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DR. LOUIS DIBERNARDO:  My name is Louis DiBernardo, I’m a family physician by civilian trade; it’s one of the many hats I wear.  I’m also functioning as a moderator, and commenter, and colleague, so we only have two speakers that are hear for this presentation today, which I think will be all more to the advantage because, you’ve got two veterans of service here, so who better to hear it from than the horse’s mouth.

For the record, neither of us have any disclaimers, no financial interests, so there, that takes care of that step.  Make sure that you please sign-in on the sign-in sheet, and if you need to do an evaluation form for CME, please do so, if not, we still need evaluation forms in order to rate our lecture here today.


One of our colleagues who is not here today, I’m going to actually steal his slides, and just to give you the quick, very general one over of the Veteran’s Healthcare Administration, there are points of it that I like, and points of it that you’ll hear in my critique later on, so it’s kind of an interesting way to give you both sides of the perspective; I’m not here to sell the VA by any means, but certainly knowing about the system, and what are its good points, and what are its points of improvement, is the purpose of today’s discussion.


With regards to the VA system, they quote of the day, which we’ve heard, I think at full level at this point is, cultural competence, cultural competence, etc., I mean, it’s the same ongoing them that we’ve had for years when it comes to minority health in general, however later on, I am going to poignantly point out that, cultural competence takes on a different definition when it comes specifically to veteran’s health, and we’ll get to that as we lean towards the latter part of the session.


You’ve seen, perhaps you’ve seen things on the news, things in the American Medical Association Journal, about VA healthcare, it’s the best, greatest thing to hit this planet since sliced bread.  There’s been a lot of articles and publications about how much it has revamped itself to its credit, unfortunately, part of the result of that happening was because of the scandal with the Walter Reed Medical Center, and patient complaints, and the quality of just the infrastructure, which actually led to the removal of a couple of high-ranking US Army Generals who were in charge of that, so I personally, myself, I trained in VA hospitals in Southern California, Los Angeles, Long Beach, and San Diego.

I’ve worked in military medicine even before I even thought about joining the Army, by working at the Balboa Naval Hospital, so the electronic medical record system that’s been there forever, it certainly is the model and the tier that all the other civilian medical practices have come to aspire to be like.  Just more quotes, different articles, different citations from different sources, speaking to the quality of care that the VA states that it gives.


The VA administration is obviously subdivided, it’s a huge monster, it not only focuses on healthcare specifically, but it also offers resources for things like job placement, or relearning certain skills if you are an infantryman who has just come back, or an infantrywoman, and you don’t want to carry a weapon as a career, then getting new skills to learn a new trade is something that the VA also offers, obviously the VA is a huge organization, many employees, many affiliations with different academic institutions; of interesting note though, within the VA system, and the statistics were verified by me just downstairs with one of the VA representatives who’s here this weekend, only 1/3 of all employees of the VA are actually veterans themselves.


And you kind of wonder, “Well, that’s not bad.”, but certainly from a point of one knowing how to take care of someone who’s also been there and done that, you start to wonder about the lack of military cultural competence that exists in the VA; we’ll get to that a little bit later.  Who are the VA patients?  There are about 5.3 million VA patients, 7.8 million enrollees, in my later lecture today, I will speak more specific to the actual definitions of who qualifies for VA healthcare because, just because you’ve worn a uniform, doesn’t automatically qualify you for VA benefits, okay, there are very specific stipulations, and some of those stipulations vary from state to state also.

The VA system not only has an older population of World War II vets, as a matter of fact I think it was only just this March 15th that are last known World War I veteran was laid to rest in Arlington cemetery here, so the last of our World War I vets has gone to a better place, and we have our World War II vets, Korean, Vietnam, and a whole slew of Iraq and Afghanistan vets, not to mention those who have also qualified for VA healthcare who have gone to other missions, South Korea, Kosovo, Africa, okay.


From a variety of backgrounds, a variety of cultures, ethnicities, and we’ll get into more of that in a few minutes; of interesting note here, on the right side, which hopefully you all can see, and with regards to enrollments to, larger and larger growing female population of veterans in every branch of the United States military, per year, there are more female recruits, per ethnicity, than males, and to be specific, Hispanics, if it’s 5% for males, it’ll be 8% for females, and that’s true whether it’s Army, Marine Corps, Navy, Coast Guard, Air Force, and that’s not something that I think the VA was ready to handle, and we’ll get to that.


Diversity in the United States, again, these are statistics that you’ve all seen and heard all weekend, we don’t need to beat the dead-horse; so I’m going to skip through some of these.  We know that, as time goes by, minority populations are beginning to take up a larger percentage of the population, and it’s something that affects not only how healthcare is supposed to be delivered, but it also relates to our political strength, our education, our infrastructure, and our workforce.


Who is Hispanic, I’m going to skip over this slide because it’s kind of strange how, form a race identification point of view, when it says, “What race are you?”, the options are White, Black, and Asian, but there is no Hispanic race box, you actually have to say that you're white, and then under ethnicity, then it breaks down Mexican-American, Puerto Rican, etc., so there are many interesting reasons for that, but not the focus of this conversation today, but if they ever ask you what part of Hispania your ancestors come from, maybe you can give them a creative answer.


These statistics here, if you’ll focus down on the bottom first, fiscal year 2007, okay, nearly 350,000 Hispanics enrolled in VA healthcare, accounting for about 4.8% of all the millions of enrollees; and it said that, in that same fiscal year, about 230,000, or so, used the VA healthcare system.  Now, based on those statistics, and I did a little math, that’s about 44%, therefore, of all Hispanic veterans in fiscal year 2007 that did not use the VA healthcare system.  Now when you go up to the upper part of the slide, where it shows you the new numbers for fiscal year ’08, 364, but look at the other number, 204, down to 34%, so from one year to the next, we as an ethnic group or population, are using less of the VA healthcare system, and this is information that comes from that VA, so we need to understand the functions and the meaning behind that, why is that?


The facts, there have been multiple studies, which again, are reemphasized year after year; the amount of waiting time for certain ethnicities in an emergency room, the type of healthcare that is delivered, the type of a workup that one gets if it’s a White person versus a Hispanic versus a Black person, the Harvard did a real good study, which had videotapes showing how the same patient, when you remove bias for age and for the motions, “It hurts over here on the chest.”, for example, how certain ones were more apt to get a cardiac workup versus not, and it seemed to always tend to be the trend that it was disproportionately biased against minorities, and so that slide functions to state the same point again here.

