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Populations with Complex Medical Conditions A
When Medical Management Becomes a Full-Time Job

Maria’s Story

Maria Santos, 42, keeps a calendar on her refrigerator that looks like air traffic control for her body.
Color-coded appointments spread across every week: blue for rheumatology, green for
endocrinology, yellow for nephrology, orange for primary care, purple for therapy, red for lab work.
The colors overlap and cluster, creating patterns that consume her time before she can offer any to
an employer.

The lupus came first, diagnosed at 28 when joint pain and crushing fatigue sent her to a
rheumatologist who recognized the butterfly rash across her cheeks. Then the type 1 diabetes at
35, part of the autoimmune cluster that sometimes accompanies lupus, her immune system
attacking her pancreas after years of attacking her joints and kidneys. The chronic kidney disease
followed, stage 3 now, the lupus having damaged organs she can't replace. Depression arrived
somewhere in between, reactive at first to the losses her diseases imposed, then settling into
something chronic that required its own management. Hypertension came with the kidney
damage, adding another specialist, another medication, another set of appointments to the
calendar.

Maria's monthly medical management burden totals 18 hours before she does anything else.
Rheumatology appointments consume four hours monthly, including travel to the specialist an
hour away and the wait times that never match the scheduled slots. Endocrinology for the diabetes
takes another three hours. Nephrology for the kidneys averages one hour monthly, with quarterly
visits requiring three hours each. Primary care coordination takes two hours. Lab work demands
another two hours, always morning appointments because the tests require fasting, leaving her
weak and foggy for the rest of those days. Mental health therapy takes four hours, the sessions that
help her cope with a body that keeps finding new ways to fail.

The appointments are only part of the burden. Daily blood sugar monitoring takes an hour spread
across the day: testing, logging, adjusting insulin, managing the highs and lows that come despite
her best efforts. Twelve different medications require management, each with specific timing
requirements. Some must be taken with food, others without. Some require spacing from other
medications. Some cause side effects that require monitoring for additional complications. The
dietary restrictions for lupus, diabetes, and kidney disease conflict with each other, creating meal
planning challenges that consume mental energy even when they don't consume time. Prior
authorization battles for specialty medications can take hours each month, phone calls and faxes
and appeals for treatments her doctors have already prescribed.

Maria works as an administrative assistant, 55 hours monthly at a job that accommodates her
medical schedule better than any previous employer. Her boss understands when she calls in sick
during lupus flares, when the fatigue becomes so overwhelming that sitting upright feels
impossible. The part-time schedule exists because full-time work proved unsustainable. She tried.
She failed. The unpredictability of her conditions, the days when inflammation spikes without
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warning and her body demands rest regardless of what her calendar says, made reliable full-time
employment impossible.

I

The math seemed simple when work requirements arrived. She worked 55 hours. She spent 18
hours on medical appointments. Combined, that equaled 73 hours of activity necessary to
maintain her health and contribute to society. She needed 80 hours. The gap was seven hours,
seemingly small, but those seven hours didn't exist in a body already running beyond its capacity.

She applied for a medical exemption. The denial letter explained that she was not totally disabled.
She could work part-time. She was not bedridden. The fact that she spent 18 hours monthly
managing conditions that would kill her without treatment didn't constitute work in the eyes of the
system. The fact that working 55 hours stretched her capacity to its limits while leaving her short of
compliance didn't create an exemption category. She could work. Therefore she should work more.

Maria tried. She signed up for volunteer work at her church, hoping to add the seven hours she
needed. The first month she managed it. The second month a lupus flare put her in bed for a week,
and she missed both volunteer shifts and work shifts, falling further behind. The third month she
tried again but the exhaustion from maintaining medical appointments and work hours left nothing
for additional obligations. She missed reporting deadlines while managing a medication crisis. Her
coverage terminated.

Without insurance, Maria's medications cost $2,400 monthly. The lupus drugs alone run $1,800,
the biologics that keep her immune system from destroying her kidneys. Insulin costs $350. The
remaining medications add another $250. Her part-time salary doesn't cover half of it. She stopped
the hydroxychloroquine first, the medication that had controlled her lupus for years, because the
biologics seemed more critical. Within three weeks, her kidneys announced their objection. The
flare put her in the hospital with lupus nephritis, her kidney function declining toward the threshold
where dialysis becomes necessary.

