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CORRESPONDENCE

can Physicians and Surgeons showing that 93.7%
of respondents voted to abolish MOC require-
ments. In its place, Mandel proposes a limited
trial to test the value of MOC secure examina-
tions, an exercise that would leave in limbo some
450,000 physicians who are actively involved in
MOC through 24 specialty boards. Our article
quotes Wachter, who makes a valid argument
that, in the face of multiple competing efforts to
judge physician performance, such a vacuum
would be risky because if MOC went away, “it
would be quickly replaced by more regulatory
external bodies that ultimately would be more
burdensome to physicians” and would not be led
by them. To some extent, three varying views of
MOC published in the Journal reinforce Wachter’s
opinion. One editorial said: “The experts for and
against MOC agree that the concept of recertifi-
cation is sound — what they disagree about is
the process.”

As Norris and Nora emphasize, the ABMS is
mindful of the criticisms of the current MOC
and is committed, along with its specialty boards,

to ongoing improvement of MOC as outlined in
a 2012-2015 strategic plan approved by the board
of the ABMS.? The plan calls for more extensive
researching of the impact of MOC on the quality
of care, increasing the value of MOC to partici-
pating physicians, and integrating MOC more
effectively into the practice environment. To this
end, the boards plan to solicit direct feedback
from physicians on MOC and implement a pro-
gram that would engage physicians in local im-
provement projects to satisfy MOC practice-
assessment requirements.

John K. Iglehart
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University of California, San Francisco
San Francisco, CA
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State Medicaid Eligibility and Care Delayed Because of Cost

TO THE EDITOR: Provisions of the Patient Protec-
tion and Affordable Care Act (ACA) are expected
to reduce the number of adults who delay seek-
ing needed medical care because of cost.! Re-
forms are expected to improve the ability to ob-
tain care, in part, by extending Medicaid access
to adults with incomes at or below 133% of the
federal poverty line.2 A recent Supreme Court rul-
ing gave greater latitude to state approaches to
Medicaid expansion.? Various state strategies for
implementing reforms may amplify geographic
variation in the prevalence of delayed care. Esti-
mating the existing variation in and correlates of
delayed care may assist states that are planning
to improve access within and beyond the frame-
work provided by the ACA.

We examined county-level geographic varia-
tion in the prevalence of care delayed because of
cost among 289,333 adults who were 18 to 64 years
of age in the 2010 Behavioral Risk Factor Surveil-
lance System (BRFSS) survey, a state-based tele-
phone survey of health care access and health
status. We calculated smoothed county-level prev-

alence estimates of delayed care using general-
ized linear mixed models.* We examined the
relationship between Medicaid eligibility thresh-
olds for working adults with children and the
odds that the BRFSS survey participants would
delay seeking care. Statistical models were ad-
justed for the participants’ sociodemographic
and clinical characteristics and for the charac-
teristics of the state and local health care infra-
structure.®

As shown in Figure 1, the county-level preva-
lence of delayed care ranged from 6.5% in Nor-
folk, Massachusetts, to 40.6% in Hidalgo, Texas.
More restrictive Medicaid eligibility criteria were
associated with a higher prevalence of delayed
care than that observed when eligibility criteria
were set at or above 133% of the federal poverty
line. For example, the increased odds of delayed
care was 16% as high among persons with in-
comes between 67 and 127% of the federal pov-
erty line and 42% as high among persons with
incomes between 17 and 44% of the federal
poverty line. In addition, a higher concentration
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Data are from the 2010 Behavioral Risk Factor Surveillance System survey.

Figure 1. County-Level Smoothed Prevalence of Delayed Care Due to Cost among Adults between the Ages of 18 and 64 Years.

of primary care doctors was associated with a
lower prevalence of delayed care (see Table 1 in
the Supplementary Appendix, available with the
full text of this letter at NEJM.org). We reviewed
data on the prevalence of delayed care in six coun-
ties in areas with different strategies for man-
agement of the health care infrastructure. Table 2
in the Supplementary Appendix shows that popu-
lations in counties with the highest prevalence
of delayed care were more likely to be Hispanic
and have low incomes and a high prevalence of
chronic disease, and these areas had a relatively
late history of state Medicaid expansion.