Communities of color disproportionately affected, I think we all know that, that’s why we’re here, if that were not the case, we wouldn’t need conferences like this.  The leasing causes of death among Hispanics, or Latinos, 2006, as you’ve already heard, heart disease is still the number one killer, hands down, okay, second is cancer, injuries, like motor vehicle crashes, then stroke, diabetes, and the list goes on and on.  What the research suggests?  Well, I think we already know that the research suggests that we need to diversify our healthcare workforce, and getting healthcare providers to become culturally competent is the challenge of the century, I believe, there’s only so many people of different ethnicities that make up the medical workforce these days, and trying to get competent teachers to teach cultural competence is definitely a challenge; it’s a challenge on the civilian side, within the government side, I can’t imagine that it would be any easier to do so, even with resources made available.


The VA’s response to what these research findings are suggesting, there is a minority veterans program, under the auspices of the Center for Minority Veterans, it’s an organization that was founded in about 1994, I never knew about it until I was preparing for this conference, and this is 2011.  The Cultural Competence Initiative mirrors that of other initiatives that are done, usually either county or state levels, to try to bridge that gap between the ethnic diversity that there is, and the type of healthcare that is delivered, again, we’re focusing specifically on healthcare here, remember that the VA is a broad range of services; and the one standard of care, obviously, is excellence, well I think that could be probably the true goal for just about anybody who’s trying to deliver patient care.

The goals of the Minority Veteran Program is stipulated by the VA, are to increase awareness for minority veteran’s related issues.  Now, in the slides that I will show towards the end of this lecture today, I’ll break down these little points a little more specifically, and give you my perspective, as a Hispanic veteran, what the good parts are, and what parts need improvement.  There’s the definition of cultural competence, straight out of the VA, for the record I shall read it, “The ability of individuals and systems to respond respectfully, and effectively, to people of all cultures, classes, races, ethnic backgrounds, and religions, in a manner that recognizes, affirms, and values the cultural differences, and similarities, and the worth of individuals, families, and communities, and protects, and preserves, the dignity of each.”, so that is, by VA’s definition, what cultural competence is.


Having something in theory is wonderful, putting something that’s theoretical into practice, however as you will come to see, not so easy, and not always successful, even though it’s written on the walls, or as part of a policy manual.  Patient centered care, kind of along the same themes as we were listening to earlier today, the new restructuring of how insurance companies are going to start trying to take care of patients, or how we, as an active voice, pushing legislation forward to get this care model adopted, is something that is also happening in the VA.


The workforce, obviously if you're going to have cultural competence, you have to have a diverse workforce as well, and I will give my props to the VA, in every VA I’ve ever stepped into, there is definitely a lot of diversity among the workforce that’s there; the nurses, the staff, maybe not so much the physicians, but again, that’s something else that we’ll get to in a few minutes.


More on the same measures for standard of quality of care with cultural competence, communication, patient safety, involvement of the patient and the family, in the care of veterans, and as you can see down below, the CMS offices and the joint commission are also actively involved, you also saw in one of the slides from earlier today that, the VA healthcare system was one of the different main bodies of healthcare organization that the joint commission is working on in order to improve healthcare across all those lines, both veteran and non-veteran.

The single standard of care with the electronic health record, obviously makes a big difference; that is one area also, where the VA has always been the leader.  They have been conducting some of their own studies, one example here is the Hypertension Study, and trying to empower veterans with technology; these are just the features of the eHR, as it is referred to in the VA.  The different computer programs and hardware that are used for that system, since I’m not an IT person, I’m not going to speak to this in much detail, and the 15 sites of where the VA’s currently running its Hypertensive Study; showing the differences between the different ethnicities of what the control is, by race.


As you can see along the bottom, as you go from one year to the next, there seems to be some trends in improvement, you can actually see here at around 2003, mid-year, you kind of saw the green line, which represents the Hispanic hypertension values, they seem to now mirror that of the Caucasian control, however, African-American data demonstrates clearly that there are still a lot of inadequacy when it comes to getting that particular ethnic and racial group to get to that same level of control when it comes to that disease.


The personal health record, again, same thing we’ve been talking about in getting everything electronic, using technology to make the medical record more portable, more accessible to the patients, and that the patient can easily get the information that he or she needs to continue being active in his or her own healthcare.  So the takeaway points from this veterans lecture, or VA system lecture was that, there’s obviously a lot of diversity, even within the Hispanic population, I would stretch that to say that, even in other ethnic minority groups, like African-Americans, there’s a lot of diversity, and subgroups, in that population as well, it’s not just us.

With the way recruitment strategies are going these days, and with the way the economy’s going these days, it is no surprise that you are starting to see more people of minority groups enlist into the Armed Services, we can get into that data later on if we have time; to my own surprise though, in looking at the literature, and in reviewing the Department of Defense data, the statistics of enlistment seem to either match, or still fall below the percentage of that particular group in the general population in the United States, so that theory that there’s an over-enrollment in certain ethnics, compared to the population, doesn’t seem to, I haven’t found any data to substantiate that claim; of course, it also depends on your sources, mine come from the government, you can take that for what you will, but I certainly am not going to say that my own Department of Defense is fudging the numbers, because it’s pretty straightforward, it’s public information, it’s out there.


That’s all for that intro on Veterans Administrative healthcare.  To transition, let me go ahead and get the next one ready, and then I’d like to introduce my colleague here, who I’m very excited to tell you all about, just give me one second, there we go, okay, alright, Dr. Evelyn Lewis earned her medical degree from the University of Health Sciences, Chicago School of Medicine, and completed her residency in family medicine at Naval Hospital in Jacksonville.  She did a two-year faculty development fellowship in Madigan Army Medical Center, in Pacific Lutheran University with a Master’s degree in the social and behavioral sciences.


In June of 2003, Dr. Lewis retired from the United States Navy after serving 25 years, so thank you for your service.  During the past six years, Dr. Lewis was a director of medical policy worldwide public affairs and policy for Pfizer, and currently she serves as deputy director of the National Medical Association, Montague Cobb Research Institute, and is the president and CEO of Evelyn Lewis International.  She has been involved as a faculty member at many campuses, she has received grants and done research under the NIH, multiple, multiple awards, I could spend the whole rest of the time here reading about her, but it is with great pleasure that I introduce Dr. Evelyn Lewis to the stand to talk to you about veteran’s healthcare.

DR. EVELYN LEWIS:  Good afternoon, I asked my colleague not to go far because there’s a little bit of video that I want to show you, and I don’t have that IT connection quite yet, but in any event, the leadoff presentation really sort of rolls us into what I’m going to talk about.  I do talk, to some degree, about PTSD, and some of the other components when we get cultural competency, and other areas, so as we go along, there’ll be some I’ll move through a little bit faster, just because we’ve seen them before, in others I’ll spend a little bit more time on.

