communities.
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