I am against the waiver as written for a number of reasons:
· I am pediatric surgical subspecialist, who has worked in North Carolina for over 20 years. My practice is about 45 % Medicaid patients, reflecting the fact that I take care of any child that walks in to see me.  My prior experience in Michigan with managed care systems of Medicaid was terrible in terms of patient access, complexity of management, and poor patient care, for a number of reasons.  Patients had to wait until the first of the month to find who their primary care doctor was, in order to obtain a referral to see us, as their PCP changed month to month.   Some primary care gatekeepers had so many covered lives, that they would not truly be caregivers, but merely referral centers, as they wouldn’t even evaluate the patient for the stated medical problem, prior to sending them on to a specialist. 
· [bookmark: _GoBack]Currently I see patients from  the eastern half of the North Carolina, mostly for complex surgical problems,  and If the waiver goes through as submitted, my office staff would have to keep up with 3 new MCO’s and about 6 provider lead entities. I would be restricted in my ability to care for these patients due to administrative red tape or geographic restriction – and my patients would lose out. If the DHHS desires a person centered approach, it doesn’t make sense to have a large number of entities, as the patients would move between entities, and likely have various medical professionals as they move. Currently I have a larger number of children I have cared for since, birth, because of CCNC allowing them to see me, no matter where they move throughout the state. 
· Managed MCO s are used in other states for Medicaid management, but that does not mean it is good or cost effective care.  After state adoption, a colleague in Louisiana had his children’s hospital close, and felt he had to move out of state. I am not sure where or whether his former patients are getting care.   Connecticut decided to dump the MCOs and go back to its previous system because the MCOs were gouging the system. Tennessee has spotty coverage for pediatric patients.
· The waiver states they want to set up an analytics repository, the HIE , so the DHHS can evaluate safety and quality. And while this system looks good on an application, the reality is that the HITECH portion of the ACA was already to have provided that with the 37 Billion dollar investment in the EMRs that have proliferated since 2012. These systems do a poor job of exchanging data between the different institutions – and I don’t have any expectation that the DHHS system will be any better.  Since the CCNC already has a data center, why not keep the CCNC and its system, and expand it. The DHHS could use the $400 million that it otherwise be paid to the MCOs for their administration costs in order to expand the CCNC system. The current state of inter-institutional medical information exchange is a fantasy, and won’t happen unless every institution uses the same platform. 
· The details of the waiver are incomplete, and thus not transparent. Who is going to provide oversite of the 15 different organizations, especially the private commercial MCOs, who will say their data is proprietary? If the state and federal government are paying the MCO, then the state and federal government should have access to look at cost effectiveness of the program. But if precedent holds, the MCO’s will not allow access, except with what they want to provide. The commercial MCO’s have primary responsibility to their stock holders, not the patients and patients of North Carolina.
· CCNC currently has low overhead , part of which is due to widespread buy in from practitioners across the state who have helped craft and manage the system.
· The CNCC yearly report states;”For the 12-month period ending December 2015, total costs were 5% below the benchmark; inpatient admissions were 26% below the benchmark; readmissions were 51% below the benchmark; and emergency department utilization was 7% below the benchmark.” Clearly the system in place saves money, partly due to its widespread participation of pediatricians, and by ease of use, and the programs it has built to build medical homes, and allow managers to follow patients after discharge.
· While I applaud the idea that value and quality are important, where does DHHS state get the idea that pediatricians don’t already provide value and quality? Since 1997, Year after year, independent evaluations of children’s health benchmarks have been improving. If there is any failure in improvement, it is likely due to problems with access to care- partly due to low income parents having medical and psychiatric issues that are not addressed because they have no insurance. Expanding Medicaid to low income adults in North Carolina would increase the health of children in our state, and the waiver should not be accepted until expansion of Medicaid is a part of the waiver. 
· If the DHHS wants to transition to a person-centered home, it will require the parents of children on Medicaid to also receive some type of insurance, do the family can all be covered. We cannot improve the health and wellbeing of the children unless their parents are included in person centered health programs – and thus the waiver should expand Medicaid according to the ACA.
In short, the waiver as stated has multiple shortcomings that should be addressed before CMM acceptance.
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