Part of what I’ll talk about today comes from what I’ve been doing with my colleague and partner, Ronald Steptoe, you saw here that I was the chief medical officer for the Steptoe Group, and what we’ve done is, through a series of events, develop a training program, if you will, for our providers and Allied Health professionals who will be treating, or who do treat, our service members returning with PTSD and TBI, and so some of what I’ll talk about comes from what we’re doing in that program, and other pieces of it are around other specific issues, but our approach to that whole training piece was looking at the problem, solution, and outcome, and the problem has been really defined for us by a number of different entities, if you will; one was the Vietnam studies, the second document that we relied a lot on was the Rand Report, Invisible Wounds of War, and if you have the time and interest, I would encourage you to go the internet and pull that up and actually take a look at it, it’s a very interesting report.

And then the Steptoe Group itself did market research around the National Capitol area, where we talked with providers from Walter Reed, from the National Naval Medical Center, and from Fort Reed, around the whole issue of cultural competency, military culture, physician/patient communication, how that all links together, and what it does, in terms of its impact on patient outcomes.  Some of the entities that are helping to sort of reinforce what needs to happen, are things like entities like the joint commission, the National Standards on Culturally and Linguistically Appropriate Services, and then also The Accreditation for Graduate Medical Education, they’re the body that sort of oversees the training of medical residents, you could say the same thing for medical students, for the body that oversees accreditation of medical schools, or the LCME.


And so, in terms of looking at what the problem was in trying to outline a solution for that, that was sort of the second phase of what we looked at, and it seemed as though what was missing, or what could enhance, and perhaps significantly impact the outcomes would be, how we would look to integrate military culture, cultural competency, and patient/provider communication into the treatment modalities that are used, and so to be clear, the training that we will be talking about, and that we developed, has nothing to do, specifically with how you treat PTSD, so we’re not suggesting that positive psychology versus cognitive behavioral therapy is better, one is better than the other, what we are proposing is that, the implementation and integration of this type of information into the treatment modalities that providers use, will indeed yield better outcomes.


So again, the documents in which we looked at, and researched, before going and saying, “Okay, this is what needs to happen to fix this.”, was indeed the Rand Corporation, you heard me talk about Invisible Wounds of War, and what they, sort of a really slim summary, like I said, if you have an interest in this area at all, go pull that document up, it is quite comprehensive, but if you were to funnel it down to a couple of sentences, they end up talking about increasing the cadre of providers who are trained and certified to deliver evidence based, patient centric, and equitable care.


When you look at what the joint commission is now talking about, in January 2010, they released a new set of revised standards, which they are looking at for patient centered communication as a part of a project to advance, again, effective communication, cultural competency, and patient and family centered care.  When we look at the new Patient Protection and Affordable Care Act, again, you find those words consistently integrated into portions of that also, model curricula for cultural competency, reducing health disparities, aptitude for working with individuals with disabilities training, etc., so you can see those words interwoven to include, even the ACGME, where it talks about requires that residents demonstrate compassion, respect, and responsiveness to patient needs.


So as we talk about this, and as we progress through some of the slides that we have to show here, I want you to think about this in its entirety, if you will, the big picture, you here cultural competency, you here patient centered care, you get the definitions of culture, you hear military culture, put all of that together, and sort of what you end up with is a bit of what you see before you here, which where we define what cultural competency is, values, believes, knowledge, communication skills, understanding diverse populations, etc., but then when you talk about military culture, you have to look at the overlay piece of that, which then goes to talking about Army, Navy, Air Force, and even when you talk about Army, Navy, Air Force, then you have to talk about officers and enlisted, then you have to talk about elite members of the military, like Special Forces, the Rangers, Marines, etc., then you move into regions of the country, faith, religion, ethnicity, age, gender, etc., and you can see that, this is really a very complex mix of things, and not just simple words to use.


So as we think about this concept of, and issue of Post Traumatic Stress Disorder, many of you probably know what the definition is, we’ve seen it before on the slide deck that came up first, but just in terms of some key words, looking at estrangement from loved ones, insomnia, fatigue, intrusion, memories that sort of trigger the kinds of things that have resulted in PTSD, and hyperarousal, and some of those will continue to come up as we go forward.  When you look at the literature, and you do a review around the issue of PTSD among ethno-racial minorities, what you’ll find is that, for Latinos, most consistently had higher PTSD rates, and we’ll talk some more about that, and - - of soldiers and Marines surveyed, had been in situations where death was a real and potentially imminent threat.

More than 60% knew of someone who could describe an incident that caused them horror, helplessness, or intense feelings, so we can see the ground for, if you will, the issues that are, again, resulting in PTSD, so that out of all of those they talked to, at least 33% of them, clearly met the criteria for PTSD.  Again, looking at the risks of the two wars that we are currently engaged in, military wars, greater risk for PTSD, those who are enlisted, those are Hispanic, females, and those who are older.


The older persons primarily figure in from the Guard, the National Guard, and we’ll talk a little bit more about them also, in terms of their risk for PTSD; overall, women are twice as likely to develop PTSD than their male counterparts, much of that has to do with some of things that trigger PTSD, and some of the traumatic events that have happened to women, prior to that time, a lot of it has to do with sexual abuse, and then also the issue of military sexual trauma, but make no mistake that most military sexual trauma does not just occur to women.


VA also found that PTSD, among the top three diagnostic categories, female veterans who were seeking care.  I’m going to show you now, a little video clip that we are allowed to use from another group that we collaborate with, and it’s called Fractured Minds, and this initial clip is a Latino woman who has experienced some issues from her service time in Iraq.  We may not be able to use because you may not be able to hear it well enough, can you guys hear anything at all?  No, okay you’ll hear some - -.  No, it’s up as far as it goes.


Essentially what this video clip was, it talks about fractured minds, it has several different clips in there, but the one I was going to show you was a Latino woman who had been in Iraq, had been in a tank that was hit by explosives, and she’s back home, and she tells the story of her daughter, who we saw on the swing, etc., and she’s playing with her, she knows that’s her daughter, but she has no idea how she got pregnant, or when she got pregnant, she just doesn’t remember any of that at all, and so what she tells you is, all she has are the facts, and the facts are, she’s been told that her tank was hit, she’s been told the this happened to her mind, so she’s been told all these things, so if you ask her what happened, she could tell you, but she tells you the facts that she’s been told, and the way she is trying to get her life back, she is actually having her daughter tell her a lot about what’s going on, and what has happened, and what have you, so that was one of the video clips, there’s another one that’ll come up soon that’ll tell you a little bit more about too.


When we look, again, at PTSD and TBI among warriors, we can see from what Dr. McBride says that, “Every warrior who’s been in combat is significantly changed.”, and so even though we have those who come back who had those experiences, who appear to very resilient and not have the same kinds of problems as some who very much express problems with PTSD, those members who go there are indeed forever changed.