The hospitalization cost more than a year of her Medicaid coverage would have. Her kidney
function may never recover to pre-flare levels. The spiral that began with seven missing hours of
work requirement compliance ended with organ damage that could require dialysis for the rest of
her shortened life.

Demographics and Scope

People with complex medical conditions face work requirements designed for healthy bodies while
managing illness that constitutes its own full-time occupation. The numbers reveal both the
population affected and the impossibility of the demands they face.

Approximately 800,000 to 1.2 million expansion adults live with complex medical conditions,
representing 4 to 6 percent of the expansion population. Complexity in this context means three
or more chronic conditions requiring ongoing specialist care, creating appointment burdens and
management demands that healthy people cannot easily imagine. The definition excludes those
with single conditions, even serious ones, because the compounding effects of multiple conditions
create qualitatively different challenges than any single diagnosis.

Common patterns cluster certain conditions together. Autoimmune diseases travel in packs:
lupus with diabetes, rheumatoid arthritis with thyroid disease, multiple sclerosis with inflammatory
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bowel disease. When the immune system malfunctions, it often malfunctions in multiple
directions. Diabetes with complications creates its own clusters, adding kidney disease, m
neuropathy, cardiovascular conditions, and vision problems to the original diagnosis. Cancer

survivors with ongoing treatment and monitoring requirements face years of follow-up

appointments, scans, and the management of treatment side effects that can persist long after the
cancer itself is controlled. Organ transplant recipients require lifelong immunosuppression,

frequent monitoring, and immediate response to any sign of rejection. Chronic kidney disease,

heart failure, and COPD with complications each create intensive management needs that

compound when they coexist.

The appointment burden for people with complex conditions quantifies the time that medical
management extracts from lives. Three or more chronic conditions requiring specialist care
average 12 to 20 appointment hours monthly. This figure includes only the appointments
themselves, not the travel time that may add hours when specialists are located in distant cities,
not the waiting room time that stretches scheduled slots, not the pharmacy visits, not the lab work,
not the hours spent on phone calls obtaining prior authorizations for medications that insurance
companies resist covering. A realistic assessment of total medical management time for complex
conditions often exceeds 25 to 30 hours monthly.

Medication management complexity adds another dimension. Five or more medications are
common for people with multiple chronic conditions. Each medication has requirements: some
with food, some without, some separated from other medications by hours, some at specific times
regardless of meals. Managing this complexity requires planning, tracking, and adjustment. Prior
authorization requirements for specialty medications can consume 3 to 5 hours monthly in phone
calls, paperwork, and appeals. The time spent fighting insurance companies for medications that
doctors have already prescribed doesn't count as work under any state's requirements.

Unpredictable symptom patterns make consistent employment nearly impossible. Lupus
flares arrive without warning, transforming functional days into bedridden ones. Multiple sclerosis
relapses occur on their own timeline, not according to work schedules. Inflammatory bowel
disease flare-ups require immediate bathroom access that many jobs don't provide. The
unpredictability prevents the reliable scheduling that employment requires. Employers who
accommodate occasional sick days lose patience with employees who cannot predict when
illness will strike or how long it will last.

Treatment side effects create their own work barriers. Chemotherapy fatigue can last for days
after each treatment, making work during treatment weeks impossible. Steroid medications used
for many autoimmune conditions cause mood changes, weight gain, and physical symptoms that
affect work capacity. Immunosuppressant medications increase infection risk, making workplaces
with public contact potentially dangerous. Medication adjustments while doctors search for
effective regimens create periods of instability when side effects peak and symptoms fluctuate.

Geographic access barriers compound time burdens for rural residents. Specialists
concentrate in urban areas. The rheumatologist may be two hours away. The nephrologist may
require traveling to a different city. Appointment days that would take four hours for urban
residents consume eight hours for rural ones, leaving even less time for the work that requirements
demand.

2002 N. Lois Avenue, Suite 200, Tampa, FL 33607 | GroundGame.Health

Syam Adusumilli, Chief Evangelist, syam.a@groundgame.health




Article 110: Complex Medical Conditions GCGROUNDGAME.
HEALTH"

Failure Modes: When Medical Management Competes with Work <
Hours

Work requirement systems assume that medical care happens alongside employment, not instead
of it. For people with complex conditions, this assumption produces failures built into the structure
of their lives.