Our results suggest stark geographic differ-
ences in the prevalence of care delayed because
of cost. Particularly vulnerable areas were in the
South, including Texas and Florida. States and
counties with a high prevalence of delayed care
had a weaker health care infrastructure than
states with a lower prevalence of delayed care.

1264 N ENGLJ MED 368;13

Since states determine strategies for implement-
ing the ACA, areas with a high prevalence of
delayed care should monitor their progress with
the use of the BRFSS survey and other data
sources. These states may require additional in-
vestments to “catch up” to places with a stronger
infrastructure.
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CORRECTION

Endovascular Therapy after Intravenous t-PA versus t-PA Alone
for Stroke (March 7, 2013;368:893-903). At the top of Figure 2
(page 899), “Relative Risk (95% CI)” should have been “Relative
Risk (99% CI).” The article is correct at NEJM.org.
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MINDFUL PRACTICE: FOCUS ON SERIOUS
AND LIFE-LIMITING ILLNESS

The workshop will be held in Batavia, NY, May 1-4. It is
sponsored by the University of Rochester Department of Fam-
ily Medicine and Center for Experiential Learning.

Contact the University of Rochester Center for Experiential
Learning, 601 Elmwood Ave., Box 709, Rochester, NY 14642; or
call (585) 275-4392; or see http://[www.urmc.rochester.edu/cpe.

SOCIETY OF LAPAROENDOSCOPIC SURGEONS

The following meetings will be held: “Minimally Invasive
Surgery Week: Annual Meeting & Endo Expo 2013” (Reston,
VA, Aug. 28-31) and “AsianAmerican MultiSpecialty Summit
VI: Laparoscopy & Minimally Invasive Surgery” (Honolulu, HI,
Feb. 12-15).

Contact the Society of Laparoendoscopic Surgeons, 7330 SW
62nd Place, Suite 410, Miami, FL 33143; or call (305) 665-9959;
or fax (305) 667-4123; or see http://www.sls.org.

MAYO CLINIC

The following meetings will be held in Rochester, MN: “Ad-
vanced Techniques in Shoulder Arthroscopy, Arthroplasty &
Fractures” (April 26 and 27); “34th Annual Practice of Internal
Medicine” (April 29-May 3); “Commercial Driver Medical Ex-
aminer Training” (April 26, May 17, June 7); “Mayo Clinic Gen-
eral Thoracic Surgery Symposium” (May 3); “5th Annual Hos-
pital Medicine for Nurse Practitioners and Physician Assistants”
(May 15-17); “Mayo Clinic Clinical Autonomic Quantitation
Workshop” (May 17-19); “20th Annual Nicotine Dependence
Conference” (May 20 and 21); “Disorders of the Wrist” (May
24-26); “Mayo Clinic 10th Annual EUS Summit” (Aug. 1-3);
and “Mucha Symposium on Acute Care and Trauma Surgery”
(Aug. 8 and 9).

Contact the Mayo School of Continuous Professional Devel-
opment, 200 First St. SW, Rochester, MN 55905; or call (800)
323-2688 or (507) 284-2509; or fax (507) 284-0532; or see
http://www.mayo.edu/cme; or e-mail cme@mayo.edu.

IDWEEK 2013: ADVANCING SCIENCE, IMPROVING CARE

The meeting will be held in San Francisco, Oct. 2-6. It is
jointly presented by the Infectious Diseases Society of America
(IDSA), the Society for Healthcare Epidemiology of America
(SHEA), the HIV Medicine Association (HIVMA), and the Pedi-
atric Infectious Diseases Society (PIDS).

Contact Dana Johnston, IDWeek, 1300 Wilson Blvd., Suite
300, Arlington, VA 22209; or call (703) 740-4961; or e-mail
info@idweek.org; or see http://www.idweek.org.

AMERICAN SOCIETY OF TROPICAL MEDICINE
AND HYGIENE

The “ASTMH 62nd Annual Meeting” will be held in Wash-
ington, DC, Nov. 13-17. Deadline for submission of travel
award applications is April 3. Deadline for submission of ab-
stracts is May 2.

Contact the American Society of Tropical Medicine and Hy-
giene, 111 Deer Lake Rd., Suite 100, Deerfield, IL 60015; or call
(847) 480-9592; or fax (847) 480-9282; or see http://[www.astmh
.org.
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