Some of the determinants of mental health that we know are included and are part of what actually is the problem, are individual biology, individual behaviors, the social environment, physician environment, that plays a huge role, in terms of where people come from, how they grew up, all those kinds of things that figure into that; access to care, and then there’s access to quality care, and then of course, policies and interventions.


The influence of cultural in mental illness, and mental health, again, it’s sort of a conglomerate of the definitions of cultural competency, culture, and mental illness, and so if we look at how patients communicate, how they manifest their symptoms, how they cope with those symptoms, the range of family and community support that’s demonstrated, and their willingness to seek treatment, so as we look at the numbers that are increased, in terms of Hispanics visiting the veteran system, that decrease from 2007 to 2008, we know have a wide variety of reasons, some of those are cultural in that, their willingness to seek treatment for the kind of illness that they have, maybe much less than if they had a missing hand or arm, or what have you.

Some of the other factors that play into mental health and mental illness in the use of the health services, again, economic impoverishment, in terms of where you come from, that physical environment that we talked a little bit about before; two key pieces are mistrust and fear of the providers and that whole treatment environment, of course cultural and social influences, biological, psychological, environmental factors, and there’s some elements of discriminatory concerns that factor into that also.

Differences in seeking mental health care, again, what I was just talking about a little bit before, if we look right at the Latino population, you’ll see that less than 1 in 11 with mental health disorders will contact a mental health specialist, and less than 1 in 5 will look to primary care providers, and indeed, primary care providers are really sort of the frontline of this, you’ll find more that go there then they do to mental health providers, for obvious reasons.


And Latinos are very parallel in lot of respects, to the same kinds of things that we see in the African-American population.  Some of those mental health disparities, underdiagnosis, undertreatment, anxiety, and mood disorders, differential prescribing patterns, that comes into play quite a bit as we talk about cultural factors, in terms of when there is PTSD, and depression, and anxiety, etc., the medications that are used to treat them, that is indeed where cultural competency really very much impacts medical therapies, because as you look at that, if you are a clinician, or an Allied Healthcare provider who is culturally aware, and culturally on that pathway, shall I say, to cultural competence, you will realize that culture is indeed more than just the social aspects, and just the issues around communication, it is indeed a part of that sort of biological and metabolic piece, because there are people who are fast acetylators, slow acetylators, they metabolize differently, etc., and if you aren’t cognizant of those differences, the prescription, or the prescribed therapy for depression in this gentlemen versus the prescribed therapy for depression, say in my colleague Ron, may be the same medications, but they may to be in different doses because of the difference in metabolism.


Again, ethno-cultural influences, some of those are direct, and those are between cultural believes and preferences, a term that’s used a lot in the psychiatric arena, pathoplasticity, meaning sort of predisposing or provoking agents, and then ethno-pharmacology, which again, gets at that piece that I was just talking about.  How much time I have?

MALE VOICE 1:  About seven minutes.

DR. LEWIS:  Okay, where we look at indirect influences, they’re those pieces around bias and stereotyping, which again, comes into play, a lot was talked about, about bias and stereotyping in the Institute of Medicine report on equal treatment, and again, that plays into the whole cultural competency piece, and how that is used to impact healthcare.  Misinterpretation of behavior and beliefs, not recognizing the symptoms, because everybody with PTSD, depression, anxiety, etc., doesn’t present in the same way, or would not answer the question, in terms of, “What problems are you having?”, would not answer those in the same way.  

One might reply, instead of saying, “Yes, I feel down and depressed.”, might say, “I feel evil, or my families telling me I’m being evil.”, and that could be an indication of them being down and less than their normal selves.  Some of the other factors in combat situations that could contribute to that is, what indeed that individual did while he was there in the war, what was his job, what did he see, what did he experience?  The politics around the war, they’re very different around the two that we have now in Iraq and Afghanistan, and at least America supports the service men and women who are engaged, whereas it was a much different piece back in Vietnam; where the fighting takes place and the type of enemy faced.


In terms of diverse populations, African-Americans have more exposure to war stressors and more predisposing factors, which then, when controlled for those differences, they disappear, so they were more equal to their White counterparts; when you look at Hispanic disparity in PTSD compared to Whites, those differences remained even after controlling for greater exposure, and so that speaks to some of the other kinds of things that are active, in terms of how one, and why one, experiences PTSD to the level that they do.


Again, when you look at overall findings, in terms of PTSD in ethnic and racial minority veterans, most of the ethnic minority veteran groups have higher rates of PTSD than Whites, you saw that, in terms of one of the very first slides when we talked about those at higher risk; some difference may be due to higher exposure, psychological conflicts related to the war, some of those differences are due to how people experience the trauma that they see.  When we looked at the Vietnam-era research, as we were developing this training program, one of the things that was clearly talked about was that, when you looked at all of the ethnic and racial groups who were engaged in the Vietnam War, and you compared their recovery, or functional outcome ability, when treated for PTSD, African-Americans, and Latinos, and other ethnic minorities, Asian-Pacific Islanders, had less functional recovery from their PTSD than their White or Japanese counterparts.

And a lot of that was attributed to, in terms of what the research said then, to those ethnic groups identity with their enemy, and so in terms of, and again, unfortunately you can’t see the video, one of the video’s I was going to show you, sort of demonstrated some of that; it was a Latino male, in Iraq, riding a tank, and just sort of surveying the area and the land, and then talking about his interaction with a kid, and what he was saying was, “Here I had this big tank, I got all these weapons, so I should be safe, and I should feel good, but then there are these kids, you want to play with them, we dance, I had them up on the tank, and we’re playing and singing, yet you tell me I have to kill them.”, and so there’s that huge dichotomy, in terms of what they’re experiencing there, and what actually happens, which again, then leads to a lot of the problems that we’re seeing today.


And unfortunately, due to the problem with our equipment here, we use a little bit too much time doing that, and I want to make sure my colleague has time to go through his piece, so I’m going to stop here, but will be around, obviously to talk about any of the other pieces that you might want to do.

MR. GABRIEL PEREZ:  Thank you, I’ll try to zip through mine here.  I don’t usually like to talk about myself at all, but I was invited to come here to give this talk, and give a Hispanic veteran’s perspective on healthcare, I think I offer a unique voice in that, not only have I been to Iraq and seen and experienced a few things, but I myself am also a physician, so it kind of gives me a play on both sides of the medical world when it comes to treating people, soldiers, civilians, enemy forces, and also experiencing it from the side of a soldier myself, and some of the things that I would feel, as a voice of veterans, would be important for the VA to know about.

