
	

 
 
Chai
hono
futur
our h
 
My n
Pres
 
In No
chan
new 
tell u
of th
prior
 
Over
prima
work
most
for re
docto
mana
acros
deliv
 
This 
coun
the c
impro
Care
Medi
urba

Senat

rman Sand
or to be with
e, both in te

healthcare s

name is Alle
ident and C

orth Carolin
nge with new
regulatory 

us they have
his, buildin
rity in heal

r the last 15
ary care sy

kforce partic
t states.  Th
eimburseme
ors by CCN
agement pl
ss CCNC’s

vered. 

unique pub
nties, has he
country (see
ovement an

e was show
icaid progra
n areas (Se

State
te Committe

ders, Senato
h you today
erms of acc
system and

en Dobson.
CEO of Com

na, as in mo
w payment 
requiremen
e the latest 
g and sup
lthcare pol

5 years, No
ystem.  Ove
cipates in C
his is the re
ents than o

NC. This inc
latforms tha
 entire state

blic-private 
elped to giv
e Figures 1
nd cost con

wn to save n
am.  CCNC
ee Figure 3

ment of L. 
ee on Heal

Wednesd

or Burr and
y to discuss
cess to qua
d economy.

  I am a fam
mmunity Ca

ost of the co
structures,

nts, and a n
innovation

porting a s
licy.  

orth Carolina
er 90 percen
CCNC, a Me
esult of Nort
other states
cludes heal
at enable th
e-wide foot

infrastructu
ve North Ca
 and 2, belo

ntrol. In an i
nearly a billi
C’s system w
3 for geogra

 

 
 
 
 
 
 

Allen Dob
th, Educati

day, April 9,

d members 
s health pol
ality healthc
 

mily physici
are of North

ountry, ther
, new techn
new industr
 or technolo

strong prim

a has built a
nt of North 
edicaid part
th Carolina 
and the su

th informat
he applicatio
tprint and im

ure, which c
arolina the 
ow), makin
ndependen
ion dollars o
works equa
aphic distrib

bson, Jr., M
on, Labor a
, 2014 

of the com
icy issues t

care and the

ian in North
h Carolina (

re has been
nologies, m
ry of healthc
ogy that wi

mary care 

a strong, co
Carolina’s 
ticipation ra
paying a s

upport prov
ics and low
on of popu

mprove the 

covers all 1
lowest Med
g it a nation
nt actuarial 
over a 4 ye

ally well in r
bution of pri

919-

2300 Re

www

MD 
and Pensio

mmittee, it is
that are crit
e overall str

h Carolina a
(CCNC).   

n a whirlwin
market conso

care “consu
ll fix it all.  D
base rema

ommunity-b
primary car
ate far high
somewhat h
ided to prim

w-cost care 
lation mana
quality of c

00 of the s
dicaid grow
nal model f
study, Com

ear period in
rural, under
imary care 

-745-2434 

exwoods Drive, S

w.communitycare

ns 

s a great 
tical to our 
rength of 

and 

nd of 
olidation, 
ultants” who
Despite all

ains the top

based 
re 
er than 

higher rate 
mary care 

agement 
care 

state’s 
wth rate in 
for quality 
mmunity 
n our 
rserved and
facilities).

919-745

Suite 200, Raleig

enc.org 

1	

o 
l 
p 

d 

5-2351 

h, NC 27607 



	

Figu

	
Figu

 
 

ure 1 

ure 2 

 

	

 

2	



	

Figu

 
Our m
level
provi
Patie
colla
Cent
 
We h
colla
deliv
 
Uphe
over
med
the f
citize

 

ure 3 

model has 
 and linking
iders togeth
ent Centere
boration wi
ters (AHEC

have thrived
boration wi

vered to our

eaval in th
r the last 2-
ical homes
future prim
ens. 

 

improved c
g providers 
her.  We pr
ed Medical 
ith the NC O

C), NC Divis

d on innova
ith all our p
r most vulne

e healthca
-3 years an
s are unde

mary care w

care by buil
together th

rovide supp
Home (PCM
Office of Ru
sion of Med

ation, foster
artners aro
erable citize

are landsca
nd our doc
er stress an
workforce a

 

ding capac
hrough a sta
port for prac
MH) suppo
ural Health,
ical Assista

ring change
ound a com
ens. 

ape, howev
ctors are re
nd this will
and access

city at the p
atewide inf

ctices seeki
rt and othe
, NC Area H
ance and ot

e, and esta
mon goal, i

ver, has ac
eeling.  Ou
l have a sig
s to quality

rovider and
frastructure 
ing recognit
r needed h
Health Edu
thers. 

blishing a c
improving t

ccelerated 
ur primary 
gnificant im
y healthca

 

d communit
that links 

tion as a 
elp in 
cation 

culture of 
the care 

rapidly 
care 
mpact on 

are for our 

3	

ty 



4	
	

If you are a primary care physician in NC: 
 

 You have probably just bought and implemented an electronic medical 
record and are now figuring out how to meet meaningful use 
requirements.  You may be with vendors who have promised a Ferrari 
and delivered a Yugo.  Many EHRs still are not capable of providing 
needed reports or communicating with other systems effectively.  