The appointment burden time impossibility operates with mathematical precision. Fifteen to
twenty hours monthly for appointments, plus additional hours for labs, pharmacy visits, and prior
authorizations, leaves only 60 hours for work or other qualifying activities. The 80-hour threshold
requires 20 hours more than medical management permits. Reducing appointments to create work
time causes health deterioration, which causes more appointments, which reduces work time
further. The spiral has one direction for people whose conditions require consistent management.

The unpredictability preventing employment stability reflects biological realities that work
schedules cannot accommodate. Flares happen without warning because inflammatory
processes don't consult calendars. The employee who calls in sick three times in one month gets
fired regardless of whether the absences resulted from irresponsibility or immune system attacks.
Employers need reliable workers. People with unpredictable conditions cannot provide reliability.
The jobs they can obtain and maintain are part-time positions with flexible scheduling, which often
don't reach 80 hours monthly regardless of the employee's willingness to work more.

The medical management as work paradox illuminates a fundamental contradiction in how
requirements define productive activity. Managing complex conditions is genuine work. It requires
knowledge, skill, time management, and sustained effort. It prevents hospitalizations that cost the
system far more than outpatient maintenance. It keeps people functional enough to work whatever
hours they can manage. But this work doesn't count toward work requirements because it
produces health rather than employment hours. The person who spends 20 hours monthly
preventing medical crises must find 80 additional hours of recognized activity, as if the crisis
prevention were leisure rather than labor.

Post-appointment exhaustion limits same-day work capacity in ways that scheduling can't
solve. Fasting labs leave people weak and unable to concentrate. Infusion treatments for
autoimmune conditions create fatigue that lasts hours or days. Specialist appointments
addressing serious conditions are emotionally draining even when they don't involve physical
procedures. The assumption that someone can work a full shift after a medical appointment
reflects healthy people's imagination of illness, not the reality of living in a body that demands
recovery time after each intervention.

Treatment side effects impair work capacity during treatment periods that can extend indefinitely.
The person receiving chemotherapy every three weeks cannot work during treatment weeks. The
person adjusting to new medications may spend months managing side effects before achieving
stability. The person on high-dose steroids for a disease flare experiences mood changes,
insomnia, and physical symptoms that make workplace functioning difficult. These treatment
effects are temporary in the sense that they fluctuate, but permanent in the sense that treatment
continues for life.
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The medication adherence crisis from coverage loss produces cascades that cost more than
coverage would have. Complex conditions require expensive medications that patients cannot
afford without insurance. Coverage loss forces medication discontinuation. Discontinuation
causes flares, complications, and hospitalizations. Maria's lupus nephritis hospitalization from
stopping hydroxychloroquine cost more than years of her coverage. The system designed to reduce
costs through work requirements generates costs through medical crises that maintained
coverage would have prevented.

I

The prior authorization burden consuming time goes unrecognized by systems counting work
hours. Insurance companies require prior authorizations for specialty medications, creating
documentation requirements that fall on patients and providers. The hours spent on phone calls,
gathering records, submitting appeals, and following up on denials don't count as qualifying
activities. The person who spends five hours monthly fighting for medication access must find
those hours somewhere else, as if administrative battles with insurance companies were hobbies
rather than necessities.

State Policy Choices: Recognition or Requirement

States implementing work requirements for people with complex medical conditions must decide
whether medical management constitutes productive activity worth recognizing or personal
healthcare irrelevant to compliance.

The first choice involves counting medical management as a qualifying activity. If healthcare
appointments count toward the 80-hour threshold, people with complex conditions could combine
their medical management time with whatever work hours their health permits and potentially
achieve compliance. The argument for counting is straightforward: medical management prevents
hospitalizations, maintains functional capacity, and represents genuine time investment that
benefits both the individual and the healthcare system. The argument against reflects concerns
about verification complexity and the potential for overstating time spent on healthcare activities.

The second choice concerns accommodation for unpredictable conditions. Monthly work
requirements assume consistent capacity across months. People with unpredictable conditions
have good months and bad months, periods of relative stability and periods of flare. Quarterly or
annual averaging would allow compliance despite monthly variation, recognizing that the person
who works 100 hours one month and 40 the next due to illness has met requirements on average.
Critics argue that averaging creates opportunities for gaming systems and reduces the consistency
that work requirements are designed to encourage.