Defining a veteran, there’s a federal definition of what it is, a veteran is someone who has served in the Armed Forces, and has been discharged honorably.  Each state has their own definition also for what a soldier qualifies when it comes to veteran’s benefits, for example, in South Dakota; there are certain rules and regulations that might be different from the rules and regulations in Texas, or in California.  There are many misconceptions about who qualifies, and who doesn’t qualify, for veteran’s administrative benefits; it used to be like, “Well, if you're a reserve, you don’t qualify for anything, you’ll have to be active duty for 25,000 years.”, and that’s certainly not the case.


As I mentioned earlier, the VA offers several benefits that extend beyond just healthcare.  Healthcare in and of itself is a true 800-pound gorilla that we have to deal with, in terms of improving outcomes, the delivery of care, and doing it with military cultural competence.  The take-home message of all that is essentially that, whether one was on regular active duty, reserve, or National Guard, it’s hard sometimes to even teach veterans themselves, “Well, based on the type of service that you are performing, or how it is that you are enlisted, this is what you will, or will not, qualify for.”


We hear stories about homeless veterans, for example, and when I did my thesis for my Master’s in Public Health, it was a needs assessment for homeless veterans in LA County, and most of the data found that a lot of the homeless vets didn’t qualify for veteran’s benefits because they were either dishonorably discharged, they punched their senior drill sergeant, or whatever, but they had gone overseas, they had served time in a foreign land, in a war zone, and because of things that happened, all of that disappears, so that’s another subset of the population that the VA, they have 800 number that says, call here if you're homeless, but when it gets down into the nitty-gritty and the details, sometimes even then, the resources are not available.


We currently have the largest all volunteer force since the Revolutionary War, we are, in the Army, just in the Army, we are about 1,000,000 strong, okay, but when you add all the forces together, we make up about maybe 1 to 1.2 to 1.5 of the total US population, so the importance in emphasizing that is that, as a society, as an American culture overall, there is a lot less understanding of the military experience, of the military family that is supporting that soldier, male or female; California is a very interesting microcosm, if you will, in many ways, just a week and a half ago, I think the media spent, at least seven days talking about Charlie Sheen being this celebrity drug addict, and two days on Justin Bieber’s haircut, but soldiers like Jake Tramalchy from Oklahoma, Luz Martinez from Texas, and about five or six others who were all killed in action in Iraq and Afghanistan that same week, not a single word was mentioned to them in the media at all, so there is a huge disconnect, I think, in some of the knowledge, if you will, that society has about what soldiers are doing, and where they are, and what’s happening to them, and as much as there seems to be an overall cultural support, as was mentioned earlier, you still hear the media, when it’s something negative like, certain groups of people who have beliefs and they look at somebody like me and state that I deserve to be dead because the government has certain ideas, and whatnot, so it’s very, very mixed, and it is the VA’s responsibility to really look into that and extend more visible positive support.


Hispanics have been the Us military since the Revolution, we have our own list of Purple Heart winners, of Medal of Honor recipients, Generals, we are definitely, we’ve done our share as a group of people in support of this country, and even in the Civil War, we had Latinos on both sides, North and South, fighting, for example, so we do have, as a culture, a very long legacy, along with other ethnic groups in US military history, whether for whatever cause it may be, time has been served.

The variations, as also was aforementioned, I could sit here and say a whole bunch of Army jargon, “Well I was with Task Force 115 two clicks of Camp Cropper last year on FOB 5.”, and somebody in the Navy’s going to go, “I don’t know what you just said.”, but somebody in the Navy may tell me something and I’m going to go, “I don’t understand.”, so there is not a lot of necessarily cross-understanding, however, having gone through the service, one team, one fight, I think is definitely an air that has grown over time.  You still hear the stories about competitiveness, or anguish between different branches, but on the whole, look, when I was out there, I took care of Marines, I took care of Seaman, I took care of Airmen, I took care of civilians, it didn’t matter, okay, because all of them were my patient.


Combat versus non-combat experience, you don’t have to necessarily go into combat to experience the stress of being in the service.  Being retired versus a short stint, I’ve done eight years, and I’m just about out, just because I have two children I need to raise, and other people who have been able to do more, have the years, and their benefits are going to be different from the benefits that I would qualify for, for example, again, the need to educate and empower soldiers while they’re still in the service and not wait until they’re out, to let them fend for themselves, is a huge, huge thing, the VA, I think, could do a better job at.


We talked about traumatic brain injury, mild versus not so mild, the association with long-term memory issues, the psychiatric and psychological effects that they pose, both short and long-term; chemical exposure, depleted uranium, plasticized sewage, agent orange, chlorine gas exposure, we had at least three chlorine gas detonations in Iraq while I was there; lots of things that even led myself to need healthcare when I came back.

Some conditions don’t happen or appear for years after being out of service, the hidden scars, the wounds that were mentioned, and obviously with the advancements in technology in medicine, we have more survivors, but being able to take care of those survivors, now that there are more of them, is also a challenge when it comes to a system that wasn’t ready for a whole new slew of veterans from two new wars. 


Let’s put some money where the mouth is, everybody hears, “Well, you know, it’s bad out there.”, okay, well let me show you a couple pictures of the things that we see, and the things that we go through on the medical side.  This is obviously a very injured soldier, there are medical personnel from all branches taking care of this individual, okay, Navy, Army, international forces, okay, things that we see, IED injuries, blasts, amputations, okay; when it was really hot and bad, this was on a daily basis, multiple times a day, you get a wound that is very traumatic type of injuries.

Now, anybody who’s worked in a trauma center, anywhere in the United States, would look at this and go, “Well, it’s all in a day’s work.”, okay, good, but obviously for soldiers that are not medical, who have not had medical experience, or medical exposure, if this happened to them, or to a buddy of them, or something, it’s very, very lasting, the impression that it leaves, and all of the associated emotions that go along with it.  There’s a shrapnel fragment injury to a leg, stepping on an IED, or improvised explosive device, okay, and then the prosthetics, one example.


Usually takes about five or six fittings before you get the right prosthesis, after about 10 or 12 surgeries, to make sure that the stump is right; a very long, extended medical care process, and we’re just talking about a simple amputation, okay, so now just imagine the logarithmic curve of the other needs that are out there for injuries that are much more complicated than this.


This is a picture of my combat support hospital, 349th CASH, who was both in - - in 2003 to 2005, some of the other lecture material, referenced to a lot of the injuries, and the PTSD, and the psychological issues coming back, well, my hospital unit was the one taking care of them over in - -, they also went to Afghanistan in 2008.  

So specific healthcare issues for Hispanic veterans; number one, where is the Hispanic, or Latino, VA physician?  I have never met one, now if I ever get hired by the VA, I could look at myself in the mirror and say, “Yes.”, but there are not very many.  Now, in my unit in California, California’s very diverse, we have a huge Latino population, so in my particular unit alone, we had Dr. Fernando Via, we had Colonel Duran, we had three or four Hispanic physicians, they were on the Army Reserve side, but none of them worked for the VA either.