 Despite buying into technology, doctors are inundated with paperwork 
and clerical tasks often turning physicians into data entry clerks. A 
recent national survey demonstrated doctors spend 22 percent of their 
time on paperwork; that is equivalent to 1 day a week of work. 

 You may have been promised enhanced reimbursement for becoming 
an accredited Patient Centered Medical Home and may have invested 
$30,000 to $40,000 and hundreds of staff hours and have yet to 
recoup your investment. Promised payment reforms have been slow to 
come, leaving primary care doctors a volume-based payment system 
while being told they need to must prove their value before payment 
changes can be considered. 

 Physicians now have to decide whether to join (or become) an 
Accountable Care Organization.  A recent national survey of emerging 
ACOs put the price tag for start-up costs at $4M to $10M. The decision 
of independent physicians to join larger ACOs may be based on 
money rather than performance. 

 There is rapid consolidation of our hospital systems, leaving 
independent physicians little choice but to take on salaried positions 
with large health systems.  The number of independent hospitals has 
dropped from 142 to 24. From personal communications I have had 
with the North Carolina Medical Society and North Carolina Hospital 
Association, it appears that the number of independent cardiology 
practices in North Carolina has dropped from 196 to 4 in just the last 
two years.   

 While some notable integrated delivery systems have increased 
healthcare value for purchasers, consolidation also decreases 
competition and may actually decrease local collaboration and 
innovation as the systems becomes more competitive and proprietary.   

 There has also been rapid growth in healthcare technology platforms 
that promise to activate patients, provide remote monitoring, and 
control costs.  Our state legislators and NC Department of Health and 
Human Services staff are inundated with information from vendors 
promoting the latest app or care management solution and promises of 
savings and return-on-investment. Without a state infrastructure or 
larger reform plan, more fragmentation will occur.    

 Unfortunately, this chaos is also having an impact on recruiting medical 
students and residents into primary care.  While we have increased the 
number of medical student slots in NC, only 19 percent are choosing 
primary care specialties (See Figure 4, below). 
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However, medical homes cannot function under a reimbursement model 
where physicians must see patients every 10-12 minutes.  Payment 
structures that incentivize team based care, population management, 
quality data reporting, and accountable care are a start; but we are finding 
that our independent practices are struggling to participate in these new 
models.   
 
One of our pediatricians said “I met with my office manager and my 
accountant, and we figured out that it costs me $87 an hour to be involved 
in quality work. I’m not rewarded for it. Doing quality work actually costs 
me at this point. None of my partners are particularly interested in doing it 
and they take home more than I do. I do it because it is right and because 
I see it coming. I also get ulcers when things are not running efficiently 
and doing quality work has really improved our ability to not let patients fall 
through the cracks. Some things that used to keep me up at night don’t 
anymore since we have these processes in place. We are delivering better 
care – no doubt.” 
 

2. Payment reform is needed now and on a larger scale. It should focus 
on incentives that allow primary care doctors – especially those in 
independent practices and FQHCs – to form continuous relationships that 
engage and activate patients to change behaviors and allow physicians to 
manage at risk populations.  The Direct Primary Care model where some 
or all primary care services are capitated with a flat fee is one example 
that shows promise.   

 
3. States need structures to support and build capacity in rural areas 

and for independent practices.  In the CCNC program, two-thirds of our 
Medicaid population is cared for in approximately 900 independent 
practices. In fact, despite the consolidation of the last few years, over 60 
percent of the Medicaid population is still cared for by independent 
physicians and FQHCs, the majority in the rural areas of NC.  Our 
independent practices, like FQHCs, take care of a complex case mix and 
are our higher performers in total cost of care, hospitalization rates and 
readmission rates.  With the exploding costs of “practice overhead,” we 
need lower cost utilities for practices to subscribe to that will allow them to 
participate in value-based care.   

 
In NC, we have built a statewide informatics infrastructure that supports 
our practices and has enabled our practices to identify ED super utilizers, 
patients who are not getting their medications filled, and those with chronic 
disease who are missing needed tests like hemoglobin A1Cs.  Our 
platform also allows them to compare their clinical quality data with that of 
their peers and motivates local clinical management entities to improve 
population health.  
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We are now working with our partners including FQHCs to knit together a 
statewide health information exchange that will allow practices to report 
quality data and identify populations that need more intensive care 
management and will allow physicians to use healthcare resources more 
efficiently.  
 

In summary:  In North Carolina, we have found that supporting primary care and 
residency training in local settings has led to local collaboration and care 
improvement – and ultimately improved quality and cost control.  We look to 
policy makers to help enable community-based infrastructures such as health 
informatics and care management supporting primary care that will further 
improve population health outcomes.  Highly functional integrated health systems 
play an important role, but there will be a need for state-based “utilities” to 
support rural and independent practices to achieve lasting and widespread 
reform of our healthcare system.   
 
Thank you for the opportunity to testify before this committee. 
 
 
 
 
 


