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I am a recently retired family physician who worked for 34 years with a low-income population at a health center serving sliding scale as well as insured patients. My concerns about the waiver application are both evidence-based and personal from my practice experience.

Need for Medicaid expansion: The health benefits of access to Medicaid have been extensively documented, including access to preventive services, diagnosis of chronic conditions and lives saved.

      In my practice, I saw several patients a day who would have benefited from Medicaid expansion.  I offer just a few examples:

     A 49-year-old woman came in as a new patient 4 months after suffering several strokes. Her diabetes and hypertension were uncontrolled. Her hospital record indicated that she had been referred to a primary care doctor as well as a neurologist at discharge. She had not kept those appointments due to lack of insurance. Once she received care from me and got her medications, her diabetes and hypertension were quite easy to manage. She could have died awaiting care.

    I saw other patients who deferred care, even urgent, due to expense. I saw a woman with life-threatening hypertension whom I referred to the emergency department. She cried, not because I told her she was seriously ill, but because she didn’t want to incur a bill. I finally persuaded her to go, but, once there, she refused hospitalization.

    I had another patient with chest pain whom I referred for a cardiac stress test. She rescheduled the test until the following month so that she could pay off some bills before incurring another co-pay. The test showed heart disease. Again she could have died awaiting care.

    I had multiple patients who needed elective orthopedic surgery which they could not get on sliding scale. They were unemployed because they couldn’t work and couldn’t get health insurance because they had no income. Having surgery to relieve their pain and improve their ability to walk or use their hands might have enabled them to work.
 
    I had many, many sliding scale patients who did not make or keep needed visits or fill prescriptions because they could not afford the co-pays. This compromised their care, both preventive and of chronic conditions. Risk factors, such as diabetes and hypertension, can often be managed—but not if the patient is not able to see the provider or can’t access medications.

    NC Child has an issue brief that indicates the improvements Medicaid expansion could provide to women’s health and thus to improving our state infant mortality rate: http://www.ncchild.org/wp-content/uploads/2016/06/2016_NC-Child-Womens-Health-and-Infant-Mortalitymin-size.pdf
They note that 20% of NC women, mostly of reproductive age, are uninsured. 
Again, these statistics were very real to me in practice. I saw many women who brought their children in for care, but said they could not afford it for themselves. Their children were on Medicaid, but their incomes were too high for their own eligibility. These women were not “noncompliant”. They brought their children in for appropriate care. However, they forwent their own care. Some women became pregnant because they had not gotten contraception.  Of course, I tried to find ways for them to receive care, but, once again, I found that the prospect of unaffordable co-pays was a big deterrent.

2.  Replacement of Community Care of NC (CCNC)
     I  was in practice before the founding of CCNC and then during its existence. I saw it bring many benefits to Medicaid patients, such as improved access to care, case management, and targeting of common problems. Before its presence, it was difficult to find specialists who would see our Medicaid patients. CCNC has wide provider acceptance due to its responsiveness to physicians. The waiver indicates that over 90% of primary care providers are enrolled in Medicaid and participate in primary care case management. While NC DHHS apparently feels that they can increase this, I am skeptical. I believe that that proposed system of managed care organizations and provider-led entities will fragment care, be confusing and cumbersome, and that many providers will opt out.
      CCNC is a great organization, has been considered a model, has introduced innovative programs and has the capacity to introduce more. Replacing it is “fixing” a system that isn’t broken.

    Additionally, I am concerned about the different networks that this system will bring. The waiver states:  “NC cannot risk destabilizing provider networks and threatening access.”
I found in practice that changes in networks often disrupted the physician-patient relationship. As just one example: When Medicare Advantage was implemented, many of my Medicare patients kept appointments with me, only to find that I was not in their new network. When they were told the advantages of their new plan and encouraged to sign up, no one made clear that they could no longer see their new doctor. So they came to a visit, had to leave, and did not have an appointment with a doctor in their network. Their care and ability to refill prescriptions was compromised. 
Even if the current primary care physician (PCP) is on a patient’s new network, there is likely to be disruption in referral patterns as the PCP discovers that the specialists he/she prefers to use are not on some of their patients’ networks.

In short, I urge you to require Medicaid expansion of North Carolina for the health of its residents, as well as the economy of our state. I further urge you to maximize the role of CCNC and minimize the role of commercial managed care organizations in order to protect access, relationships, and quality of care.