Social isolation from family members, friends, and other hospital personnel who don’t speak military, like the example that I just gave, okay, it’s amazing how much somebody will open up if they know the you were in prior service.  I have met people here, at this conference, they’re walking about with their little special forces thing, “Oh, you're special forces.”, “Oh, how did you know?”, and all of a sudden there’s a bond there that you would never have had imagined existed prior, so there’s a relationship there, there’s an understanding of the structure, of the discipline of embracing the hard times, and that understanding is something that providers need to have, and unfortunately, the only way providers are really going to get an understanding is, if they put on a uniform, there might be some other ways to train to get that type of cultural competence, or military competence, but certainly that’s subject to opportunity.


Hispanic female veterans don’t have enough of anything, that’s what I say, okay, when it comes to OB/GYN’s at VA hospitals, pap smears, doing mammograms, women’s healthcare in the VA system is relatively very new; it always existed, but it was always kind of like the last paragraph on the last page of a big summary, and that has grown since then, but it still has a long way to go.


There are debates about whether there needs to be some linguistic competence, I’m a little skeptical on that one just because, if you served in the United States military, you need to have been able to understand English to follow your orders, do your paperwork, and things like that, but I will also say this, from a cultural competence point of view, when I’ve had patients, when I’ve taken care of Puerto Rican units coming through and I’m doing their medical stuff, I start rapping to them in Spanish, the history that comes out is just so much more detailed then, “Yes sir, no sir, I don’t feel sick, I want to go home.”, I say, “[foreign language]?”, and then I get behind and all my other patients get mad at me, but there is something to be said about being able to deliver that kind of history, and now that’s on the active side, on the VA side, even less of an existence, okay, so medically speaking, just like there’s been a shortage of physicians on the active duty and the reserve’s military, who are ethnically diverse, so goes the lack of providers in the VA that are prior service, that is paramount to needing change if we’re going to eventually meet the goal of militarily cultural competent healthcare for all veterans.


So if we have issues on the civilian side already with not enough Hispanic doctors, let’s say, to take care of Hispanic patients, and in the VA, we don’t have Hispanic doctors to an even lesser extent, think about now, having said that, how much more of a need can one now begin to see there is when it comes to finding a Hispanic veteran physician to take care of Hispanic veteran patients.

Returning home, leaving is stressful, going home is stressful, everything in-between is stressful, even if you go to a non-combat zone, it’s stressful to leave your family, stressful to leave your spouse, stressful to leave your children, and even if there’s no danger imminent to yourself, things happen while you're gone, and things happen at home while your significant other is gone, life continues on, and those associations of stress can be more so because, there’s a sense of helplessness, you can only do so much when you're 10,000 miles away.


Drugs and excessive drinking, anger management, those have all been well-documented; it’s difficult.  When should the VA begin its outreach?  I say, right after initial enlistment, don’t wait until you’ve got your first DD-214, or discharge paperwork rather, it needs to start right at the onset, and recruiters are the worst people to act as a source of disseminating that type of information, in my opinion, because recruiters are trying to get you in; promising the benefits is one thing, but they’re not trained, or qualified, to be able to share that type of information from my Hispanic veteran perspective.


The VA needs to market itself beyond its own four walls, okay, other doctors, when you're a civilian, you look at there, “Oh, well where’s a good doctor?”, and you go up and there’s a picture and a description, I tried doing that on the VA website, I couldn’t find any pictures, and I couldn’t find a lot of anything, when it comes to just shopping for a doc, who would I like to have my PCP at the VA?  And I didn’t see one, and I still, to this day, 18 months later, don’t have a PCP at the VA.


They give you lots of handouts and brochures, these are the benefits that come, these are the numbers to call, so it’s great, there is a lot that is being done; when it comes specifically to the Office of Minority Affairs, there’s a committee, the breakdown is there on the slide, there’s one registered nurse, one PA student, and one physician, none of whom are Hispanic, or African-American, the RN is African-American, but there’s no African-American physician, or Hispanic physician on this committee, until they look at the application that I just submitted to them to see if they’ll accept me on this committee; I don’t just preach what we need, I try to act on what I preach, so we’ll see what they say.


The Center for Minority Veterans, on their own website it says that they’re there to increase, assist, give information, but the center acts only as a mediator and facilitator, it’s basically an additional number to call to make sure that that particular veteran is getting through to the right resource fit they qualify for it, but that’s all it really is, is an 800 number to give information, it doesn’t provide anything else.

Not all veterans choose to go to the VA, we saw the statistics related to that, why is that?  Is it because of a cultural push away?  In some places that I visited, the VA hospitals, like the big ivory tower that nobody wants to go to, or feels that they can’t get into, unfortunately I’ve had some struggles of my own with my local VA, I won’t say which one, but that air of wanting to train the staff to be sensitive and respectful of military service, with a military air and professionalism, that has a long way to go; it just simply does.


When I returned, I needed surgery because I had developed some issues in my sinuses, and with my hearing, I was told by the VA it would take 18 months for me to get tot eh right specialist for surgery, not because I know medicine and I had insurance, I went through my own private insurance and within two months I had the surgery I needed so that I could breath and I could hear; just one example, I’m giving you my Hispanic veteran perspective.

Many new generation veterans prefer TriCare, TriCare is great, I love TriCare, it’s like a PPO insurance, and it’s affordable, and we use it, and it’s great, so I’ve listed the issues, I know we’re running short on time, I want to try to get one or two questions in if possible; the bottom-line is that there still needs to be more research done, as to a lot of these statistics.  Part of the problem also is that, active duty medicine, and VA hospital medicine, they don’t talk to each other very much, so we’re trying to do a lot of cultural military competence on this side, but on the active duty side, there’s even less, if not very much at all, cultural competent healthcare going on, because the way we are structured on the active duty side for medicine is, make sure you are ready to fight, ready to deploy, and if not, get you where you need to be, to take care of you, to take of the soldier, but in all the years and all the different chains of command I’ve been up and down through, all the way to Western region, you don’t see that, it’s just non-existent, it’s not the military’s priority, necessarily yet, perhaps, to be cultural competent when it comes to the healthcare it gives to its servicemen and servicewomen, but certainly if that doesn’t take place, transformation-wise, it’ll be all the more harder, I think, for the VA to be able to talk to active duty medicine when that transition does take place from one side to the other.