The third choice involves recognition of treatment side effects. Grace periods during intensive
treatment such as chemotherapy, immunosuppressive induction, or medication adjustments
would acknowledge that treatment temporarily reduces work capacity while ultimately maintaining
or restoring function. The alternative treats treatment periods the same as stable periods,
demanding compliance when compliance is medically impossible.

The fourth choice concerns medication management time. Prior authorization battles,
pharmacy coordination, and the hours spent maintaining medication access could count toward
requirements if states chose to recognize this time. The recognition would acknowledge that
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access to medications requires work that the system currently ignores. Without recognition, this
necessary activity competes with other qualifying activities for limited time.

I

The fifth choice involves complexity-based graduated requirements. Rather than uniform 80-
hour requirements regardless of medical burden, states could reduce requirements based on the
number of conditions and specialists involved. Someone with five chronic conditions requiring
specialist care would face different expectations than someone with one condition requiring only
primary care management. The approach would match requirements to realistic capacity. Critics
argue that complexity measurement creates administrative burden and opportunities for
manipulation.

Stakeholder Responsibilities

Multiple actors must coordinate if people with complex medical conditions are to maintain
coverage while managing health conditions that demand most of their available time.

Medical providers and specialists bear responsibility for documenting the appointment burden
their patients carry and providing functional capacity assessments that consider multiple
conditions simultaneously. The rheumatologist who sees Maria every month understands part of
her burden. The nephrologist sees another part. No single provider sees the whole picture.
Coordinating care to reduce duplicative appointments where possible and documenting total
burden where reduction isn't possible falls to providers who may lack time or incentives for this
coordination.

Managed care organizations possess claims data that could identify members with excessive
medical management burdens. The MCO that pays for Maria's twelve medications and six
specialists knows her situation better than any single provider. Proactive identification of members
whose appointment burden approaches or exceeds work requirement thresholds could trigger
outreach before coverage termination occurs. Care coordination that reduces duplicative
appointments could free time for work hours.

Disease-specific organizations like the Lupus Foundation, Multiple Sclerosis Society, and
American Diabetes Association can provide navigation assistance that helps members understand
work requirements and available exemptions. These organizations already support members
through diagnosis and treatment. Extending that support to coverage navigation addresses a
practical need that medical providers may not be positioned to meet.

Employers who hire people with complex conditions benefit from understanding what
accommodation enables. Flexible scheduling for medical appointments, remote work options that
eliminate commute time, and tolerance for unpredictable absences retain employees who would
otherwise lose jobs through illness rather than incapacity. ADA accommodations for chronic
conditions may be legally required regardless of employer preference.

Pharmacies and medication access programs can streamline prior authorization processes that
currently consume patient time. Manufacturer assistance programs can reduce costs when
coverage lapses. The coordination between pharmacies, providers, and insurers that makes
medication access efficient rather than exhausting represents infrastructure that serves this
population.
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Return to Maria [

Maria's medical management consumed 18 hours monthly before she spent a minute working. Her
55 hours of employment represented maximum sustainable capacity given her conditions, her
appointments, and her body's demands for rest between exertions. Combined, her 73 hours of
activity exceeded what most healthy people contribute to any single pursuit. The system found her
seven hours short of compliance and terminated her coverage.

The policy question her story raises is whether medical management should count toward work
requirements. The hours she spent maintaining kidney function, controlling blood sugar, managing
lupus activity, and preserving mental health were not leisure. They were work in every meaningful
sense except the bureaucratic one that determines coverage. Recognizing this work would have
allowed Maria to maintain the coverage that maintained her health. Refusing recognition produced
hospitalization, organ damage, and costs that will continue accumulating for years.

Maria is home from the hospital now, her kidney function worse than before, her future more
uncertain. She has applied for Medicaid again, navigating the redetermination process while
managing conditions that have worsened through the coverage gap. She still has 18 hours of
monthly appointments. She still has 55 hours of work capacity on good months, less during flares.
The math still doesn't reach 80 hours through any combination that preserves her health.

The system that created this outcome could recognize medical management as productive
activity. It could accommodate unpredictable conditions through averaging rather than monthly
thresholds. It could graduate requirements based on medical complexity rather than applying
uniform standards regardless of burden. These are policy choices, not inevitabilities. Maria's
kidneys are paying for the choices already made. The question is whether different choices will
protect the next person whose body demands more management than work requirement systems
recognize as work.
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