Theresa Brown

I’'m Theresa Brown, a clinical nurse working in the Pittsburgh area and an opinion columnist for
the New York Times. Because of my writing work people tell me stories about health care. I've
got two that show the pain UPMC will cause if they follow through on their threat to deny Highmark
patients access to UPMC hospitals.

The first, from an anonymous source, is complicated so I'll try to be clear.

Recent discussions at UPMC on the location of a fetal echocardiogram program—that is, prenatal
heart scans—considered Children’s Hospital of Pittsburgh and Magee and Women'’s. Children’s
was rejected in the end for clinical reasons: it couldn't offer the follow-up care that pregnant
women would need.

But while these clinical options were being weighed, word came down from higher-ups at UPMC
that the fetal echo program HAD to be at Magee and not at Children’s. Because Children’s will
remain accessible to patients with Highmark insurance, UPMC administrators insisted on having
the fetal echocardiogram program at Magee with the goal of pressuring Highmark customers into
switching to UPMC insurance.

Think about that for a moment. UPMC decided to proactively keep select pregnant women out of
a specialized pre-natal program for the sole purpose of scaring those women, and others, into
buying health insurance from UPMC.

That's story number 1. Story number 2 is about a stem cell transplant patient I've stayed in touch
with.

This patient was diagnosed with leukemia and received a stem cell transplant at UPMC Shadyside
when | worked there as a nurse. It is not exaggerating to say we saved this man’s life.

Now, though, because he has Highmark insurance, he's concerned he will either have to switch
insurance to keep seeing his UPMC doctors, or switch doctors to continue using his Highmark
insurance. Stem cell transplant requires life-long follow up and the risk of disease recurrence is
always present so any change is scary because he needs complex ongoing care that's
consistently covered. A health care organization should not cure someone’s cancer and then say,
‘Because of your insurer, your life just doesn’'t matter as much to us anymore.’

| wrote about these issues surrounding access in recent a New York Times column called “Out of
Network, Out of Luck.” In that column | argued that, “The generosity bar should be set higher for
health care than for any other business.” These stories show that UPMC is falling below the
generosity bar. The Frankel-Christiana bill will keep it set high.



As a nurse, | support House Bills 1621 and 1622 because | don't want to have to check

somebody’s insurance first to see if they should get care. And they should be able to receive
care without breaking the bank.

Thank you.
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For several hundred patients at the University of Pittsburgh Medical Center, it started with a certified
letter informing them that they were no longer allowed to see their physicians. The reason? They were
unlucky enough to have insurance called Community Blue, which is offered by a rival hospital system.
Astoundingly, they were barred even if they could pay for the care themselves.

One patient, in the middle of treatment for lung cancer, said at a hearing before a State House of
Representatives committee that she was prohibited from seeing her U.P.M.C. oncologist. Another, with
the debilitating autoimmune disease scleroderma, said she was dismissed from the U.P.M.C. Arthritic
and Autoimmune Center. A third, a five-year breast cancer survivor who needs follow-up care every six
months, was cut off from the doctor who had been with her since she was first given her diagnosis.

Community Blue is sold by a company called Highmark. Like U.P.M.C,, it is both a hospital system and
an insurance provider, part of a growing trend toward vertical consolidation in the two industries. These
and other companies insist that such consolidation streamlines the caregiving system and thus benefits
the patient. But in the short term, they are waging a vicious war over patients — and as the experience in
Pittsburgh shows, it’s often the patients who are losing.

Historically, U.P.M.C. was the biggest health care provider in Pittsburgh and Highmark the largest
insurer. U.P.M.C,, though, has been selling its own brand of insurance for over a decade, and Highmark
recently affiliated with a local multisite hospital system, now known as the Allegheny Health Network.

U.P.M.C. responded to the formation of the Allegheny Health Network by labeling Highmark a
competitor and a threat to its financial sustainability. It has also announced that its current contract
with Highmark will not be renewed, meaning that in December 2014 almost all U.P.M.C. hospitals will
be open to Highmark customers only at out-of-network rates, which are among the highest in the
country.

At the same time, U.P.M.C. is running an aggressive ad campaign for its own health insurance plan, and
Highmark subscribers with Community Blue have been denied access to their U.P.M.C. physicians.
According to an official statement from U.P.M.C,, this denial of access results from “misunderstandings”
related to Community Blue’s being “a cut-rate product.” (Full disclosure: I used to work as a clinical
nurse for U.P.M.C.; my insurance is not through Highmark.)

Things have gotten so bad that State Representative Dan Frankel, a Democrat, and State Representative
Jim Christiana, a Republican, recently introduced legislation in the Pennsylvania House that would
guarantee health system access to “any willing insurer.” I spoke at the news conference announcing the
bill, sharing my concern, as a consumer and a bedside nurse, that the health care providers in Pittsburgh
seem to value market share more than the needs of patients.



All of this is happening within the context of dramatic change in the health care industry. Historically,
insurance companies have had more market power than hospital systems: they set reimbursement levels,
determined which providers and hospitals were in or out of network and chose which patients to insure.

The Affordable Care Act, however, is changing that. By mandating that insurance companies can no
longer deny coverage because of pre-existing medical conditions, or set lifetime caps on total payouts,
the act curbs what some would call past insurance company abuses, and in the process cuts back some of
the industry’s market power.

But while health insurance practices are becoming more regulated, the act, by offering incentives for
coordinated care, has encouraged hospital mergers and the buying up of physician practices.

In line with those changes, more health systems nationally are following the lead of U.P.M.C. and
Highmark, combining health insurance with the provision of care itself. The systems promise that such
networks streamline care and offer lower costs and consistently good outcomes for patients.

But the worry is that integration will yield not better care but higher profits achieved through
monopolistic consolidations and self-serving business practices. The cost of care for an entire geographic
region could increase without making patients better off.

Further, if rural hospitals become part of large integrated systems, patients could be shut out from the
only nearby hospital, as was feared recently in Altoona, Pa., when U.P.M.C. acquired Altoona Regional
Health System.

Profit seeking has its place, even in some parts of health care. But the hospitals in Pittsburgh are
nonprofits supported in part by community donations and public tax breaks. Profiteering is
fundamentally antithetical to who they are.

And the generosity bar should be set higher for health care than for any other business. Hospitals are
not selling cool new phones or marketing the latest app. We produce that most delicate and personal of
products: health. Patients come to us in need, and it’s our job to either make them better or, if we can’t
heal them, offer all the comfort we can.

The Affordable Care Act says that in order to justify their tax-exempt status, nonprofits must show
“community benefit,” offering a possible check on aggressive business practices. However, that
requirement does not specifically address provider-insurer networks or questions of access, and a lack of
compassion has definitely been on display in western Pennsylvania.

Theresa Brown is an oncology nurse and the author of “Critical Care: A New Nurse Faces Death, Life,
and Everything in Between.”
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