I leave you with potential solutions, research, research, research, getting involved, as I said, I’m applying right now to get on that committee, we’ll see what happens.  VA sponsored grants, and research programs, and needs assessments, I think those are kind of a no-brainer, we still need to do those things.  The VA system needs to target Hispanic veteran nurses and physicians, I’m a resource, I see myself as a resource, but I haven’t heard the VA trying to, let’s say, recruit me, or any of my veteran colleagues from that hospital to work for the VA, why is that?  That shouldn’t be; use us, we have a vast experience that is insurmountable, no matter how much civilian stuff do, so in the bigger picture of things, we talk about ranks, and enlistments, and this, a lot more African-Americans and Latinos are still on the lower enlisted side, as opposed to the officer side, why is that?


Well, as we heard in one of the other lectures, only one in four of us even graduate high school, so if you can’t even graduate high school, what other job are you going to get other than an M-16?  And how is that going to train you for if you ever want to return to the civilian side to get a job, or continue in education, things like that, so the workforce, the infrastructure, the socioeconomic status of underserved communities, as a whole, that root is still there as the base of the pyramid, still needs to also be looked at if we are to see an improvement in the numbers of people graduating, going to college, maybe getting into the military at a higher rank, and then being able to get into the VA afterwards to continue to deliver that healthcare.


That’s all I have, I thank you for your attention, I’ll take any questions, Dr. Lewis, thank you so much, appreciate it.  Do you have a question? 

MALE VOICE 2:  I want to ask you a question about post traumatic stress disorder, and that’s, I understand that the VA’s starting program for transitional houses for veterans returning for post traumatic stress disorder, and I wanted to know if you knew anything about it.

DR. PEREZ:  Yes sir, and Dr. Lewis I’m sure, can maybe talk to this as well, but we have the Wounded Warrior Transition Program now, what we were finding is that, at the very beginning of the war, there really wasn’t a support system setup for that, I mean, there was even a debate in the first year whether PTSD’s should be used as a diagnosis, just because of all the negative tabooism that it received during the Vietnam War, very sad, but true, and so instead of just discharging them medically, out of the active duty and saying, “Fend for yourself with the VA now.”, that was very inadequately prepared for that, they turned this into a Wounded Warrior Program, or transitional unit.


- - over in Texas is huge on this, and it’s like you said, there’s a transitional housing, they stay on active duty orders through a different type of title for orders, so they can get paid, their families can come with them, and they continue to receive that therapy, that treatment, that followup, with mental health professionals to get them back to civilian functionality if they don’t return to active duty; there’s a less than 5% return to active duty on mental health disorders that come out of the war.  


We do have a, that same program for mental health support, also is true for those that have experienced amputations.  We have a 10% return to active duty rate for Army and Marines that get an arm or a leg blown off, and they relearn how to fire their weapon, they relearn how to drive that tank, and they go back to active duty with those amputations, so there is a huge push for that, as a matter of fact, I’ll take it even one step further; the reason why I joined the Army was because of 9/11, I come from a family of veterans, my father’s a Vietnam vet, my grandpa was in World War II, they both told me the same thing, “Don’t join the military, stay out, go to college, do what we couldn’t do, and educate yourself, and have a happy life.”, so that’s what I tried to do, then 9/11 happened, and I was like, “Okay, well I guess they’re going to need docs, so I better do something.”, in addition to that, I also became a volunteer firefighter.

Now, the Retired Firefighters of New York Association has actually worked now, in partnership, with the Wounded Warrior Transition Unit Program, the firefighters raise money to take care of these soldiers to help fund the housing that you're talking about; it’s beautiful, it’s very heartwarming, but that’s done on the civilian side, and it’s volunteer, and it’s given out of the hearts of people.  I would like to see the VA take more over that.

MALE VOICE 2:  Okay, thank you very much, I’m a former flight surgeon Air Force reserve.

DR. PEREZ:  Well, thank you for your service sir.  Did you have anything to add to that?  No, okay.

FEMALE VOICE 1:  Hi, how were you, I had a question, actually, to Dr. Lewis, I’m wondering just actually on the prior to enrollment and enlisting in the military, have you found there to be any evidence of good programs, or readiness programs, or valuable assessments to identify those individuals who would be, potentially, at greater risk of PTSD, and then you also mentioned that, in some of your research, or your colleagues research, you found that sexual abuse, and other sort of predisposing factors lead to the increased likelihood of having PTSD, so how are those being, sort of I guess, infiltrated into any kind of readiness training, or assessments, or weeding out of people, and have you seen that Hispanics have higher rates of sexual abuse, or are they at higher risk of any other predisposing factors, besides socioeconomic differences, but that would lead them to have higher rates of PTSD?

DR. LEWIS:  Let’s see, if I had a board and I could just write, no, like that, those are very good questions, and when the literature and the research demonstrates to us that those are some of the things that are there that we should be paying attention to, and we don’t, then I think that that’s how we find ourselves in some of the situations that we are in.  There are not those screening programs when we’re bringing people in to see where they are, sort of on the risk scale.  We haven’t even really been as successful as we should be, definitely not as successful as we need to be, screening those coming back for those signs and symptoms, etc., of PTSD, so the overall answer to that is, no, we’re not doing what we need to do, nor are we doing all we can and should do around that.

DR. PEREZ:  Just to dovetail on that real quick, I would add also that, the screening methods that are currently in place, in my medical opinion, are far from adequate.  You guys have seen the statistics, you know suicide rates in the Army, for example, are doubled since 1943, and medical personnel are the ones that are actually falling through the cracks.  One of my own medics, in one of my own units last year, who, and we review, you look at the little screening questions, “Are you depressed, are you this?”, “No, no, no, no.”, and before you know it, out of nowhere somehow, there’s a suicide, and it’s horrible, it’s one of the worst things I’ve ever had to do, as a Commanding Officer, is to go and support that unit.


Understanding the dichotomy of this though, is important; if you’ve been in a war zone, and all you want to do is go home, you are going to say no to every possible question that could keep you in theater, or at a transition place, for one millisecond so that you can go home, and until we figure out a way to support that soldier who’s hurting, to be able to get home and still receive the care that they need, I suspect and fear that suicide rates will continue to be high.

FEMALE VOICE 2:  Just along the lines of what you're talking about, the screening process, don’t you think that there’s a danger of potential discrimination as well?  When we look at statistics around certain populations being more prone to certain trends in mental health, do you think that then certain communities are going to be excluded from military service, or military benefits because of those trends?  And then also in addition to that, I don’t know if you guys have anything to say about, and I think that at NYU, and I think at a bunch of different hospitals as well, the military is funding research on looking for biological markers as well, for PTSD risk and what you think that that might do as well, for potential discrimination against different groups?

DR. LEWIS:  How much time do you want to spend here?  Again, very good question, and from some of the slides that I showed, and from a number of them that I didn’t get to, those are very real concerns.  Often times when I’m talking about disparate healthcare, or health inequities, I’ve had members of the audience say, “Why don’t you just call it what it is?”, and so that truly exists as real possibilities here to, so how do we get around that?  Until we get this thing, these things we keep talking about in culture, and patient centeredness, and all of that, actually integrated and to become a part of, i.e., digested by the system, then those things that you are talking about are very real, and highly possible.


If we can get the cultural competency, the military culture, the correct communications, patient centeredness, and all of that, integrated and digested by the system, the potential is still there, but it’s significantly reduced.  I don’t think we’ll ever get it to go totally away, but we can certainly do things that would reduce those possibilities, but it’s swimming upstream to a great extent.

DR. PEREZ:  With regards to the first point that you made about, with the statistics being what they are, would that cause some sort of a discrimination to recruit?  I would have to say the answer to that is, no; first of all, recruiters don’t read scientific papers to see that literature, sorry to say, but on the more serious note, these statistics and numbers that come out, is more data than what used to be collected in years past, because the resources just weren’t there.  I can’t even imagine what it would be like to have research technology available, let’s say, during the Civil War, to find out who had PTSD, who had this kind of condition, and I mean, those statistics, I’m sure, would probably be absolutely staggering.


Certainly from a recruitment point of view, it’s a nationwide process, I mean, in different ethnocentric clusters that are all over the country, there seems to be more recruitment going on there because statistically there’s more of a likelihood that they’re going to get recruits from those particular areas, but again, it is an all volunteer force, that’s kind of like the auto return answer that you're going to get, and yes, do sometimes recruiters not say everything, do they promise things that they know they can’t?  Certainly, I don’t think that that’s the rule however, just like with many things; it’s almost like one bad apple that spoils the bunch.


One thing that gets a whole lot of negative attention; will have negative attention for weeks or months.  In a war zone, for example, one case of abuse will blast the news for two months, but you never hear about the seven hospitals that we built in Iraq, you never hear about all the Iraqi and Afghanistan medical clinics that we help build, about the schools that we help build, you never hear about those things.


And then with regards to the second part, in the military itself, we, and then I can only speak for California, because that’s where I was, where most of my unit is, it’s very easy, and we’ve learned to see only green, which is the uniform that we wear; we don’t see Black, we don’t see Brown, we don’t see Yellow, we don’t see Red, we don’t see White, we have become, as a military force, I think, much stronger and tighter because, we’re smarter to, we understand all the different intricacies that we face from a social support point of view, what the military active duty is trying to do to help support its soldiers, and what the VA is trying to do as well.

This constitution is designed so that we follow the orders of our leaders, and that’s what we do, we don’t always like it, we have human opinions, but all in all, for the most part, the idea that, “Oh my God, PTSD, am I going to get that to?”, and maybe it’s because I was in a medical unit that I didn’t see so much of the taboo, or the fear of being labeled a certain way because, we’re the ones screening everybody else for it, and when we see it in ourselves, we’re actually quite thankful that somebody else did something about it, and there was even a case where one guy, who had mentioned that he was going to blow his brains out, and his buddy, pulled the firing pin out of his rifle just 12 hours before he tried to do it, and he saved his life, and that was wonderful, it got great media attention, and they still push it, and they were both White, it doesn’t matter what color they were, it was a success story, so this idea that it’s military people are afraid that they’re going to get taboo labeled, I think that’s starting to be lessened, I’m not saying it’s disappeared, but a lot less.

MALE VOICE 4:  I just have a couple of informed comments, and I hope we can have a dialog; I know I’ve heard admonishments about making statements before we ask a question, but they have to frame the question, I have some experience, and I have some informed comments, you talk about cultural competency a lot, and I saw that you had some slides about what JACO requires for cultural competence, and what the AGME requires, and a lot of this ends up being organizationally administrative speak, because we really don’t have a way to measure the experiential and the analytic knowledge that a resident has around cultural competency, and I just learned, in some of the research that I’m doing, I just learned a term that I like, and I’m exploring now, it’s cultural humility, and so I really didn’t know what that meant, so I went scrambling for the Google, and so on and so forth though, and I’m understanding about that, I can give you an example of what I’ve come to understand about that, and it has to do with some very personal issues at the VA.


I think that the VA needs to figure out a way, and I said this when I was on the special advisory committee to the secretary, the VA needs to figure out a way so that every physician that works in the VA, has cultural humility, understands the special culture, and the special needs of those soldiers, sailors, and airmen; men and women that enter the VA for care, and one way we do it in my specialty, I’m in physical medicine and rehabilitation, one way we establish cultural humility with the patient is, we want to know what their job was, what they did for a living, in internal medicine, they might not treat a patient, and never know what they did for a living.


We ask them that because it connects us with them, and then we have a goal, we can talk to them; if they were a brick mason we can say, “Oh, well, this is analogous to you laying bricks, and this is what you have to do to get better.”, and the same thing in the military, the docs at the VA, and this is a broad generalization that it’s by no means specific, don’t ask the veterans to have this reminiscent therapy with them, it takes 30 seconds, “What did you do in the military, what was your job?  Where were you stationed?  Oh, were you in Vietnam; were you in World War II?  How was it?  What did you do?  What type of a unit were you in?”, you might find out that you're talking to someone who spend five years in a prison in Hanoi, that’s pretty culturally, that’s cultural humility when you sit down and listen to a person tell the story, and they don’t do that in the VA, and a lot of the physicians in the VA have no clue, do not treat the veterans, and I like what you said Dr. Lewis, about the special populations that you're dealing with, and so I just thought I would throw out those comments.

DR. DIBERNARDO:  Okay, no question the, okay, we’re actually cutoff for time, so I appreciate you guys coming, and we’ll be around if you need us for other stuff, thank you.

DR. LEWIS:  But, I just want to comment with what you were saying there, what you were talking about is very interesting.  In my mind, it’s not the terminology that makes a difference, there’s cultural humility, cultural competency, cultural proficiency, but what it is, is exactly what you say, I don’t care what you call it, but it’s a means of connecting with the patient.  When I developed the curriculum for the Uniformed Services University, for the medical school there, we called it cultural fluency; it’s about being curious, it’s about being respectful, so we can call it, or label it, almost anything, but the bottom-line is, the essence of what it does, in terms of that provider and patient.


In terms of measurement, it is very difficult to do, I don’t care what we call it again either, it’s still difficult to measure.  One of the slides that I didn’t get to, actually talks about where residents and other physicians were surveyed, even the market research that the Steptoe Group did, when we asked providers, “What do you do around this?  Do you think it’s important?  Does your organization provide you what you need to do it with?”, the answer is, no, no, no; so it’s really not even finding a way to do it, or measure it, there are groups of folks out there, our group and others, who could potentially help with that, but the system hasn’t been responsive to accepting that, but very good comments.  Thank you all again for your time.
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